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Summary
Background: Home health nurses and clients experience unmet information needs when transi-
tioning from hospital to home health. Personal health records (PHRs) support consumer-centered 
information management activities. Previous work has assessed PHRs associated with healthcare 
providers, but these systems leave home health nurses unable to access necessary information.
Objectives: To evaluate the ability of publically available PHRs to accept, manage, and share infor-
mation from a home health case study. 
Methods: Two researchers accessed the publically available PHRs on myPHR.com, and attempted 
to enter, manage, and share the case study data. We qualitatively described the PHR features, and 
identified gaps between the case study information and PHR functionality.
Results: Eighteen PHRs were identified in our initial search. Seven systems met our inclusion crite-
ria, and are included in this review. The PHRs were able to accept basic medical information. Gaps 
occurred when entering, managing, and/or sharing data from the acute care and home health epi-
sodes. The PHRs that were reviewed were unable to effectively manage the case study information. 
Therefore, increasing consumer health literacy through these systems may be difficult. The PHRs 
that we reviewed were also unable to electronically share their data. 
Conclusions: The gap between the existing functionality and the information needs from the case 
study may make these PHRs difficult to use for home health environments. Additional work is 
needed to increase the functionality of the PHR systems to better fit the data needs of home health 
clients.
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Background
A recent survey conducted by the Commonwealth Fund reported that 35% of older adult Americans 
faced serious challenges with care coordination. Among the issues reported, 16% received conflict-
ing information from their doctors, 19% thought that their specialists and/or regular doctors lacked 
the clinical data required to be effective, 28% experienced gaps in hospital discharge planning, and 
11% positively responded to the statement “doctors seemed uninformed about hospital care after 
discharge in the past 2 years” [1]. Unfortunately, these challenges are seen across many care settings. 
For example, home health nurses, older adults, and informal caregivers have reported experiencing 
unmet information needs during the hospital to home health care transition [2–4]. This lack of in-
formation during the hospital to home health handoff can reduce home health provider’s ability to 
provide evidence-based disease management in the home [4]. 

Personal health records (PHRs) are tools that have been developed to support consumer-driven 
health information management, and facilitate information exchange. The Markle Foundation de-
scribes a PHR as “an electronic application through which individuals can access, manage, and share 
their health information, and that of others for whom they are authorized, in a private, secure, and 
confidential environment” [5]. In the United States, there are two models of PHRs: tethered and 
standalone. Tethered personal health records are only available to consumers who are part of a spe-
cific healthcare system and/or insurance network. Typically, these systems are free to the healthcare 
consumers within a system, and the costs associated with development and maintenance fall on the 
healthcare system and/or insurance agency. Standalone personal health records are open to any con-
sumer who creates an account. These PHRs may be developed by a commercial or non-profit organ-
ization, and the costs associated with development and maintenance are either collected from the 
end user through a payment system or generated by other revenue sources [6, 7]. 

In a recent study of the U.S. Veteran’s Administration’s My HealtheVet PHR, older adult veterans 
reported that PHR use led to a greater understanding of their own health information. In addition, 
many participants stated that their care team was better prepared to provide care due to the in-
creased information sharing [8]. Unfortunately tethered PHRs, like the My HealtheVet system, ex-
clude non-network providers from the system. This exclusion of non-network providers may be a 
significant challenge for home health care environments. In 2009, 85% of Medicare-certified home 
health agencies were not affiliated with hospitals, rehabilitation centers, and/or skilled nursing facil-
ities [9]. These freestanding home health agencies are excluded from the information available in te-
thered PHR systems. This exclusion may continue to promote fragmented communication prac-
tices, and continue the challenge with unmet information needs.

2. Objectives
Our study aims to analyze publically available personal health records for their suitability to accept, 
manage, and share data generated from a published home health case study. Specifically, our find-
ings answer four questions: 1) is there a location in the PHR to enter and store the data from the case 
study, 2) how can the data be updated to reflect changes in the clinical data over time, 3) are con-
sumers able to make connections between data to better understand current and/or past medical in-
formation, and 4) what mechanisms allow consumers to import and export data in electronic 
formats? From our findings, we recommend design changes that would enhance existing PHRs suit-
ability to accept, manage, and share data from home health encounters. 

3.Methods

3.1 PHR search strategy
We used a personal health record consumer advocate website, MyPHR.com, to gather a list of avail-
able personal health records. MyPHR.com is managed by the American Health Information Man-
agement Association, and is advertised as a consumer resource for locating and choosing personal 
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health records [6]. The MyPHR.com database was searched under the “Choose a PHR” web page 
using the standard filters: “Web-based” for format, and “Free” for cost in June 2015 [10]. This data-
base resource was chosen as it targets healthcare consumers, and it has been used in previous per-
sonal health record systematic reviews [11]. We chose to filter for no-cost personal health records 
because previous research suggested that cost is a barrier for adopting a PHR system [12].

3.2 Home health case study
Our case study was created from a published medical case study describing a 58-year-old man re-
ferred to home health after a new diagnosis of congestive heart failure (CHF) in an acute care setting 
[13]. Information from the published case study was abstracted into four categories: demographic 
information, medical history, acute care data, and home health encounters. The home health data 
included an initial home health assessment and plan of care, daily weight recordings by the patient, 
two management changes from subsequent home health visits, and a final assessment before the pa-
tient was readmitted to an acute care setting for uncontrolled CHF. Prior to the acute care admis-
sion, this patient had four co-morbidities (hypertension, type II diabetes, ischemic heart disease, 
and atrial fibrillation), and regularly took five medications [14]. 

This medical history is consistent with the overall health profile of older adult Americans. A re-
cent report from the Administration on Aging states that most American older adults have more 
than one co-morbidity, and heart disease, hypertension, and diabetes rank among the most com-
mon conditions [14]. In addition, this patient was readmitted to the hospital during the home health 
encounter. As other research has reported, CHF 30-day readmissions account for the most common 
Medicare 30-day readmission diagnosis, and 24.5% of Medicare recipients discharged from an acute 
care stay with a primary diagnosis of CHF are readmitted within 30 days [15].

3.3 PHR assessment
The primary author (LK) accessed the website address provided from MyPHR.com for each PHR in 
the search results. Internet searches were completed if the website from the database was incorrect. 
We used the PHR name from the MyPHR.com database as the search term. When a website address 
was identified, the authors reviewed the site for inclusion. PHRs were excluded if the system was not 
easily available to the public, and/or if the PHR did not meet the Markle Foundation’s definition of a 
personal health record. Tethered PHRs were excluded because these systems were not considered 
publically available. There were four reasons for exclusion: failure to locate an active web address, 
PHR services had been discontinued, restricted consumer access, and the PHR functionality did not 
provide the user ability to access, manage, and share their health information over the Internet. 

Two authors (LK and YC) independently reviewed each of the included PHR systems in August 
and September 2015. Results from the assessments were independently recorded using a Microsoft 
Excel spreadsheet. Each researcher also recorded qualitative observations about the ease of use, diffi-
culties encountered performing the tasks, and general observations about the PHR functionality. 
After the independent review, the authors met to analyze the data, review differences in abstraction 
observations, and qualitatively describe the functionality of the reviewed systems. 

4. Results
Eighteen PHRs were identified from the MyPHR.com database search. Eleven PHRs were excluded 
from this analysis. Of these initial PHRs, the authors were unable to locate the website of one vendor 
using Internet searches. Two PHRs have discontinued their services [16, 17]. Four PHRs had a te-
thered model [18–21], and three did not meet our definition of a personal health record [22–24]. 
Specifically, one system was a United Kingdom-based non-profit site that curated patient health 
education [22], the second system was a company that sold medical emergency wearable devices 
with a companion website [23], and the third system was a diabetes social and education network 
[24]. Finally, one PHR was excluded because it required participation in a sales call before creating 
an account [25].
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4.1 Is there a location to enter and store data abstracted from the case 
study?
For this review, we attempted to enter six categories of data from the clinical case study into each 
PHR. An overview of the results from our analysis is shown in ▶ Table 1.

4.1.1 Demographics
All seven (100%) of the PHRs reviewed were able to accept the basic information from the demo-
graphics in structured or free text formats [26–32]. Basic demographic information included date of 
birth, race and ethnicity, medical insurance information, current tobacco and alcohol use, and social 
history. One challenge occurred when attempting to enter information related to the patient’s living 
situation and occupational therapy data. Our case study described the patient’s home environment, 
including the number of steps needed to access his apartment [13]. Three of the seven (43%) PHRs 
were able to accept this information in free text formats [26, 27, 31]; however, none of the PHRs re-
viewed offered pre-defined labels to accept this information. 

4.1.2 Medical History
All systems were able to accept the basic medical history in a text format including medications, pre-
vious medical conditions, and basic demographics. Medical history information included current 
diagnoses of hypertension, type II diabetes, and ischemic heart disease, a previous coronary artery 
bypass graft with no complications, five daily medications, and three clinical providers [13].

Despite the ease of finding the appropriate location for the data elements, the authors experi-
enced challenges with entering the medical history information. Four PHRs (57%) used predeter-
mined lists to enter medications, current conditions, and previous procedures [28, 29, 31, 32]; how-
ever, the available medical terms varied in the data entry lists. For example, the term “ischemic heart 
disease” was not available in two of the four PHRs that used drop-down lists for medical history data 
entry [31, 32]. Therefore, the authors had to use Internet searches to determine the most appropriate 
synonym that was available in the system. When exact terms could not be located, the authors re-
sorted to using free text fields to clarify or add additional information to the disease.

4.1.3 Acute Care Data
The acute care data included emergency room clinical assessments, laboratory values, an echocar-
diogram, and a chest x-ray. In addition, the patient’s care plan was dynamic and required multiple 
medication adjustments throughout the seven day hospitalization. The patient was discharged with 
an outpatient follow up appointment, and referred to a home health service [13].

Basic acute care data such as medications, patient vitals, laboratory values, and new diagnoses 
could be entered into all the PHRs. For example, medication changes were added to the global medi-
cation list, and vital signs were included with the pre-hospitalization values. Three PHRs (43%) ac-
cepted information about future medical appointments [28–30], and one of these systems provided 
the functionality for consumers to set up reminders for these appointments [30]. Additionally, one 
system (14%) allowed the user to directly communicate with their provider and to request future ap-
pointments through the PHR interface [32]. None of the systems that we reviewed had dedicated 
structured or free-text fields for clinician notes/assessments, test results from the echocardiogram, 
and chief complaints from the emergency room; however, six of the seven PHRs (86%) allowed users 
to upload portable document format (PDF) summaries of clinical information [26–31]. 

4.1.4 Home Health Encounters
The home health data included an initial assessment and plan of care, daily weight recordings by the 
patient, two medication dose changes, and a final clinical assessment [13]. Similar to the acute care 
data, the basic medical information from the home health episode could be entered into structured 
fields into five of the personal health records [26–29, 31]. One PHR (14%) did not accept daily 
weight measurements [32]. In addition, the home health nurse offered her clinical assessment of the 
clinical data, such as categorizing the patient as hypotensive and bradycardic after taking vital read-
ings [13]. Six of the seven PHRs (86%) were able to accept the judgments as free text data elements 
associated with the numerical vital values [26–30, 32].
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The clinical home health data, including nursing assessments, were unable to be entered into 
structured data fields. Additionally, none of the PHRs reviewed offered dedicated areas to enter and 
store plan of care or patient instruction documents. Although there were no dedicated areas, two 
PHRs (29%) offered a journal or a health diary that could be used for this purpose [30, 31], and an-
other system (14%) offered a place to store generic “short notes” [27]. 

4.2 How can data be updated to reflect changes to clinical information 
over time?

The authors focused on the data management of three data elements: the medication list, daily 
weight readings, and laboratory values. Five PHRs (71%) were able to accept daily weights values, 
medications, and laboratory values [26–29, 31]. One system (14%) was only able to accept daily 
weight measurements and medication information [30], and another system (14%) did not accept 
weight values [32]. An overview of our results is displayed in ▶ Table 2.

To manage the medication information, the authors attempted to update dosages of a medication 
multiple times to reflect the frequent changes to the medication list in the case study. Two PHRs 
(29%) allowed the user to change the dose of an existing medication entry, while maintaining a rec-
ord of the previous dosage value. However, in these systems the record of the previous dose change 
was displayed in the separate systems log, which detailed every action in the PHR. Therefore, if 
users wanted to identify historical medication dose changes, the user had to access two separate lo-
cations in the PHR [29, 30]. Four systems (57%) required the user to create an entirely new medi-
cation entry to update the dose information, while maintaining a history of the previous value 
[26–31]. One system (14%) was only able to keep an active medications list, and did not store infor-
mation related to discontinued or deleted medications [32]. 

4.3 Are consumers able to make connections between data to better 
understand current and/or past medical history?

Six of the systems (86%) provided a way for consumers to view their longitudinal weight data. Three 
PHRs offered consumers the choice to view their measurements in a table or a line graph format [26, 
29, 30], and three PHRs only displayed table views of this information [27, 28, 31]. In addition, five 
systems (71%) allowed users to track laboratory data, and associate the data with a specific date and 
time. Two of these systems only allowed specific values to be captured and tracked in the system [26, 
27], and three systems allowed the user to specify any numerical value to track [28, 29, 31]. 

4.4 What mechanisms allow consumers to import and export data in 
electronic formats?

Finally, we analyzed the available mechanisms to import and export the PHR data in electronic 
formats. Our results from this analysis are shown in ▶ Table 3. Five of the seven PHRs (71%) allow-
ed access to external parties [26, 28–31]. Four of these PHRs (80%) allowed the consumer to specify 
what information is accessible to the external parties either through setting role based privacy rules, 
or by hiding data fields from external parties [26, 28–30]. In addition, four systems (57%) offered se-
cure messaging through the system [26–29], and one system (14%) provided the functionality for 
the user to attach specific PHR data elements directly into a secure message [29]. 

All seven PHRs (100%) provided a way to export the health record data. Four PHRs (57%) only 
offered a printer-friendly version and/or portable document format (PDF) of the data [27, 28, 30, 
32]. The remaining three PHRs (43%) offered a variety of standard documents, in addition to pro-
viding a PDF version of the content. Two systems provided continuity of care document (CCD), and 
continuity of care record (CCR) export formats [26, 29]. The third system offered CCD and consoli-
dated clinical document architecture (C-CDA) export formats [31]. The PHRs did not specify what 
release number(s) were supported by the export features. In addition, one system (14%) also pro-
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vided two other export formats: Plain Text/ASCII format (“Blue Button”), and a “PHR format”, an 
Extensible Markup Language (XML) file [26]. Despite the overlap in electronic standards, when we 
attempted to move the clinical data from one PHR system to another using the data sharing stan-
dards, we found that none of the PHRs that we reviewed were able to accept data from another PHR 
except through PDF documents.

5. Discussion
Consumers referred to home health following an acute care stay have unique health data. Not only 
do these consumers have clinical data from their acute care and home health encounters, but their 
medical data also includes personalized care plans and patient reported outcomes. Overall the PHRs 
analyzed in this study faced challenges in accepting, managing, and electronically sharing informa-
tion from our home health case study. Our study highlights additional functionality that would en-
hance the suitability of existing PHRs to accept, manage, and share home health data.

Although our study focused on standalone PHRs, our findings were consistent with other re-
cently published studies analyzing tethered PHR functionality. For example, researchers interviewed 
16 organizations that provided tethered PHRs for their patients. This study found that these PHRs 
were an underutilized tool for patients with chronic diseases, and called for increased focus on pa-
tient-centered tools to support engagement and shared decision-making [33]. Our findings suggest 
that these gaps are also found in standalone PHRs, and more work is needed to maximize the utility 
of these systems. 

5.1 Is there a location to enter and store data abstracted from the case 
study?

The ability to enter and store health data is a core function of a personal health record [5]. All seven 
systems were able to accept basic medical information including medications, medical history, and 
most accepted laboratory values into structured data fields. A gap in functionality occurred when 
entering data related to the acute care and home health encounters. Test results, provider notes, and 
clinical summaries did not have dedicated data fields, and could only be entered into the system by 
uploading a PDF document with this information. In addition, none of the PHRs had dedicated 
areas to store information related to discharge instructions or patient care plans. 

Patient reported outcomes (PROs) and consumer health information are also important compo-
nents of successful PHR systems [5, 7], and every home health encounter is centered around a care 
plan that is uniquely designed to meet the client’s clinical needs [3]. Therefore, it was surprising that 
the seven PHRs were unable to store and manage an individual care plan. This gap in functionality 
would require PHR users to store patient instructions in a different location then where they moni-
tor their care plan. 

Finally, the PHRs that we reviewed did not facilitate the documentation of consumer care goals, 
and/or treatment preferences. As other research suggests, PHRs could be a key tool in facilitating pa-
tient-centered care for people with chronic diseases [33]. One way to accomplish this would be to 
use PHRs as a place for consumers to explore and document data related to shared decision-making 
processes, such as patient treatment preferences. Unfortunately, the current functionality of available 
PHRs does not support this type of data collection. 

In order for PHRs to be better suited to accept the medical history of older adult home health ser-
vice recipients, PHRs should develop structured data fields for information related to clinical en-
counters including test results, provider assessments, and individual care plans. In addition, adding 
database fields for consumers and caregivers to document care goals, treatment preferences, and 
values could help PHRs promote more patient-centered care. 
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5.2 How can data be updated to reflect changes to clinical information 
over time?
As exemplified in our home health case study, changes to medical routines are common during the 
hospital to home health care transition [13]. The PHRs that we reviewed were not able to easily ac-
cept changes to existing clinical information, such as a dose change to a medication record. In order 
to make these changes and keep a record of the previous dose, the user had to discontinue the exist-
ing medication entry and create new medication record.

To increase usefulness, PHRs need to adopt more usable ways to update medical information 
with changing care plans. Maintaining a historical record of medications is valuable to understand 
how medication changes affect patient conditions; however, creating several new medication entries 
each time a dose or medication timing changes may be overwhelming in the long term. Re-entering 
meds each time may also increase the opportunity for data entry errors. To be a true longitudinal 
care record, PHRs should develop ways to assist consumers with making care plan modifications, 
while also allowing them to understand the global changes to their medications over time. 

5.3 Are consumers able to make connections between data to better 
understand current and/or past medical history?

Our case study described a patient’s worsening condition over the course of several home health vi-
sits. The home health nurse required several visits, clinical assessments, and patient inquiries to de-
termine that medication changes were the probable cause of the decline in the patient condition 
[13]. Unfortunately, none of the systems that we reviewed allowed consumers to relate medications 
information to patient reported outcomes. If available, this additional feature may have helped the 
consumer realize that their medication changes may be the source of their increased shortness of 
breath, and alert their providers of this observation. Although both the medication changes and 
shortness of breath data elements were available in the PHR system, significant manual effort would 
be required to relate these data points with each other. Similarly, gaining greater understanding of 
the content of medical data, such as vitals or laboratory results, would be difficult for the end user. 
Even though each vital and lab value was linked to a date/time stamp, a record of the setting where 
this data point was acquired (e.g., home health, clinic or acute care) was not available, potentially li-
miting the ability to fully interpret these clinical data elements. 

A goal of PHRs should be to help patients “create a sense of the patient journey over time” [33]. 
By having separate areas to store categories of structured medical data, PHRs are reducing the effec-
tiveness of having this data in electronic, structured fields. In order to increase the impact of PHR 
data on the consumer, we suggest that PHRs should focus on additional functionality to help con-
sumers relate aspects of their medical history in order to gain a better overall sense of their medical 
data.

5.4 What mechanisms allow consumers to import and export data in 
electronic formats? 

One of the ways to reduce the burden on the consumer or caregiver in entering clinical data is to de-
velop mechanisms to electronically import and export clinical data from one system to another. 
Four of the seven systems (57%) would only accept outside data as a PDF or through manual data 
entry. Three systems presented the ability to import and export data using health information data 
standards [26, 29, 31]; however, when we tested this functionality, we found that none of the systems 
were able to successfully accept data from another PHR. 

As the Meaningful Use (MU) stage 2 law advises, electronic import and export mechanisms is 
critical for successful communication in our siloed healthcare system. If the PHRs were able to elec-
tronically move data into and out of the system, it would promote better information sharing across 
care teams. Recent work has suggested that the MU standards for interoperability of health records 
may be hindering the goal of universal, consumer-friendly interoperability. This study found that 
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the rush to implement PHRs within healthcare systems is leaving patients forced to manage multiple 
PHRs without the opportunity to consolidate clinical data [34]. Our findings support this work by 
showing that PHRs, using their current standards, do not accept electronic data from each other. 
More work is needed to ensure that data standards are implemented to facilitate easy electronic data 
sharing with consumers’ electronic health records, and other tethered and standalone PHRs.

5.5 Usability
Although we did not formally assess usability, we found these systems had non-intuitive interfaces. 
Most of the inconsistencies during the data collection process happened because one reviewer did 
not find the functionality due to the poor user interfaces. For example, one PHR had the health 
diary feature under the “print” drop down menu [31]. Therefore, if end users do not go through 
each of the drop down menus, he or she may miss the health diary feature. Additionally, robust help 
features and how-to-use tutorials in the PHRs, or on the public websites, were rare. In order to im-
prove the ability of end-users to learn to use the systems, more work is needed to ensure adequate 
help is available through the PHR websites. Older adults have been adopting technology at increas-
ing rates, however, the older users still lag behind younger users [35]. PHR evaluations have found 
usability issues to be a consistent barrier to usage among older adults [8, 12, 36]. Our findings indi-
cate that future studies should include a formal usability evaluation on PHRs for older adult home 
health consumers.

5.6 Limitations
Our study focused on personal health records that were publically available to consumers and inde-
pendent home health providers. Due to the restrictions on public access to tethered and fee-based 
systems, we were only able to review no-cost, standalone PHRs. Although these restrictions were 
chosen to maximize the feasibility of using the PHR systems in home health environments, it is pos-
sible that tethered and/or fee-based PHRs are better suited for the data in our case study. Therefore, 
we advocate future studies include fee-based and tethered PHRs where possible to determine our 
findings are consistent across all PHR sub-groups. 

In addition, we used expert review to analyze the PHRs for this study. This methodology was 
used to ensure consistency of analysis, and to fit within our budget restraints. This choice was 
necessary for our study, but leaves out the important consumer perspective. To better understand 
how the limitations that we found in this study affect home health consumers and their home health 
providers, future studies should include these end-user groups in analyses of PHRs in home health 
environments.

6. Conclusion
Today’s older adults in home health care settings have complex care needs, interact with multiple 
providers from different healthcare networks, and experience unmet information needs. Partici-
pants in the hospital to home health care transitions are particularly vulnerable to gaps in informa-
tion due to the fragmented provider-centered communication patterns [2–4]. Personal health rec-
ords have been shown to facilitate information sharing and support increased consumer engage-
ment in other care settings [8, 12, 37]. Our findings suggest that there are functionality gaps with the 
existing publically available PHRs. In this study, we highlight additional functionality that would 
make the current PHR tools more valuable for consumers that receive home health services follow-
ing an acute care stay. Home health is quickly moving towards health information technology sol-
utions to increase care coordination, promote evidence based care, and capture important clinical 
information [38]. Our findings suggest that with changes to existing systems, PHRs could help re-
duce the health information needs of home health clients, caregivers, and nurses. 
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7. Clinical Relevance Statement
Home care nurses, clients, and caregivers experience unmet information needs during transitions 
from the hospital to home care. Personal health records (PHRs) are one tool that may help facilitate 
information sharing, and this study investigated how existing publically available PHRs are able to 
accept, manage, and share clinical information in a home health case study. The gaps that we found 
between current PHR functionality and information generated in home health encounters may re-
duce the effectiveness of these tools for home health clients and providers
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Table 1 Predefined Database Fields in the PHRs

PHR Name

No More Clip-
board

Healthspek

Health Companion

HealthVault

Remember It Now

MyMed Wall

My Doclopedia 
PHR

Predefined Database Fields

Demo-
graphics

X

X

X

X

X

X

X

Occupa-
tional Ther-
apy Data

X

X

X

Previous 
Medical 
History

X

X

X

X

X

X

X

Acute 
Care Data

Home 
Health Data

Patient 
Reported 
Outcomes

X

X

X

X

X

Table 2 PHR Functions to Manage Clinical Data

PHR Name

No More Clipboard

Healthspek

Health Companion

HealthVault

Remember It Now

MyMed Wall

My Doclopedia PHR

Change Medication 
Dose

Must discontinue medi-
cation to maintain record of 
previous dose

Must discontinue medi-
cation to maintain record of 
previous dose

Must discontinue medi-
cation to maintain record of 
previous dose

Maintained record of pre-
vious dose in systems log

Maintained record of pre-
vious dose in systems log

Must discontinue medi-
cation to maintain record of 
previous dose

Does not maintain record of 
previous medications/doses

View Longitudinal 
Daily Weight Values

View in table or line graph

View in table only

View in table only

View in table or line graph

View in table or line graph

View in table only

Does not accept daily 
weight values

Track Laboratory Values

Track only predefined lab 
values

Track only predefined lab 
values

Track any lab value

Track any lab value

Does not accept lab values

Track any lab value

Does not accept lab values
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Table 3 Electronic Mechanisms to Share PHR Data

PHR Name

No More Clipboard

Healthspek

Health Companion

HealthVault

Remember It Now

MyMed Wall

My Doclopedia PHR

Grant Access to Ex-
ternal Parties

Role-based access

Role-based access

Role-based access

Role-based access

Universal access

Secure Messag-
ing through PHR

X

X

X

X

Import Standards

CCR, CCD, ASCII, PHR 
format, PDF

PDF

CCD, CCR, PDF

PDF

CCD, C-CDA

Export Stan-
dards

PDF, CCR, CCD, 
ASCII, PHR 
format

PDF

PDF

PDF, CCD, CCR

PDF

PDF, CCD, C-CDA

PDF
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