
After a patient consultation, a 
PCP logs into his provider 
account, searches for and 
opens a specific patient’s SHR.

Current Health Information Exchanges

Data repository
• Patient demographics
• Encounter history
• Lab/microbiology results
• Radiology reports
• Adverse reactions/allergies
• Medication history
• Diagnosis/conditions/problems
• Immunizations
• Transcribed documents

Document registry
• Type of document
• Facility
• Type of visit

Patient index
• Birthdate
• Name
• MRN
• SSN

Data consented patient 
information is displayed to the 
specific provider. Medications, 
allergies, and contraindications 
are automatically consented 
data. Other data elements are 
not. The displayed information 
has been pulled from the 
hospital’s SHR database, which 
stores patient data in a 
standardized format (JSON, 
XML, HL7 CCD, SNOMED CT, 
FHIR). 

This workflow describes how patient information is entered and retrieved from Health Information Exchanges 
(HIE) via SHR. A Primary care physician exports new patient information to the HIE and then refers a patient 
to a specialist. The specialist at the other hospital imports patient information from the HIE. 

The PCP logs new information 
directly into the patient’s 
SHR, which is automatically 
translated into a standardized 
format and housed within the 
hospital’s SHR database. 

The PCP sends a direct or 
SFTP patient referral 
message to a specialist at 
a neighboring hospital. 
Patient consents the 
specialist to view the SHR.

The provider’s system 
pushes the new patient data 
to the HIE data repository.

A specialist at another 
hospital logs into his 
provider account, and 
searches for his patient’s 
information before the 
appointment begins. 

A patient ID query is 
automatically sent to 
connected HIE(s) to check 
if the patient exists within 
the HIE databases. 

Patient ID query is successful 
and the specific patient is 
found on multiple HIE(s). 

Confirmation of the patient’s 
existence within the HIE(s) 
are returned to the hospital’s 
SHR database.

Any new information is 
imported from the HIE(s) 
data repository to the 
hospital’s SHR database 
(problems, medications, 
allergies, lab reports, imaging 
reports, diagnostic studies, 
clinical documents, surgical/
procedural reports). 

The patient’s SHR is opened. 
Only share consented 
information from the SHR 
database is displayed.

After the visit, the patient 
again specifies consent for 
new data that has been 
entered in the database by 
the specialist.
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