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1 Introduction

1.1 References

These notes should be read in conjunction with the model to which they relate – ‘NPfIT Clinical Statement Message Pattern v2.1’.  This is illustrated in Appendix A of this document and is also available as a separate MS Visio file that can be used with the HL7 message design tools.  A Definition and discussion of clinical statements is available in section 3 of the P1R2 Messaging Technical Guidance document.
1.2 Scope

The model described in this document is designed to be used within the constrained environment defined by the NHS National Programme for IT (NPfIT) and is not intended to be a universal solution for the representation of clinical information in messages.  The two most significant ‘constraints’ that impact the model are:

· The decision to use SNOMED CT as the universal terminology for clinical information

· The availability of a national patient based clinical repository (PSIS)

This ‘pattern’ is intended to facilitate the consistent design of messages that convey clinical information to meet specific use cases.  It is not intended that the ‘pattern’ itself is ever used as a message and consequently the information in this document is necessarily at a high level to avoid inappropriate constraints on individual messages.  The ‘pattern’ does NOT represent a Record Architecture or a physical structure for storing data on an EHR database.

1.3 Background sources

The model is based on material from:

· An outline model prepared by NPfIT

· The initial results of an alignment activity within HL7 between:

· The ‘cdaEntry’ model from the HL7 Clinical Document Architecture (CDA) release 2 specification (currently undergoing ballot revision).

· The Clinical Statement models from the NHS GP to GP Communication Project (GP2GP).
· The Supporting Clinical Information model of the HL7 Orders and Observations Technical Committee.

· The Patient Care Provision model of the HL7 Patient Care Technical Committee.

· Through one or more of the above sources this alignment also takes account of the European Pre-standard on Electronic Healthcare Record Communication (ENV13606) and the OpenEHR architecture.

This model is firmly within the mainstream of HL7 v3 development.  The intention is that this model and further developments of this model will form part of the input into the continuing process of development and alignment on clinical communications within the HL7 community.

1.4 Use of the model

This model represents a standard high level structure for the inclusion of clinical information in messages intended to support a specific business function.  Although not capable of being implemented ‘as is’, it can be modified to meet the requirements of each specific business communication.  The process of modification will involve one or more of the following steps:

· Classes and attributes required to communicate details of the FocusActOrEvent may be added as follows:

· Any valid attribute as defined by the HL7 RIM can be added to FocusActOrEvent and its related participations where this is explicitly required by the Business Requirement.

· Additional acts can be associated with FocusActOrEvent or another ‘additional act’ using any appropriate type of act relationship, so long as the act is not a copy or valid refinement of any act within the ClinicalStatementChoice
· These additional acts can have any valid HL7 participations, which may themselves be associated with any valid HL7 roles and entities.

· Conduction of context provided by classes added in this way is subject to the standard context inheritance rules as specified in 2.2.5.

· The generic ‘Clinical Statement’ classes and attributes should be constrained to reflect the precise nature of the data to be conveyed.  Examples:

· If only historic data is to be included, then the moodCode of individual Clinical Statements may be limited to ‘EVN’.

· Attributes may be constrained (eg. cardinalities restricted)

· Optional attributes may be removed if not appropriate to the business use.

· Classes may be constrained to specific sub-types eg. Observation constrained to Condition.  As part of the process of constraint: 

· Classes may be removed if not required

· Some classes shown by a single class in the general model may be represented by two or more ‘cloned’ classes with different refinements applied to their attributes and associations.

· Some classes that have the potential to be recursively nested may have their recursion ‘unwrapped’ into a distinct hierarchy of cloned classes.  Each of these classes having specific refinements applied to its attributes, associations and its potential for nesting through component associations.

For example, the permitted depth of nesting of Organizer might be limited to allow recognition of a section containing investigation results (represented as an Organizer with classCode=CATEGORY) optionally containing batteries or results for blood count and biochemistry profiles (represented as an Organizer with classCode=BATTERY) but not permitting any other levels of nesting in that instance.

The intention of the ‘pattern’ is that it should have the potential to contain the widest possible range of types of clinical information in an unambiguous and coherent representation.  However, there is a possibility that as future, more specific, requirements are developed some additional classes, attributes and associations may be required.  Additions should only be made where the general purpose model is unable to represent required information and all such additions must be drawn from the HL7 v3 RIM following the appropriate methodology.  If, after consulting with experts, there is a requirement that cannot be met following this approach then the appropriate addition to the HL7 v3 RIM or methodology should be sought.  

2 Model Overview

The model can be divided into 3 related parts:

· The Activity or Event that has initiated the message

· The detailed clinical data

· The categorisation of the data in this message

Each of these groups is described below.

2.1 Activity or Event

The FocusActOrEvent Act provides the ‘Entry point’ to the message and provides data about the activity of deciding to send the payload of the message (Note: Data relating to the physical transmission of a message is held in the Transmission Wrapper).  The primary role of the data in this Act is to support PSIS and PSIS queries.  This Act is also required to act as an ‘anchor’ for attachment of the Patient and the categorisation structures.
In situations where a message is being sent to entirely replace a prior message that was in some way in error, a pointer to the message that is being replaced is included in the MessageRef class.  The value of MessageRef.id is the UUID of the FocusActOrEvent.id in the replaced message.

2.2 Clinical Data

This part of the model is used to convey the detailed clinical information that is being sent in support of the Activity or Event.  As well as providing a mechanism for conveying the components of this information, it supports grouping of these components and provides mechanisms to explicitly link statements where there is a specific relationship.

Where a Clinical Statement has previously been conveyed in a message and is consequently known to PSIS, the Clinical Statement may be included either by reference (see 2.2.4) or by repeating the full statement.  Where the full statement is repeated, all attributes and context (whether explicit or inherited) shall be identical.
2.2.1 Types of Clinical Statement

The components of the clinical data are conveyed as Clinical Statements, each of which is an instance of one of the following classes:

2.2.1.1 Organizer

A mechanism for defining a collection of related Clinical Statements.

· Several specific types of collection are recognised (folder, composition, topic, category, cluster and battery), although individual messages will restrict the types that may be used for individual communication use cases.

· An Organizer shall be assigned a SNOMED CT concept identifier appropriate to its type (for example a category might be identified as ‘investigations’ and a battery might be identified as ‘Full blood count’).

2.2.1.2 Observation

Information about an observation including the nature and, where appropriate, the result or finding from that observation.

· Includes requesting, recommending, promising, refusing or setting a goal to be attained or risk to be avoided, as well as a specific instance of an observation with its result.

2.2.1.3 SubstanceAdministration

Information about administration of a drug (or other substance) to the Patient.

· Includes requesting, instructing the Patient, recommending, promising, prohibiting or refusing to administer a substance, as well as the actual act of personally administering the drug.

2.2.1.4 Supply

Information about the supply of a medication or other product to or for the Patient.

· Includes requesting, recommending, promising, prohibiting or refusing such a supply, as well as the actual supply event.

· Note that an outpatient prescription typically includes both a recommendation for SubstanceAdministration and a request to Supply.

2.2.1.5 Procedure

Information about an operation or other clinical procedure.

· Includes requesting, recommending, promising, prohibiting or refusing to carry out a procedure as well as the actual act of undertaking the procedure.

2.2.1.6 Encounter

Information about a contact between the Patient (or the Patient’s record eg. a case conference) and a health professional or organisation.

· Note this type of statement covers admissions, discharges and transfers of care, as well as the more usual understanding of a single discrete consultation.

· Includes requesting, recommending, promising, prohibiting or refusing an encounter as well as an actual encounter event.

2.2.1.7 Consent

Information about a clinical consent.

· A Consent may be either related to another Clinical Statement (eg. consent for a Procedure) or ‘stand alone’ (eg. consent for Organ Donation on death)

· A Consent may be required, given, refused, not obtained etc.

2.2.1.8 StatementRelationship

A link between two or more Clinical Statements.

· Allows a clinician to assert that there is a relationship (eg. cause, equivalence etc) between two existing Clinical Statements that he may not have personally asserted.

2.2.2 Attributes of Clinical Statements

In general, the use of attributes within classes representing Clinical Statements follows the standard HL7 v3 rules.  However, within the scope of NPfIT messaging, the following attributes have additional usage rules that shall be adhered to:
2.2.2.1 moodCode
Following the HL7 v3 approach to modelling, most of the classes within the ClinicalStatementChoice can be assigned a moodCode that determines whether it is reporting an actual event or expressing a request, recommendation, commitment or goal.  The only exception is StatementRelationship.moodCode, which always has a value of ‘EVN’.

The use of moodCode overlaps with SNOMED CT context attributes and the SNOMED CT concept identifiers and expressions used in the code attribute (2.2.2.3) shall not contradict the moodCode.

2.2.2.2 id

Each instance of a Clinical Statement is identified by means of an id (if more than one this is the first in the list) in the form of a UUID (Universal Unique IDentifier).  This uniquely identifies the specific Clinical Statement, such that if precisely the same information (statement and context) is required to be sent in another message instance, then the same identifier value shall be used in an ActRef to reference the original Clinical Statement (see 2.2.4.4).

Conversely, if all of the attributes and context of a Clinical Statement class are not identical, then it is a different Clinical Statement and a new UUID shall be assigned.  This means:

· a subset of a Clinical Statement is a different Clinical Statement, requiring a different UUID

· an Organizer where one of the ‘contained’ statements is modified is a new statement requiring a new UUID.

This ‘pattern’ allows Clinical Statements to have an optional second identifier.  This allows Clinical Statements to be identified by a human readable identifier in addition to the UUID and will always be represented by an OID and code value.  The specific use of this second identifier will be specified in individual message designs but could include identifiers such as departmental order number, episode number etc. where required by specific communication use cases.

2.2.2.3 code

The code attribute is used to identify the nature of the information conveyed by an instance of a Clinical Statement.  Within NPfIT the encoding of this attribute shall use SNOMED CT concept identifiers (eg.  the SNOMED CT ConceptId for a type of X-Ray examination).  

· The HL7 v3 data type of the code attribute is CD (Concept Descriptor).  The CD data type allows the inclusion of:

· The text assigned to the code by the coding scheme (displayText) and the text on which the encoding was based (originalText).

· Qualifiers of the type used in SNOMED CT (Including context attributes) to refine the meaning of the primary code.

· Each qualifier is a name + value pair with the name expressed as a code and the value expressed as another instance of the CD data type (allowing nested qualifiers where needed).

· Translations to allow the representation of the concept in the coding scheme in which it originated as well as translated into the NHS preferred terminology.

· Note that the original code is expressed at the outer level with the required code (if different) expressed as a translation within this.  The ability to recognise the original code is important to enable future enhanced translations based on improved mappings.  Thus, if the data was originally encoded in a different coding system the original code should be included with the translation element containing the SNOMED CT representation.

The CD data type supports the use of pre and post-coordination of SNOMED CT expressions and this model places no restrictions on how these expressions are represented within the constraints imposed by the SNOMED CT terminology.  However, as all Clinical Statements (except Organizers) are ‘atomic’ in nature, SNOMED CT expressions that combine Clinical Statements shall not be used.  For example, it is theoretically possible to construct a SNOMED CT expression that covers both a symptom and the cause and convey this in a single Clinical Statement.  This statement is not atomic, as it is possible to subdivide it into a statement about the symptom and a separate statement about the cause each with their specific SNOMED CT expression, so SNOMED CT expressions of this type shall not be used.

2.2.2.4 value

Observation.value is used to provide more details about the observation such as a scalar result or measurement.

The Observation.value attribute is optional and shall only be used where the SNOMED CT expression that describes the nature of the Observation in the code attribute does not express full details of the actual Observation.  For example:

· Diagnosis shall be represented by just the SNOMED CT expression in the code attribute and not as:

· a code indicating ‘Diagnosis’ and a value indicating the type of diagnosis

· a code indicating the type of diagnosis and a value of ‘Present’

· A physical measurement (eg. weight) is represented by the SNOMED CT expression for the type of measurement in the code and the actual measurement in the value.

The data type of the Observation.value attribute varies and where the SNOMED CT expression in Observation.code requires a value, the subset of allowed data types is constrained by the code.

2.2.2.5 priorityCode

The priorityCode attribute has a potential overlap with SNOMED CT qualifying attributes.   This potential conflict is resolved as follows:

· priorityCode should only be used to indicate the urgency with which the message recipient should respond to the information in the Act.  For example, the request for a procedure should be treated as ‘urgent’.  Consequently, it is desirable that the use of priorityCode should be limited to acts that are in ‘Intent’ mood.

· SNOMED CT should be used to qualify the clinical immediacy of the expression that is in the code attribute.  For example ‘an Emergency appendectomy’.
2.2.3 Attributes omitted from the Clinical Statement model

Some coded attributes included in the HL7 v3 RIM are deliberately excluded from Act classes in this model because they represent qualifications that are more appropriately handled within the terminology model (i.e.  using SNOMED CT qualifiers within the code attribute where necessary).  These include negationInd, uncertaintyCode, Observation.methodCode, Observation.targetSiteCode, Procedure.methodCode, Procedure.targetSiteCode and Procedure.approachSiteCode.  The rationale for recommending the use of SNOMED CT qualification is that the semantics are clearer by applying a single terminology model.

2.2.4 Linking of Statements

The model provides four mechanisms that allow Clinical Statements to be linked:

· Containment

· Asserted Relationship

· Direct relationship

· Reference

These are all refinements of the same general structure and share the following facilities:

· inversionInd; when “true” reverses the direction of the relationship eg. ‘Cause of’ becomes ‘Caused by’ (see 2.2.5 for how this works with Context Inheritance)

· negationInd; when “true” allows the sender to specifically state that the relationship does not apply eg. An observation was not caused by a medication.

· templateId; if present, identifies that the target class is a Clinical Statement and provides information on which of the link types this is.
There is some overlap in the potential use of these four relationship mechanisms that shall be resolved as follows:

2.2.4.1 Containment

Grouping of classes of clinical data is achieved using the Organizer and its recursion to the ClinicalStatementChoice structure.  

Grouping can be used for many purposes, including:

· Relating statements.  For example, an Antenatal exam may comprise individual observations of maternal weight, maternal BP, foetal size, foetal heart rate etc.

· Linking statements relating to a specific ‘Problem’.

The type of grouping permitted is restricted by the vocabulary used in the Organizer.code attribute.  Essentially, this vocabulary only permits the use of Organizer for ‘Context Rich’ containment and it is not intended to be used as a grouper where no additional clinical context is conveyed.  Specific vocabulary constraints will be applied in individual message designs based on the communication requirement that is being addressed.

The ‘container’ Clinical Statement is always an ‘ActContainer’ or a valid refinement of ‘ActContainer’ with any number (including zero) contained statements of any valid type (including Organizer).

The Act Relationship that links the Organizer to its components shall have a templateId with a value of ‘CSAB_RM‑NPfITUK10.component’.

2.2.4.2 Asserted Relationship

This form of linkage is supported by the StatementRelationship Clinical Statement type and two or more associations with ActRefs pointing to the Clinical Statements that are to be related.  These referenced Clinical Statements may either by elsewhere in the message instance or available on PSIS.

Each ActRef.classCode and ActRef.moodCode shall take the values of the respective target Act and ActRef.id is the UUID of the target Clinical Statement.

A typical scenario for the use of this type of linkage would be where an HCP asserts that observations, previously made by another HCP, are related in a clinically relevant way (eg. cause and effect).  Although the assertion of the relationship adds context to the original statements, their original context is preserved.

To ensure correct interpretation of the asserted relationship’s ‘direction’, at least one of the associations with the target Acts shall have inversionInd set to “true” and at least one shall be set to “false”.

Once a StatementRelationship has been created, it may itself be the target of a further StatementRelationship and be treated as any other Clinical Statement.

The Act Relationships that link the StatementRelationship to the Clinical Statements that are being related shall have a templateId with a value of ‘CSAB_RM‑NPfITUK10.sourceOf’.

2.2.4.3 Direct relationship

This linkage type is supported by the recursion on the ClinicalStatementChoice, with typeCode specifying the nature of the link between the statements.  It is used to include a Clinical Statement in a message that relates to another included Clinical Statement but is not directly pertinent to the Focal Act or purpose of the message.

An example would be if a previous condition explains an observation made during an encounter.  In this case the previous condition is only being included in the message to explain the observation and not because it was identified during the encounter.

Where the supporting Clinical Statement is already on PSIS, the link by reference approach (2.2.4.4) may be used to convey this type of linkage. 
An Act Relationship that links one Clinical Statement to another in this way shall have a templateId with a value of ‘CSAB_RM‑NPfITUK10.sourceOf2’.
2.2.4.4 Reference

Linking Clinical Statements by reference is supported by an Act Relationship between the ClinicalStatementChoice and an ActRef, again with typeCode specifying the nature of the link.  There are three cases for its use:

· To assert a link to a Clinical Statement that is already in the message for another purpose, thus avoiding unnecessary duplication

· To assert a link to a Clinical Statement that is directly related to the purpose of the message but has been sent to PSIS as part of a prior notification

· To link to a Clinical Statement that is already available on PSIS as a result of an unrelated communication.
The ActRef.classCode and ActRef.moodCode shall take the values of the target Act and ActRef.id is the UUID of the target Clinical Statement. 
An Act Relationship that links one Clinical Statement to a referenced Clinical Statement shall have a templateId with a value of ‘CSAB_RM‑NPfITUK10.sourceOf1’.

2.2.5 Context and Inheritance

Although potentially complex, context inheritance provides an essential facility that:

· removes the need to explicitly state the full context of every Clinical Statement as in the general case this can be inherited from the source statement

· provides a mechanism that allows specific items of context to be overridden when appropriate.  For instance the ‘author’ of a result for a battery is assumed to be the author for all the components but each test within the battery could be performed by a different person or device.

Following the HL7 v3 conventions the source class (the class at the ’blunt’ end of the SourceOf arrow) always specifies the context in which the SourceOf was asserted.  Thus this source class indicates the attribution (time, author, etc.) of the linkage.  The semantic direction of the relationship type (as expressed by SourceOf.typeCode) can be reversed using the inversionInd.  As this does not reverse the owning context it allows the full range of directional relationships to be expressed from the context of either of the related classes.

The seperatableInd in an Act Relationship indicates whether the author is willing to attest to the content of the source Act if it is separated from the target Act.  A value of “false” indicates that they intend that the two acts are not separated for interpretation.  This clearly cannot be enforced, but is intended as a warning to the recipient of the author’s intent.  The value of the seperatableInd is not propagated beyond the target Act, regardless of other context inheritance.

Unless an Act Relationship specifically indicates to the contrary (a value of “true” in the contextConductionInd), context is not inherited from parent to child.

If the contextConductionInd in an Act Relationship is set to “false” then none of the context of the parent Act is inherited by the child Act.  However, when set to “true” all of the context is inherited, except for Participations in the parent Act where the contextControlCode is set to a ‘non-propagating’ value.  Where a specific Participation is included for an Act, this overrides any inherited Participation of the same type unless the contextControlCode is set to an ‘additive’ value when the specific Participation is in addition to the inherited value (ie. there are multiple Participations of the same type).  Context inherited in this way is limited to Participations in an Act.  For a full discussion of propagation and its representation, refer to the RIM section of the HL7 Version 3 Standard.

Act Relationships that have an ActRef as their target never conduct context as the context of the referenced Clinical Statement is defined from its original setting.

2.3 Categorisation of the Data

The clinical data in the message can be categorised in two ways:

· Its ‘role’ in the message instance

· The Care Record Element (CRE) classification used by PSIS

Both of these classifications are available using the component Act Relationships from FocusActOrEvent.  The classifications represented by the two categories then use ActRefs to reference the Clinical Statements that are being categorised.  The type of classification that the pertinentInformation association is pointing to is indicated by the value of the templateId attribute.

Categorisation by FocalActCategory allows a classifier to be included without the need to have any Clinical Statements classified in that way.  This provides a mechanism to make a positive statement that ‘there is no content for this classification’.

2.3.1 ‘Role’ in the Message Instance

This categorisation provides a mechanism for the sender to tell the business recipient the business context of the information that they have included in the message.  A typical use could be a set of classifiers that represent the section headings in a discharge letter.

This type of classification is optional and where it serves no useful business function, it can be left out of specific message designs.

This type of categorisation is indicated by a templateId in the Act Relationship from the Focal Act with a value of ‘CSAB_RM‑NPfITUK10.pertinentInformation2’.

2.3.2 CRE Classification

Classification by CRE is a requirement for all NPfIT clinical data that goes to PSIS (either directly or indirectly).  Consequently, it is a requirement that all Clinical Statements that are contained in messages shall be classified by one and only one CRE Category.  ActRefs that point to Clinical Statements either inside or outside the message instance shall not be included in this classification.

The CRE classification of a Clinical Statement shall not add any semantic meaning to the Clinical Statement.  For example, a Clinical Statement about the patient’s family history should include this context in the code of the Clinical Statement and not rely on its classification as a CRE of ‘Family History’ to convey this semantic.

3 Patients and Agents

3.1 Patients

Unless there is an overriding legal or regulatory requirement to send additional patient data for specific business purposes, in all messages that contain Clinical Statements conforming to this model the Patient shall be identified only by an NHS number.  This number shall be conveyed in Patient.id, with the number in the extension component and the OID in the root component.

The patient is considered to be the Subject of each Clinical Statement in the message unless it is explicitly indicated that this is not the case for the specified statement(s).  This can be indicated in one of the following ways:

· The SNOMED CT concept in the code attribute has a context that refers to someone other than the patient.  eg. Father has history of Diabetes.

· The Clinical Statement has a subject participation that provides details of the person to whom the statement relates.

3.2 Agents

Agents are the people, organizations and devices that play a role that relates to a Clinical Statement.  These include:

· author

· performer

· location

Agents are represented in this model using a set of CMETs (Common Message Element Types) that are used as a standard Agent representation in the NPfIT message set.  Full descriptions of these CMETs can be found in the CMET Domain within the NPfIT Message Implementation Manual.

The CMETs in this generic model allow Agents to be represented as entities that are either known or unknown to SDS (Spine Directory Services).  Wherever possible, message designs based on this ‘pattern’ should use the refined versions of these CMETs that restrict the mechanism for identifying Agents.
4 Appendix A – Model

[image: image2.png][Note: [N
[This assocation is used for direct relationships between
statements except the spesifc case of context ich cortainmen|
s specifd in ENV13606. Relatlonships o eferences rather
than complets Instances are aso supporied (see AR and

IPIT Clinica) Statomont Massage Pattam |these relationships are semanticaly idenical.

This ntry point should be regardad as a prooiype.
entry pointfor a genericciical communicaton. In
specilc messages the nature of he classes altached
10 the entry point wil b refined and potentally the
general component and partipaton links may be
unwrapped and refined

[Note:
[This reationship is used for context rich
|containmen of the type specfed in ENV13606.
[The souroe of tis must be 2 Organizer, but the.
target may be any type of clincal statement rom
the chaice box (including another Orgarizer)

|A diectreationship should be used orly if one statement s
Jonly relevant inthe contextof ancther siatemen.

The pertnentinformation ik s designed as a consisent
. o i et a2
[coul be added i required by adding an associated| Loired wih ory specfle Tseage,

Person enity. However NPT assumes use of the

NHS number to idenify all patirts, with PDS used

toprovide patent demographics as necessary.

sourceof2
v <= ActRolationshipType

inversionind BL [1.1] false”
contextConductionind”: BL (1. 1] "rue"
sequenceNumber; INT [0.1]
nogationind BL [1.1] false"
conjunciionCode: CS CNE [0.1] <= RelationshipGonjuncion|
seperatableindr BL [1.1] rue”

mplateld: I [1..1] "CSAB_RMNPATUK10 source0f”

ClinicalStatementChoice
Trgel |

1. porineniCinicalStatomen'Choice *
pertinentinformation

typeCode <= PERT
contextConductionind": BL [1.1] rue”
SequenceNumber INT [0.1]

‘component
typeCoder <= COMP

‘contoxtConductionlnd": BL 1.1]
‘sequenceNumber:INT [0.1]

‘seperatablelnd”: B [1. 1] false”

templateid’ 1 [1.1] "CSAB_RN-NPATUK10.component |

Patient
classCode"
0[]

-
“participant |
AN
pertinentinformationt

[Note: typeCode*: <= PERT
[Provides a mechanism for referring to a templateld”: Il [1.1]
ot s et bR —
e oo o e
iem Tagicot e |
e

|l Clnica Statemens that elats irecty
the FocusAcOrE vent are
[pertinentinformation and there shallbe at
least one Gilnical Statement of this type
(otherwise thers would be no nesd for tis
[patern to be used)

pertinentinformation2

[This sparse representation of
|specimen s forincusion in a
linicalrecord and related
|communications. It needs

| etonsiontosusport s neecs
Jof flllaboratory resul reporing.

1.1
*CSAB_RIMNPTUK10 pertinentinfomation?”

* pertineniCRECategory .+ pertnentFocalnctCategory

‘SpecimenRole
classCoder <= SPEC

.1

code: CE CWE [0.1] <= RoleCods

Note:
|GRE Category provides a classfication of
clinical statements that is requred when the.
[ linical statements may be of nterest o PSIS.

component

‘component
typeCode": <= COMP| [Note:

typeCoder <= COMPIS-———_ luouing th indusion of  FocslActCetegony
0% actRet i no componens provides a mechanism
Jor positively stating that there are NO
cinical statemens i tis category

0. referenceReferenceValue

|l clinial satements (except ActRefs) i the

message shall be categorisad inthis way, referenceRange

typeCodor: <= REFV.
contextConductionind":

[Note: &
[FocalActCategory provides an optional
Imecharism for informing the business.
reciplent of the message the business.
reason for the nclusion of each clincal
[statement.

0. dosageCiterion

precondition
typeCoder <= PRON
contextConductionin: BL [1.1] rue”
seperatablelnd”: 8L [1.1] “rue"

Not N
[l classes (except Organizer and Statementrelatonship)|
within the choica can ba modified by mood to convey.
information aboutan actual event or requests. gods,
recommendations or plans foran event

_\

0. supplyQuanity

o

Component

ypaCod: <= COMP

‘sequenceNumber: INT [0..1]
ratableng':BL[1. 1] e

0. manufacturadProduct

ManufacturedProduct]
classCoder <= MANU.

Note:
[This is a sparse representation of
Imecicinal producs. It itended
%o identity a medication na circal
record of general communicaton.
itwould need exiension to mest
[t TP requirements.

1

CMET: (AGNT) 0. manufacturedProduct

R_AgentNPFITPerson
funivorsal]

CMET: (AGNT)
R_AgentNPFITOrganization
[universal]

1.1 manufacturedMianufaciurediaterial

CMET: (AGNT)
R_AgentNPFITDevice
Tuniversal]

NonHCPRole
classCode’: <= ROL

@ . 1)

code": CV CNE [1.1] <= PersonRelationship Type
acdrAD0.1)

telecon: TEL [0.1)

SpecimenRole
Note:

[Where tis recuired tha the patint is recorded
s the authorperfomeinfoman, hs is
Indicated by populatingd with the NHS number,|
Jof the patient

Note: N
[Appicable where the sutject of an cbservation
Jor procediure s ot the patient who i the
recordTarget of the message.

typeCoder <= ActRelationship

Inversionind” BL [1.1] fakse"

sequenceNumber INT [0.1]

negationind': BL (1.1 flse”

conjunctionCode: CS CNE [0.1] <= RelationshipConjunction
‘seperatableind; BL [1

tomplateld”: 111

0.1 subjeciRole

[SubjectRole
elassCoder:
11011
Joode": GV GNE [1.1] <= PersonRelatonshipType
Jader: SET<AD> (0.1

« DocumentSutject

1 documentSubject

telecom: SET<TEL> [0.]

[Note:
[This rfatonship is used fo reationships between
[statoments that can be expressed as reforences to
the unique dentifler of a trget statement. The model
ko support direct relationships to complete
nstances o siatements (see recursive sourceOf3)
Jand these relationships are semantcaly dertical. A
reationship o a reference s preferred where a dirct
reationship would lead o duplicaton

Note:
|ActRef s used o refer t a ullinstance of any.
[clinical statement. The classCode, moodCode
[and i of the reference stal have the same

|vaues as the act to which raarenca is baing madie.

|According o the conlext o use, he referenced Act
ay be in the current communicaton or in a
previously communicated message and avalable

from a shared repository (PSIS).

0.1

(AGNT)
R_AgentNPFITOrganization
funiversal]l

IncidentalLocation
classCode’: <= SDLOC
code CV CNE 1.1]

‘sequenceNumber; INT [0.1]

LocationTypeSnCT. ratablelnd:BL [1. 1] “else"

TocaTen

[Note:
[Used t represent care ocations th are ol
lpart of an orgarization eg. Patients home,
jsveet, ambutance etc.

Note:
Used to provids addiional supporting nformation that
can be seen as an extension of a specifc cinical
siatement. The code species the ype’of the supporting
nformation and the value i the supporting informaion.

|l contextua information i, author, dates slc) of the.
source siatement applyto ths commentary. The value
shll NOT be used (o change the mearing of the statement
0 which i refers o o provide information that should
propery be a separate cinical statement

R Ao
R

0. reforredTofxternalDocument
reference
typeCode <= x At
contextConductionind”:BL [1.1] alse™
‘sequenceNumber: INT [0.1]

ratabloind": BL[1. 1] “rue”

[Note:
|Use to support partcipation ypes that ae|
Inot specifcally enumerated in the model.

Note:
Establishes a relationship (og. Cause/Effect)
etwoen two or more cther lnical statements.
[This separate statement shall be used when
he cortext (eg_ author, date et difers from
[t cortext of the statements being elated

‘SourceOf

typeCoder: <= AdlRelationshipType.

inversionind": BL [1.1]

sequenceNumber: INT 0.1]

negationind BL [1.1] Taise"

‘onjuncionCode: CS CNE [0.1] <= RelationshipConjunction|
‘seperatableind’: BL [1.1] “faise" (Fixed)

tomplatold I [1.1] "CSAB_R-NPATUK10 sourceOF"

[Note:
|A document or a reference to  document that s not
[part of the current commanication but which s
laccassibla o the recipin.

[The text atribute i of type ED (Encapsulated Data),
[which permits the inclusion of a MIME type and either|
Ja inin representation of the data or & reference o
[the ocation of the data (e 9. a URL).

0.1 paricpant

CMET: (AGNT)
R_AgontNPFITPorson
[universa]

[Note:
|Atleast one nstance ofinversioning
[must be e’ and at least one must
lbe alse”

CMET: (AGNT)
R_AgentNPFITDevice
[univorsal)
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