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Glossary of Terms.

List any new terms created in this document. Mail the librarian to have these included in the master glossary above [1].

	Term
	Acronym
	Definition

	Placer Request ID
	
	A human-readable number generated by an order placer system to uniquely identify a new order request

	Fulfiller Request ID 
	
	A human-readable number generated by an order filler system (e.g. a RIS) to uniquely identify a received order request (which may be electronic or paper). Some RIS may have the facility to create more than one Fulfiller Request ID for a single received Placer Request. These could relate to anticipated patient attendances. 

	DI Procedure Instance
	
	A single occurrence of a DI Procedure. This is relates directly to the Performed Procedure Instance as recognized by IHE .

	DI Procedure Instance ID
	
	A number generated by a RIS that uniquely identifies a DI Procedure Instance

	Key Images
	
	Images (or other Data Objects) that the reporter has identified as being relevant to the text of the report. These could be items as they were originally acquired or items that have been created since acquisition (post-processed)

	Interim Report
	
	This is a DI Report that is given to the patient’s clinician, either by verbal or handwritten means, at the time (or shortly after) the DI Procedure has been completed. It is given on the understanding that a more concise (and possibly different) report will be added to the patient record once the reporter has had time to review more fully the images acquired during the procedure, any other pertinent materials and/or consulted with colleagues. 
If an Interim Report is given electronically it should be considered to be an unverified report.

	Unique Booking Reference Number
	UBRN
	The unique reference number created by the Choose & Book system. It is used by Choose & Book to link ‘requests for Service’ to a ‘Referral Letter’ (possibly including a DI Request) to an appointment slot at a chosen Service Provider.

The Service Provider can use the UBRN to check/amend the status of a booking made on the Choose & Book.
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1 Purpose

· This document describes in detail the communication content of the ‘DI Request’ communication from an ‘Order Placer’ system to the DI Service Provider’s ‘Fulfiller System’. 

· This document also describes the DI Report communication, which has been modified from the earlier version to take account of the presence of the electronic communication flows previously missing.

· There shall be one W5 for each W3. Where there are many business processes, these shall be encompassed in separate sections of a single W5
· It forms the deliverable for each Work Stream Domain – Business Communication definition and refinement stage (W5) in accordance with the Communications & Messaging Programme Development methodology

· It lists the data items, their inter-relationships, grouping, data typing, validation rules and coding (where appropriate)

· It lists, at a data level, any issues that have been identified that would hinder development and/or implementation

· It Provides a means to communicate the proposed communication content to the Programme’s Technical (communication development) team to enable them to form the required HL7 communication constructs; and similarly to the suppliers that will have to build them

2 Business Process: Creating & Sending a Diagnostic Imaging (DI) Request
2.1 Description

This is the business process of a suitably authorised healthcare professional choosing to request one or more DI Procedures to be performed on a patient, resulting in a ‘DI Request’ communication being created and sent to the DI Department. The resultant communication needs to be in a format which can be easily rendered by the receiving DI Service Provider system into a human-readable format mimicking the current paper requests.

Once received by the DI Service Provider, the request will be vetted by a suitably qualified IRMER Practitioner. They will need to see clearly the details of the DI Procedure(s) requested and the pertinent clinical information justifying the procedure(s) requested. 
Some additional patient administrative information will need to be included in the DI Request communication. The onus for providing this information is on the Requester. All information provided will be double-checked by the DI Service Provider as a matter of routine as part of the request processing within the providing department. 
The patient administration information required takes 2 forms:

a) General Information: 
This is information required for the majority of DI Requests to make the patient experience more comfortable and re-assuring (e.g. Transport requirement, Oxygen requirement (if any), LMP (if female patient), Allergy Details, Pre-existing conditions which may affect the ability of the staff to perform the requested procedure(s) and any patient preference information – site, dates available, etc).   
b) Modality Specific Information:
This is more specific information required for safety and clinical reasons. (See notes 1 & 2 below)
      For example:

I. For MRI: 
details of any previous surgery, what is/have been the Patient’s occupation, do they have any known foreign bodies within them, are they claustrophobic, do they wear a surgical corset, can they lay flat for at least 30mins, etc 
II. For CT Scan: 
details of any previous surgery, is the patient claustrophobic, do they have any renal impairment, etc
III. For IVU: 
do they have any renal impairment, known urinary calculae, etc  

N.B. There is a possibility that the Choose & Book processes may be used to ‘book’ an appointment for one or more DI Procedures known to require them. In order to facilitate this without significant change to the current design, the UBRN will be optionally included within the DI Request communication specification.  

Notes: 


1. It is assumed that the Requesting Application will require the requestor to answer these questions at the time of creating the request, and that the communication will only contain the answers to those items that indicate a response other than a negative. Where SNOMED CT coding is used the answer must indicate the question asked.

2. The modality specific listings are not complete. There is a National listing of these questions being determined in an on-going project but until this is in place the questions to be answered are those required by the chosen DI Service Provider identified in the DI Request. 
3. There is an expectation that when a DI Request communication has been sent in error that the requesting system ‘withdraws’ it. This should cause the receiving system to:

a. Mark the erroneous communication as ‘withdrawn’

b. Inform all users who have viewed or acted upon the content of the erroneous communication that it has been withdrawn.

2.2 Interaction Diagram
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2.3 Activity diagram       
- Note:    For full Business Process Model of the Diagnostic Imaging process, please see NPFIT-SHR-MODL-PMLDI-0006.11 on FileCM.
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2.4 Business Transactions

1. DI Request communication
2.
 DI Request Withdrawal communication
2.4.1 Communication name: 

DI Request communication
Purpose

To convey from a clinical system (placer) to a Radiology Information System (fulfiller), the details of a request for one, or more, DI Procedures to be performed on a patient. Each DI Request is to have a unique identifier and within it, each Requested DI Procedure is given a unique identifier. 

Note: 
The clinician may order several DI Procedures from different modalities in one go on the local system. The local system is expected to create a separate DI Request per modality of DI Procedure(s) ordered.
There is a possibility that the Choose & Book processes may be used to ‘book’ an appointment for one or more DI Procedures known to require them. This requires the optional inclusion of the choose & Book UBRN.
Business Communication Requirement

	Communication Name
	DI Request communication

	Sending Role
	Informant

	Trigger Event
	Completion of an electronic DI Request form

	Communication Type
	Information

	Receiving Role
	Tracker


2.4.1.1 Business Communication Content:               DI Request
Summary:

1 – DI Request Communication Header Group (1)

- Choose & Book reference Section (0 or 1)
2 – DI Request Recipient Group (1)
3 – Patient Information Group (1)

- Patient ID Section (1)

- Patient Administrative Information Section (0 or 1)
4 – DI Request Information Group (1)

- Placer Request ID Section (1)
- Relevant Clinical Information Section (0 or 1)
- Supporting Information Section (0 or 1)
5 – Requested DI Procedure Group (1)

- Requested DI Procedure Section (1 or more) 
- Requested DI Procedure Code (1)



- Requested DI Procedure ID Details (1)
- Relevant Clinical Information Details (0 or 1)
- Supporting Information Details (0 or 1)
6 – Report Recipients Group (1)

- Primary Recipient Section (1)



- Other Recipients Section (0 or more)
7 – Modality Specific Information Group (0 or 1)


	Level
	Group/Section/Details
	Definition
	Representation
	Cardinality
	Default Value
	Comments
	Mapping to the Visio Model

	1
	DI Request Communication Header Group
	Group of administrative details about the DI Request Communication
	
	1..1
	
	
	

	1.1
	DI Request communication payload ID
	The unique identifier for this instance of the DI Request communication payload
	DCE UUID
	1..1
	
	
	DIRequest.id

(first part)

	1.2
	Date & Time of the communication
	The Date & Time that this DI Request communication content  was committed to be sent
	yyyymmddhhmmss
	1..1
	
	
	DIRequest.effectiveTime

	1.3
	Communication Type
	A coded value to identify that this is a DI Request communication
	SNOMED  CT
(OrganizerTypeSnCT)

Fixed @ ‘181361000000104’
	1..1
	
	
	DIRequest.code

	1.4
	Author of the DI Request communication
	SDS Code(s) of the HCP who has ‘authored’ this communication by activating the trigger event
	SDS User ID +
SDS Role Profile Code

	1..1
	
	
	CMET: R_AgentNPfITPersonSDS

(AgentPersonSDS.id & PersonSDS.id)

via author participation

	1.5
	Request Priority
	A coded value to identify the priority of this DI Request
	HL7 ‘PriorityType’
	1..1
	‘Routine’
	Restricted to Routine & Urgent
	DIRequest.priorityCode



	1.6
	Choose & Book Reference Section
	The details required to uniquely identify the Choose & Book reference associated with this DI Request
	
	0..1
	
	Only to be used if Choose & Book involved in the appointment process for this DI Request.
	

	1.6.1
	The Choose & Book System ID
	The OID identifying the Choose & Book System at that level which, when combined with the generated Unique Booking Reference Number, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	BookingReference.id

	1.6.2
	The Unique Booking Reference Number generated by the system above
	The identifier of the Choose & Book Booking Reference 
	UBRN
	1..1
	
	
	

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	2
	DI Request Recipient Group
	A group of details about the DI Service Provider that is expected to act on the contents of this request communication
	
	1..1
	
	
	

	2.1
	DI Service Provider ID
	SDS Code(s) for the DI Service Provider expected to fulfil this request
	SDS Org Code
	1..1
	
	
	CMET: R_AgentNPfITOrganizationSDS

(OrganizationSDS.id)

via primaryInformationRecipient participation

	
	End group
	
	
	
	
	
	

	3
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Request communication, will be performed
	
	1..1
	
	
	

	3.1
	Patient ID Section
	Section of details about the patient for whom these DI Procedures have been requested
	
	1..1
	
	
	

	3.1.1
	Unique identifier for the patient to whom this DI Request relates
	NHS number


	ID
	1..1
	
	
	Patient.id

	
	End section
	
	
	
	
	
	

	3.2
	Patient Administrative  Information Section
	A section of administrative information about the patient that may be required in order to facilitate this DI Request
	
	0..1
	
	Ideally this should all be structured ‘coded’ information.
	

	3.2.1
	Patient Administration Information Details
	A free text field for any information pertinent to the Patient Administration of this DI Request where structured data items as below are not available
	Free Text
	0..1
	
	
	AdditionalInformation.value

	3.2.2
	Transport Requirement code
	A code to identify how the patient can attend the department
	DD ‘TransportNeed’

(OID + code)
	0..1
	
	
	TransportRequirement.code

	3.2.3
	Oxygen requirement  status
	A  code to identify whether the patient requires Oxygen during transport and/or procedure(s)
	SNOMED CT
	0..1
	
	
	AdditionalCodedInfo.code

	3.2.4
	Allergy Type and significance code
	A SNOMED code (+/- qualifiers)  to identify the type and approximate significance (strength) of any allergy the patient is known to have 


	SNOMED CT
	0..*
	
	MUST be present in requests for DI Procedures known to utilise IV Contrast media

e.g. Penicillin Allergy - strong, 
	AdditionalCodedInfo.code

	3.2.5
	Pregnancy Details
	The details of the patient’s pregnancy status
	
	0..1
	
	Only applies where the patient is of ‘Child-bearing’ age
	

	3.2.5.1
	Date of Last Menstrual Period (LMP)
	The date of the start of the patient’s last known Menstrual Period expressed as the SNOMED CT code and a value
	Code= SNOMED CT

Value = yyyymm(dd)
	1..1
	
	Code = 21840007

Value = date
	LastMenstrualPeriod.code & LastMenstrualPeriod.value

(carried in a code-value pair)

	3.2.5.2
	Pregnancy Status
	A SNOMED CT code to identify whether the patient is definitely,  is definitely not or is possibly pregnant 
	SNOMED CT
	1..1
	
	6001007 = not pregnant

77386006 = pregnant

102874004 = patient? Pregnant
	PregnancyStatus.code

	3.2.5.3
	Reason why the patient should not be pregnant
	A SNOMED code (+/- qualifiers) to identify the reason why the patient can safely say they are not pregnant


	SNOMED CT
	0..*
	
	Only if status = 6001007

e.g. 

5935008 = Oral Contraceptive, 312081001 = IUD contraception

236886002 = hysterectomy
	NotPregnantReason.code

	3.2.5.4
	Estimated Date of Delivery (EDD) 
	The estimated date of delivery of the children that the patient is carrying, expressed as the SNOMED CT code and a value
	Code = SNOMED CT

Value = yyyymmdd
	0..1
	
	Only if status = 77386006
Code = 161714006

Value = date
	EstimatedDeliveryDate.code & EstimatedDeliveryDate.value

(carried in a code-value pair)

	
	End Details
	
	
	
	
	
	

	3.2.6
	Request Fulfilment Details
	Details about the patient’s choice of location and date/Time of fulfilment
	
	0..1
	
	Only required if the DI Request is likely to result in an appointment.
	

	3.2.6.1
	Request Fulfilment Location Details
	The SDS Org code representing the location required/preferred by the patient for the fulfilment of the request


	SDS Org Code
	0..1
	
	
	CMET: R_AgentNPfITOrganizationSDS

(OrganizationSDS.id)

via location participation

	3.2.6.2
	Request Fulfilment Availability Details
	The Date & Time required/preferred by the patient for the request to be fulfilled.


	yyyymmdd
	0..*
	
	Note:  The intention is to represent ‘AVAILABLE’ dates. If a patient is not available for a period of time then 2 entries bracketing this period need to be identified
	DIRequest.author.Time

	
	End details
	
	
	
	
	
	

	3.2.7
	Pre-existing Clinical condition Details 
	Details about any pre-existing clinical conditions which does not directly relate to, but may affect the fulfilment of, this DI Request
	SNOMED CT
	0..*
	
	e.g. Has Tourettes Syndrome
	

	3.2.7.1
	Pre-existing Clinical conditions 
	The SNOMED CT code representing the pre-existing clinical condition 
	SNOMED CT
	1..1
	
	e.g. Has Tourettes Syndrome
	AdditionalCodedInfo.code

	3.2.7.2
	Date & Time associated with this code
	A time stamp to used to enhance the code chosen above.
	IVL_TS
	0..1
	
	This could be the date & time of diagnosis, the duration of the condition
	AdditionalCodedInfo.effectiveTime

	
	End details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	4
	DI Request Information Group
	A Group of details used to identify the DI Request contained within this communication
	
	1..1
	
	
	

	4.1
	Placer Request ID Section
	The details required to uniquely identify the Placer Request in a human-readable format
	
	1..1
	
	
	

	4.1.1
	The Placer System ID
	The OID identifying the Placer System at that level which, when combined with the generated Placer Request ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	DIRequest.id

(second part)

	4.1.2
	The Placer Request ID generated by the system above
	The identifier of the Placer Request 
	Placer Request ID
	1..1
	
	May be Alphanumeric
	

	
	End section
	
	
	
	
	
	

	4.2
	Relevant  Information Section
	The details about the information which provides clinical justification for this DI Request.


	MUST NOT be present if this information is given at the DI Procedure level (5.1.2)
	0..1
	
	
	

	4.2.1
	Relevant Clinical Information Details
	The information which provides clinical justification for this DI Request.
	
	1..1
	
	Possible CRE Types:

Diagnoses (Definitive & Provisional); Clin Obs & Findings; Investigation Results; Med Rec; 
	

	
	Optionality begins
	
	
	
	
	
	

	4.2.1.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	Text

(Code - value pair)

Code= ‘181251000000105’
Value = text
	1..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation2 actRelationship

	
	Or
	
	
	
	
	
	

	4.2.1.1
	Coded items 
	
	
	1..*
	
	For partially  or fully  compliant systems
	

	4.2.1.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	SNOMED CT
	1..1
	
	
	JustifyingInformation.code

via pertinentInformation3 actRelationship 

	4.2.1.1.2
	Date & Time associated with this code
	A time stamp to used to enhance the code chosen above.
	IVL_TS
	0..1
	
	This could be the date & time of diagnosis, the duration of the condition
	JustifyingInformation.effectiveTime

via pertinentInformation3

actRelationship

	4.2.1.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Text
	0..1
	
	
	SupportingJustificationInformation.

value

via pertinentInformation3 actRelationship 

	
	End  of Coded Items
	
	
	
	
	
	

	4.2.1.2
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	Text

(Code - value pair)

Code= ‘181251000000105’
Value = text
	0..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation2 actRelationship

	
	Optionality ends
	
	
	
	
	
	

	
	End details
	
	
	
	
	
	

	4.2.2
	Supporting Information Details
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	
	0..1
	
	Possible CRE Types:

Risk to CP or 3rd party

Risk to patient; lifestyle (e.g. tramp)
	

	
	Optionality begins
	
	
	
	
	
	

	4.2.2.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	Text

(Code - value pair)

Code= ‘181261000000108’
Value = text
	1..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation2 actRelationship

	
	Or
	
	
	
	
	
	

	4.2.2.1
	Coded items 
	
	
	1..*
	
	For partially  or fully  compliant systems
	

	4.2.2.1.1
	The code representing this item of supporting information
	The SNOMED CT code representing the supporting information statement
	SNOMED CT
	1..1
	
	
	JustifyingInformation.code

via pertinentInformation3 actRelationship

	4.2.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	IVL_TS
	0..1
	
	This could be the date & time of diagnosis, the duration of the condition
	JustifyingInformation.effectiveTime

via pertinentInformation3 actRelationship

	4.2.2.1.3
	Supporting text
	Text in support of the clinical code chosen above
	Text


	0..1
	
	
	SupportingJustificationInformation.

value

via pertinentInformation3 actRelationship

	
	End  of Coded Items
	
	
	
	
	
	

	4.2.2.2
	Supporting Information text
	Supporting Information that could not be coded suitably
	Text

(Code - value pair)

Code= ‘181261000000108’
Value = text

	0..1
	
	
	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation2 actRelationship

	
	Optionality ends
	
	
	
	
	
	

	
	End details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	5
	Requested DI Procedure Group
	Group of  information about the DI Procedure(s) requested to be performed
	
	1..1
	
	
	

	5.1
	Requested DI Procedure Section
	The details of a single DI Procedure that is requested to be  performed on the patient 
	
	1..*
	
	Repeat this section for each DI Procedure requested within this communication
	

	5.1.1
	Requested DI Procedure Code
	The coded representation of the DI Procedure from the National Catalogue
	SNOMED CT
	1..1
	
	
	DIProcedureRequest.code

	5.1.2
	Relevant  Information Details
	The details about the information which provides clinical justification for this DI Procedure.


	MUST NOT be present if this information is given at the DI Request level (4.2)
	0..1
	
	
	

	5.1.2.1
	Relevant Clinical Information 
	The information which provides clinical justification for this request of this DI Procedure.
	
	1..1
	
	Possible CRE Types:

Diagnoses (Definitive & Provisional); Clin Obs & Findings; Investigation Results; Med Rec; 
	

	
	Optionality begins
	
	
	
	
	
	

	5.1.2.1.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	Text

(Code - value pair)

Code= ‘181251000000105’
Value = text
	1..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation ActRelationship

	
	Or
	
	
	
	
	
	

	5.1.2.1.1
	Coded items 
	
	
	1..*
	
	For partially  or fully  compliant systems
	

	5.1.2.1.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	SNOMED CT
	1..1
	
	
	JustifyingInformation.code

via pertinentInformation1 ActRelationship 

	5.1.2.1.1.2
	Date & Time associated with this code
	A time stamp to used to enhance the code chosen above.
	IVL_TS
	0..1
	
	This could be the date & time of diagnosis, the duration of the condition
	JustifyingInformation.effectiveTime

via pertinentInformation1

actRelationship

	5.1.2.1.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Text
	0..1
	
	
	SupportingJustificationInformation.

value

via pertinentInformation1 actRelationship 

	
	End  of Coded Items
	
	
	
	
	
	

	5.1.2.1.2
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	Text

(Code - value pair)

Code= ‘181251000000105’
Value = text
	0..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation ActRelationship

	
	Optionality ends
	
	
	
	
	
	

	
	End information
	
	
	
	
	
	

	5.1.2.2
	Supporting Information 
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	
	0..1
	
	Possible CRE Types:

Risk to CP or 3rd party

Risk to patient; lifestyle (e.g. tramp)
	

	
	Optionality begins
	
	
	
	
	
	

	5.1.2.2.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	Text

(Code - value pair)

Code= ‘181261000000108’
Value = text
	1..1
	
	For non-compliant ‘legacy’ systems


	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation ActRelationship

	
	Or
	
	
	
	
	
	

	5.1.2.2.1
	Coded items 
	
	
	1..*
	
	For partially  or fully  compliant systems
	

	5.1.2.2.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	SNOMED CT
	1..1
	
	
	JustifyingInformation.code

via pertinentInformation1 actRelationship

	5.1.2.2.1.2
	Date & Time associated with this code
	A time stamp to used to enhance the code chosen above.
	IVL_TS
	0..1
	
	This could be the date & time of diagnosis, the duration of the condition
	JustifyingInformation.effectiveTime

via pertinentInformation1 actRelationship

	5.1.2.2.1.3
	Supporting text
	Text in support of the clinical code chosen above
	Text


	0..1
	
	
	SupportingJustificationInformation.

value

via pertinentInformation1 actRelationship

	
	End  of Coded Items
	
	
	
	
	
	

	5.1.2.2.2
	Supporting Information text
	Supporting Information that could not be coded suitably
	Text

(Code - value pair)

Code= ‘181261000000108’
Value = text

	0..1
	
	
	JustifyingInformationText.code &

JustifyingInformationText.value

(carried as a code-value pair)

via pertinentInformation ActRelationship

	
	Optionality ends
	
	
	
	
	
	

	
	End information
	
	
	
	
	
	

	
	End details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	6
	Report Recipient Group
	A group of details about the expected recipients of the DI Report communication
	
	1..1
	
	
	

	6.1
	Primary Information Recipient section
	Section of details about the person to whom the DI Report is expected to be transmitted and who is primarily responsible for taking action on the contents
	
	1..1
	
	This is usually the requestor, but depending on  local requirements  may be another named person instead of the requestor
	

	6.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID +
SDS Role Profile Code
	1..1
	
	
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via responsibleParty participation

	
	End section
	
	
	
	
	
	

	6.2
	Other Recipients Group  
	Details of any other intended DI Report communication recipients  
	
	0..*
	
	
	

	6.2.1
	Identifiers of the HCP who is an intended recipient of a duplicate of the DI Report communication(s)
	SDS Code (s)  for intended recipient
	SDS User ID +
SDS Role Profile Code
	1..1
	
	
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via tracker participation

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	7
	Modality Specific Information Group
	A group of clinical statements answering requested DI Procedure Modality specific questions, which must be supplied within the DI Request.
	
	0..1
	
	The number and type of questions depend on the modality of the DI Procedure requested.
	

	7.1
	Answer to a Modality Specific Question 
	A  SNOMED code (+/- qualifiers) representing the answer to a modality specific question.

N.B. The code used MUST indicate the question asked.
	SNOMED CT

e.g. Claustrophobia  = ‘19887002’ 
	1..*
	
	Repeat for each question required by modality
	AdditionalCodedInfo.code

	
	End group
	
	
	
	
	
	


3 Business Process: Fulfilling a DI Request 

3.1 Description

This is the business process of a fulfilling a received and approved DI Request. The fulfilment is in 3 parts:

1. Performing (or attempting to perform) one or more of the requested DI Procedures in a single ‘DI Encounter’.
2. Recording all the activity information onto the Radiology Information System (RIS) – this may or may not include a PACS.

3. Reporting the resultant images resulting in the ‘DI Report’ communication
Once the DI Request is received by the DI department, it is vetted by a suitably qualified IRMER Practitioner. This person will:

· double-check the required additional patient administration information provided by the requester,

· ensure that any modality-specific questions have been answered satisfactorily by the requester,

· read the clinical information provided against each DI Procedure requested.

Based on their clinical & professional judgement they will then approve (or not) one or more of the requested procedures. 
Note:
Depending on the DI Procedure(s) requested one or more appointments may need to be given/sent to the patient. Transport may need to be arranged. 
A single visit by a patient to a DI Department for one or more DI Procedures is termed in this documentation a ‘DI Encounter’ for clarity. Thus a single DI Request may result in 1 or more ‘DI Encounters’.  

This business process assumes that all of the above have been actioned and that the patient has arrived in the department for one or more of the DI Procedure(s) to be performed.  

The DI HCP checks the patient details with the patient and checks that the clinical information given in the DI Request is still current. They then perform the DI Procedure(s). They check the resultant images for quality, retaking any that do not meet radiographic/radiological criteria. The HCP concludes the encounter entering the DI details of the encounter onto the RIS. 
NOTE:
There is an expectation that when a DI Report communication has been sent in error that the reporting system ‘withdraws’ it. This should cause the receiving system to:

a. Mark the erroneous communication as ‘withdrawn’

b. Inform all users who have viewed or acted upon the content of the erroneous communication that it has been withdrawn.
3.2 Interaction Diagram
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3.3 Activity diagram                        

Note:    For full Business Process Model of the Diagnostic Imaging process, please see NPFIT-SHR-MODL-PMLDI-0006.11 on FileCM.

[image: image4.png]DI Process - GP & Secondary Care OP - DI Encounter Summary & DI Report

Patient

6. Paiient goes home

.

T2 Patient goes to Ward |
Cnic

.

GP/OPD ™S DI Department
T Paten arfves n Depariment o
Dl Procadurs
2. Perform Examination(s)
3 Goncla DI Encounie on RISPACS
4 Doos P neod
madas Roloral
5 S Paenhome o0 Immecdae Referal Ny
ook o requestr?
Bo images necd & s RAaE0RE
be reported? YES- Report.
1
G Have Radiologists
Regon Transrbed
o )
T Fare Ratges
1 Arange Reeral
Admission o sen paert
oack o recuesir
13 Ganciude Care Event
5 Receves Radogy Repor Ja- — = —|- = — = — OiReportMessage —————— | s Fnalze Roquest S
6 Forvrs e ®
e |, ___ DiRmm | Radolody Repor
Radology Report e por st
amaion





3.4 Business Transactions

1.  ‘DI Report’ Communication
3.4.1 Communication name: 

DI Report communication
Purpose

To convey Diagnostic imaging result information to a clinician in order to allow the clinician to:

· Identify the subject of the report - the patient 

· Identify the diagnostic imaging procedure(s) that are being reported on
· Identify the results of those Diagnostic imaging procedures which are made available together with any supporting information to allow proper interpretation of the results

· Identify the author of the text of the report
· Identify the healthcare professional who attested the report, if this has been done

· Identify other clinicians who may have received a copy of the report
Business Communication Requirement

	Communication Name
	DI Report communication

	Sending Role
	Informant

	Trigger Event
	Completion of one or more ‘DI Procedure Reports’ within the same request, a report for two or more DI Procedures within the same request, or, a ‘DI Summary Report’ for one or many DI Procedure reports. 

	Communication Type
	Information

	Receiving Role
	Tracker


Note: 
Depending on local implementation & rules, this may mean that the reports are not verified/attested.

3.4.1.1 Business Communication Content:               Diagnostic Imaging Report

Summary:

1 – DI Report Communication Header Group (1)

2 – Patient Information Group (1)

3 – DI Report Recipient Group (1)

- Primary Information Recipient Group (1)
– Other Recipients Group (0 or more)

4 – Request Information Group (1)

- Placer Request Section (0 or 1)


- Fulfiller Request Section (1)


- Request Status (1)
5 – Report Information Group (1)

- Report Identifier Section (1)

- DI Summary Report Section (0 or 1)

- Summary Report ID Details (1)


- Relevant Data Object Pointer Details (0 or more)


- Numerical Result Details (0 or more)

- DI Procedure Report Section (1 or more)

- Relevant Data Object Pointer Section (0 or more)

- Numerical Result Section (0 or more)

6 – DI Procedure Group (1)

- DI Procedure Section (1 or more)



- DI Procedure Instance Details (1)



- Requested DI Procedure ID Details (1)
	Level
	Group/Section/Details
	Definition
	Representation
	Cardinality
	Default Value
	Comments
	Mapping to the Visio Model

	1
	DI Report Communication Header Group
	Group of administrative details about the DI Report  communication
	
	1..1
	
	
	

	1.1
	DI Report communication ID
	The unique identifier for this instance of the DI Report  communication
	DCE UUID
	1..1
	
	
	DIReport.id
(first part)

	1.2
	Date & Time of the communication
	The Date & Time that this DI Request communication content  was committed to be sent
	yyyymmddhhmmss
	1..1
	
	
	DIReport.effectiveTime

	1.3
	Communication Type
	A coded value to identify that this is a DI report communication
	SNOMED  CT
Fixed @ ‘181191000000107’
	1..1
	
	
	DIReport.code

	1.4
	Author of the DI Report communication
	SDS Code(s) of the HCP who has ‘authored’ this communication by activating the trigger event
	SDS User ID + 
SDS Role Profile Code
Or

SDS System OID & ID
	1..1
	
	This could be a person or system 
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

or
CMET: R_AgentNPFITDeviceSDS

(DeviceSDS.id)

via author participation

	
	End group
	
	
	
	
	
	

	2
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Report communication, were performed
	
	1..1
	
	
	

	2.1
	Unique identifier for the patient to whom this DI Report relates
	NHS number


	ID
	1..1
	
	
	Patient.id

	
	End group
	
	
	
	
	
	

	3
	DI Report Recipient Group
	A group of details about the intended recipients of this DI Report communication
	
	1..1
	
	From the DI Request. Additionally local protocols may add further recipients
	

	3.1
	Primary Information Recipient Section
	A section of details about the requesting person to whom this DI Report is to be transmitted and who is primarily responsible for taking action on the contents
	
	1..1
	
	This is usually the requestor, but depending on  local requirements  may be another named person instead of the requestor
	

	3.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID + 
SDS Role Profile Code
	1..1
	
	
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via primaryInformationRecipient participation

	
	End group
	
	
	
	
	
	

	3.2
	Other Recipients Section  
	Section of details of any other intended communication recipients  
	
	0..1
	
	
	

	3.2.1
	Identifiers of the HCP who is an intended recipient of a duplicate of this DI Report
	SDS Code (s)  for intended recipient
	SDS User ID + 
SDS Role Profile Code
	1..*
	
	Repeat for each intended additional recipient
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via tracker participation

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	4
	Request Information Group
	A Group of details used to identify the DI Request for which the contents of this communication is the report
	
	1..1
	
	
	

	4.1
	Placer Request Section
	The section of details required to describe the Placer Request that is being fulfilled by the Fulfiller system
	
	0..1
	
	Only if the request creation & transmission was electronic
	

	4.1.1
	Placer Request ID 
	The details required to uniquely identify the Placer Request  being fulfilled in this DI Encounter
	
	1..1
	
	
	

	4.1.1.1
	The Placer System ID
	The unique identifier for the DI Request that this DI Encounter is fulfilling
	DCE UUID
	1..1
	
	
	PlacerRequest.id

	
	End Details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	4.2
	Fulfiller Request Section
	The section of details required to describe the Fulfiller Request which is fulfilling the Placer Request identified in 5.1
	
	1..*
	
	Potentially, a single report communication could fulfil one or more Fulfiller Requests but still fulfil one Placer Request
	

	4.2.1
	Fulfiller Request ID Details
	The details describing the Fulfiller Request ID in a human-readable format
	
	1..1
	
	
	

	4.2.1.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Request ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	FulfillerRequest.id



	4.2.1.2
	The Fulfiller Request ID
	The identifier for the Fulfiller Request.
	Fulfiller Request ID
	1..1
	
	May be Alphanumeric
	

	
	End Details
	
	
	
	
	
	

	4.2.2
	Request Status
	This is the status of the request internal to the Fulfiller system 
	HL7 Code

(Active, Completed)
	1..1
	Completed
	Any local codes must be mapped to the HL7 code
	FulfillerRequest.statusCode

	4.2.3
	Request Status Validity Time
	The Date & Time that this Request status is valid
	yyyymmddhhmmss
	1..1
	
	
	FulfillerRequest.effectiveTime

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	

	5
	Report  Information Group
	A  group of information  which constitutes the clinical evaluation of one or more DI Procedures  by  one or  more Radiological Healthcare Professionals
	
	1..1
	
	
	

	5.1
	Report Identifier Section
	A section of details used to identify this DI Report within a Service Provider’s systems
	
	1..1
	
	
	

	5.1.1
	Service Provider ID
	Unique identifier for the Diagnostic Imaging Service Provider  responsible for the DI report
	SDS Org ID

(OID + Code)
	1..1
	
	
	CMET: R_AgentNPfITOrganizationSDS

(OrganizationSDS.id)

via responsibleParty participation

	5.1.2
	Fulfiller Report ID Details
	The details required to identify the Fulfiller Report ID in a human-readable format
	
	0..1
	
	It is unlikely that this will be used but the User Group wanted the facility to carry it in the message.
	

	5.1.2.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Report ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	DIReport.id
(second part)

	5.1.2.2
	The Fulfiller Report ID
	The identifier for the Fulfiller Report.
	Fulfiller Report ID
	1..1
	
	May be Alphanumeric
	

	
	End Details
	
	
	
	
	
	

	5.1.3
	Report date & time of Issue
	Date & time that the DI Report was made available for clinical review  (‘authorised for release’ or ‘issued’)


	yyyymmddhhmmss
	1..1
	
	This could be either:

at the transcription point (unverified release)
 or 
the verification point (verified release)
	DIReport.author.authorTime

Or 

DIReport.verifier.verifierTime



	5.1.4
	Report Status
	Status for this report instance
	HL7 Code

(Active, Completed)
	1..1
	Completed
	Any local codes must be mapped to the HL7 code
	DIReport.statusCode

	5.1.5
	Urgency Flag
	This is the code to identify how urgent this report needs to be read
	NPfIT Code
(Routine, Urgent)
	1..1
	Routine
	Any local codes must be mapped to the NPfIT code
	DIReport.priorityCode

	5.1.6
	Author of the DI Report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Report
	SDS User ID + 
SDS Role Profile Code
	1..1
	
	
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via author participation



	5.1.7
	Verifier of the DI Report  
	SDS Code(s) of the HCP who has verified/authorized report for release
	SDS User ID + 
SDS Role Profile Code
	0..1
	
	
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via verifier participation off the DIReport act

	
	End section
	
	
	
	
	
	

	5.2
	DI Summary Report  Section
	Radiological interpretation of one or more DI Procedure reports 
	
	0..1
	
	This allows a summary text block to be added to a group of procedure reports or to be linked to a previously issued DI Report communication
	

	5.2.1
	Summary Report ID Details
	The details required to identify the Summary Report ID in a human-readable format
	
	0..1
	
	It is unlikely that this will be used but the User Group wanted the facility to carry it in the message.
	

	5.2.1.1
	The Summary Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Summary Report ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	SummaryReportSegment.id

	5.2.1.2
	The Summary Report ID
	The identifier for the Summary Report.
	Summary Report ID
	1..1
	
	May be Alphanumeric
	

	
	End Details
	
	
	
	
	
	

	5.2.2
	Report Type Code
	Code to identify that this is a ‘DI Summary’ report
	SNOMED CT
	1..1
	
	Needs to be added to vocab
	SummaryReportSegment.code

	5.2.3
	Author of the DI Summary report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Summary Report
	SDS User ID + 
SDS Role Profile Code
	1..1
	
	If present this superceeds the DIReport communication author (1.4) and the DI Report author (6.1.6)
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via author participation off the SummaryReportSegment act

	5.2.4
	DI Summary Report Text
	The textural representation of the DI Summary Report
	ED
	1..1
	
	Supplier opinion
	SummaryReportSegment.value

	5.2.5
	References to the DI Procedure Reports collated by this summary report
	The DCE UUID(s) that reference the IDs of any DI Procedure Reports collated in this Summary Report. 
	DCE UUID
	1..*
	
	
	ActRef.id

via reference actRelationship from SummaryReportSegment act

	5.2.6
	Clinical Diagnosis information
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	SNOMED CT
	0..*
	
	Although most RIS support the concept of additionally coding the radiological diagnosis at time of reporting by the HCP, this function is rarely used.
	CodedDiagnosis.code

via component actRelationship off SummaryReportSegment act

	5.2.7
	ID of the person who has verified and ‘authorized the release’ of this DI Summary Report’
	SDS Code(s) of the HCP who has verified this DI Summary Report
	SDS User ID + 
SDS Role Profile Code
	0..1
	
	If present this superceeds the DI Report verifier (6.1.7)
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via verifier participation off the SummaryReportSegment act

	5.2.8
	Summary Report date & time
	Date & time that the Summary Report was made available for clinical review 


	yyyymmddhhmmss
	1..1
	
	Note:  The trigger for this could be either at the digital dictation point, the transcription point (unverified release) or the verification point (verified release)
	SummaryReportSegment.
effectiveTime

	5.2.9
	Relevant Data Object Pointer Details (Key Images)
	A section containing details about the pointer to a specific individual Data Object (e.g. Digital Image or web-page) that is considered to be relevant to this Summary Report. 
	
	0..*
	
	This may be a pointer already known to PSIS or to a new image created from the original acquired image data (post-processing)
	

	5.2.9.1
	Format
	Format of the object as returned on initiating access
	ED

(mediaType)
	1..1
	
	e.g. JPEG
	ActRef.id

via pertinentInformation actRelationship off SummaryReportSegment act


	5.2.9.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	ED

(URL)
	1..1
	
	e.g.http://www.hospital-stmarco/radiology/wado/
	

	
	End details
	
	
	
	
	
	

	5.2.10
	Numerical Result Details
	The details of any numerical results pertaining to this Summary Report and approved for release by the reporter.
	
	0..*
	
	N.B. These could be results obtained from the  resultant images or any post-processing
	

	5.2.10.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	SNOMED CT
	1..1
	
	
	NumericResult.code
via component1 actRelationship off SummaryReportSegment act

	5.2.10.2
	Numerical Result Value
	The recorded numerical value
	Number or ratio
	1..1
	
	May be > or < than
	NumericResult.value
via component1 actRelationship off SummaryReportSegment act 

	5.2.10.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	UCUM 
	0..1
	
	not needed for a ratio
	

	5.2.10.4
	Numerical Result Reference Range 
	The reference range 
	Range of numbers
	0..1
	
	May be > or < than
	InterpretationRange.value
via component1 actRelationship off SummaryReportSegment act

	5.2.10.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	HL7 Code

(ObservationInterpretation)
	0..1
	
	
	NumericResult.interpretationCode
via component1 actRelationship off SummaryReportSegment act

	
	End details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	5.3
	DI Procedure Report  Section
	This section allows a single report  per ‘DI Procedure’ or a single report covering multiple DI Procedures
	
	1..*
	
	
	

	5.3.1
	DI Procedure Report  1 Details
	Details describing the first DI Procedure Report
	
	1..1
	
	Repeat this detail grouping for each DI Procedure Report
	

	5.3.1.1
	DI Procedure Report ID 
	Information required to identify this DI Procedure Report in a human-readable format
	
	0..1
	
	It is unlikely that this will be used but the User Group wanted the facility to carry it in the message.
	

	5.3.1.1.1
	The DI Procedure Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Procedure Report ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	ProcedureReportSegment.id

	5.3.1.1.2
	The DI Procedure Report ID
	The identifier for the DI Procedure Report
	DI Procedure Report ID
	1..1
	
	May be Alphanumeric
	

	
	End Information
	
	
	
	
	
	

	5.3.1.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	SNOMED CT
	1..1
	
	Needs to be added to vocab
	ProcedureReportSegment.code

	5.3.1.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	SDS User ID + 
SDS Role Profile Code
	1..1
	
	If present this superceeds the DIReport communication author (1.4) and the DI Report author (6.1.6)
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via author participation off the ProcedureReportSegment act 

	5.3.1.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	ED
	1..1
	
	
	ProcedureReportSegment.value

	5.3.1.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	SNOMED CT
	0..*
	
	Although most RIS support the coding of diagnosis at time of reporting by the HCP, this function is rarely used.
	CodedDiagnosis.code

via component actRelationship off ProcedureReportSegment act

	5.3.1.6
	ID of the person who has verified and ‘authorized the release of this DI Procedure Report
	SDS Code(s) of the HCP who has verified this DI Procedure Report
	SDS User ID + 
SDS Role Profile Code
	0..1
	
	If present this superceeds the DI Report verifier (6.1.7)
	CMET: R_AgentNPFITPersonSDS
(AgentPersonSDS.id & PersonSDS.id)

via verifier participation off the ProcedureReportSegment act

	5.3.1.7
	Procedure Report date & time
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)


	yyyymmddhhmmss
	1..1
	
	Note:  The trigger for this could be either at the digital dictation point, the transcription point (unverified release) or the verification point (verified release)
	ProcedureReportSegment.

effectiveTime

	5.3.1.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image or web-page) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	0..*
	
	This may be a pointer already known to PSIS or to a new image created from the original acquired image data (post-processing)
	

	5.3.1.8.1
	Format
	Format of the object as returned on initiating access
	ED

(mediaType)
	1..1
	
	e.g. JPEG
	ActRef.id

via pertinentInformation actRelationship off ProcedureReportSegment act

	5.3.1.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	ED

(URL)
	1..1
	
	e.g.http://www.hospital-stmarco/radiology/wado/
	

	
	End information
	
	
	
	
	
	

	5.3.1.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	0..*
	
	N.B. These could be results obtained as part of the DI procedure or  from the  resultant images or any post-processing
	

	5.3.1.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	SNOMED CT
	1..1
	
	
	NumericResult.code
via component1 actRelationship off ProcedureReportSegment act

	5.3.1.9.2
	Numerical Result Value
	The recorded numerical value
	Number or ratio
	1..1
	
	May be > or < than
	NumericResult.value
via component1 actRelationship off ProcedureReportSegment act


	5.3.1.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	UCUM 
	0..1
	
	not needed for a ratio
	

	5.3.1.9.4
	Numerical Result Reference Range 
	The reference range 
	Range of numbers
	0..1
	
	May be > or < than
	InterpretationRange.value
via component1 actRelationship off ProcedureReportSegment act

	5.3.1.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	HL7 Code

(ObservationInterpretation)
	0..1
	
	
	NumericResult.interpretationCode
via component1 actRelationship off ProcedureReportSegment act

	
	End information
	
	
	
	
	
	

	5.3.1.10
	DI Procedure Information
	information about the DI Procedure(s) for which this is the report
	
	1..*
	
	
	

	5.3.1.10.1
	DI Procedure 1 Data
	The data of a single DI Procedure that has been performed on the patient 
	
	1..1
	
	Repeat this section for each DI Procedure reported in this Procedure Report Segment
	

	5.3.1.10.1.1
	DI Procedure Instance ID details
	Details required to identify this DI Procedure instance in a human-readable format. 
	
	1..1
	
	
	

	5.3.1.10.1.1.1
	The DI Procedure Instance System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated DI Procedure Instance ID, makes it unique.
	SDS OID 

(format TBA)
	1..1
	
	
	DIProcedureSummary.id

Second d value in list

	5.3.1.10.1.1.2
	The DI Procedure Instance ID
	The identifier for this DI Procedure Instance
	DI Procedure Instance ID
	1..1
	
	May be Alphanumeric
	

	
	End Details
	
	
	
	
	
	

	5.3.1.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED CT
	1..1
	
	
	DIProcedureSummary.code


	5.3.1.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure was performed, checked for quality and then completed
	yyyymmddhhmmss
	1..1
	
	
	DIProcedureSummary.effectiveTime

	5.3.1.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	HL7 Code

(Active, Completed, Aborted)
	1..1
	Completed
	Any local codes must be mapped to the HL7 code
	DIProcedureSummary.statusCode

	
	End data
	
	
	
	
	
	

	
	End information
	
	
	
	
	
	

	
	End details
	
	
	
	
	
	

	
	End section
	
	
	
	
	
	

	
	End group
	
	
	
	
	
	


4 A Clinical Scenario (with worked examples) to show all of the above processes 
Note: 

1. Entries in the ‘Sample Data’ column that are in brackets and bold (e.g. (Routine)) are where codes are not available at the time of writing this document.

2. Valid SNOMED codes have been used in these examples to describe DI Procedures for illustrative purposes. As the National Code Listing is not yet finalised at the time of writing, the use of these codes does not necessarily mean they will be in the listing.
3. Where there are options within the table both sets of data are provided. The textual version is most likely to be used in the early stages of implementation. However, as NPfIT compliant requesting systems are rolled out it is expected that the fully coded versions are to be used.

4.1 Scenario 1 Part 1 – The GP/OP Diagnostic Investigation Request (DI Request) generation
Jane Robinson (NHS No. 9900002857) goes to see her GP, Dr Dickenson at Mirfield Surgery on the 27th February 2005. On arrival at the surgeries ‘Drop-in’ clinic, at approximately 1040 am, she is taken into see Dr Justin Case, the locum who has been asked to cover the session as everyone else is ill.

Dr. Case chooses Jane’s name off his work-to-do list (or patients-to-be-seen, etc). This opens the Care Event details function of the clinical application. Dr Case first looks at Jane’s previous history on his local system which is not yet fully NPfIT compliant. He notices that Jane has recently been started on treatment for osteoporosis. Dr Case asks why Jane has come to the surgery today. Jane explains that she has 3 problems which have been giving her some trouble. The first is that she has very severe headaches in the morning which are not relieved with analgesia. These pains have been getting worse in the last week and she is getting dizzy spells. The second problem is that she has been having quite painful flooding during her menstrual cycle and sometimes some blood in her urine. The final problem is that she has been having irregular bouts of diarrhoea with no associated vomiting.
Dr Case asks Jane for some more information about her first problem:

	Dr Case’s Questions
	Jane’s Answers

	Have you had a head injury recently?
	Yes – I passed out on the way home from a party in the pub 3 weeks ago and when I woke up I had a headache and had cut my scalp. My hair was matted with blood.

	How much had you had to drink on that occasion?
	I can’t remember but I admit I was feeling quite drunk

	Did you go to the hospital?
	No

	Do you drink often?
	No

	Where on your head do you get the pains?
	Across my forehead and down the right side over my ear where the cut is


Dr Case examines Jane’s head and finds that there is still a noticeable lump on the right side, where the scalp was cut. He decides to send Jane for a skull x-ray to see if there is any evidence of a fracture.

Dr Case then asks Jane about her second problem:

	Dr Case’s Questions
	Jane’s Answers

	How long have you been having this flooding?
	Up until last month, just once a month. Since then it has been every week.

	How bad has the pain been on these occasions?
	Much more severe than I’m used to

	Where do you generally get the pains? 
	Mainly around my stomach, but sometimes it is slightly lower

	Do you have any discharge when you get these pains?
	No

	How often do you pass water?
	Once or twice a day

	Do you get pain when you pass water?
	No

	How do you feel?
	I feel weaker than usual especially as the day goes on.

	When you are not menstruating do you still notice the blood in your urine?
	Yes


Dr Case then asks Jane about her third problem:

	Dr Case’s Questions
	Jane’s Answers

	How long have you been having the diarrhoea?
	Once or twice a week since Xmas

	Have you changed you eating habits?
	No, I eat a staple diet regularly

	Have you been ‘caught short’ by this?
	Not yet

	Do you take anything for it?
	Immodium from the pharmacy

	Does it work for you?
	Yes

	How do you feel?
	OK. It’s just an annoyance.


Dr Case examines Jane’s abdomen at this time. He finds that it is not tense/rigid and that the organs (liver & spleen) appear normal. He decides that he needs to arrange an Ultrasound Scan of her abdomen & pelvis. 

Dr Case explains that he is sending Jane for some DI investigations at York DGH and that one of them will probably be an appointment. He asks Jane when she would prefer to have the appointment and she answers ‘ before Easter’ (Good Friday being the 25th March 2005). He then asks her to go and provide a sample of urine. Whilst Jane is doing this Dr Case opens his requesting module and completes the various prompted fields in the electronic request screen that is presented to him. 

Note: How the application prompts/collects the answers to any required questions (patient administration/modality specific) is entirely down to the application developers. 

Jane reappears with the urine sample which Dr. Case then tests with a DipStix. He finds that the urine tests positive for blood and enters this information onto the request details.
Dr Case knows that he will not be working at Mirfield Surgery when, after the DI Reports have been returned, Jane is likely to attend next. He identifies Dr Dickenson as being the person to whom the DI Reports need to be sent. He also identifies for the Ultrasound request Jane’s requirement for a car to take her to and from the anticipated appointment. As Jane’s abdominal symptoms and her age put her in a potential ‘at risk’ group for bowel cancer, Dr Case also identifies Mr Cutit, the surgeon, as a recipient of a copy of the DI Report of the Ultrasound procedures. This would act as a ‘heads-up’ to the local Cancer Care Group should the result indicate this condition.

Dr Case closes his requesting module and is informed that the application has created 2 requests from the entered data. The first DI Request has the number MS0501234 containing one Requested DI Procedure, x-ray of skull, which has the unique identifier DIP67890123. The second DI Request has the number MS0501235 containing 2 Requested DI Procedures, ultrasound of abdomen & pelvis echography, that have been given the unique identifiers DIP67890124 and DIP67890125 respectively. It asks him if he wants the tokens printed and he answers ‘Yes’. 
He presents Jane with the 2 DI Request tokens each representing one separate DI Request that his actions have generated. He explains to her that the Ultrasound Scans will be an appointment and that she will receive it in the post direct from the Ultrasound Department. He tells Jane that she can take the other token into the X-Ray department any week day between the hours of 9am and 5pm. Jane leaves the surgery at approximately 11.00 am. 

4.1.1 Worked Example for Part 1:   DI Request Communications

Note:
For clarity of the expected use of the ‘optionalities’ identified in the content tables above:

1. The first communication will assume little or no clinical coding except a rudimentary level of granularity – commensurate with legacy systems. 

2. The second communication will assume full NPfIT compliance

4.1.1.1        General X-ray Procedure Request Content 
- assuming textual only option and clinical information entry at DI Procedure level
	Level
	Group/Section/Details
	Definition
	Example Data
	Representation
	Cardinality

	1
	DI Request Communication Header Group
	Group of administrative details about the DI Request Communication
	
	
	1..1

	1.1
	DI Request communication payload ID
	The unique identifier for this instance of the DI Request communication payload
	7454C63C-88F8-4454-8A51-C7650D62DC34
	DCE UUID
	1..1

	1.2
	Date & Time of the communication
	The Date & Time that this DI Request communication content  was committed to be sent
	20050227105532
	yyyymmddhhmmss
	1..1

	1.3
	Communication Type
	A coded value to identify that this is a DI Request communication
	181361000000104
(Diagnostic Imaging Request)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Request communication
	SDS Code(s) of the HCP who has ‘authored’ this communication by activating the trigger event
	SDS User ID =  ‘321685866026‘

SDS Role Profile Code = ‘241784917499‘

(Dr Justin Case @ Mirfield Surgery)
	SDS User ID + 
SDS Role Profile Code

	1..1

	1.5
	Request Priority
	A coded value to identify the priority of this DI Request
	Routine
	PriorityType

(HL7 code)
	1..1

	
	End group
	
	
	
	

	2
	DI Request Recipient Group
	A group of details about the DI Service Provider that is expected to act on the contents of this request communication
	
	
	1..1

	2.1
	DI Service Provider ID
	SDS Code(s) for the DI Service Provider expected to fulfil this request
	 ‘RCB55‘

(York DGH Radiology)
	SDS Org Code
	1..1

	
	End group
	
	
	
	

	3
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Request communication, will be performed
	
	
	1..1

	3.1
	Patient ID Section
	Section of details about the patient for whom these DI Procedures have been requested
	
	
	1..1

	3.1.1
	Unique identifier for the patient to whom this DI Request relates
	NHS number


	9900002857

(Jane Robinson)
	ID
	1..1

	
	End section
	
	
	
	

	3.2
	Patient Administrative  Information Section
	A section of administrative information about the patient that may be required in order to facilitate this DI Request
	
	
	1..1

	3.2.1
	Patient Administration Information Details
	A free text field for any information pertinent to the Patient Administration of this DI Request where structured data items as below are not available
	Walking. 

LMP = 15/02/05

Patient says not pregnant

Has osteoporosis. Treatment started Dec 04
	Free Text
	1..1

	3.2.2
	Transport Requirement code
	A code to identify how the patient can attend the department
	NOT APPLICABLE

This example communication is not from a system

that can provide this level of granularity
	DD ‘TransportNeed’

(OID + code)
	0

	3.2.3
	Oxygen requirement  status
	A  code to identify whether the patient requires Oxygen during transport and/or procedure(s)
	
	SNOMED CT
	0

	3.2.4
	Allergy Type and significance code
	A SNOMED code (+/- qualifiers)  to identify the type and approximate significance (strength) of any allergy the patient is known to have 
	
	SNOMED CT
	0

	3.2.5
	Pregnancy Details
	The details of the patient’s pregnancy status
	
	Only if patient  is female of ‘child-bearing age’
	0

	3.2.5.1
	Date of Last Menstrual Period (LMP)
	The date of the start of the patient’s last known Menstrual Period expressed as the SNOMED CT code and a value
	
	Code= SNOMED CT

Value = yyyymm(dd)
	0

	3.2.5.2
	Pregnancy Status
	A SNOMED CT code to identify whether the patient is definitely,  is definitely not or is possibly pregnant 
	
	SNOMED CT
	0

	3.2.5.3
	Reason why the patient should not be pregnant
	A SNOMED code (+/- qualifiers) to identify the reason why the patient can safely say they are not pregnant
	
	SNOMED CT
	0

	3.2.5.4
	Estimated Date of Delivery (EDD) 
	The estimated date of delivery of the child/ren that the patient is carrying, expressed as the SNOMED CT code and a value
	
	Code = SNOMED CT

Value = yyyymmdd
	0

	
	End Details
	
	
	
	

	3.2.6
	Request Fulfilment Details
	Details about the patient’s choice of location and date/Time of fulfilment
	
	
	0

	3.2.6.1
	Request Fulfilment Location Details
	The SDS Org code representing the location required/preferred by the patient for the fulfilment of the request
	
	SDS Org Code
	0

	3.2.6.2
	Request Fulfilment Availability Details
	The Date & Time required/preferred by the patient for the request to be fulfilled.
	
	yyyymmdd
	0

	
	End details
	
	
	
	

	3.2.7
	Pre-existing Clinical condition Details 
	Details about any pre-existing clinical conditions which does not directly relate to, but may affect the fulfilment of, this DI Request
	
	
	0

	3.2.7.1
	Pre-existing Clinical conditions 
	The SNOMED CT code representing the pre-existing clinical condition 
	
	SNOMED CT
	0

	3.2.7.2
	Date & Time associated with this code
	A time stamp to used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	4
	DI Request Information Group
	A Group of details used to identify the DI Request contained within this communication
	
	
	1..1

	4.1
	Placer Request ID 
	The details required to uniquely identify the Placer Request in a human-readable format
	
	
	1..1

	4.1.1
	The Placer System ID
	The OID identifying the Placer System at that level which, when combined with the generated Placer Request ID, makes it unique.
	OID 

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.1.2
	The Placer Request ID generated by the system above
	The identifier of the Placer Request  
	ID = ‘MS0501234’
	Placer Request ID
	1..1

	
	End section
	
	
	
	

	4.2
	Relevant  Information Section
	The details about the information which provides clinical justification for this DI Request.


	MUST NOT be present if this information is given at the DI Procedure level (5.1.2)
	
	0

	4.2.1
	Relevant Clinical Information Details
	The information which provides clinical justification for this DI Request.
	
	
	0

	
	Optionality begins
	
	
	
	

	4.2.1.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Procedure level
	Text
	0

	
	Or
	
	
	
	

	4.2.1.1
	Coded items
	
	
	
	

	4.2.1.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	NOT APPLICABLE

This example communication is from a system

that provides this information at the DI Procedure level
	SNOMED CT
	0

	4.2.1.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	4.2.1.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	4.2.1.2
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Procedure level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	4.2.2
	Supporting Information Details
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	
	
	0

	
	Optionality begins
	
	
	
	

	4.2.2.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Procedure level
	Text
	0

	
	Or
	
	
	
	

	4.2.2.1
	Coded items
	
	
	
	0

	4.2.2.1.1
	The code representing this item of supporting information
	The SNOMED CT code representing the supporting information statement
	NOT APPLICABLE

This example communication is from a system

that provides this information at the DI Procedure level
	SNOMED CT
	0

	4.2.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	4.2.2.1.3
	Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	4.2.2.2
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Procedure level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Requested DI Procedure Group
	Group of  information about the DI Procedure(s) requested to be performed
	
	
	1..1

	5.1
	Requested DI Procedure 1 Section
	The details of a single DI Procedure that is requested to be  performed on the patient 
	
	
	1..1

	5.1.1
	Requested DI Procedure Code
	The coded representation of the DI Procedure from the National Catalogue
	55965002

(X-Ray of Skull)
	SNOMED CT
	1..1

	5.1.2
	Relevant  Information Details
	The details about the information which provides clinical justification for this DI Procedure.


	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	1..1

	
	Optionality begins
	
	
	
	

	5.1.2.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	Code= ‘181251000000105’

(Relevant clinical information for diagnostic imaging request)

Value = 
Recent H/O Head Injury – 3/52 ago. 

Frontal & Parietal headaches 

with dizzy spells in the mornings not relieved by analgesia 

? any evidence of a fracture
	Text

(Code - value pair)


	1..1

	
	Or
	
	
	
	

	5.1.2.1
	Coded items
	
	
	
	0

	5.1.2.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	NOT APPLICABLE

This example communication is not from a system

that can provide this level of granularity
	SNOMED CT
	0

	5.1.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.1.2.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.1.2.2
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	NOT APPLICABLE

This example communication is not from a system

that can provide this level of granularity
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	5.1.2.2
	Supporting Information Details
	Details of any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	1..1

	
	Optionality begins
	
	
	
	

	5.1.2.2.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	Code= ‘181261000000108’

(Relevant supporting information for diagnostic imaging request)

Value = 
Possible anaemia
	Text

(Code - value pair)


	1..1

	
	Or
	
	
	
	

	5.1.2.2.1
	Coded items
	
	
	
	0

	5.1.2.2.1.1
	The code representing this item of supporting information
	The SNOMED CT code representing the supporting information statement
	NOT APPLICABLE

This example communication is not from a system

that can provide this level of granularity
	SNOMED CT
	0

	5.1.2.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.1.2.2.1.3
	Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.1.2.22
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is not from a system

that can provide this level of granularity
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	6
	Report Recipient Group
	A group of details about the expected recipients of the DI Report communication
	
	
	1..1

	6.1
	Primary Information Recipient section
	Section of details about the person to whom the DI Report is expected to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	6.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID =  ‘550370031091‘

SDS Role Profile Code = ‘162965368136‘

(Dr Dickenson @ Mirfield Surgery)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	6.2
	Other Recipients Group  
	Details of any other intended DI Report communication recipients  
	
	
	0

	6.2.1
	Identifiers of the HCP who is an intended recipient of a duplicate of the DI Report communication(s)
	SDS Code (s)  for intended recipient
	NOT APPLICABLE

For this request in this scenario
	SDS User ID +
SDS Role Profile Code
	0

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	7
	Modality Specific Information Group
	A group of clinical statements answering requested DI Procedure Modality specific questions, which must be supplied within the DI Request.
	
	
	0

	7.1
	Answer to a Modality Specific Question 
	A  SNOMED code (+/- qualifiers) representing the answer to a modality specific question.

N.B. The code used MUST indicate the question asked.
	NOT APPLICABLE

This modality (General X-ray) does not have this requirement
	SNOMED CT

e.g. Claustrophobia  = ‘19887002’ 
	0

	
	End group
	
	
	
	


4.1.1.2         Ultrasound Procedure Request Content
 – assuming full NPfIT coding compliance and clinical information entry at DI Request level

	Level
	Group/Section/Details
	Definition
	Example Data
	Representation
	Cardinality

	1
	DI Request Communication Header Group
	Group of administrative details about the DI Request Communication
	
	
	1..1

	1.1
	DI Request communication payload ID
	The unique identifier for this instance of the DI Request communication payload
	84D49319-D4D4-4B0C-8D8D-B87FD902596F
	DCE UUID
	1..1

	1.2
	Date & Time of the communication
	The Date & Time that this DI Request communication content  was committed to be sent
	20050227105532
	yyyymmddhhmmss
	1..1

	1.3
	Communication Type
	A coded value to identify that this is a DI Request communication
	181361000000104
(Diagnostic Imaging Request)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Request communication
	SDS Code(s) of the HCP who has ‘authored’ this communication by activating the trigger event
	SDS User ID =  ‘321685866026‘

SDS Role Profile Code = ‘241784917499‘

(Dr Justin Case @ Mirfield Surgery)
	SDS User ID + 
SDS Role Profile Code

	1..1

	1.5
	Request Priority
	A coded value to identify the priority of this DI Request
	Routine
	PriorityType

(HL7 code)
	1..1

	
	End group
	
	
	
	

	2
	DI Request Recipient Group
	A group of details about the DI Service Provider that is expected to act on the contents of this request communication
	
	
	1..1

	2.1
	DI Service Provider ID
	SDS Code(s) for the DI Service Provider expected to fulfil this request
	‘RCB55‘

(York DGH Radiology)
	SDS Org Code
	1..1

	
	End group
	
	
	
	

	3
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Request communication, will be performed
	
	
	1..1

	3.1
	Patient ID Section
	Section of details about the patient for whom these DI Procedures have been requested
	
	
	1..1

	3.1.1
	Unique identifier for the patient to whom this DI Request relates
	NHS number


	9900002857

(Jane Robinson)
	ID
	1..1

	
	End section
	
	
	
	

	3.2
	Patient Administrative  Information Section
	A section of administrative information about the patient that may be required in order to facilitate this DI Request
	
	
	1..1

	3.2.1
	Patient Administration Information Details
	A free text field for any information pertinent to the Patient Administration of this DI Request where structured data items as below are not available


	NOT APPLICABLE

This example communication is from a system

that can provide the required level of granularity 
	Free Text
	0

	3.2.2
	Transport Requirement code
	A code to identify how the patient can attend the department
	DD OID = 2.16.840.1.113883.2.1.3.2.4.16.38

Code = c
(representing that the patient can travel sitting and only needs the assistance of a driver to get into or out of the vehicle.)
	DD ‘TransportNeed’
(OID + code)
	1..1

	3.2.3
	Oxygen requirement  status
	A  code to identify whether the patient requires Oxygen during transport and/or procedure(s)
	Not Applicable

in this scenario
	SNOMED CT
	0

	3.2.4
	Allergy Type and significance code
	A SNOMED code (+/- qualifiers)  to identify the type and approximate significance (strength) of any allergy the patient is known to have 
	Not Applicable

in this scenario
	SNOMED CT
	0

	3.2.5
	Pregnancy Details
	The details of the patient’s pregnancy status
	
	Only if patient  is female of ‘child-bearing age’
	1..1

	3.2.5.1
	Date of Last Menstrual Period (LMP)
	The date of the start of the patient’s last known Menstrual Period expressed as the SNOMED CT code and a value
	    Code = 21840007   (date of last menstrual period)

Value = 20050215      (Date)  
	Code= SNOMED CT

Value = yyyymm(dd)
	1..1

	3.2.5.2
	Pregnancy Status
	A SNOMED CT code to identify whether the patient is definitely,  is definitely not or is possibly pregnant 
	60001007

(not pregnant)
	SNOMED CT
	1..1

	3.2.5.3
	Reason why the patient should not be pregnant
	A SNOMED code (+/- qualifiers) to identify the reason why the patient can safely say they are not pregnant


	Not Applicable

in this scenario 
	SNOMED CT
	0

	3.2.5.4
	Estimated Date of Delivery (EDD) 
	The estimated date of delivery of the child/ren that the patient is carrying, expressed as the SNOMED CT code and a value
	Not Applicable

in this scenario
	Code = SNOMED CT

Value = yyyymmdd
	0

	
	End Details
	
	
	
	

	3.2.6
	Request Fulfilment Details
	Details about the patient’s choice of location and date/Time of fulfilment
	
	
	1..1

	3.2.6.1
	Request Fulfilment Location Details
	The SDS Org code representing the location required/preferred by the patient for the fulfilment of the request
	SDS Org = ‘RCB55’
(York DGH X-Ray)
	SDS Org Code
	1..1

	3.2.6.2
	Request Fulfilment Availability Details
	The Date & Time required/preferred by the patient for the request to be fulfilled.
	Date (IVL_TS) = ‘high= 20050325’
Meaning ‘before Easter’ 
	yyyymmdd
	1..1

	
	End details
	
	
	
	

	3.2.7
	Pre-existing Clinical condition Details 
	Details about any pre-existing clinical conditions which does not directly relate to, but may affect the fulfilment of, this DI Request
	
	
	

	3.2.7.1
	Pre-existing Clinical conditions 
	The SNOMED CT code representing the pre-existing clinical condition 
	64859006

(osteoporosis)

	SNOMED CT
	1..1

	3.2.7.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	Not Applicable

in this scenario
	GTS, IVL_TS
	0

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	4
	DI Request Information Group
	A Group of details used to identify the DI Request contained within this communication
	
	
	1..1

	4.1
	Placer Request ID 
	The details required to uniquely identify the Placer Request in  a human-readable format
	
	
	1..1

	4.1.1
	The Placer System ID
	The OID identifying the Placer System at that level which, when combined with the generated Placer Request ID, makes it unique.
	OID 

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.1.2
	The Placer Request ID generated by the system above
	The identifier of the Placer Request  
	ID = ‘MS0501235’
	Placer Request ID
	1..1

	
	End section
	
	
	
	

	4.2
	Relevant  Information Section
	The details about the information which provides clinical justification for this DI Request.


	MUST NOT be present if this information is given at the DI Procedure level (5.1.2)
	
	1..1

	4.2.1
	Relevant Clinical Information Details
	The information which provides clinical justification for this DI Request.
	
	
	1..1

	4.2.1.1
	Coded Items
	
	
	
	1..5

	4.2.1.1.1
	Item 1
	
	
	
	1..1

	4.2.1.1.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	266601003
(excessive and frequent menstruation) 

	SNOMED CT
	1..1

	4.2.1.1.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	(for the last 7/52)
	GTS, IVL_TS
	1..1

	4.2.1.1.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Not Applicable

in this scenario
	Text
	0

	
	End of Item 1
	
	
	
	

	4.2.1.1.2
	Item 2
	
	
	
	1..1

	4.2.1.1.2.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	13791008 

(weakness) 
	SNOMED CT
	1..1

	4.2.1.1.2.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	Not Applicable

in this scenario
	GTS, IVL_TS
	0

	4.2.1.1.2.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Feels weaker as the day progresses.

	Text
	1..1

	
	End of Item 2
	
	
	
	

	4.2.1.1.3
	Item 3
	
	
	
	1..1

	4.2.1.1.3.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	21522001

(abdominal pain)
	SNOMED CT
	1..1

	4.2.1.1.3.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	Not Applicable

in this scenario
	GTS, IVL_TS
	0

	4.2.1.1.3.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Not Applicable

in this scenario 
	Text
	0

	
	End of Item 3
	
	
	
	

	4.2.1.1.4
	Item 4
	
	
	
	1..1

	4.2.1.1.4.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	34436003 

(blood in urine)
	SNOMED CT
	1..1

	4.2.1.1.4.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	Not Applicable

in this scenario
	GTS, IVL_TS
	0

	4.2.1.1.4.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Not Applicable

in this scenario 
	Text
	0

	
	End of Item 4
	
	
	
	

	4.2.1.1.5
	Item 5
	
	
	
	1..1

	4.2.1.1.5.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	62315008 

(diarrhoea)
	SNOMED CT
	1..1

	4.2.1.1.5.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	since Xmas
	GTS, IVL_TS
	1..1

	4.2.1.1.5.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	Once or twice a week  
	Text
	0..1

	
	End of Item 5
	
	
	
	

	
	End of  Coded Items
	
	
	
	

	4.2.1.2
	Clinical Information text
	Clinical information that cannot be coded suitably
	Code= ‘181251000000105’

(Relevant clinical information for diagnostic imaging request)

Value = 
‘Patient has regular eating habits’
	Text

(Code – Value pair)
	1..1

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	4.2.2
	Supporting Information Details
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	
	
	1..1

	
	Optionality begins
	
	
	
	

	4.2.2.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provide the required level of granularity
	Text


	0

	
	Or
	
	
	
	

	4.2.2.1
	Coded Items
	
	
	
	

	4.2.2.1.1
	Item 1
	
	
	
	1..1

	4.2.2.1.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	391020007

(osteoporosis treatment started)


	SNOMED CT
	1..1

	4.2.2.1.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	(Dec 2004)
	GTS, IVL_TS
	1..1

	4.2.2.1.1.3
	Supporting text
	Text in support of the clinical code chosen above
	NOT APPLICABLE

In this scenario
	Text


	0

	
	End of Item 1
	
	
	
	

	
	End of  Coded Items
	
	
	
	

	4.2.2.2
	Supporting Information text
	Supporting Information that cannot be coded suitably
	NOT APPLICABLE

In this scenario
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Requested DI Procedure Group
	Group of  information about the DI Procedure(s) requested to be performed
	
	
	2..2

	5.1
	Requested DI Procedure 1 Section
	The details of a single DI Procedure that is requested to be  performed on the patient 
	
	
	1..1

	5.1.1
	Requested DI Procedure Code
	The coded representation of the DI Procedure from the National Catalogue
	45036003

(ultrasonography of  Abdomen)
	SNOMED CT
	1..1

	5.1.2
	Relevant Clinical Information Details
	The information which provides clinical justification for this DI Procedure.
	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	0

	
	Optionality begins
	
	
	
	

	5.1.2.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Or
	
	
	
	

	5.1.2.1
	Coded items
	
	
	
	

	5.1.2.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	SNOMED CT
	0

	5.1.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.1.2.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.1.2.1.4
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	5.1.3
	Supporting Information Details
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	0

	
	Optionality begins
	
	
	
	

	5.1.3.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Or
	
	
	
	

	5.1.3.1
	Coded items
	
	
	
	

	5.1.3.1.1
	The code representing this item of supporting information
	The SNOMED CT code representing the supporting information statement
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	SNOMED CT
	0

	5.1.3.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.1.3.1.3
	Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.1.3.2
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	5.2
	Requested DI Procedure 2 Section
	The details of a single DI Procedure that is requested to be  performed on the patient 
	
	
	1..1

	5.2.1
	Requested DI Procedure Code
	The coded representation of the DI Procedure from the National Catalogue
	24848001

(pelvic echography)
	SNOMED CT
	1..1

	5.2.2
	Relevant Clinical Information Details
	The information which provides clinical justification for this DI Procedure.
	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	0

	
	Optionality begins
	
	
	
	

	5.2.2.1
	Clinical Information text
	The relevant clinical information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Or
	
	
	
	

	5.2.2.1
	Coded items
	
	
	
	

	5.2.2.1.1
	The code representing this item of relevant information
	The SNOMED CT code representing the relevant clinical information statement
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	SNOMED CT
	0

	5.2.2.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.2.2.1.3
	Relevant Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.2.2.2
	Clinical Information text
	Relevant clinical information that could not be coded suitably
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	5.2.3
	Supporting Information Details
	Any other information that does not directly justify the DI Procedure but may add clarity to the clinical reason(s) for the request
	MUST NOT be present if this information is given at the DI Request level (4.2)
	
	0

	
	Optionality begins
	
	
	
	

	5.2.3.1
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Or
	
	
	
	

	5.2.3.1
	Coded items
	
	
	
	

	5.2.3.1.1
	The code representing this item of supporting information
	The SNOMED CT code representing the supporting information statement
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	SNOMED CT
	0

	5.2.3.1.2
	Date & Time associated with this code
	A time stamp used to enhance the code chosen above.
	
	GTS, IVL_TS
	0

	5.2.3.1.3
	Supporting text
	Text in support of the clinical code chosen above
	
	Text
	0

	
	End of Coded items
	
	
	
	

	5.2.3.2
	Supporting Information text
	The Supporting Information text as entered by the requestor 
	NOT APPLICABLE

This example communication is from a system

that can provides this information at the DI Request level
	Text
	0

	
	Optionality ends
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	6
	Report Recipient Group
	A group of details about the expected recipients of the DI Report communication
	
	
	1..1

	6.1
	Primary Information Recipient section
	Section of details about the person to whom the DI Report is expected to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	6.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID =  ‘550370031091‘

SDS Role Profile Code = ‘162965368136‘

(Dr Dickenson @ Mirfield Surgery)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	6.2
	Other Recipients Group  
	Details of any other intended DI Report communication recipients  
	
	
	1..1

	6.2.1
	Identifiers of the HCP who is an intended recipient of a duplicate of the DI Report communication(s)
	SDS Code (s)  for intended recipient
	SDS User ID =  ‘413904446036‘

SDS Role Profile Code = ‘382748561911‘

(Mr O Cutit @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	7
	Modality Specific Information Group
	A group of clinical statements answering requested DI Procedure Modality specific questions, which must be supplied within the DI Request.
	
	
	0

	7.1
	Answer to a Modality Specific Question 
	A  SNOMED code (+/- qualifiers) representing the answer to a modality specific question.

N.B. The code used MUST indicate the question asked.
	NOT APPLICABLE

These Requested Procedures within the Ultrasound modality listing do not have this requirement
	SNOMED CT

e.g. Claustrophobia  = ‘19887002’ 
	0

	
	End group
	
	
	
	


4.2 Scenario 1 Part 3 – The DI Service Provider fulfills the DI Request and generates a DI Report 

On arrival at the X-ray Department, Dr. Dickenson’s electronic request forms are reviewed and accepted by the IRMER radiographer.

Jane arrives at the X-Ray Department at York DGH soon after leaving the surgery. She presents her tokens to the receptionist, who looks on her local system (RIS) for the corresponding requests (possibly using a barcode scanner). The requests are found one at a time. The first request for the General X-Ray can be performed immediately and the receptionist books Jane into the department, giving this ‘scheduled’ request a number (if it hasn’t already been assigned one) of 05Y0095678. 

She explains to Jane that the second request, for the Ultrasound, will need to be booked and asks her to return to reception after her x-ray procedures are completed so that a suitable date can be arranged. Jane sits in the waiting room.  

The radiographer, Amy Curry, looks on the general x-ray scheduled worklist on her local workstation and sees that Jane Robinson is the next patient. She quickly reviews the DI Request details and decides to take Jane into the Skull Room as it is currently unoccupied. She calls Jane who positively identifies herself. Amy takes Jane into the Skull Room asking her questions about her problem re-assuring herself that she is the correct patient and hopefully re-assuring Jane that Amy is going to do the correct procedure. 

Amy performs the Skull X-ray procedure, acquiring the different views separately using the PACS system. She identifies the examination code and the view taken before each acquisition of images. This separates the procedures on the PACS archive. When Amy views the resultant images she sees that they are within quality control parameters. Additionally Amy makes a note of the Dose Area Product (DAP) meter readings for each view/image taken.  Amy also notices that Jane does indeed have a Skull fracture and because of the clinical history decides to get a Radiologist to review the images before Jane is sent home. Amy concludes her part in this encounter by entering the procedure performed details, including the radiation dose information, into the RIS.

Dr Glowin De Darke looks at the images on the PACS, reads the clinical history on the RIS and decides to examine Jane himself. Jane is asked into the radiologists office where, after being told that the x-rays have shown a fracture of the skull, she consents to being examined further. Dr De Darke decides that in this exceptional case it would serve Mrs Robinson better if she underwent a CT Head ASAP. He explains this decision to Jane who is then asked to wait in the waiting room. Dr De Darke calls through to the CT San department and arranges an immediate booking for Mrs Robinson.

(Note: This CT Scan could be treated as a separate request and be entered as such onto the RIS, the original request would then be ‘completed’, creating a PoC communication for the plain x-rays. The CT would become a second PoC DI Encounter. However, for this scenario the CT Scan is treated as an amendment to the original request and thus only one PoC Encounter communication will be required covering both the plain x-rays and the CT Scan.)

Jane is taken to the CT Scan department where Marie Curie is the radiographer on duty. Marie positions Jane on the CT Scan table. At the operators console Marie amends the General X-ray request by adding the CT Scan Head code. This creates a new entry on the CT scheduled work-listing, which she then selects. This latter action transfers Jane’s demographic details, as well as those of the requesting clinician (which is still the GP) into the CT Scanner software. Once the console has performed this action Marie starts the CT Scan using the local protocol. 

After acquiring the ‘plain’ images, Marie sees that there is no evidence of any fresh bleeding internally. Following the local head injury scanning protocol Marie, as a qualified Extended role Radiographer, then injects 50mls of Optiray 300 IV Contrast media into Jane’s right median cubital vein (after checking with Jane against any allergies, etc). Another set of CT images is acquired. These images are reviewed by Dr De Darke whilst Jane is being taken off the CT Scanner and sat outside in the waiting room.

The images show that Jane’s headaches and dizzy spells are probably due to the small sub-dural haematoma which lies adjacent to the skull fracture site. 

Dr De Darke calls Jane into his office and informs her of the findings. He explains that although the scans show the haematoma to be small, old and possibly being re-absorbed by the body and that there is no fresh bleeding, he will need to send Jane to Accident & Emergency for onward referral to the General Physicians, who will monitor her recovery. He reassures her that this is standard procedure and that she will probably be able to go home in a couple of hours. 

Jane thanks him and sits in the waiting area. 

Amy is asked to escort Mrs Robinson to A&E reception and arrange for her to be seen by the clinicians there. Marie finalises Jane’s encounter record on the RIS by entering the details of the procedures done, contrast used, images taken, etc. Additionally she identifies that Jane has been sent to the A&E Department.

Dr De Darke proceeds to review the images acquired. Once he has finished doing so, he dictates the report for each procedure onto analogue tape, identifying on the PACS worklist that the each report has been done. This action moves the procedure listings onto that of the Medical Secretary’s. He then takes the tape to the one designated for the ‘hot desk’. 

This secretary loads the tape into her player and selects the first reported procedure from the worklist. This opens the reporting application on the RIS. She selects Dr De Darke as the author of the report from a drop-down list. This opens the reporting screen and she types the report onto the system. After typing the report the system asks her if the report needs verification to which she replies ‘Yes’. This places the procedure listing back into Dr De Darke’s worklist. The secretary does this for each of the 3 procedures. 

Dr De Darke is waiting for the images from the patient after Jane Robinson and notices that the reports have been typed. He selects the first procedure from the worklist and this opens the report text screen. He reads the report and is asked to verify the content. As the text is correct he replies ‘yes’. He is then presented on screen with a drop-down menu for the urgency of the report. This determines how quickly the communication is dispatched to the intended recipient(s). He selects ‘urgent’ .He then performs the same actions for the other 2 reports.

As all 3 procedures are portions of the same request and there are no outstanding procedures to be performed, reported or verified, the RIS now assumes the request to be fulfilled and proceeds to formulate the DI Report communication.

Once completed the RIS sends out the DI report communication according to the instructions received in the request and the urgency status.

A short while later Mirfield Surgery receives the DI Report communication. As the communication is urgent and Dr Dickenson (the intended recipient) hasn’t logged on, the system copies it to the next responsible clinician (in descending order) identified in the workgroup listing. As everyone else is not available it appears in Dr Case’s inbox with an urgency flag. 

Dr Case reads the report and annotates Jane Robinson’s local record as necessary.
Note:  

1. Jane Robinson is now in new Provision of Care event which began when she was booked into A&E. This event and it’s outcome is not part of this documentation.  

2. Dr Case’s annotations are not part of this documentation

4.2.1 Worked Example for Part 4:
4.2.1.1        ‘DI Report’ Content 

	Level
	Group/Section/Details
	Definition
	Sample Data
	Representation
	Cardinality

	1
	DI Report Communication Header Group
	Group of administrative details about the DI Report communication
	
	
	1..1

	1.1
	DI Report communication ID
	The unique identifier for this instance of the DI Report communication
	B0EC8D5F-E2CB-46CF-9486-5A6A15A722E0
	DCE UUID
	1..1

	1.2
	Communication Date & Time
	The date & time that this DI Report communication was sent
	20050227131724
	yyyymmddhhmmss
	1..1

	1.3
	Communication Type
	A coded value to identify that this is a DI report communication
	181191000000107
(Diagnostic Imaging Report)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Report communication
	SDS Code(s) of the HCP who has ‘authored’ this communication by activating the trigger event
	OID = 1.2.826.0.1285.0.2.0.107

System ID = ABC139

(York DGH RIS System)
	SDS User ID + SDS Role Profile Code
Or

SDS System OID & ID
	1..1

	
	End group
	
	
	
	

	2
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Report communication, were performed
	
	
	1..1

	2.1
	Unique identifier for the patient to whom this DI Report relates
	NHS number


	9900002857

(Jane Robinson)
	ID
	1..1

	
	End group
	
	
	
	

	3
	DI Report Recipient Group
	A group of details about the intended recipient(s) of this DI Report communication
	
	
	1..1

	3.1
	Primary Information Recipient Section
	A section of details about the requesting person to whom this DI Report is to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	3.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID =  ‘550370031091‘

SDS Role Profile Code = ‘162965368136‘

(Dr Dickenson @ Mirfield Surgery)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	3.2
	Other Recipients Section  
	Section of details of any other intended communication recipients  
	
	
	0

	3.2.1
	Communication recipient healthcare party professional identification
	SDS Code (s)  for intended recipient
	NOT APPLICABLE

In this scenario
	SDS User ID +
SDS Role Profile Code
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	4
	Request Information Group
	A Group of details used to identify the DI Request for which the contents of this communication is the report
	
	
	1..1

	4.1
	Placer Request Section
	The section of details required to describe the Placer Request 
	
	Only if the request creation & transmission was electronic
	0..1

	4.1.1
	Placer Request ID Details
	The details describing the Placer Request in a human-readable format
	
	
	1..1

	4.1.1.1
	The DI Request ID
	The UUID of the DI Request act originally received by the DI department
	48011BB1-F483-4D7D-9E0D-D51C675F5792
	DCE UUID
	1..1

	
	End Details
	
	
	
	

	
	End section
	
	
	
	

	4.2
	Fulfiller Request Section
	The section of details required to describe the Fulfiller Request
	
	
	1..1

	4.2.1
	Fulfiller Request ID Section
	The details describing the Fulfiller Request in a human-readable format
	
	
	1..1

	4.2.1.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Request ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.2.1.2
	The Fulfiller Request ID
	The identifier for the Fulfiller Request 
	ID = ‘05Y0095678’
	Fulfiller Request ID
	1..1

	
	End Details
	
	
	
	

	4.2.2
	Request Status
	This is the status of the request internal to the Fulfiller system 
	completed
	HL7 Code

(Active, Completed)
	1..1

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Report  Information Group
	A  group of information  which constitutes the clinical evaluation of one or more DI Procedures  by  one or  more Radiological Healthcare Professionals
	
	
	1..1

	5.1
	Report Identifier Section
	A section of details used to identify this DI Report within a Service Provider’s systems
	
	
	1..1

	5.1.1
	Service Provider ID
	Unique identifier for the Diagnostic imaging department  responsible for the DI report
	OID = 1.2.826.0.1285.0.1.10

Code = RCB55

(Radiology @ York DGH)
	SDS Org (OID + Code)
	1..1

	5.1.2
	Fulfiller Report ID Details
	The details required to identify the Fulfiller Report in a human-readable format
	
	
	1..1

	5.1.2.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Report ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.1.2.2
	The Fulfiller Report ID
	The identifier  for the DI Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘05Y0095678B0’
	Fulfiller Report ID
	1..1

	
	End Details
	
	
	
	

	5.1.3
	Report date & time of Issue
	Date & time that the DI Report was made available for clinical review  (‘authorised for release’ or ‘issued’)
	20050227131724
	yyyymmddhhmmss
	1..1

	5.1.4
	Report Status
	Status for this report instance
	completed
	HL7 Code

(Active, Completed)
	1..1

	5.1.5
	Urgency Flag
	This is the code to identify how urgent this report needs to be read
	(Urgent)
	HL7 Code

(Routine, Urgent)
	1..1

	5.1.6
	Author of the DI Report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.1.7
	Verifier of the DI Report  
	SDS Code(s) of the HCP who has verified/authorized report for release
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	5.2
	DI Summary Report  Section
	Radiological interpretation of one or more DI Procedure reports 
	
	
	0

	5.2.1
	Summary Report ID Details
	The details required to identify the Summary Report in a human-readable format
	
	
	

	5.2.1.1
	The Summary Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Summary Report ID, makes it unique.
	NOT APPLICABLE

in this scenario
	SDS OID 

(format TBA)
	

	5.2.1.2
	The Summary Report ID
	The identifier  for the Summary Report as used by the Service Provider’s RIS (Fulfiller)
	
	Summary Report ID
	

	
	End Details
	
	
	
	

	5.2.2
	Report Type Code
	Code to identify that this is a ‘DI Summary’ report
	NOT APPLICABLE

in this scenario
	SNOMED
	

	5.2.3
	Author of this DI Summary report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Summary Report
	
	SDS User ID +
SDS Role Profile Code
	

	5.2.4
	DI Summary Report Text
	The textural representation of the DI Summary Report
	
	ED
	

	5.2.5
	References to the DI Procedure Reports collated by this summary
	The DCE UUID(s) that reference the IDs of any DI Procedure Reports collated in this Summary Report.
	
	DCE UUID
	

	5.2.6
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	
	SNOMED CT
	

	5.2.7
	ID of the person who has verified and ‘authorized the release of the DI Summary Report’
	SDS Code(s) of the HCP who has verified this DI Summary Report
	
	SDS User ID +
SDS Role Profile Code
	

	5.2.8
	Summary Report date & time of Issue
	Date & time that the Summary Report was made available for clinical review (‘authorised for release’) 
	
	yyyymmddhhmmss
	

	5.2.9
	Relevant Data Object Pointer Details (Key Images)
	A section containing details about the pointer to a specific individual Data Object (e.g. Digital Image) that is considered to be relevant to this Individual Imaging Procedure Report. 
	
	
	

	5.2.9.1
	Format
	Format of the object as returned on initiating access
	NOT APPLICABLE

in this scenario
	Code
	

	5.2.9.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	URL
	

	
	End details
	
	
	
	

	5.2.10
	Numerical Result Details
	The details of any numerical result(s) pertaining to this Summary Report and approved for release by the reporter.
	
	
	

	5.2.10.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.2.10.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.2.10.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.2.10.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.2.10.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	5.3
	DI Procedure Report  Section
	This section allows a single report  per ‘DI Procedure’ or a single report covering multiple DI Procedures
	
	
	3..3

	5.3.1
	DI Procedure Report  1 Details
	Details of the first DI Procedure Report 
	
	
	1..1

	5.3.1.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	1..1

	5.3.1.1.1
	The DI Procedure Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Procedure Report ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.1.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘05Y0095678B1’
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.1.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.1.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.1.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	There is a fracture of the right parietal bone. It is approximately 5cms in length. It does not involve the sutures and does not directly correlate with the scalp wound site.

This would suggest that the fracture is closed.

A CT Scan has been performed.
	ED
	1..1

	5.3.1.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	Code = 83385002 + 272741003 + 24028007

(fracture of parietal bone) + (laterality) + (right)
	SNOMED CT
	1..1

	5.3.1.6
	ID of the person who has verified and ‘authorized the release of this DI Procedure Report
	SDS Code(s) of the HCP who has verified this DI Procedure Report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.1.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20050227131435
	yyyymmddhhmmss
	1..1

	5.3.1.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	1..1

	5.3.1.8.1
	Key Image 1 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.1.8.1.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.1.8.1.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657979/gx02
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	5.3.1.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.1.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.1.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.1.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.1.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.1.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.1.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.1.10.1
	DI Procedure 1 Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.1.10.1.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	1..1

	5.3.1.10.1.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.1.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘278657979’
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	55965002

(X-ray of Skull)
	SNOMED CT
	1..1

	5.3.1.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20050227122755
	yyyymmddhhmmss
	1..1

	5.3.1.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	5.3.2
	DI Procedure Report  2 Details
	Details of the second DI Procedure Report
	
	
	1..1

	5.3.2.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	1..1

	5.3.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Report
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.2.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘05Y0095678B2’
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.2.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.2.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.2.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	There is evidence of a recent subdural haematoma directly related to the right-sided parietal fracture. There is no displacement of the midline structures although the haematoma is approximately 1cm at it’s widest part.

There is no evidence of fresh bleeding or of associated subarachnoid haemorrhaging.
	ED
	1..1

	5.3.2.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	95453001

(subdural haematoma)
	SNOMED CT
	1..1

	5.3.2.6
	ID of the person who has verified and ‘authorized the release of this DI Procedure Report
	SDS Code(s) of the HCP who has verified this DI Procedure Report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.2.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20050227131520
	yyyymmddhhmmss
	1..1

	5.3.2.8
	Relevant Data Object Pointer Information (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	3..3

	5.3.2.8.1
	Key Image 1 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.2.8.1.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.2.8.1.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657982/ct03
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	5.3.2.8.2
	Key Image 2 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.2.8.2.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.2.8.2.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657982/ct04
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	5.3.2.8.3
	Key Image 3 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.2.8.3.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.2.8.3.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657982/ct06
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	5.3.2.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.2.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.2.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.2.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.2.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.2.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.2.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.2.10.2
	DI Procedure  1  Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.2.10.2.1
	DI Procedure Instance ID Details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	1..1

	5.3.2.10.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.2.10.2.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘278657982’
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.2.10.2.2
	DI Procedure  Code
	The coded representation of the DI Procedure 
	169066007

(CT of Skull)
	SNOMED CT
	1..1

	5.3.2.10.2.3
	Date & Time of DI Procedure  Instance completion
	The Date & Time the DI Procedure Instance was completed
	20050227124027
	yyyymmddhhmmss
	1..1

	5.3.2.10.2.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	5.3.3
	DI Procedure Report  3 Details
	Details of the third DI Procedure Report
	
	
	1..1

	5.3.3.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	1..1

	5.3.3.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Report
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.3.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘05Y0095678B3’
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.3.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.3.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.3.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	Scan post IV Contrast administration confirms that there is no fresh bleeding into the subdural space and that there is no associated subarachnoid haemorrhage.

Patient informed and sent to A&E for General Medical team review
	ED
	1..1

	5.3.3.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	NOT APPLICABLE

in this scenario as previously noted diagnosis is unchanged
	SNOMED CT
	0

	5.3.3.6
	ID of the person who has verified and ‘authorized the release of this DI Procedure Report
	SDS Code(s) of the HCP who has verified this DI Procedure Report
	ID = 384571648038

RPC= 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID +
SDS Role Profile Code
	1..1

	5.3.3.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20050227131645
	yyyymmddhhmmss
	1..1

	5.3.3.8
	Relevant Data Object Pointer Information (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	3..3

	5.3.3.8.1
	Key Image 1 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.3.8.1.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.3.8.1.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657988/ct03
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	5.3.3.8.2
	Key Image 2 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.3.8.2.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.3.8.2.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657988/ct04
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	5.3.3.8.3
	Key Image 3 Data
	Data identifying this Key Image
	
	
	1..1

	5.3.3.8.3.1
	Format
	Format of the object as returned on initiating access
	JPEG
	ED

(mediaType)
	1..1

	5.3.3.8.3.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	http://net.server.nhs.uk/rcb55/pacs/278657988/ct06
	ED

(URL)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	5.3.3.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.3.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.3.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.3.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.3.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.3.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.3.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	3..3

	5.3.3.10.3
	DI Procedure  1  Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.3.10.3.1
	DI Procedure Instance ID Details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	1..1

	5.3.3.10.3.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.3.3.10.3.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘278657988’
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.3.10.3.2
	DI Procedure  Code
	The coded representation of the DI Procedure 
	169066007

(CT of Skull)
	SNOMED CT
	1..1

	5.3.3.10.3.3
	Date & Time of DI Procedure  Instance completion
	The Date & Time the DI Procedure Instance was completed
	20050227124745
	yyyymmddhhmmss
	1..1

	5.3.3.10.3.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	


5 3 Clinical Scenarios (with worked examples) to show the variations of DI Report content

5.1 Scenario 2 – A ‘DI Report’ message containing multiple ‘DI Procedure Reports’
Ethel Smith goes to see her GP, Dr Fixit at Mirfield Surgery. She is still having problems with her chest and now has swelling of her right ankle. Additionally she has been experiencing some heart burn and lower abdominal pain.

Dr Fixit asks her some questions and then examines her chest, abdomen and ankle. He explains that the ankle swelling is just a result of her heart tablets but he will need to keep an eye on it. As Ethel seems to be running a slightly raised temperature he suspects that she is suffering from a chest infection. 

Dr Fixit decides that Ethel needs to have a Chest and Abdomen X-ray. He writes a request form out and hands it to Ethel to take with her to the X-ray Department. 

Ethel goes along to the local X-ray department at York DGH and hands in her request form. The receptionist enters her details onto the RIS using the local codes CXR (Chest) and AXR (Abdomen). The RIS gives the request the local ID of 04Y0119986G. Mrs Givem Rads, the radiographer, then performs the procedures. 

On viewing the images, Mrs Rads decides that she can’t see anything that needs immediate attention and sends Ethel home.

Later that evening Dr Indiana Jones, the radiologist, views the images created in the procedures and reports on the procedures individually. The reports are dictated onto tape and left to be transcribed in the morning.

The next morning the secretary types up Ethel Smith’s procedure reports onto the RIS and then moves onto the next patient’s report.

[N.B. This X-ray Department local policy is that only ‘special’ examination (MRI, CT NM & US) reports need to be verified by the reporting radiologist before they are sent out to the requestor]. Because of this, the secretary’s action of moving onto the next patient’s report acts as the trigger to send the completed report out to Dr Fixit. The system in this instance becomes the author of the message.
Note:   In creating the DI Report message, the local system translates any local codes, where it can, into nationally agreed alternatives. Hence:

· CXR becomes 67632007

· AXR becomes 60654006

At lunchtime Dr Fixit starts his afternoon surgery and checks his local system for any new diagnostic reports on his patients. (His system automatically posts the incoming reports to his system mailbox).

He sees that there is a DI Report for Mrs Smith waiting for him to view. He clicks on it and the local system shows that it contains 2 separate reports one for each procedure. He opens the report for the Chest X-ray and reads it. He then opens and reads the report for the Abdomen X-ray.  
5.1.1 Worked Example:

	Level
	Group/Section/Details
	Definition
	Sample Data
	Representation
	Cardinality

	1
	DI Report Message Header Group
	Group of administrative details about the DI Report message
	
	
	1..1

	1.1
	DI Report message ID
	The unique identifier for this instance of the DI Report message
	2E552E1B-3322-4154-8262-83D341F1C7A8
	DCE UUID
	1..1

	1.2
	Communication Date & Time
	The date & time that this DI Report  communication was sent
	20041123123456
	yyyymmddhhmmss
	1..1

	1.3
	Message Type
	The Date & Time that this message
	181191000000107
(Diagnostic Imaging Report)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Report message
	SDS Code(s) of the HCP who has ‘authored’ this message by activating the trigger event
	OID = 1.2.826.0.1285.0.2.0.107

System ID = ABC139

(York DGH RIS System)


	SDS User ID + SDS Role Profile Code
Or 

   SDS System OID & ID
	1..1

	
	End group
	
	
	
	

	2
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Report message, were performed
	
	
	1..1

	2.1
	Unique identifier for the patient to whom this DI Report relates
	NHS number


	9900002792
	ID
	1..1

	
	End group
	
	
	
	

	3
	DI Report Recipient Group
	A group of details about the intended recipient(s) of this DI Report communication
	
	
	1..1

	3.1
	Primary Information Recipient Section
	A section of details about the requesting person to whom this DI Report is to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	3.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID = 773251640040

SDS Role Profile Code = 317403470147

(Dr Fixit @ Mirfield)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	3.2
	Other Recipients Section  
	Section of details of any other intended communication recipients  
	
	
	0

	3.2.1
	Communication recipient healthcare party professional identification
	SDS Code (s)  for intended recipient
	NOT APPLICABLE

In this scenario
	SDS User ID +
SDS Role Profile Code
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	4
	Request Information Group
	A Group of details used to identify the DI Request for which the contents of this communication is the report
	
	
	1..1

	4.1
	Placer Request Section
	The section of details required to describe the Placer Request 
	
	
	0..1

	4.1.1
	Placer Request ID Details
	The details describing the Placer Request in a human-readable format
	
	
	1..1

	4.1.1.1
	The Placer System ID
	The OID identifying the Placer System at that level which, when combined with the generated Placer Request ID, makes it unique.
	NOT APPLICABLE

In this scenario
	SDS OID 

(format TBA)
	1..1

	4.1.1.2
	The Placer Request ID
	The identifier for the Placer Request  
	
	Placer Request ID
	1..1

	
	End Details
	
	
	
	

	
	End section
	
	
	
	

	4.2
	Fulfiller Request Section
	The section of details required to describe the Fulfiller Request
	
	
	1..1

	4.2.1
	Fulfiller Request ID Section
	The details describing the Fulfiller Request in a human-readable format
	
	
	1..1

	4.2.1.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Request ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.2.1.2
	The Fulfiller Request ID
	The identifier for the Fulfiller Request 
	ID = ‘04Y0119986G’
	Fulfiller Request ID
	1..1

	
	End Details
	
	
	
	

	4.2.2
	Request Status
	This is the status of the request internal to the Fulfiller system 
	completed
	HL7 Code

(Active, Completed)
	1..1

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Report  Information Group
	A  group of information  which constitutes the clinical evaluation of one or more DI Procedures  by  one or  more Radiological Healthcare Professionals
	
	
	1..1

	5.1
	Report Identifier Section
	A section of details used to identify this DI Report within a Service Provider’s systems
	
	
	1..1

	5.1.1
	Service Provider ID
	Unique identifier for the Diagnostic imaging department  responsible for the DI report
	OID = 1.2.826.0.1285.0.1.10

Code = RCB55

(Radiology @ York DGH)
	SDS Org (OID + Code)
	1..1

	5.1.2
	Fulfiller Report ID Details
	The details required to identify the Fulfiller Report in a human-readable format
	
	
	0..1

	5.1.2.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Report ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	5.1.2.2
	The Fulfiller Report ID
	The identifier  for the DI Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘04Y0119986B0’
	Fulfiller Report ID
	1..1

	
	End Details
	
	
	
	

	5.1.3
	Report date & time of Issue
	Date & time that the DI Report was made available for clinical review  (‘authorised for release’ or ‘issued’)
	20041123123044
	yyyymmddhhmmss
	1..1

	5.1.4
	Report Status
	Status for this report instance
	completed
	HL7 Code

(Active, Completed)
	1..1

	5.1.5
	Urgency Flag
	This is the code to identify how urgent this report needs to be read
	(Routine)
	HL7 Code

(Routine, Urgent)
	1..1

	5.1.6
	Author of the DI Report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Report
	ID = 491329215095

RPC= 505464117040

(Dr I Jones @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.1.7
	Verifier of the DI Report  
	SDS Code(s) of the HCP who has verified/authorized report for release
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	
	End section
	
	
	
	

	5.2
	DI Summary Report  Section
	Radiological interpretation of one or more DI Procedure reports 
	
	
	0..1

	5.2.1
	Summary Report ID Details
	The details required to identify the Summary Report in a human-readable format
	
	
	0..1

	5.2.1.1
	The Summary Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Summary Report ID, makes it unique.
	NOT APPLICABLE

in this scenario
	SDS OID 

(format TBA)
	1..1

	5.2.1.2
	The Summary Report ID
	The identifier  for the Summary Report as used by the Service Provider’s RIS (Fulfiller)
	
	Summary Report ID
	1..1

	
	End Details
	
	
	
	

	5.2.2
	Report Type Code
	Code to identify that this is a ‘DI Summary’ report
	NOT APPLICABLE

in this scenario
	SNOMED
	1..1

	5.2.3
	Author of this DI Summary report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Summary Report
	
	SDS User ID +
SDS Role Profile Code
	1..1

	5.2.4
	DI Summary Report Text
	The textural representation of the DI Summary Report
	
	ED
	1..1

	5.2.5
	References to the DI Procedure Reports collated by this summary
	The DCE UUID(s) that reference the IDs of any DI Procedure Reports collated in this Summary Report.
	
	DCE UUID
	1..*

	5.2.6
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	
	SNOMED CT
	0..*

	5.2.7
	Verifier of the DI Summary Report’
	SDS Code(s) of the HCP who has verified and ‘authorized the release of the DI Summary Report’
	
	SDS User ID +
SDS Role Profile Code
	0..1

	5.2.8
	Summary Report date & time of Issue
	Date & time that the Summary Report was made available for clinical review (‘authorised for release’) 
	
	yyyymmddhhmmss
	1..1

	5.2.9
	Relevant Data Object Pointer Details (Key Images)
	A section containing details about the pointer to a specific individual Data Object (e.g. Digital Image) that is considered to be relevant to this Individual Imaging Procedure Report. 
	
	
	

	5.2.9.1
	Format
	Format of the object as returned on initiating access
	NOT APPLICABLE

in this scenario
	Code
	

	5.2.9.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	URL
	

	
	End details
	
	
	
	

	5.2.10
	Numerical Result Details
	The details of any numerical result(s) pertaining to this Summary Report and approved for release by the reporter.
	
	
	

	5.2.10.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.2.10.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.2.10.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.2.10.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.2.10.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	5.3
	DI Procedure Report  Section
	This section allows a single report  per ‘DI Procedure’ or a single report covering multiple DI Procedures
	
	
	1..2

	5.3.1
	DI Procedure Report  1 Details
	Details of the first DI Procedure Report 
	
	
	1..1

	5.3.1.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	1..1

	5.3.1.1.1
	The DI Procedure Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Procedure Report ID, makes it unique.
	Not Applicable

in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.1.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.1.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 491329215095

RPC= 505464117040

(Dr I Jones @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.3.1.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	The lung fields are clear. Heart size is enlarged with slight unfolding of the aorta.

CTR = 18/35 cm

The right hemi-diaphragm is raised
	ED
	1..1

	5.3.1.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	NOT APPLICABLE

 in this scenario
	SNOMED CT 
	0..*

	5.3.1.6
	Verifier of this DI Procedure Report
	SDS Code(s) of the HCP who has verified and ‘authorized the release of this DI Procedure Report’
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.3.1.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20041123123044
	yyyymmddhhmmss
	1..1

	5.3.1.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	1..1

	5.3.1.8.1
	Format
	Format of the object as returned on initiating access
	Not Applicable

in this scenario
	ED

(mediaType)
	1..1

	5.3.1.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	ED

(URL)
	1..1

	
	End information
	
	
	
	

	5.3.1.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.1.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.1.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.1.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.1.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.1.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	5.3.1.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.1.10.1
	DI Procedure 1 Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.1.10.1.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.1.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.1.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 67632007

(plain x-ray of chest)

local code = CXR
	SNOMED CT
	1..1

	5.3.1.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041122161545
	yyyymmddhhmmss
	1..1

	5.3.1.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	5.3.2
	DI Procedure Report  2 Details
	Details of the second DI Procedure Report
	
	
	1..1

	5.3.2.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	0..1

	5.3.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Report
	NOT APPLICABLE

 in this scenario 
	SDS OID 

(format TBA)
	1..1

	5.3.2.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.2.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.2.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 491329215095

RPC= 505464117040

(Dr I Jones @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.3.2.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	No evidence of obstruction. Bowel gas pattern normal. Liver slightly enlarged? Cause.

No evidence of any calcification
	ED
	1..1

	5.3.2.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	NOT APPLICABLE 

 in this scenario
	SNOMED CT 
	0..*

	5.3.2.6
	Verifier of this DI Procedure Report
	SDS Code(s) of the HCP who has verified and ‘authorized the release of this DI Procedure Report’
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.3.2.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20041123123044
	yyyymmddhhmmss
	1..1

	5.3.2.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	1..1

	5.3.2.8.1
	Format
	Format of the object as returned on initiating access
	Not Applicable

in this scenario
	ED

(mediaType)
	1..1

	5.3.2.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	ED

(URL)
	1..1

	
	End information
	
	
	
	

	5.3.2.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.2.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.2.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.2.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.2.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.2.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.2.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.2.10.2
	DI Procedure  1  Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.2.10.2.1
	DI Procedure Instance ID Details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.2.10.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.2.10.2.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.2.10.2.2
	DI Procedure  Code
	The coded representation of the DI Procedure 
	SNOMED = 60654006 

(plain x-ray of abdomen)

local code = AXR
	SNOMED CT
	1..1

	5.3.2.10.2.3
	Date & Time of DI Procedure  Instance completion
	The Date & Time the DI Procedure Instance was completed
	20041122162023
	yyyymmddhhmmss
	1..1

	5.3.2.10.2.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	


5.2 Scenario 3 – A ‘DI Report’ message containing a ‘DI Summary Report’ with multiple ‘DI Procedure Reports’ 

Wilfred Smith goes to the Swan Medical Centre to see his GP, Dr. Percy Sugden. 

He tells Dr. Sugden that for several days now he hasn’t been able to move his left elbow and has pain in his wrist. Additionally he has noticed some bruising on his left shoulder. Dr. Sugden asks him if he has had a fall. Wilfred can’t remember having done so.

On examination the doctor finds that Wilfred’s shoulder movement is badly impaired as is his elbow and wrist.

A couple of X-ray examinations are in order, so Dr. Sugden fills out an electronic request for X-ray examination on Wilfred’s left upper arm to include shoulder and elbow. His system has given this request the ID = ‘SMCS234567’. The respective requested procedures have been given the identifiers MDIP7890345 (x-ray shoulder) and MDIP7890346 (x-ray elbow). He gives Wilfred the token representing the request and asks him to go to the local X-ray Department at York DGH.

On arrival at the X-ray Department, Wilfred’s token is accepted by the IRMER radiographer and the details are retrieved from the RIS. The RIS gives the request the local ID of 04Y0125678G. The individual procedures are identified by their local codes of SHRL and ELBL.

Wilfred is taken into an X-Ray room and his left shoulder and elbow procedures are done separately by the radiographer, Marie Curie, using the PACS system. She identifies the examination code for each procedure before acquiring the images. This separates the procedures on the PACS archive. When Marie views the images she sees that Wilfred has a fracture of the Humeral head and another of the Radial Head in his elbow. She performs a few extra views of each joint and then asks Wilfred to sit outside whilst she shows the films to the Radiologist.

Dr Glowin de Darke, the Radiologist, reports the procedures onto digital tape, separately as he sees them on the PACS workstation. Whilst these injuries are not uncommon, they are rarely found together on the same patient from the same incident so he decides to do a ‘Summary’ report to suggest to the GP that Wilfred may have had several falls recently and that he should probably be referred to the Care of the Elderly team for further investigation if A&E do not do so.

The medical secretary sees that the reports have been completed and types them up. The individual examination reports are typed into the PACS system and the Overview into the RIS. 

Marie in the meantime has taken Wilfred around to A&E so that the Orthopaedic team can assess him for treatment of his fractures. The A&E Department are able to view the PACS images and reports as well as the RIS reports.

Even though Wilfred is in A&E the reports are automatically sent to Dr Sugden for his information because the RIS system finalises the report without verification due to local policy and this is the trigger event to send it out to the requestor. 

Note:  
· The PACS system does not allow clinicians from outside the DGH to access images

· In creating the DI Report message, the local system translates any local codes, where it can, into nationally agreed alternatives. Hence:

· SHRL becomes 29592009 (Shoulder X-ray) + 272741003 (Laterality) +7771000 (Left)

· ELBL becomes 18747005 (Elbow X-ray) + 272741003 (Laterality) + 7771000 (Left)

Dr Sugden, a short time later sees that a report for Mr Smith has arrived. He clicks on it and the local system opens the report allowing him to read the text of the Radiologist’s interpretation.

5.2.1 Worked Example:

	Level
	Group/Section/Details
	Definition
	Sample Data
	Representation
	Cardinality

	1
	DI Report Message Header Group
	Group of administrative details about the DI Report message
	
	
	1..1

	1.1
	DI Report message ID
	The unique identifier for this instance of the DI Report message
	4D0D78E3-2987-4691-B4CC-7B8C757E2A6C
	DCE UUID
	1..1

	1.2
	Communication Date & Time
	The date & time that this DI Report communication was sent
	20041122154532
	yyyymmddhhmmss
	1..1

	1.3
	Message Type
	The Date & Time that this message
	181191000000107
(Diagnostic Imaging Report)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Report message
	SDS Code(s) of the HCP who has ‘authored’ this message by activating the trigger event
	OID = 1.2.826.0.1285.0.2.0.107

System ID = ABC139

(York DGH RIS System)


	SDS User ID + SDS Role Profile Code
Or 

SDS System OID & ID
	0..1

	
	End group
	
	
	
	

	2
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Report message, were performed
	
	
	1..1

	2.1
	Unique identifier for the patient to whom this DI Report relates
	NHS number


	9900002768
	ID
	1..1

	
	End group
	
	
	
	

	3
	DI Report Recipient Group
	A group of details about the intended recipient(s) of this DI Report communication
	
	
	1..1

	3.1
	Primary Information Recipient Section
	A section of details about the requesting person to whom this DI Report is to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	3.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID = 910493857097

SDS Role Profile Code = 151854257025

 (Dr P Sugden @ Swan Med Centre)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	3.2
	Other Recipients Section  
	Section of details of any other intended communication recipients  
	
	
	0

	3.2.1
	Communication recipient healthcare party professional identification
	SDS Code (s)  for intended recipient
	NOT APPLICABLE

In this scenario
	SDS User ID +
SDS Role Profile Code
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	4
	Request Information Group
	A Group of details used to identify the DI Request for which the contents of this message is the report
	
	
	1..1

	4.1
	Placer Request Section
	The section of details required to describe the Placer Request
	
	
	1..1

	4.1.1
	Placer Request ID Details
	The details required to uniquely identify the Placer Request being fulfilled in this DI Encounter
	
	Only if the request creation & transmission was electronic
	0..1

	4.1.1.1
	The DI Request ID
	The UUID of the DI Request act originally received by the DI department
	51BD2129-E8EB-4078-BB7E-6804DFD1290C
	DCE UUID
	1..1

	
	End Details
	
	
	
	

	
	End section
	
	
	
	

	4.2
	Fulfiller Request Section
	The section of details required to describe the Fulfiller Request
	
	
	1..1

	4.2.1
	Fulfiller Request ID Details
	The details describing the Fulfiller Request in a human-readable format
	
	
	1..1

	4.2.1.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Request ID, makes it unique.
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.2.1.2
	The Fulfiller Request ID
	The identifier for the Fulfiller Request 
	ID = 04Y0125678G
	Fulfiller Request ID
	1..1

	
	End Details
	
	
	
	

	4.2.2
	Request Status
	This is the status of the request internal to the Fulfiller system 
	completed
	HL7 Code

(Active, Completed)
	1..1

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Report  Information Group
	A  group of information  which constitutes the clinical evaluation of one or more DI Procedures  by  one or  more Radiological Healthcare Professionals
	
	
	1..1

	5.1
	Report Identifier Section
	A section of details used to identify this DI Report within a Service Provider’s systems
	
	
	1..1

	5.1.1
	Service Provider ID
	Unique identifier for the Diagnostic imaging department  responsible for the DI report
	OID = 1.2.826.0.1285.0.1.10

Code = RCB55

(Radiology @ York DGH)
	SDS Org (OID + Code)
	1..1

	5.1.2
	Fulfiller Report ID Details
	The details required to identify the Fulfiller Report in a human-readable format
	
	
	0..1

	5.1.2.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Report ID, makes it unique.
	OID

(format TBA)

	SDS OID 

(format TBA)
	1..1

	5.1.2.2
	The Fulfiller Report ID
	The identifier  for the DI Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘04Y0125678B0’
	Fulfiller Report ID
	1..1

	
	End Details
	
	
	
	

	5.1.3
	Report date & time of Issue
	Date & time that the DI Report was made available for clinical review  (‘authorised for release’ or ‘issued’)
	20041122154409
	yyyymmddhhmmss
	1..1

	5.1.4
	Report Status
	Status for this report instance
	completed
	HL7 Code

(Active, Completed)
	1..1

	5.1.5
	Urgency Flag
	This is the code to identify how urgent this report needs to be read
	(Routine)
	HL7 Code

(Routine, Urgent)
	1..1

	5.1.6
	Author of the DI Report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Report
	 ID = 384571648038

RPC = 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.1.7
	Verifier of the DI Report  
	SDS Code(s) of the HCP who has verified/authorized report for release
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	
	End section
	
	
	
	

	5.2
	DI Summary Report  Section
	Radiological interpretation of one or more DI Procedure reports 
	
	
	1..1

	5.2.1
	Summary Report ID Details
	The details required to identify the Summary Report in a human-readable format
	
	
	0..1

	5.2.1.1
	The Summary Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Summary Report ID, makes it unique.
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.2.1.2
	The Summary Report ID
	The identifier  for the Summary Report as used by the Service Provider’s RIS (Fulfiller)
	
	Summary Report ID
	1..1

	
	End Details
	
	
	
	

	5.2.2
	Report Type Code
	Code to identify that this is a ‘DI Summary’ report
	Code= ‘181211000000106’

 (Diagnostic imaging summary report)
	SNOMED
	1..1

	5.2.3
	Author of this DI Summary report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Summary Report
	ID = 384571648038

RPC = 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.2.4
	DI Summary Report Text
	The textural representation of the DI Summary Report
	‘It is very unusual to observe a humeral head fracture and a radial head fracture in the same incident.

I would therefore suggest that it is possible Mr Smith has had 2 or more severe falls recently.

As he claims to have no knowledge of this, I would suggest further investigation for possible Transient Ischaemic attacks (TIAs) possibly post referral to the Care of the Elderly team if this hasn’t already been done in A&E.
	ED
	1..1

	5.2.5
	References to the DI Procedure Reports collated by this summary
	The DCE UUID(s) that reference the IDs of any DI Procedure Reports collated in this Summary Report.
	933728A4-42A3-465B-B2F3-896E57B75DD6,

D7D20C34-F07C-4529-9144-56BD982E5D63


	DCE UUID
	1..*

	5.2.6
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	NOT APPLICABLE

 in this scenario
	SNOMED CT 
	0..*

	5.2.7
	Verifier of the DI Summary Report’
	SDS Code(s) of the HCP who has verified and ‘authorized the release of the DI Summary Report’
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.2.8
	Summary Report date & time of Issue
	Date & time that the Summary Report was made available for clinical review (‘authorised for release’) 
	20041122154409
	yyyymmddhhmmss
	1..1

	5.2.9
	Relevant Data Object Pointer Details (Key Images)
	A section containing details about the pointer to a specific individual Data Object (e.g. Digital Image) that is considered to be relevant to this Individual Imaging Procedure Report. 
	
	
	

	5.2.9.1
	Format
	Format of the object as returned on initiating access
	NOT APPLICABLE

in this scenario
	Code
	

	5.2.9.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	URL
	

	
	End details
	
	
	
	

	5.2.10
	Numerical Result Details
	The details of any numerical result(s) pertaining to this Summary Report and approved for release by the reporter.
	
	
	

	5.2.10.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.2.10.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.2.10.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.2.10.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.2.10.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	5.3
	DI Procedure Report  Section
	This section allows a single report  per ‘DI Procedure’ or a single report covering multiple DI Procedures
	
	
	1..2

	5.3.1
	DI Procedure Report  1 Details
	Details of the first DI Procedure Report 
	
	
	1..1

	5.3.1.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	0..1

	5.3.1.1.1
	The DI Procedure Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Procedure Report ID, makes it unique.
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)

	1..1

	5.3.1.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.1.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.1.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 384571648038

RPC = 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.3.1.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	There is a recent impacted fracture of the humeral head. It appears that there is no rotation of the shaft. Patient is being referred to A&E for treatment
	ED
	1..1

	5.3.1.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	263191003 + 272741003 + 7771000

(fracture of neck of humerus  + (laterality) + (left)
	SNOMED CT 
	0..*

	5.3.1.6
	Verifier of this DI Procedure Report
	SDS Code(s) of the HCP who has verified and ‘authorized the release of this DI Procedure Report’
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.3.1.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20041122154409
	yyyymmddhhmmss
	1..1

	5.3.1.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	1..1

	5.3.1.8.1
	Format
	Format of the object as returned on initiating access
	Not Applicable

in this scenario
	ED

(mediaType)
	1..1

	5.3.1.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	ED

(URL)
	1..1

	
	End information
	
	
	
	

	5.3.1.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.1.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.1.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.1.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.1.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.1.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.1.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.1.10.1
	DI Procedure 1 Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.1.10.1.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.1.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.1.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 29592009 + 272741003 +7771000

(plain x-ray of shoulder + laterality + Left)

Local code = SHRL
	SNOMED CT
	1..1

	5.3.1.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041122151219
	yyyymmddhhmmss
	1..1

	5.3.1.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	5.3.2
	DI Procedure Report  2 Details
	Details of the second DI Procedure Report
	
	
	1..1

	5.3.2.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report in a human-readable format
	
	
	0..1

	5.3.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Report
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.2.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.2.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.2.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 384571648038

RPC = 889374656622

(Dr G De Darke @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.3.2.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	There is a fracture of the left radial head. There is little impaction and the head appears to be aligned adequately with the radial shaft.

Patient sent to A&E for treatment.
	ED
	1..1

	5.3.2.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	Code = 263196008 + 272741003 + 7771000 

(fracture of radial head) + (laterality) + (left)
	SNOMED CT 
	0..*

	5.3.2.6
	Verifier of this DI Procedure Report
	SDS Code(s) of the HCP who has verified and ‘authorized the release of this DI Procedure Report’
	NOT APPLICABLE

 in this scenario
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.3.2.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was made available for clinical review (‘authorised for release’)
	20041122154409
	yyyymmddhhmmss
	1..1

	5.3.2.8
	Relevant Data Object Pointer Details (Key Images)
	Information about the pointer to a specific Data Object (e.g. Digital Image) that is considered by the reporter to be relevant to this DI Procedure Report.
	
	
	1..1

	5.3.2.8.1
	Format
	Format of the object as returned on initiating access
	Not Applicable

in this scenario
	ED

(mediaType)
	1..1

	5.3.2.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	ED

(URL)
	1..1

	
	End information
	
	
	
	

	5.3.2.9
	Numerical Result Information
	Information about the details of any numerical results pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	0

	5.3.2.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.2.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.2.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.2.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.2.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.2.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..1

	5.3.2.10.1
	DI Procedure 1 Data
	Details of this DI Procedure Instance
	
	
	1..1

	5.3.2.10.1.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.2.10.1.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.2.10.1.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.2.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 18747005 + 272741003 +7771000

(plain x-ray of elbow + laterality +Left)

Local code = ELBL


	SNOMED CT
	1..1

	5.3.2.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041122151336
	yyyymmddhhmmss
	1..1

	5.3.2.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
	
	
	
	


5.3 Scenario 4 – A ‘DI Report’ message containing a single ‘DI Procedure Report’ for multiple DI Procedure Instances 

Bernard Jones, a known Paget’s disease sufferer, goes to see his GP, Dr Cantankerous at the Swan Medical Centre. 

This is a regular yearly check-up. As it is the 5th check-up since his last set of investigations, Dr Cantankerous decides he wants to have a limited series of imaging performed on Bernard called a ‘Skeletal Survey’. He discusses the option with Bernard who agrees. Dr Cantankerous then checks with his acceptable radiographic requesting list (supplied by the X-ray Department as part of an on-going IRMER initiative) to see what Survey he needs to request. The list identifies a ‘Limited Skeletal Survey’ (Lateral Skull, PA Chest, AP Pelvis and Lateral Left Femur) as being the one to request for Paget’s disease.

Dr Cantankerous completes an electronic request form and generates the token that represents it. The system has given this request the ID = ‘SMC234789’. Each requested DI Procedure has also been given a unique identifier: X-ray of skull – SDIP8901234, x-ray of chest SDIP8901235, x-ray of pelvis SDIP8901236 and x-ray of femur – SDIP8901237. He gives the token to Bernard. 

Bernard goes to the X-Ray Department at York DGH. On arrival at the X-ray Department, Bernard’s request form is accepted by the IRMER radiographer and even though the request asks for a ‘Limited Skeletal Survey’ this is entered onto the RIS as it’s component procedures of skull, chest, pelvis and left femur, with a request ID of 04Y0126783G. 

Bernard is taken into an X-Ray room and has his procedures done. These are acquired separately by the radiographer, Amy Curry, using the PACS system. She identifies the examination code for each procedure before acquiring the images. This separates the procedures on the PACS archive. When Amy views the resultant images she sees that they are within quality control parameters and that there is nothing on them to suggest Bernard will need to be treated immediately. Amy then sends Bernard home.

Dr Hannah Gordon, the Radiologist, reviews the images from all the procedures and reports them collectively as a Skeletal Survey directly onto the RIS (i.e types the report herself), entering the request ID (04Y0126783G). After indicating that Dr Gordon was the reporting radiologist, she then types the report into the system.

Once she has finished typing Hannah types YES into the ‘verified’ window on the reporting screen and then moves onto reporting the next patient’s images. 

The RIS having finalized Bernard’s report with verification, treats this as the trigger event to send the completed report out to the requestor. 

Note:

· The PACS system does not allow clinicians from outside the DGH to access images

· In creating the DI Report message, the local system translates any local codes, where it can, into nationally agreed alternatives. Hence:

· SXR becomes 55965002

· CXR becomes  67632007 
· PEL (pelvis X-ray) becomes 268425006

· FEML becomes  241075002 (femur x-ray)+ 272741003 (laterality) + 7771000 (left)

Dr Cantankerous, a short time later sees that a report for Mr Jones has arrived. He clicks on it and the local system opens the report allowing him to read the text of the Radiologist’s interpretation.

5.3.1 Worked Example:

	Level
	Group/Section/Details
	Definition
	Sample Data
	Representation
	Cardinality

	1
	DI Report Message Header Group
	Group of administrative details about the DI Report message
	
	
	1..1

	1.1
	DI Report message ID
	The unique identifier for this instance of the DI Report message
	98C21BBA-BF86-4737-8497-1121F9AAF549
	DCE UUID
	1..1

	1.2
	Communication Date & Time
	The date & time that this DI Report communication was sent
	20041122102302
	yyyymmddhhmmss
	1..1

	1.3
	Message Type
	The Date & Time that this message
	181191000000107
(Diagnostic Imaging Report)
	SNOMED  CT
	1..1

	1.4
	Author of the DI Report messageMessage Type
	SDS Code(s) of the HCP who has ‘authored’ this message by activating the trigger eventA coded value to identify that this is a DI report message
	ID = 534422625095

RPC = 506575228151

(Dr Hannah Gordon)
	SDS User ID + SDS Role Profile Code
Or 

SDS System OID & ID
	1..1

	
	End group
	
	
	
	

	2
	Patient information Group
	A group  to identify the patient on whom the DI Procedure(s) , for which this DI Report message, were performed
	
	
	1..1

	2.1
	Unique identifier for the patient to whom this DI Report relates
	NHS number


	9900002865
	ID
	1..1

	
	End group
	
	
	
	

	3
	DI Report Recipient Group
	A group of details about the intended recipient(s) of this DI Report communication
	
	
	1..1

	3.1
	Primary Information Recipient Section
	A section of details about the requesting person to whom this DI Report is to be transmitted and who is primarily responsible for taking action on the contents
	
	
	1..1

	3.1.1
	Healthcare Professional clinically responsible for patient 
	SDS Code(s) for the clinician responsible for patient.


	SDS User ID = 984181387037

SDS Role Profile Code = 673836492727

 (Dr Cantankerous @ Swan Med Centre)
	SDS User ID +
SDS Role Profile Code
	1..1

	
	End section
	
	
	
	

	3.2
	Other Recipients Section  
	Section of details of any other intended communication recipients  
	
	
	0

	3.2.1
	Communication recipient healthcare party professional identification
	SDS Code (s)  for intended recipient
	NOT APPLICABLE

In this scenario
	SDS User ID +
SDS Role Profile Code
	

	
	End section
	
	
	
	

	4
	Request Information Group
	A Group of details used to identify the DI Request for which the contents of this message is the report
	
	
	1..1

	4.1
	Placer Request Section
	The section of details required to describe the Placer Request
	
	
	0..1

	4.1.1
	Placer Request ID Details
	The details required to uniquely identify the Placer Request being fulfilled in this DI Encounter
	
	Only if the request creation & transmission was electronic
	1..1

	4.1.1.1
	The DI Request ID
	The UUID of the DI Request act originally received by the DI department
	FC6629A6-1E70-47AC-B0ED-C3AE697707F0
	DCE UUID
	1..1

	
	End Details
	
	
	
	

	
	End section
	
	
	
	

	4.2
	Fulfiller Request Section
	The section of details required to describe the Fulfiller Request
	
	
	1..1

	4.2.1
	Fulfiller Request ID Section
	The details describing the Fulfiller Request in a human-readable format The details describing the Fulfiller Request 
	
	
	0..1

	4.2.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller system that generated the Fulfiller Request ID
	OID

(format TBA)
	SDS OID 

(format TBA)
	1..1

	4.2.1.2
	The Fulfiller Request ID
	The identifier for the Fulfiller Request 
	ID = ‘04Y0126783G’
	Fulfiller Request ID
	1..1

	
	End Details
	
	
	
	

	4.2.2
	Request Status
	This is the status of the request internal to the Fulfiller system 
	completed
	HL7 Code

(Active, Completed)
	1..1

	
	End section
	
	
	
	

	
	End group
	
	
	
	

	5
	Report  Information Group
	A  group of information  which constitutes the clinical evaluation of one or more DI Procedures  by  one or  more Radiological Healthcare Professionals
	
	
	1..1

	5.1
	Report Identifier Section
	A section of details used to identify this DI Report within a Service Provider’s systems
	
	
	1..1

	5.1.1
	Service Provider ID
	Unique identifier for the Diagnostic imaging department  responsible for the DI report
	OID = 1.2.826.0.1285.0.1.10

Code = RCB55

(Radiology @ York DGH)
	SDS Org (OID + Code)
	1..1

	5.1.2
	Fulfiller Report ID Details
	The details required to identify the Fulfiller Report in a human-readable format
	
	
	0..1

	5.1.2.1
	The Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Fulfiller Report ID, makes it unique.
	OID

(format TBA)

	SDS OID 

(format TBA)
	1..1

	5.1.2.2
	The Fulfiller Report ID
	The identifier  for the DI Report as used by the Service Provider’s RIS (Fulfiller)
	ID = ‘04Y0126783B0’
	Fulfiller Report ID
	1..1

	
	End Details
	
	
	
	

	5.1.3
	Report date & time of Issue
	Date & time that the DI Report was made available for clinical review  (‘authorised for release’ or ‘issued’)
	20041122101048
	yyyymmddhhmmss
	1..1

	5.1.4
	Report Status
	Status for this report instance
	completed
	HL7 Code

(Active, Completed)
	1..1

	5.1.5
	Urgency Flag
	This is the code to identify how urgent this report needs to be read
	(Routine)
	HL7 Code

(Routine, Urgent)
	1..1

	5.1.6
	Author of the DI Report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Report
	 ID = 534422625095

RPC = 506575228151

(Dr H Gordon @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.1.7
	Verifier of the DI Report  
	SDS Code(s) of the HCP who has verified/authorized report for release
	ID = 534422625095

RPC = 506575228151

(Dr H Gordon @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	0..1

	
	End section
	
	
	
	

	5.2
	DI Summary Report  Section
	Radiological interpretation of one or more DI Procedure reports 
	
	
	0..1

	5.2.1
	Summary Report ID Details
	The details required to identify the Summary Report in a human-readable format
	
	
	0..1

	5.2.1.1
	The Summary Report Fulfiller System ID
	The OID identifying the Fulfiller System at that level which, when combined with the generated Summary Report ID, makes it unique.
	NOT APPLICABLE

 in this scenario 
	SDS OID 

(format TBA)
	1..1

	5.2.1.2
	The Summary Report ID
	The identifier  for the Summary Report as used by the Service Provider’s RIS (Fulfiller)
	
	Summary Report ID
	1..1

	
	End Details
	
	
	
	

	5.2.2
	Report Type Code
	Code to identify that this is a ‘DI Summary’ report
	NOT APPLICABLE

 in this scenario
	SNOMED
	1..1

	5.2.3
	Author of this DI Summary report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Summary Report
	
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.2.4
	DI Summary Report Text
	The textural representation of the DI Summary Report
	
	ED
	1..1

	5.2.5
	References to the DI Procedure Reports collated by this summary
	The DCE UUID(s) that reference the IDs of any DI Procedure Reports collated in this Summary Report.
	
	DCE UUID
	1..*

	5.2.6
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	
	SNOMED CT 
	0..*

	5.2.7
	Verifier of the DI Summary Report’
	SDS Code(s) of the HCP who has verified and ‘authorized the release of the DI Summary Report’
	
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.2.8
	Summary Report date & time of Issue
	Date & time that the Summary Report was made available for clinical review (‘authorised for release’) 
	
	yyyymmddhhmmss
	1..1

	5.2.9
	Relevant Data Object Pointer Details (Key Images)
	A section containing details about the pointer to a specific individual Data Object (e.g. Digital Image) that is considered to be relevant to this DI Summary Report. 
	
	
	

	5.2.9.1
	Format
	Format of the object as returned on initiating access
	NOT APPLICABLE

in this scenario
	Code
	

	5.2.9.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	URL
	

	
	End details
	
	
	
	

	5.2.10
	Numerical Result Details
	The details of any numerical result(s) pertaining to this Summary Report and approved for release by the reporter.
	
	
	

	5.2.10.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.2.10.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.2.10.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.2.10.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.2.10.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	5.3
	DI Procedure Report  Section
	This section allows a single report  per ‘DI Procedure’ or a single report covering multiple DI Procedures
	
	
	1..1

	5.3.1
	DI Procedure Report  1 Details
	Details of a single DI Procedure Report
	
	
	1..1

	5.3.1.1
	DI Procedure Report ID Information
	Information required to identify this DI Procedure Report 
	
	
	0..1

	5.3.1.1.1
	The Fulfiller System ID
	The identifier of the Fulfiller System that generated this DI Procedure Report
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.1.2
	The DI Procedure Report ID
	The identifier  for the DI Procedure Report as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Report ID
	1..1

	
	End Information
	
	
	
	

	5.3.1.2
	Report Type Code
	Code to identify that this is a DI Procedure report
	Code= ‘181201000000109’

 (Diagnostic imaging procedure report)
	SNOMED
	1..1

	5.3.1.3
	Author of the report
	SDS Code(s) of the HCP who has performed the clinical interpretation provided in  this DI Procedure report
	ID = 534422625095

RPC = 506575228151

(Dr H Gordon @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	1..1

	5.3.1.4
	DI Procedure Report Text
	The textural representation of the DI Procedure Report
	Skeletal Survey

Paget’s Disease noted. The size and spread of the calcifications within the skull and pelvis are unchanged since the procedures of April 1999. No recent degenerative changes noted.
	ED
	1..1

	5.3.1.5
	Clinical Diagnosis Information.
	SNOMED CT code(s) +/- qualifiers used by the Reporting HCP to identify the diagnosis determined by this procedure. 
	NOT APPLICABLE

 in this scenario
	SNOMED CT 
	0..*

	5.3.1.6
	Verifier of this DI Procedure Report
	SDS Code(s) of the HCP who has verified and ‘authorized the release of this DI Procedure Report’
	ID = 534422625095

RPC = 506575228151

(Dr H Gordon @ York DGH)
	SDS User ID + 
SDS Role Profile Code
	0..1

	5.3.1.7
	Procedure Report date & time of Issue
	Date & time that the Procedure Report was authored/verified by the reporter 
	20041122101048
	yyyymmddhhmmss
	1..1

	5.3.1.8
	Relevant Data Object Pointer Information (Key Images)
	Information about the pointer to a specific individual Data Object (e.g. Digital Image) that is considered to be relevant to this Individual Imaging Procedure Report. 
	
	
	

	5.3.1.8.1
	Format
	Format of the object as returned on initiating access
	NOT APPLICABLE

in this scenario
	Code
	

	5.3.1.8.2
	Pointer to local copy of data object
	Pointer to the individual data object expressed as a text string
	
	URL
	

	
	End information
	
	
	
	

	5.3.1.9
	Numerical Result Information
	Information about any numerical result(s) pertaining to this DI Procedure Report and approved for release by the reporter.
	
	
	

	5.3.1.9.1
	Code for the Type of Measurement
	The code identifying the type of measurement

e.g. to show that this is a ‘Crown Rump Length’
	Not Applicable

in this scenario


	SNOMED CT
	

	5.3.1.9.2
	Numerical Result Value
	The recorded numerical value
	
	Number or ratio
	

	5.3.1.9.3
	Numerical Result Units
	The unit of measurement of the recorded numerical value
	
	UCUM
	

	5.3.1.9.4
	Numerical Result Reference Range 
	The reference range 
	
	Range of numbers
	

	5.3.1.9.5
	Reference Range Interpretation 
	Highlights the fact that the observed value is outside the stated reference range.

e.g. ‘Above reference range.’
	
	HL7 Code

(ObservationInterpretation)
	

	
	End information
	
	
	
	

	5.3.1.10
	DI Procedure Information
	Group of  information about the DI Procedure(s) for which this is the report
	
	
	1..4

	5.3.1.10.1
	DI Procedure 1 Data
	Details of the first DI Procedure Instance
	
	
	1..1

	5.3.1.10.1.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.1.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.1.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.1.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 55965002

(plain x-ray of Skull)

Local code = SXR
	SNOMED CT
	1..1

	5.3.1.10.1.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041121121223
	yyyymmddhhmmss
	1..1

	5.3.1.10.1.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	5.3.1.10.2
	DI Procedure 2 Data
	Details of the second DI Procedure Instance
	
	
	1..1

	5.3.1.10.2.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.2.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.2.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.2.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 67632007

(plain x-ray of chest)

Local code = CXR
	SNOMED CT
	1..1

	5.3.1.10.2.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041121122615
	yyyymmddhhmmss
	1..1

	5.3.1.10.2.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	5.3.1.10.3
	DI Procedure 3 Data
	Details of the third DI Procedure Instance
	
	
	1..1

	5.3.1.10.3.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.3.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.3.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.3.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 268425006

(plain x-ray of pelvis)

Local code = PEL
	SNOMED CT
	1..1

	5.3.1.10.3.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041121123126
	yyyymmddhhmmss
	1..1

	5.3.1.10.3.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	1..1

	5.3.1.10.4
	DI Procedure 4 Data
	Details of the fourth DI Procedure Instance
	
	
	1..1

	5.3.1.10.4.1
	DI Procedure Instance ID details
	Details required to identify this instance of the DI Procedure in a human-readable format. 
	
	
	0..1

	5.3.1.10.4.1.1
	The DI Procedure Instance System ID
	The identifier of the Fulfiller System that generated this DI Procedure Instance ID
	NOT APPLICABLE

 in this scenario
	SDS OID 

(format TBA)
	1..1

	5.3.1.10.4.1.2
	The DI Procedure Instance ID
	The identifier  for the DI Procedure Instance as used by the Service Provider’s RIS (Fulfiller)
	
	DI Procedure Instance ID
	1..1

	
	End Details
	
	
	
	

	5.3.1.10.4.2
	DI Procedure Code
	The coded representation of the DI Procedure 
	SNOMED = 241075002 + 272741003 + 7771000

(plain x-ray of femur + laterality + left)

Local code = FEML
	SNOMED CT
	1..1

	5.3.1.10.4.3
	Date & Time of DI Procedure completion
	The Date & Time the DI Procedure Instance was completed
	20041121123812
	yyyymmddhhmmss
	1..1

	5.3.1.10.4.4
	Procedure Instance Status
	Status for this instance of the DI Procedure
	completed
	HL7 Code

(Active, Completed, Aborted)
	1..1

	
	End data
	
	
	
	

	
	End information
	
	
	
	

	
	End details
	
	
	
	

	
	End section
	
	
	
	

	
	End group
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