HIMSS09 Interoperability Showcase

IMPORTANT NOTE: This document is a draft of Acts A, E & H for the HIMSS09 Interoperability Showcase. This is not a final version as this is a live working document. Please check back often for updated versions. Versions are tracked by date - this current version is dated 2009.02.19. Questions? Contact jtdonnelly@intepro.biz

SNOMED CODES FOR CONDITIONS ADDED IN GREEN

ACT A-1

	ACT#
	Act
	Scene
	Setting
	Story
	Profile / Actor - Inbound
	Profile / Actor - Outbound
	Clinical Considerations & Content Needed

	A-1
	ER Referral
	1
	Home
	28yr old woman, routinely enters family and social history in PHR. She experiences some abdominal pain and creates a summary of her personal information in preparation for her visit to her primary care physician and deposits this summary in the Health Information Exchange (also XDM variant).

Developed mild pain around my belly button last night after dinner.  This morning it worsened and moved to my right lower side.  I feel nauseated but haven’t vomited.  I have a low grade fever.  I generally feel poorly.  I’ve had no diarrhea.
	[Pt ID ADT Trigger for PIX (if PIX variant)]
	XDS.a (Doc Source)

XDS.b (Doc Source)

[XDM Variant]
	XPHR Summary (Content Creator) 

	A-1
	ER Referral
	2a
	PCP Office
	PCP retrieves the woman's information from the Health Info Exchange (also XDM variant).  Conducts an exam and suspects acute appendicits.  Refers her to the ER.

No history of appendectomy noted.  Tender with guarding in the right lower quadrant.  Rectal examination tender on the right side, hemoccult negative.  Pelvic exam normal.  Remainder of general medical exam normal.
	XDS.a (Doc Consume)

XDS.b (Doc Consume)

[XDM Variant]
	XDS.a (Doc Source)

XDS.b (Doc Source)
	XPHR Summary (Content Consumer) 

EDR Summary (Content Creator)

	A-1
	ER Referral
	2b
	PCP Office
	Quality (qualityRFD) variant:

The PCP captures quality data for RH-(?) Patient
Not sure what this means
	RFD
	RFD
	Data that might be appropriate to be reported to a quality initiative..is this even relevant here? 

	A-1
	ER Referral
	3
	Hosp1 ER

[APS Var: Hosp1 OB]
	In ER, pt records reviewed expediently and pt treated in time to prevent personal emergency.
CT of abdomen done, reveals acute appendicitis, surgeon contacted, patient taken to operating room and successful appendectomy performed.  Patient recovered without sequelae.
	XDS.a (Doc Consumer)

XDS.b (Doc Consumer)
	None (end of Act)
	EDR Summary (Content Consumer)


PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Languages Spoken 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities 
Penicillin allergy-skin rash
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions 
Allergic rhinitis – SNOMED 61582004 allergic rhinitis (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries 
Caesarian section x 2 in the past

No other surgeries
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription 
Zyrtec 10mg daily PRN during allergy season
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations 
Tetanus booster given at age 22
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
Last visit 6 months ago during allergy season
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations 
For pregnancy only
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
OBGYN visits for normal pregnancy
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies 
2
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


Emergency Department Referral Specification 
	Data Element Name 
	Opt 
	Template ID 

	Reason for Referral 
Right lower quadrant abdominal pain – SNOMED 301754002 right lower quadrant pain (finding)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.1 

	History Present Illness 
1 day history of abdominal pain, initially epigastric, moved to RLQ 6 hours prior to presentation
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Active Problems 
Allergic rhinitis - SNOMED 61582004 allergic rhinitis (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Current Meds 
Zyrtec 10mg daily PRN
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
PCN
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Resolved Problems 
None
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
C-section x 2
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
DT at age 22
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
No significant illnesses
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
Married, 2 children, homemaker
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Pertinent Review of Systems 
Low grade fever

No nausea or vomiting
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
Temperature 99.8

BP: 112/62

HR: 88

RR: 18

Pulse oximetry: 93% on room air
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Physical Exam 
Tender RLQ with guarding, no rebound.

Rectal: tender on right, hemoccult negative

Pelvic: normal
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Relevant Diagnostic Results and/or Clinical Reports
White blood cell count (WBC) 12.6 with a left shift

Hemoglobin (14.1mg/dL) and Hematocrit (41%) normal

Comprehensive metabolic panel normal
CT abdomen: consistent with acute appendicitis
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Care Plan
surgery consulted, taken to OR, appendectomy performed
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Mode of Transport to the Emergency Department
(includes ETA) 
Self
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.10.3.2 

	Proposed ED Disposition 
To OR
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.10 

	Advance Directives
The availability of information about Advance Directives must provided. A common concern among ED providers is over situations where patients presented to the ED require extensive resuscitative efforts, only later to discover that the patient had a DNR order. 
Not applicable to this case
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 


ACT A-2

	ACT#
	Act
	Scene
	Setting
	Story
	Profile / Actor - Inbound
	Profile / Actor - Outbound
	Clinical Considerations & Content Needed

	A-2
	Ob-Gyn to L&D
	1
	Home
	34yo pregnant woman, routinely enters family and social history and results of her visits to her obstertrician in her PHR.  
	[Pt ID ADT Trigger for PIX (if PIX variant)]
	XDS.b (Doc Source)
[XDM Variant]
	Out=XPHR Summary (Content Creator) 

	A-2
	Ob-Gyn to L&D
	2
	OB-Gyn Office
	Pt's Obstetrician determines that her pregnancy has complications and recommends that she check in at the hospital. Completes an APS/APR on the pt and sends the information to the local hospital.
	XDS.b (Doc Consumer)
[XDM Variant]
	XDS.b (Doc Source)
[XDR variant]
	In=XPHR Summary (Content Consumer) 
Out=PCC APS /APR (Content Creator)

	A-2
	Ob-Gyn to L&D
	2a
	OB-Gyn Office
	Pt's Gynocologist determines that due to her genetic history and lab results indicating that the fetus has (XXX), the gynocologist and recommends that she check in at the hospital. Completes an APS/APR on the pt and sends the information to the local hospital. 
	XDS.b (Doc Consumer)
[XDM Variant]
	XDS.b (Doc Source), BPPC,
[XDR variant]
	In=XPHR Summary (Content Consumer), XD*Lab from preload or XDS-SD, BPPC Sensitivity
Out=PCC APS /APR (Content Creator)

	A-2
	Ob-Gyn to L&D
	3
	Hosp1 OB Dept
	In Hosp OB department, records received from OB-Gyn office and expediently registers the pt in the hospital labor and delivery system. 
	XDS.b (Doc Consumer)
[XDR Variant]
	XDS.b (Doc Source)
[XDR variant]
	In=PCC APS /APR (Content Consumer)
Out=XDS-MS Discharge (Content Creator)

	A-2
	Ob-Gyn to L&D
	4
	OB-Gyn Office
	Two days later, patient delivers normal healthy baby boy.  Discharge summary is sent to primary care family practictioner for follow-up care four week post delivery.  Primary care provider, who was not present at birth is able to review details of delivery and provide postpartum follow-up care to patient.
	XDS.b (Doc Consumer)
[XDR Variant]
	None (end of Act)
	In=XDS-MS Discharge (Content Consumer)


PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Languages Spoken  English, Spanish
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers Dr. Jones
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers United Healthcare
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy Walgreens
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives Advanced Directive Signed
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities Morphine, Codeine; Reaction: Nausea, Vomiting, Rash
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions Mitral Valve Prolapse – SNOMED 409712001 mitral valve prolapse (disorder)

	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries Appendectomy, 1998
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription Prenatal Vitamins, Iron, Tylenol
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations Chicken Pox, 2005, Rubella, 2000
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup Routine Prenatal Visits
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations Pneumonia, 2001
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type A Positive
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies Births Live: 1, Preterm: 0, Still: 0, Term: 1, Total: 1.  NSVD on 09/30/2006, 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices None
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History Father with hypertension and atherosclerosis
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel None
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


Antepartum Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Allergies Morphine, Codeine.  Latex Allergy: None.
This section is the same as for Medical Summary, however it SHALL include one observation of Latex Allergy which may be negated through the negationInd attribute. Latex Allergy is particularly relevant for Obstetrics because of the frequency of vaginal exams that might involve the use of latex gloves. The observation value code for Latex Allergy is '300916003'. The codeSystem is '2.16.840.1.113883.6.96'. The codeSystemName is 'SNOMED CT' 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Advance Directives – Blood transfusion acceptable?  Yes.  
APS includes an explicit check of patients preference for blood transfusion because the risk of massive hemorrhage during delivery is much higher. This observation SHALL be recorded in the Advance Directives section. APS Form C documents SHALL include a simple observation of "blood transfusion acceptable?" The observation value for this observation is '(xx-bld-transf-ok)'. The codeSystem is '2.16.840.1.113883.6.1'. The codeSystemName is 'LOINC' 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Plan of Care  Anesthesia Planned: Epidural
APS forms SHOULD include an observation stating if an anesthesia consult is planned. When present, the observation value for this observation is '(xx-anest-cons-pland)'. The codeSystem is '2.16.840.1.113883.6.1'. The codeSystemName is 'LOINC'. 
If the type of anesthesia planned is known, systems SHOULD include an observation to represent that data using the LOINC code '(xx-type-of-anesth-pland)' with a CD value including one of the following values: ( General | Epidural | Spinal ) or a Null flavor to represent unknown or not listed. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Medications Prenatal Vitamins (daily, started 12/01/2008, no stop date), Iron (daily, started 12/01/2008, no stop date), Tylenol (prn, as needed)
Medications should include start and stop date if known. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Problems  Gestational Hypertension, SNOMED 308551004 gestational hypertension (disorder)

Pregnancy
Related Plans should be included in the Plan of Care section. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Estimated Delivery Dates 05/15/09
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.11.2.2.1 

	Antepartum Visit Summary Flowsheet Prepregnancy Weight: 155 lbs., 

Visit on 3/20/09, Gest Age 32 weeks, fundal Height 31 cm, Fetal Heart Rate 150, Fetal Movements Present, Dilation Closed, Effacement Thick, Weight 180 lbs, Urine Glucose Negative, Urine Albumin Neg, Systolic BP 132, Dialstolic BP 84, Time to next visit, 2 weeks

Visit on 4/03/09, Gest Age 34 weeks, fundal Height 33 cm, Fetal Heart Rate 155, Fetal Movements Present, Dilation Closed, Effacement Thick, Weight 188 lbs, Urine Glucose Negative, Urine Albumin 1+,  Edema, Systolic BP 164, Diastolic BP 94, Patient comment: Headache for past two days unrelieved by Tylenol, Follow up care to Hospital for further observation and NST
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.11.2.2.2 


Antepartum History and Physical Specification 
	Data Element Name 
	Opt 
	Template ID 

	Spouse Joe Newdaddy, present at bedside
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.4.1 

	Natural Father of Fetus Yes
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.4.2 

	Enthnicity - Caucasian
The enthnicity of the patient should be recorded 
	R2 
	

	Chief Complaint Frequent headaches, and 8 pound weight gain in two weeks
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.1 

	History of Present Illness  Pregnancy, 34 weeks, admitted for R/O Gestational Hypertension SNOMED 308551004 gestational hypertension (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	History of Past Illness History of Mitral Valve Prolapse, asymptomatic.  SNOMED 409712001 mitral valve prolapse (disorder)
Treated with one baby aspirin per day during pregnancy
This section is the same as it is for History and Physical, however it SHALL contain entries and SHOULD use codes as specified in the Antepartum History and Physical History of Past Illness Value Set. A negative diagnosis SHALL be recorded with the use of the negation indicator attribute. If the data is not present or not available within the system no entry is required. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	History of Infection 

Hepatitis B: Negative
This section SHALL contain coded entries for infection history and SHOULD use the codes as specified in the Antepartum Infection History Value Set. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.16.2.1.1 

	Pregnancy History Births Live: 1, Preterm: 0, Still: 0, Term: 1, Total: 1.  NSVD on 09/30/2006,
This section SHALL use the existing Pregnancy History Section and follow all constraints as specified therein. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Social History
Tobacco Use: Denies during pregnancy, previously 1 PPD

Alcohol Use: Denies

Illicit Drugs: Denies
This section is the same as it is for History & Physical, however it SHALL contain coded entries and SHOULD use the codes specified in the Antepartum Social History Value Set. If the data is not present or not available within the system no entries are required. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Coded Family Medical History
Congenital Heart Defect – Younger brother died at 1 week with Tetralogy of Fallot
This section is the same as it is for History & Physical, however it SHALL contain Genetic Screening and Teratology Counseling information as specified in the Antepartum Family History and Genetic Screening Value Set. If the data is not present or not available within the system no entries are required. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Review of Systems
Date of LMP: 08/07/08

Menses Monthly: Regular

Prior Menses Date: 07/10/08

Duration of Menstrual Flow : 5-7 Days

Frequency: 28-30 days

BCP at conception: No

Menarche: Age 13

HCG+: 09/20/08


This section is the same as it is for History & Physical, however it SHALL include organizers for Menstrual History and MAY include entries for general review of systems data. The Menstrual History entries SHOULD use the codes specified in the Antepartum Menstrual History Value Set. The section code value for the Menstrual History organizer SHALL be '49033-4'. The codeSystem is '2.16.840.1.113883.6.1'. The codeSystemName is 'LOINC'. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Physical Examination
Temperature 98.2

BP: 152/94

HR: 78

RR: 20

Patient alert and oriented X3, color pink, lungs clear bilaterally, HR regular with murmur consistent with MVP, Reflexes 2+ bilaterally, humans sign negative, Edema 3+ in both feet to mid-calf, pitting 10 secs right leg, 15 secs left leg.
This section is the same as it is for History & Physical, and if Vital Signs data are present it SHALL include a Vital Signs subsection. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.9.15 

	Vital Signs
Temperature 98.2

BP: 152/94

HR: 78

RR: 20

Pulse oximetry: 99% on room air
If Vital Signs data are present they SHALL be included as a subsection of Physical Examination. 
	C 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 


A-2 Scene 4 Discharge Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Active Problems 

Normal Spontaneous Vaginal Delivery, Term Female
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Resolved Problems 

Gestational Hypertension - SNOMED 308551004 gestational hypertension (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Discharge Diagnosis 

Postpartum, Unremarkable recovery
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.7 

	Admitting Diagnosis 

Pregnancy, 
Gestational Hypertension - SNOMED 308551004 gestational hypertension (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.3 

	Selected Meds Administered 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.21 

	Discharge Meds 

Ibuprofen as needed for cramping, continue PNV with iron once per day
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.22 

	Admission Medications 

Prenatal Vitamins (daily, started 12/01/2008, no stop date), Iron (daily, started 12/01/2008, no stop date), Tylenol (prn, as needed)
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.20 

	Allergies 

Morphine, Codeine.  Latex Allergy: None.
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Hospital Course 

29 yo female admitted to hospital at 34 wks gestation from office for r/o gestation diabetes.  Magnesium sulfate therapy initiated per gestational hypertension protocol, labor was augmented with pitocin the following day, and viable female newborn was delivered, APGARS 8-9-9 and received by normal newborn nursery.  Postpartum recovery was unremarkable,  Magnesium infusion continued 24 hours post delivery.  Upon discharge, VSS, edema decreased to trace, DTR’s normal, urine protein neg.  Discharged to home with instructions to follow-up with primary care provider in 4-6 weeks.
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.5 

	Advance Directives 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	History of Present Illness 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Functional Status 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.17 

	Review of Systems 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Physical Examination 

Patient alert and oriented X3, color pink, lungs clear bilaterally, HR regular with murmur consistent with MVP, Reflexes 1+ bilaterally, homans sign negative, Edema 1+ in both feet to ankle, non-pitting.  Fundus firm and midline at umbilicus, ML epis stitches intact without redness, bleeding or swelling.  Bleeding small, rubra without clots.  
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Vital Signs 

Temperature 98.8

BP: 134/82

HR: 78

RR: 20
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Discharge Procedures Tests, Reports 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.29 

	Plan of Care 

Follow-up with primary care provider in 4 weeks.  Call MD earlier if increased bleeding, headaches not resolved by OTC medications, blurry vision, increased swelling, or other signs or symptoms of infection.  No heavy lifting, greater than weight of infant, until follow-up office visit.
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Discharge Diet 

General Diet, plus 200 cal/day for breastfeeding
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.33 


ACT A-3

	ACT#
	Act
	Scene
	Setting
	Story
	Profile / Actor - Inbound
	Profile / Actor - Outbound
	Clinical Considerations & Content Needed

	A-3
	Complications of Diabetes
	1
	Home
	The patient establishes a personal health record where he tracks his blood glucose levels, diet, and exercise at the recommendation of his PCP. The patient retrieves the recent eye exam summary details and imports the data into the PHR. The patient publishes this information to the Health Information exchange to make this information available to the care management team. The patient also publishes a summary document to the exchange indicating that he is a diabetic in case of an emergency.
	Pt ID ADT Trigger for PIX (if PIX variant)
	XDS.b (Doc Source)
	Out=XPHR Summary (Content Creator)
Out=XDS-SD (Content Ctreator)

Review for clinical accuracy and XDS-MS and XD-Lab requirements

	A-3
	Complications of Diabetes
	2a
	PCP Office/Lab
	The patient contacts the PCP and she reviews the abnormal retinopathy results which she has retrieved from the Health Info Exchange.  She orders a lab panel to obtain current HbA1C and other related readings and instructs the pt to have them completed as soon as possible. 
	XDS.b (Doc Consumer)
	Eventually this will be a Lab Order
	In=XPHR Summary (Content Consumer)

	A-3
	Complications of Diabetes
	2b
	Reference Lab
	The pt goes to the lab and has the tests completed.  The results are forwarded to the PCP.
	 
	Lab (Doc Source)
	Out=XD-Lab (Content Source)

	A-3
	Complications of Diabetes
	3
	PCP Office
	The patient returns to his PCP and he reviews the HbA1C results (show directly interfaced into EMR from lab) which also are within the abnormal range. The physician also notes low levels of microalbuminuria  (60 μg/min) from the annual screening. This lab value is of concern and the PCP refers the patient for further consultation with a nephrologist for further testing. The patient also reports wide fluctuation in blood sugar levels. Due to these new findings, the PCP decides to refer the patient to an endocrinologist for a review of the insulin and metabolic regimen. The laboratory results are submitted to the Health Information Exchange for further review by the endocrinologist along with the patient medical summary including current medications and latest observations. 
	XDS.b (Doc Consumer)
Lab (Doc Consumer)
[XDS-SD variant for lab rpt] 
	XDS.b (Doc Source)
[XDR variant] 
	In=XPHR Summary (Content Consumer)
In=XD-Lab (Content Consumer)
Out=XDS-MS Referral (Content Source)

	A-3
	Complications of Diabetes
	4
	Endocrinologist
	The patient presents to the endocrinologist as a result of the PCP referral. (Option: The patient has been using a PHR for journaling diet and blood sugar values). The Endocrinologist retrieves the laboratory result data and the patient medical summary from the Health Information Exchange. The endocrinologist reviews and imports the medication list provided by the PCPs medical summary and reviews the patient's diet journal and adds a new Alpha-glucosidase inhibitor to better manage the blood glucose fluctuations. The endocrinologist further councils the patient on proper diet and recommends continued journalling and a 4-week follow-up. The Endocrinologist publishes the medical summary to the Health Information Exchange where it will be available to the PCP and other care providers involved in the patient care and diabetes management.
	XDS.b (Doc Consumer)
Lab (Doc Consumer)
[XDR variant] 
	XDS.b (Doc Source)
	In=XDS-SD (Content Consumer)
In=XD-Lab (Content Consumer)
In=XDS-MS Referral (Content Consumer)
--------
Out=XDS-MS Referral / XPHR (Content Source)

	A-3
	Complications of Diabetes
	5
	Infrastructure
	All of the information exchange and interoperability has been made possible through the Health Information Exchange Infrastructure. The infrastructure Patient Identity Cross-reference Indexing and document sharing infrastructure are reviewed.
	 
	 
	 


ONE OF THE NEXT TWO SETS OF CONTENT TO BE USED OR A NEW CONSOLIDATED SET TO BE CREATED

A-3 SET 1
PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Languages Spoken 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities 
Penicillin-hives

Sulfa-skin rash
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions 

Diabetes mellitus, type 2 – SNOMED 44054006 diabetes mellitus type 2 (disorder)
Stage III chronic kidney disease – SNOMED 433144002 chronic kidney disease stage 3 (disorder)

Hypercholesterolemia – SNOMED 13644009 hypercholesterolemia (disorder)

Hypertension – SNOMED 38341003 hypertensive disorder, systemic arterial (disorder)


	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries 
Gallbladder removal

Appendectomy
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription 
Metformin 1000mg twice daily

Sitagliptin 50mg daily

Insulin glargine 45 units daily

Lisinopril 20mg daily

Amlodipine 10mg daily

Simvastatin 40mg daily

Aspirin 81mg daily
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations 
Pneumonia vaccine

Tetanus booster

Herpes zoster

Influenza
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
6 months prior to current visit
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations 
None
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
PCP only
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type 
Hemoglobin A1c = 8.2%

Creatinine = 2.2mg/dL

Total Cholesterol = 182 mg/dL

LDL cholesterol = 98 mg/dL
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


Referral Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Reason for Referral 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.1 

	History Present Illness 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Active Problems 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Current Meds 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	History of Past Illness 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Pertinent Review of Systems 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
P: 76

R: 18

Pulse oximetry: 98% room air

BP: 132/78

T: 98.2
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Physical Exam 
Decreased vibration sense bilateral lower extremities
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Relevant Diagnostic Surgical Procedures / Clinical Reports and Relevant Diagnostic Test and Reports
(Lab, Imaging, EKG's, etc.) including links. 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Plan of Care (new meds, labs, or x-rays ordered) 
As above
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Advance Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Patient Administrative Identifiers
Handled by the Medical Documents Content Profile by reference to constraints in HL7 CRS. 
	R 
	

	Pertinent Insurance Information
Refer to Appropriate Payers Section -- TBD 
	R2 
	

	Data needed for state and local referral forms, if different than above
These are handed by including additional sections within the summary. 


	R2 
	


A-3 SET #2
PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Languages Spoken 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities 
Lisinopril-cough
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions 

Diabetes mellitus, type 2

Hypertension
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries 
None
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription 
Current meds:

Metformin 1000mg twice daily

Sitagliptin 100mg daily

Valsartan-Hydrochlorothiazide 160/12.5mg daily

Aspirin 81mg daily
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations 
Pneumococcal vaccine

Influenza vaccine

DTaP
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
3 months prior
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations 
None
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
None
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type 
Hemoglobin A1c = 7.6%

Creatinine = 1.1 mg/dL
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


Referral Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Reason for Referral 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.1 

	History Present Illness 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Active Problems 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Current Meds 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	History of Past Illness 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Pertinent Review of Systems 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Physical Exam 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Relevant Diagnostic Surgical Procedures / Clinical Reports and Relevant Diagnostic Test and Reports
(Lab, Imaging, EKG's, etc.) including links. 
From PHR: average fasting blood sugar over previous 2 weeks = 118 mg/dL and average postprandial blood sugar over previous 2 weeks = 204
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Plan of Care (new meds, labs, or x-rays ordered) 
New med: acarbose 25mg three times daily with meals
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Advance Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Patient Administrative Identifiers
Handled by the Medical Documents Content Profile by reference to constraints in HL7 CRS. 
	R 
	

	Pertinent Insurance Information
Refer to Appropriate Payers Section -- TBD 
	R2 
	

	Data needed for state and local referral forms, if different than above
These are handed by including additional sections within the summary. 


	R2 
	


ACT E-1

	ACT#
	Act
	Scene
	Setting
	Story
	Profile / Actor - Inbound
	Profile / Actor - Outbound
	Clinical Considerations & Content Needed

	E-1
	Emer Response w Privacy Mgmt
	1
	Identity Management Service Provider
	Federal Bridge recognized healthcare digital identities are provided to healthcare professionals and emergency responder staff in accordance with regulatory agency provisions. These high assurance credentials enable accountability for authentication to health information resources and enable a trusted signature.
Providers and their regulated professions (structural roles) are managed by an Identity Service Provider. Identities are issued to providers leveraging digital certificates which are used for role-based access control for the HIE.
	 
	C19, TP20 Identities
	Out=DSG

	E-1
	Emer Response w Privacy Mgmt
	2
	911 call center
	The patient was involved in a building collapse due to an earthquake. He is unconscious, but his wallet is used for identification. The 911 dispatcher authenticates to the HIE Portal, and locates the patient’s PHR. The 911 operator sees only the documents marked for Emergency Responders in accordance with HIE role-based access control policy. The 911 operator looks up bed availability and advises the EMS..
	XDS.b (Doc Consumer)
BPPC, C19, TP20
	 
	In=XPHR Summary (Content Consumer)

	E-1
	Emer Response w Privacy Mgmt
	2+
	EMS at disaster scene
	On scene, the EMT  also authenticates to the HIE Portal, and retrieves available HIE documents, but is not authorized to see the documents that are marked Restricted in accordance with HIE role-based access control policy. The EMT can see that there is a Normal document that is accessible, and a Restricted document that would require the EMT to use ‘break glass’ procedures. The EMT determines he has reason to use ‘break glass’ and accesses the document. The EMT publishes scene/transport data to the HIE. The scene/transport data is available to the Emergency Department staff.
-----
I’m not sure what type of scenario to use here because I don’t know what would be consider restricted—HIV status, psychiatric history or more mundane health information like medications.  Depending on what is restricted I could come up with more details.
	XDS.b (Doc Consumer)
BPPC, C19, TP20
	XDS.b (Doc Source)
RFD (Form Filler)
	In=XPHR Summary (Content Consumer)
Out=XPHR / MS (Content Creator)

RFD Notes: Outcome will serve as the Form Manager to GE HIE.  GE_HIE will complete form with data at the scene of the accident.  [This data will also be used to source the XPHR / MS (=C32) document
----

	E-1
	Emer Response w Privacy Mgmt
	3
	ED
	The on-scene data is available to the Emergency Room staff along with the clinical history; The patient is treated and a Emergency Depertment Encounter Summary is published; Bed availability data is updated;
	XDS.b (Doc Consumer)
BPPC
	XDS.b (Doc Source)
	In=XDS-SD (Content Consumer)
In=XDS-MS (Content Consumer)
Out=EDES (Content Creator) [variant to support IS04 req]


PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Personal Information
See Personal Information 
	R 
	

	Name
See Personal Information 
	R 
	

	Address
See Personal Information 
	R2 
	

	Contact Information
See Personal Information 
	R2 
	

	Personal Identification Information
See Personal Information 
	R2 
	

	Gender
See Personal Information 
	R 
	

	Date of Birth
See Personal Information 
	R2 
	

	Marital Status
See Personal Information 
	R2 
	

	Race
See Personal Information 
	O 
	

	Ethnicity
See Personal Information 
	O 
	

	(Religious Affiliation[2])
See Personal Information 
	O 
	

	Languages Spoken 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


Referral Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Reason for Referral 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.1 

	History Present Illness 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Active Problems 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Current Meds 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	History of Past Illness 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Pertinent Review of Systems 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Physical Exam 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Relevant Diagnostic Surgical Procedures / Clinical Reports and Relevant Diagnostic Test and Reports
(Lab, Imaging, EKG's, etc.) including links. 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Plan of Care (new meds, labs, or x-rays ordered) 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Advance Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Patient Administrative Identifiers
Handled by the Medical Documents Content Profile by reference to constraints in HL7 CRS. 
	R 
	

	Pertinent Insurance Information
Refer to Appropriate Payers Section -- TBD 
	R2 
	

	Data needed for state and local referral forms, if different than above
These are handed by including additional sections within the summary. 


	R2 
	


ACT E-2
	ACT#
	Act
	Scene
	Setting
	Story / Clinical Discussion
	Profile / Actor - Inbound
	Profile / Actor - Outbound
	Clinical Considerations & Content Needed

	E-2
	ED Summary
	1
	ER
	An accident occurs involving a teenager [variant: while travelling out of state for XCA] - ED staff pulls up the XDS-MS and/or XDS-SD from previous med events.  EDES Created for care provided in ER.
[Variant- XD-Lab also created]
-----
18 year old male driving to go to college.  Involved in MVA.  Taken to local ER.  Sustained fractured humerus (arm) and multiple abrasions.  Cleared in the ER.  Given a DTaP booster in the ER.  Arm casted.  Discharged to outpatient followup
	XDS.b (Doc Consumer)
XCA (variant across States)
	XDS.b (Doc Source)
	In=XDS-MS[Discharge] or XDS-SD (Content Consumer)
Out=EDES summary (Content Creator)
Out=XD-Lab (Source) variant

	E-2
	ED Summary
	2
	PCP Office
	After stabilization, patient is released and follows up with PCP [XCA variant: in the home state] for further care; Retrieve EDES and MS reports and lab reports.  Follow up.  EDES read.  [XPHR created variant]; [Immunization registry checked variant] 
	XDS.b (Doc Consumer)
[XD-Lab variant]
	XDS.b (Doc Source)
[XDM variant]
	In=EDES Summary (Content Consumer), 
In=XD-Lab (Doc Consumer) variant
Out=XPHR Summary (Content Creator)

	E-2
	ED Summary
	2a
	PCP Office
	Immunization registry variant.
PCP discovers that this child is behind on his immunizations (what one?).  Needed Immunizations completed and data sent to immunization registry 
-----
PCP notes that DTaP was given in ER.  Notes that the patient is going to college, plans to live in dormitory, has not had a meningococcal vaccine and discusses risk, benefits and indications for the vaccine in this patient.  The patient decides to have the vaccine and it’s updated in the patient’s record.
	 
	IC (Doc Source)
	Data that might be appropriate to be reported to a immunization registry for teenager.
---

	E-2
	ED Summary
	2b
	State Health Agency
	Immunization registry variant
Immunization registry content updated for the pt
	IC (Doc Consumer)
	IC (C72)
	XDS Doc Source (IC Content) would need to go to SWPartners which would translate into a HL7 v2 msg

	E-2
	ED Summary
	3
	Home
	XPHR and Lab report are imported into the patient's PHR
	XDS.b (Doc Consumer)
[XDM variant]
	None (End of Act)
	In=XPHR Summary (Content Consumer)

	E-2
	ED Summary
	4
	Infrastructure
	Immunization Registry Explained
	 
	 
	 


Referral Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Reason for Referral 
MVA
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.1 

	History Present Illness 
MVA
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Active Problems 
None
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Current Meds 
None
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
None
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	History of Past Illness 
Routine childhood illnesses, no significant past illnesses
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
None
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
DT give at age 12

All other routine childhood immunizations are up to date
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
Not significant
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
No tobacco or alcohol use
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	Pertinent Review of Systems 
Otherwise negative
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
P: 92

BP: 110/70

R: 20

T: 98.4
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Physical Exam 
R arm in sling

Multiple abrasions on head and arms
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Relevant Diagnostic Surgical Procedures / Clinical Reports and Relevant Diagnostic Test and Reports
(Lab, Imaging, EKG's, etc.) including links. 
Laboratory normal

CT of brain normal
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Plan of Care (new meds, labs, or x-rays ordered) 
R arm casted

DTaP vaccine given

Wounds cleaned
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Advance Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Patient Administrative Identifiers
Handled by the Medical Documents Content Profile by reference to constraints in HL7 CRS. 
	R 
	

	Pertinent Insurance Information
Refer to Appropriate Payers Section -- TBD 
	R2 
	

	Data needed for state and local referral forms, if different than above
These are handed by including additional sections within the summary. 


	R2 
	


Composite Triage and Nursing Note Specification 
	Data Element Name 
	Opt 
	Template ID 

	Chief Complaint 
Rollover MVA
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.1 

	Reason for Visit 
Rollover MVA
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.1.1 

	Mode of Arrival 
Ambulance
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.10.3.2 

	History of Present Illness 
Rollover MVA
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Past Medical History 
Negative
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	List of Surgeries 
None
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
See above
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
See above
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
See above
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	History of Pregnancies
This section should contain one entry containing the date (TS) of last menstrual period for women of childbearing age, using LOINC Code 8665-2 DATE LAST MENSTRUAL PERIOD 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Current Medications 
See above
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
See above
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Acuity Assessment 
?
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.2 

	Vital Signs 
See above
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.2 

	Assessments 
See above
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.4 

	Procedures and Interventions
This section is used to record interventions or nursing procedures performed 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.11 

	Medications Administered 
Fentanyl 25mcg for pain
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.21 

	IV Fluids Administered 
NS 125cc/hour
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.6 

	ED Disposition
The ED Disposition shall have a Mode of Transport entry describing how the patient departed. 
Private vehicle
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.10 


ED Physician Note Specification 
	Data Element Name 
	Opt 
	Template ID 

	Referral Source 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.3 

	Mode of Arrival 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.10.3.2 

	Chief Complaint 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.1 

	Reason for Visit 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.1.1 

	History of Present Illness 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Advanced Directives 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Active Problems 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Past Medical History 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Current Medications 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Allergies 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	List of Surgeries 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.11 

	Immunizations 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Family History 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.14 

	Social History 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.16 

	History of Pregnancies
This section should contain one entry containing the date (TS) of last menstrual period for women of childbearing age, using LOINC Code 8665-2 DATE LAST MENSTRUAL PERIOD 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Pertinent ROS 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Vital Signs 
See above
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.2 

	Physical Examination 
Pain R upper extremity

Normal neurologic examination

Multiple abrasions on head and upper extremities
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.9.15 

	Assessements
This section shall be present when assessments and plans are recorded separately. 
MVA

R humerus fracture

Multiple abrasions
	C 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.4 

	Care Plan
This section shall be present when assessments and plans are recorded separately. 
Cast R arm

CT brain

Wound care

DTaP vaccine given
	C 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Assessment and Plan
This section shall be present when assessments and plans are recorded together. 
R humerus fracture
	C 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.5 

	Medications Administered 
Fentanyl 25mcg for pain
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.21 

	Intravenous Fluids Administered 
NS 100cc/h
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.6 

	Procedures Performed 
CT brain

Plain film R arm

Cast R arm

DTaP given
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.11 

	Test Results Lab, ECG, Radiology 
CT brain normal

Plain film R arm = humeral fracture
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.27 

	Consultations 
None
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.8 

	Progress Note 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.7 

	ED Diagnoses 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.9 

	Medications at Discharge 
Hydrocodone/acetaminophen 5/500mg, 1-2 orally four times daily as needed for pain
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.22 

	ED Disposition
The ED Disposition shall contain a mode of transport entry describing how the patient departed. 
Private vehicle
	R 
	1.3.6.1.4.1.19376.1.5.3.1.1.13.2.10 

	
	
	


PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Personal Information
See Personal Information 
	R 
	

	Name
See Personal Information 
	R 
	

	Address
See Personal Information 
	R2 
	

	Contact Information
See Personal Information 
	R2 
	

	Personal Identification Information
See Personal Information 
	R2 
	

	Gender
See Personal Information 
	R 
	

	Date of Birth
See Personal Information 
	R2 
	

	Marital Status
See Personal Information 
	R2 
	

	Race
See Personal Information 
	O 
	

	Ethnicity
See Personal Information 
	O 
	

	(Religious Affiliation[2])
See Personal Information 
	O 
	

	Languages Spoken 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


ACT H-1

	H-1
	Hosp Discharge Summary
	1
	Hosp2 Ward / Med Records
	55 y.o. right handed housewife slipped on an icy sidewalk and fell on outstretched left wrist. A displaced left distal radius fracture was diagnosed by wrist x-ray. Treatment consisted of closed reduction and application of external fixator. Pt. was admitted for observation because of tingling fingers. Pt. also has hx of 2 ppd smoking and occasional cough. A chest x-ray was also ordered.
Admitted pt has improved, discharged.  
Discharge summary shows uncomplicated post-operative course. Patient treated with oral Percocet for pain. X-rays of left wrist include injury films and post-reduction wrist film. Followup with surgeon in seven days.
Discharge Summary generated - sent via XDS. 
Pt Pickup Images at Med Rec [PDI variant]
	None (start Act)
	XDS.b (Doc Source)
[XDR variant]
[XDS-I Source variant]
	Out=XDS-MS Discharge (Content Creator)
Out=[XDS-I Source variant]
Out=FSA (Content Creator) [variant - Pain Scale and Braden]

	H-1
	Hosp Discharge Summary
	2
	PCP Office (or LTC for FSA variant)
	Follow up. Discharge summary consumed and viewed that was generated from hospital.  Document and images shown to patient. [Consumer XPHR generated (in cast variants that create XPHRs in a scene step 3).
	XDS.b (Doc Consumer)
[XDR variant]
[XDS-I Viewer variant]
[XD-Lab variant]
	XDS.b (Doc Source)
[XDM Variant]
	In=XDS-MS Discharge (Content Consumer),
In=XDS-I images (Viewer)
In=XD-Lab Content Consumer
In=FSA (Content Consumer) [variant - Pain Scale and Braden]
Out=XPHR Summary (Content Creator) 

	H-1
	Hosp Discharge Summary
	3
	Home
	XPHR Variant.  Pt XPHR is updated and results can be viewed at home. XDM + PDI Variant? 
	XDS.b (Doc Consumer)
[XDM Variant]
	None (end of Act)
	In=XPHR Summary (Content Consumer)


Discharge Summary Specification 
	Data Element Name 
	Opt 
	Template ID 

	Active Problems  Hypertension, Osteoporosis
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Resolved Problems 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Discharge Diagnosis Closed left wrist fracture, emphasema
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.7 

	Admitting Diagnosis Closed left wrist fracture
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.3 

	Selected Meds Administered Ancef 1 gm IV q 8 x 24, morphine sulphate 6 mg IV q4
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.21 

	Discharge Meds  Percocet 5/500mg 1 or 2 p.o. q 4-6 hrs, Calcium 600mg, Vit D 400 IU
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.22 

	Admission Medications Hydrochlorothiazide 25mg p.o. daily, ASA 81mg p.o. daily
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.20 

	Allergies Sulfa drugs
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Hospital Course Uncomplicated closed reduction of left wrist and application of external fixator. 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.5 

	Advance Directives No unusual measures
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	History of Present Illness 55 y.o. housewife slipped on icy sidewalk and fell on left wrist.
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.4 

	Functional Status Ambulatory without assistance.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.17 

	Review of Systems occasional cough, shortness of breath on exertion. 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.18 

	Physical Examination Swollen, deformed, tender left wrist. No numbness. Intact pulse.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.24 

	Vital Signs P 80, BP 140/90 T 37, O2 Sat 97%, Wt.155 lbs.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.25 

	Discharge Procedures Tests, Reports Closed reduction, application of external fixator to left wrist.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.29 

	Plan of Care Elevate left forearm for 48 hrs. Oral analgesics, Left shoulder, elbow ROM
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.31 

	Discharge Diet Regular, no added salt.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.33 


PHR Extract Specification 
	Data Element Name 
	Opt 
	Template ID 

	Personal Information

	R 
	

	Name

	R 
	

	Address

	R2 
	

	Contact Information

	R2 
	

	Personal Identification Information

	R2 
	

	Gender

	R 
	

	Date of Birth

	R2 
	

	Marital Status
Married
	R2 
	

	Race
Latina
	O 
	

	Ethnicity

	O 
	

	(Religious Affiliation[2])
Catholic
	O 
	

	Languages Spoken English, Spanish
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.1 

	Employer and School Contacts 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.2.2 

	Hazardous Working Conditions 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.1 

	Patient Contacts 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.4 

	Healthcare Providers Family Physician - Dr. Sam Burns, Orthopedist – Dr. Calvin Clarke
	R 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Insurance Providers Blue Cross Blue Shield of California
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.7 

	Pharmacy Walgreen’s
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.2.3 

	Legal Documents and Medical Directives Medical Power of Attorney
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.34 

	Allergies and Drug Sensitivities Sulfa drugs
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.13 

	Conditions Osteoporosis, emphasema
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.8 

	Conditions (cont) 
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.6 

	Surgeries Closed reduction, external fixation left wrist.
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.12 

	Medications – Prescription and Non-Prescription Hydrochlorothiazide 25mg p.o. daily, ASA 81mg p.o. daily
	R 
	1.3.6.1.4.1.19376.1.5.3.1.3.19 

	Immunizations Pneumovax, Flu
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.3.23 

	Doctor Visits / Last Physical or Checkup 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Hospitalizations Appendectomy 1965, Laporoscopic Cholecystectomy 1999
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Other Healthcare Visits 
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.3 

	Clinical Tests / Blood Type Hemoglobin 11.4gm, Het 34%, Potassium 4.0mg/dl
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.28 

	Pregnancies G3P3
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.4 

	Medical Devices 
	R2 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.5 

	Family Member History Father died age 72 – stroke. Mother han breast cancer
	O 
	1.3.6.1.4.1.19376.1.5.3.1.3.15 

	Foreign Travel Mexico 1 yr ago.
	O 
	1.3.6.1.4.1.19376.1.5.3.1.1.5.3.6 


---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Pain Score
	Pain Score Codes 

	Code
	Data Type
	Description 

	38208‑5
	CO
	A Pain Score made using the Numerical Rating Scale (NRS), where pain is assessed on a scale from 0 to 10. 


The <value> element records the assessed pain score. If using the NRS the pain is assessed using coded ordinal values that range from 0 to 10. 

The <interpretationCode> element should be present to provide an interpretation of the pain scale assessment using SNOMED CT. These interpretations are provided to assist decision support systems that are making secondary use of the assessment information, and are not intended to replace the score values. 

	Pain Score Interpretation Codes 

	Pain Score Range
	Code
	Description 

	0
	301379001
	No Present Pain 

	1-3
	40196000
	Mild Pain 

	4-6
	50415004
	Moderate Pain 

	7-9
	76948002
	Severe Pain 

	10
	67849003
	Excruciating Pain 


Pain score = 5
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Laboratory Observations

	Test Name
	Test Result
	Test Interpretation
	Reference Range
	Comment

	Hemoglobin
	11.4gm
	Low Normal
	11-14gm
	

	Hematocrit
	34%
	Normal
	33-44%
	

	Potassium
	40mg/dl
	Normal
	3.5-4.5mg/dl
	

	
	
	
	
	


Imaging Report
ER – PA and lateral left wrist. Moderate soft tissue swelling. Impacted fracture left distal radius. 
Fracture ulnar styloid. No soft tissue gas. Osteopenia.

Intra-op portable – PA, lateral left wrist. Near anatomic restoration of distal radial length and alignment.

Pins in metacarpals and radius. Fixation device in place.

Alt. – Upright chest x-ray. PA and lateral. Normal soft tissues. Radiolucency at both apices with loss of pulmonary markings. 

No infiltrates. Normal cardiac shadow.
Copyright HIMSS 2008-2009
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