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BIRTH RECORD




Birth record

* Basic information about the eHR Participant’s
birth, e.g. birth date time, birth institution,
birth weight, maturity, APGAR scores...

* Part of the information relating to birth would
be fall under the other sharable scope, e.g.
diagnosis, procedure, assessment



‘Mind map: Birth record

+ Birth Datetime

@ Birth Institution Code
= Birth Institution | @ Birth Institution Description

+ Birth Institution Local Description

= Birth Location )

Maturi

T Mode of Birth

¢ o =
. Birth Record |
\\_5_ TS

Duration of Membrane Ruptured (hour

Apqgar Score ) Legend

Birth Weiaht (am Mandatory for all Levels
Mandatory for Level 1
Mandatory for Level 2
T Birth Note Mandatory for Level 3
Conditional mandatory
Repeated data
Encrypted eHR storage

Code table
Recognised terminology
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Example - Level 1 (Birth record)

Entity Name Data requirement |Example (Certified
(Certified Level 1) Level 1)
- -l
Birth datetime I 11/02/2012

Birth institution local description

I\

St. Paul Hospital

Birth note

0

abc




Example - Level 2 (Birth record)

Entity Name

Validation Rule

Data requirement
(Certified Level 2)

Example
(Certified Level 2)

-

Birth datetime I 20/12/2011 21:22
Birth institution local I St. Paul Hospital
description
Birth location local O Born on arrival
description
Maturity at birth {week) Value between 20 to 44 ) O 36
Maturity at birth (day) Value between 1 and 6 O if [Maturity at birth (week)] 15 1
given
MA If [Maturity at birth (week)] 1s

) blank
Mode of birth O MSD
Duration of membrane O 3
ruptured (hour)
Apgar score {1 min) Value within 0 to 10 N\ O a8
Apgar score (5 min) Value within 0 to 10 O 9
Apgar score (10 min) Value within 0 to 10 O 10
Birth weight {gm) Value between 400 to 5000 O 2810
Birth note O abc




Example — Level 3 (Birth record)

Entity Name Validation Rule Code Table Data requirement Example (Certified
= = = (Certified Level 3) - Level 3) =
Birth datetime I 09/12/2001 23:59
Birth institution code Birth institution I PIMH N
Birth institution descnption Birth institution M Princess Margaret
Hospital

Birth institution local M Princess Margaret
description Hospital )
Birth location code Birth location 0 BBA )\
Birth location description Birth location I if [Birth location code] is given Born before arrival

MNA if [Birth location code] is blank

Birth location local I if [Birth location code] is given Born in taxi

>descrietinn NA if [Birth location code] is blank é
Maturity at birth (week) Value between 20 to 44 o 38 \
Maturity at birth (day) Value between 1 and & O if [Maturity at birth (week)] is given 5

MNA if [Maturity at birth {(week)] 15 blank

ﬁ=‘
Mode of birth 0 LSCS

Duration of membrane O 2
ruptured (hour)

Apgar score {1 min) Value within 0 to 10 O ]
Apgar score (5 min) Value within 0 to 10 O 10
Apgar score (10 min) Value within 0 to 10 o 10
Birth weight (gm) Value between 400 to 5000 O 3150
Birth note O abc




viewer: Birth rec

File

o ISR PPF Programmes || Administration || Information |

Edit View Favortes Tools Help

KA MAN WONG E¥8 Log out

OTTOVON HABSBURG Close Record
HKIC : 223589909 DOB : 04-Feb-2007 Age : 5 years Sex M Details » Select Participant w
m Local Mon-Local | Birth Records
Place of birth Hospital &

BRI AR 4 | i nsttuton HKSH
¥ Clinical Notes & Summary Date and time of birth 04-Feb-2007 18:00

Clinical Notes & Summary Maturity 39 weeks

Birth Records Mode of delivery Emergency LSCS

Encounters Duration of membranes ruptured (hour) 1

¥ Problem & Procedure Birth weight (gm] 3030

FProblem [ Diagnosis Apgar score - 1 min. 10

Procedure Apgar score - 5 min. 10

Other Investigation .

Apgar score - 10 min.

¥ Medication

o _ Birth Note
Prescribing History

Dispensing History
Laboratory Record

Biochemistry

Haematology

Microbiology
Radiology Record

Ultrasonography

Magnetic Resonance Imaging
Immunisation Record
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ted files: Birth rec

ata schema
—Birth record

e Codex
—Birth institution

—Birth location




Data schema: Birth record

Form _|Entity Hame Enilty I |Dennition DataType  [validafion |Repeaicd |Co0e Table | Daltarequirement | Data requirement | Daia equirement | Exampe Example Example
T]l]:n& [description) |Ruls Data [Cortifled Lovel 1) | [Certifed Lavel 2) | (Cartiflod Level 3) | (Cartied Level | [Corifed Level | (Cortified Level
[eoda) 1 2 3
Bith |Birh dat=me 100310 |The birth gale or bifh dateime of the [T5 | Time stamp M M M TIOZI0NZ | 20022011 2122 | (22001 23.59
Record 2HR Parizipant
Sith |Birh Instismon coge 2HR vale of the "Eanth NelAon cO0E[CE | Cooed Birn Ty ) M H
Record tabie, to defne the healthcars element Institution
nethution where the eHR. Paricipant
WaE D0Im
Bith [Birth Insttsson 1003107 |eHR description of the "B Insabom |51 | Siring Birh A ) M Princess Margaret
Record  |description code tabie, to define the healtheare Institution Hospital
nethution where the eHR. Paricipant
Was DOm. The Eﬂr."l Iresfufion
description] should match with [Sith
nstiution codel.
Bith  |Birh Instismon local  |1003108 |The local Gescripion of e heaincare (51 |5iing M M M 5. Paul Aospial | Gt Paul Hospit |Princess Margarel
Record  |description nethution where the eHR. Paricipant Hospital
WaE D0Im
Sith |Bifh locaton code [T003102 |2HR value of e Eirih locabon” code |GE | Cooed Birh location Ty ) 0 EEA
Fecond able, o define the lpcadon whane he elemen
2HR Paricpant was bam
St |Birih locaton 1003103 |eHR description of the “BIm locatio™ |51 [Siring Birh location Ty ) W 1T [Birih Iocation Bom before
Record  |description code tabie, to define the location where eode] Is given amtyal
e eHR Parigipant was bom. The NA If [Birth location
it Incation description] shouid eode] Is biank
match with [Birth location code].
Bith  |Bifh locaton local | [1003102 |Loca descripdon of he (ocabon where (51 | 5iing Ty 0 W 1T [Birih Iocation Bomonamival | Bom Iniad
Record  |description e eHR Pariigipant was bom £ode] 15 given
NA If [Birth location
epdled Is biank
Bt |Wiaturty at birlh (week) 100306 [The matuty peiod 3l DI presents In (W [MUmEnE [value Ty 0 0 % T
Record week netwean 20
indd
St |Wiaturty at birlh (day) (1003105 [The matuty at birth (day) 15 he WM [Mmenc  [value Ty O If [Maturity at barth | © I wiatuiity at i 1 E
Record remalning day of 3 weak of the maturtty netwean 1 weekjjisgiven |  (week)ls given
neriod at birm. This should be reag and MA If [Maturity at biri | NA i JMatunity at birin
together with Maturity at birth [week). {weekjjisblank |  [week) ls biank
St |Wode of oirn 100318 |The method By which e erm 5T |Ging A 0 0 NGO 505
mecord Daricpar was dellvanad
Sith  |Duralion of membrane (100309 |The duration In hour betwesn uplure [NM | Numenic NA 0 ) 3 2
Fecord I'I..FITJI'EEI | NN ) of the membrane and [abour
Bith  |Apgarscore (1min) (100311 [The Apgarscore takienat fminule WM |Mumenc  [value NA 0 ) B :
Record after birm within 0o
i
Bith  |Apgarscore (Smin) (100312 [The Apgarscore takien atSminutes  |NM |Mumenc [Value NA 0 ) g 10
Record after birm within 0o
10
Bith  |Apgarscore (10min) (100313 [The Apgar score takien at 10 minutes  [NM |Mumene  [Value NA 0 ) 10 10
Record after birm within 0o
10
Bith  [Bifhwelght(gm) 100314 [ThebimwelightingamofheeHR  [NM |Mumedc  [value NA 0 0 2610 S
Fecord Paridpar DETNean
40010
5000
St |Birh note 1003105 |The addtonal Imformation abowtthe  |[TR [Tet 0 0 0 a0 abe s
Record nith of the eHR Participant




Codex: Birth institution

Birth Institution
FPurpose : To indicate the institution where the eHR participant is born

Source:
Term |ID |eHR Value |eHR Description eHR Provider Registration ldentifier
KWH Kwong Wah Hospital
PMH Princess Margaret Hospital
PWH Prince of Wales Hospital
PYN Famela Youde Nethersole Eastern Hospital
CEH Clueen Elizabeth Hospital
CQMH (ueen Mary Hospital
TMH Tuen Mun Hospital
UCH United Christian Hospital
CH Canossa Hospital (Cantas)
EH Evangel Hospital
HKA Hong Kong Adventist Hospital
HKBH Hong Kong Baptist Hospital
HKC Hong Kong Central Hospital
HKS Hong Kong Sanatonum & Hospital Limited
MW M Matilda & War Memonal Hospital
PBH Precious Blood Hospital (Carnitas)
UH Shatin International Medical Centre Union Hospital
SPH 5St. Paul's Hospital
STH 5St. Teresa's Hospital
TWA Tsuen Wan Adventist Hospital




dex: Birth locatio

Birth Location
Purpose : fo indicate the location where the birth was taken place

Source - HA

BBA Born before amival Bom before armving the hospital

BOA Borm on armival Bom on amving the Accident & Emergency
Department

BlH Born in hospital Bom in hospital
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Allergy / ADR

— Include information on type of biological, physical
or chemical agents that would result in / is proven
to give rise to adverse health effects

— Details of the adverse reactions, if occurred,
should also be included

— Absence of the information does not imply the
absence of the condition

— Exclude “No known drug allergy” (NKDA) data

— No level 1 data



ey

@ Allergen Detail

Mind map: Aller

=@ Type of Allergen

7@/ Allergen - Recognised Terminology )

’

Allergen Name | Allergen
= Local Terminolog

Allergen [ \_

*v Allergy Note

Allergen Local Code

Y | @@ Allergen Local Description

| E Level of Certainty )

#\E Allergic Reaction i

Delete Allergen Reason

Allergen Remark

Legend
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Mandatory for all Levels
Mandatory for Level 1
Mandatery for Level 2
Mandatory for Level 3
Conditional mandatory
Repeated data
Encrypted eHR storage

Code table
Recognised terminology




Example - Level 2 (Allergy)

Entity Name

Data requirament

Example (Certified

(Certified Lavel 2) Level 2)
- -0 -

Type of allergen local - Unknown
description
Allergen local code - abc
Allergen local description I Fish
Level of certainty local O Mot sure
description
Allergic reaction local - Hash
description
Delete allergen reason - abc
Allergen remark - abc
Allergy note - abc




Example — Level 3 (Allergy)

Entity Name

Data requirement
(Certified Level 3)

Example (Certified Level 3)

-

Allergen - recognised terminology
name

M if [Type of allergen code] = "Drug”
MNAIf [Type of allergen code] = "MNon-drug” and
"Unclassify”

Type of allergen code I Dirug
Type of allergen description I Drug allergen
Type of allergen local description I Drug allergen

SHNOMED CT

Allergen identifier - recognised
terminology

M if [Type of allergen code] = "Drug”
MNAIf [Type of allergen code] = "Non-drug” and
"Unclassify"

8507004

Allergen description - recognised
terminology

M if [Type of allergen code] = "Drug”
MNAIf [Type of allergen code] = "Non-drug” and

Penicillin G

VA

"Unclassify”
Allergen local code O al234
Allergen local description I Feni G
——
Level of certainty code O S
Level of certainty description M if [Level of certainty code] is given sSuspected
MNA If [Level of certainty code] is blank
Level of certainty local description M if [Level of certainty code] is given Suspected
\_ MNA If [Level of certainty code] is blank
/| Allergic reaction code 2 2
Allergic reaction description M if [Allergic reaction code] is given Allergic rhinitis
MA If [Allergic reaction code] is blank
Allergic reaction local description M if [Allergic reaction code] is given Allergic rhinitis
\_ MNA If [Allergic reaction code] is blank

Delete allergen reason O abc
Allergen remark O abc
Allergy note O abc




Mind map: ADR

@17 Causative Agent - Recognised Terminalogy ;

Calsative Agent Mame { Causative Agent Causative Agent Local Code
\= Local Terminology f ) Causative Agent Local Description
i

= Levelof Severily
Adverse \ @@ Adverse Drua Reaction Descrintion
Causative Agent | |
Drug | Ly Delete Causative Agent Reason Legend
Reaction |
ausative Agent Remark andatory for al Level

Mandatory for Level 1
Mandatery for Level 2

% Adverse Drug Reaction Note Mandatory for Level 3
Conditional mandatory
Repeated data
Encrypted eHR storage

Code table
Recognised terminology
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Example - Level 2 (ADR)

Entity Name Data requirement Example (Certified

(Certified Level 2) Level 2)

- -0
Causative agent local code O 208
Causative agent local description M Feni
Level of severity local description O mod
Adverse drug reaction description O Skin rash
Delete causative agent reason O error due to wrong
patient

Causative agent remark O abc
Adverse drug reaction note O abc




Example - Level 3 (ADR)

Entity Name Code Table Data requirement Example (Certified
= (Certified Level 3) - Level 3) =

Causative agent - recognised Recognised terminology name - I HKCTT
(terminnlng\_; name pharmaceutical product

Causative agent identifier - I 12345

recognised terminology

Causative agent description - I Fenicillin

recognised terminology

Causative agent local code O 258
\Gausatiue agent local description I Fen
fﬁxel of severity code Adverse drug reaction severity O M <\

level
Level of severity description Adverse drug reaction severity M if [Level of severity code] is given Mild
level MNA if [Level of severity code] is blank
Level of severity local description M if [Level of severity code] is given Moderate
MA if [Level of severity code] is blank /

N A
Adverse drug reaction description O Angioedema
Delete causative agent reason O mixing patient entry
Causative agent remark O abc

Adverse drug reaction note O abc




HR viewer: Allergy & AD

e | http://portal.ehr.gov.hk20621/group/eve/eve-all ?p_auth=Rd P~BOX Fil eve-all - ehr.gov.hk

=N F=REXE
() 5 £od

File Edit View Favorites Tools

Help

i i

Seain IS PPP Programmes || Administration || Information |

Bk KWOK TAI MUI
HKIC - A98T7037A

m Local Mon-Local

DOB : 1916

S EEXE Ve

* Clinical Notes & Summary
Clinical Notes & Summary
Referral

Encounters

* Problem & Procedure
Problem [ Diagnosis
Procedure
Other Investigation

¥ Medication
Prescribing History
Dispensing History

¥ Laboratory Record
Biochemistry
Haematology
Blood Bank
Microbiology
Anatomical Pathology

* Radiology Record
General Radiology
Fluroscopy
Magnetic Resonance Imaging

Immunisation Record

Age - 96 years

Allergy & Adverse Drug Reaction

Allergen
Faracetamaol

Dimenhydrinate

Triloxane

Cefuroxime

Perindopril Tertbutylamine
Aspirin

ADR Causative Agent

Details »

Additional Information
Angiodema (Allergen Type: Drug

allernen” Allernen Note™ rash over truck
Allergen Type: Drug Allergen
FEMErK. PIron givern and Tasi Suosioed

Fash

Fash

Additional Information

ﬁ Mo Record

Allergy & Cloze Record b
ADR

Date Institution
04-Apr-2012 QMH
03-Apr-2012 QMH
05-Feb-2012 Dr. Hui Wing Yan Clinic
03-Feb-2012 Dr. Ma Lok Keil Clinic
24-Mar-2011 DH_I
24-Mar-2011 DH_I
Date Institution

KA MAN WONG B¥ Logout =~

Legend »
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Related files: Allergy / ADR

e Data schema
— Allergy

e Codex

1. Recognised
terminology name —
pharmaceutical
product

2. Allergy level of
certainty

3. Allergic reaction

Data schema

— Adverse drug reaction

e Codex

1. Recognised
terminology name —
pharmaceutical
product

2. ADR severity level




Data schema: Allergy

Form  |Entity Hame Entity ID_|Definitlon Data  |Data Type |valloabion Rule Repeated |Cooe Tabls | Dala requirement | Data requirement | Example [CariiNed | Example [Cerifed
Typs  [|idescription) Data {CortiNed Lavel 2) | [CortiMed Lavel 3) Lavel 2) Level 3)
[code]
Allergy |Type of allergen code | 1D03138 |aHR value of me -Type of allergen” code . |CE Coded R Type of A M Drug
iabis glement alergen
Allergy | Type of allergen 1003130 |eHA description of the “Type of alergen” |51 String R Type of A, M Dwug alengen
gescplion o taible, should match with [Type of alargen
alliergen code)
Allergy |Type of allergen loca | 1003140 |Local descripbon of e type of alengen &7 Sring R o M Inknown Dwug alengen
descrpdion
Allergy |Allergen - recognised | 1003133 |REcOgriced Erminoiogy | Ciassmeaton 581 |CE Coded T &HR valle = HRCTT, allowabie | Recognised A, M I [Type of allergen SNOMED CT
tesmirlogy name for the allengen element nature |5 "Pharmacsutical berminciogy 0ge] = "Dy
product”; If eHR value = SNOMED name - N If [Type of allergen
CT, allowable herarchy Is phamaceuti: code] = "Hor-drug
"Phanmaceutical / biologic al product and “Unciassity”
product”
Allergy |Allergen lgentoier - 1003122 |Urique Igenter of te alergen Inme CE Coged [Allergen Igentner - recogrised |k A, W I [Type of aliergen TIE07004
recognised tErminology recogris=d Erminoiogy elemeni ierminalogy] should be Inciuded In oide] = “Dineg”
the selected recognised N If [Type of allergen
terminalogy of the Recogrised coe] = "Nor-drag
termminglogy name - and “Unciassty”
pharmaceutical product code
1abis.
Allergy |Allergen descripion - 1003135 |Descripbion of the alengen In recogrised | |GE Coded {Allergen descrplion - recognised | A W T [Type of allergen Penigiin G
recognised Erminology terminokgy elemeni ierminalogy] should be matched o] = "Dy
with the comesponding M, I [Typ= of allergen
descripion of the seiected o] = "Nor-drag
[Allergen identfier - recogrised and “Unciassty”
'.Em'll'@!'
Allergy |Allergen ocal cooe 1003136 |Loca cooe of e allergen developed by e |51 String R 0 F alz3d
nealthcare Ef"ﬁllﬁ-ﬂ]’.l:ﬂ
Allergy |Allergen local Gescripon | 1003137 |Local fescripbion of he alergen oeveloped |51 String R W FEen Penl G
oy the healtheare onganisation
Allergy |Level of cerinty code MR value of ME “Alengy level of certainty.  |GE Coted R Allergy Ievel A 0 3
code table, 10 define the level of certainty of element of cestaity
the allergen causing an allergic reaction
Allergy |Level of cerainty eHR description of the - Allergy level of =T String R Allergy Ievel A W IT [Level of certainty Suspecied
fescriplion certalnty” code table, 10 define the level of of cestaity cote] Is ghven
cartalnty of Me allergen causing an allerglc MA. If [Lewel of centalnty
reaction. The [Level of certalnty description] cote] Is biank
should match with JLeved of certainty code]
Allergy |Level of cerinty 1oca [OCa descripbon of e level of cerainty of ST String E 7] W IT [Level of cernainty MO 5UTE Suspecied
gescrplion the allergen causing an allergic reaction 0] 15 given
MA If JLeveel of cartainty
cote] Is biank
Allergy |AJIErgIC rEacion cooe eHA valle of ME "AlleNgic reaclion” code  |GE Coted E Allergic A, 0 ]
13bi2 glement reacion
Allergy |Allergic reaction eHR description of the "Allergic reaction™ |57 String R pllergic A M IT [Allengic reaction Allengic mhinitis
gesorplion codie taiole, should matzh with [Allerglc reaction pode] |15 given
reaction cooe] NA, If [Allergl: reaction
cod] |5 biank
Allergy |AIErgic reasion 1ocal [0ca descripbon of e alergic reachon a7 String G 7] W T [Allengic reaction Faeh Allengc hinis
gesorplion pode] 15 given
NA, If [Allergle raaction
cod] |5 biank
Allengy |Delete allergen reason | 1003145 |Reason of deebon of the allergen &7 Siring G ¥] 0 F abe
Allergy |Allergen remark 1D03146 |Additional Informiation about the allergen |57 String ) 0 ane abe
Allergy |AIErgy note 1003147 |The addiona Mformalion 00U he alergy |51 String 0 F abc




Data schema: ADR

eHR Sharable Datas - Adverse Drug Reaction

Form Entity Mame Enfity IO |Definition Diata Data Type |Validation Rule Repeated |Code Table Data requirement Data requirement | Example [Certified | Example (Certified
Type {description) Data [(Certified Level 2) [Certified Lewvel 3) Lewel 3} Lewvel 3}
{code)
Adverse Causative agent - 1003142 |Recognised terminology / C Coded if eHR value = HECTT, R Recognisad A M HECTT
Crrug recognised terminobogy classification set for the causative glement allowabls naturs is terminakogy
Reaction nams agent “Phamaceutical product”; if narme -
eHR value = SNOMED CT, pharmaceutical
allowable hierarchy is product
"Phamaceutical § biologic
proguct”
Adverse Causative agent identfier - 1003150  |Urnigue identifier of the causative CE Coded [Causative agent identifier-  |R MA I 12345
Dirug recognised terminclogy agent in the recognised terminclogy element recognised terminology]
Reaction should be included in the

selected recognised
terminology of the
"Recognised terminalogy
name - phammaceutica

proguct” code igble
Adverse Causative agent 1003151  |Descripfion of the causative agent in |CE Coded [Causative agent descrphion - [ MA M Penicillin
Dirug description - recognised the recognised termnology element recognised terminology]
Reaction terminology should be matched with the

comesponding description of
the selected [Causative agent
identifier - recognised

terminology]

Adverse Causative agent local code (1003152 |Local code of the causative agent 5T String R 0 0 258 258
DCrug developed by the healthcare
Reaction organisation
Adverse Causative agent local 1003153  |Local description of the causative ST String R M M Pen Pen
Dirug description agent developed by the healthcare
Reaction organisation
Adverse Level of severity code 1003158 |eHR value of the "Adverse drug CE Coded R Adverse drug MA 0 M
Dirug reaction severity level” code table element reaction sewverity
Reaction lewvel
Adverse Level of severity 1003152  |eHR description of the "Adverse drug [ST String R Adverse drug MA M if [Level of severity Mild
Dirug description reaction severity level” code, should reaction sewerity code] is given
Reaction match with [Level of severity code] level WA if [Level of severity

code] is blank
Adverse Level of severity bocal 1003180  |Local description of the adverse dreg (ST String R 0 M if [Level of severity mad Moderate
Dirug description reaction severity level code] is given
Reaction WA if [Level of severity

code] is blank
Adverse Adverse dnsg reaction Description of the adwerse drug 5T String R 0 0 Skin rash Angicedema
Dirug description reaction
Reaction
Adverse Celete causative agent 1003185 |Reason of deletion of the causative  [ST String R 0 0 ermor due to wrong mixing patient entry
Dirug reason agent patient
Reaction
Adverse Causative agent remark 1003185 |The addiional information about the  [ST String R 0 0 abe abe
Dirug causative agent
Reaction
Adverse Adverse dreg reaction note |1003187 | The addiional information about the  |5T String 0 0 abe abe
Dirug adverse dnag reaction o a causative

Reaction agent




Codex: {1]!

RT name - pharmaceutical product
(only 3 allowable RT)

Recognised Terminology Name - Pharmaceutical Product
Purpose: to define the names of the recognised terminology for pharmaceutical product

TermID  |eHR Value |eHR Description Allowable Values
HKCTT Hong Kong Clinical Terminology Table Nature = Pharmaceutical Products
CPP Compendium of Pharmaceutical Products All values

SNOMED CT |Systematized Nomenclature of Medicine - Clinical ~ |Hierarchy = Pharmaceutical / biologic
Terms product




Codex:
Allergy level of certa

Allergy level of certainty
Purpose: to define the certainty of the allergy

Souce: e-HR

Tem D |eHR Value |eHR Description
S Suspected

C Certain




Codex: Allergic reaction 4

Allergic Reaction
FPurpose: to define the allergic reaction

Souce: HA

Term ID eHR Value |[eHR Description
1 Allergic contact dermatitis
2 Allergic rhinitis
3 Anaphylaxis
4 Angioedema
9 Aplastic anaemia
6 Asthma
[ Atopic dermatitis
8 Cholestasis
9 Eczema
10 Erythema multiforme
11 Erythema nodosum
12 Erythroderma
13 Exfoliative dermatitis
14 Fever
15 Fibrosing alveolitis
16 Fixed eruptions
17 eneralised liver damage
18 Haemolytic anaemia
19 Photosensitivity
20 Pruritis
21 Rash
22 Serum sickness
23 Stevens-Johnson Syndrome
24 Toxic erythema
25 Urticaria
26 Others
27 Manifestation uncertain




Codex:
ADR severity lev

Adverse Drug Reaction Severity Level
Purpose: to define the severity level of the adverse drug reaction

Reference: HA

Tem ID eHR Value  |eHR Description

M Mild

5 Severe




CLINICAL NOTE / SUMMARY
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Clinical note / summa

ins information that record/summarize the '
followings of a particular clinical encounter/episode:

— Reason originates the episode & eHR participant condition during initial encounter
— ADR, allergies and clinical alert found during the encounter/episode
* these info should also be separately sent to the eHR as the appropriate section
— Major diagnostic findings during the course of the episode
— Problems identified

— Significant procedures performed & other related therapeutic treatment, e.g.
medication

— eHR participant’s condition, therapeutic orders or treatment plan for that
encounter or while preparing a periodic episode summary or upon termination of
an episode

— FU arrangement
— Education to the eHR participant / family, if applicable

* Level 1 data only



ap: Clinical note / su

v Report Start Date Clinical meaningful

Report Period report title, e.g.
/' Report End Date P » €8

+ E Type of Clinical Note / Summa

discharge summary

+ Clinical Note | Summary Report Title

( Clinical Note | Summary Report Date

Clinical Note / Summary Report /- -
@Nnte /| Summary _ /1™ Clinical Note /| Summary Report (PDF)
\_[/1™ Clinical Note /| Summary Report (Text)

Clinical Note / Summary Highlight Legend
Mandatory for all Levels

*y Clinical Note / Summary Remark Mandatory for Level 1
Mandatory for Level 2
Mandatory for Level 3
Conditional mandatory
Repeated data
Encrypted eHR storage

Code table
Recognised terminology
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Example — Level 1
(Clinical note / summary)

Entity Name Code Table Data requirement Example (Certified
- - (Certified Level 1) - Level 1) -
Report start date i 12/9/2010
Report end date M if [Type of clinical note / summary] 16/09/2010
eHR value = "IP" & "A&E"
Type of clinical note / summary code |Type of clinical i IF B
note /
Type of clinical note / summary Type of clinical I In-patient record
description note /
Type of clinical note / summary local I Hospitalisation record
description
<
Clinical note / summary report title i Discharge summary
Clinical note / summary report date O 2172012
Clinical note / summary report (FDF) M if [Clinical note / summary report Fone
(Text)] 15 blank Y

Clinical note / summary report (Text)

M if [Clinical note / summary report
(PDF)] is blank

=

Clinical note / summary highlight

O

Fever for Ix

Clinical note / summary remark

O

abc

&
J— [ —



eHR viewer:
Clinical note / summary

| PPP Programmes || Administration || Information |

Viewer KA MAN WONG B¥ Log out

BlkiE KWOK TAI MUI Allergy & Close Record
HKIC - ASEGT037A DOB : 1916 Age - 96 years sSex F Details ADR Select Participant »
Clinical Notes Legend » - | Report Content
Type: Al =] Last1year [=] = Ae b Page[1 of2 [ Q1 I 2 2 115%[=]
Discharge Summary - -
Inpatient record F
06-Apr-2012 to 09-Apr-2012 . . T
aMH T Hospital Authority (Case No: HN12345678(9) HKID: A9B7037(A)
Discharge Summary Queen Mary Hospital Name: KWOK, TAI MUl
Inpatient record MRN: DOB: 1916 =
03-Apr-2012 to 05-Apr-2012 Sex F Age: 96y
G Discharge S
e | scharge Summary Ward: E2 Spec: ORT [HKID]
Outpatient record Discharge Information
05-Feb-2012 Dabe of Admission: 06 -04-2012 Planned Date of Discharge: 09-04-2012 | &
- Dr. Hui Wing Yan Clinic Drug Allergy:
Consultation Note
Outpatient record Batient Information
26-Jul-2011 Housshold information: Family Spouse, Chidren
PYH Physical condition: BP - upper / lower: 147 mmMg /87 mmHg Pulse: 87 /min  RR: 16 / min
Consultation Note Temp.: 365 &C tympanic Mantal state: Orentated
;”tgat'ﬁgggmm Patisnt Condition at discharge NMAry of NUrsing care plar
DI—I e 1. Communication
Haaring: Mormal
2. Respiration
Normal "V - Usa: Puff KX K
Remarks: The additional information about the episode




Related Files:
inical note / summar

e Data schema

—Clinical note / summary

e Codex

—Type of clinical note / summary




Data schema: Clinical-note / summary

Form Entity Mame Entity ID |Definition Data |Data Type Validation |Repeated |Code Table Data requirement Example
Type |{descripticn) (Rule Data (Certified Lewvel 1) | (Cerfified Lavel 1)
(code)

Clinical Mote / [Report start date The start date of the report of the healthcare (TS Time stamp M 8272010
Summary Service:

1} For In-patient; Use Admission Date

2} For out-patient Lse Attendance Date

3} For AGE: Use ASE Admission Date
Clinical Mote /|Report end date The end date of the report of the healhcare (TS Time stamp Mot eadier M if [Type of 16/ 082010
Summary Service: than the clinizal note |

1} For In-patient; Use Discharge Date [Report start summary] eHR

2} For out-patient Optional date] value ="IF" &

3 Far AEE: Use AEE Discharge Date "ARE"
Clinical Mote /| Type of clinical note | eHR value of the "Type of clinical note / CE Coded Type of clinical M P
Summary summary code summary” code table element nofe ! summary
Clinical Mote /| Type of clinical note | eHR description of the "Type of clinical note [ |5T String Type of clinical M In-patient recond
Summary summary description summary” code table, [Type of dinical note | nate / surmnmany

summary description] should match with [Type

of clinical note / summary code]
Clinical Mote /[ Type of dlinical note | Local description of the type of clinical note /- [ST String M Haospitalisation
Summary summary local description EUMMary recornd
Clinical Mote /| Clinical note § summary Report title of the clinical note [ summarny ST String M Discharge
Summary report fifle SUMMary
Clinical Mote /| Clinical note § summary The documentation date of the clinical note /(TS Time stamp o 22012
Summary report date summary report, IF this decumentation date is

not available, use the report creation date.
Clinical Mote /| Clinical note [ summary Clinical note / sumnmary report in Poriable ED Encapsulated M if [Climical note / e
Summary repart (PDF) Document Format (FOF) data SUMMary report ,L-

Text}] is blank -
Clinical Mote /| Clinical nete [ summany Clinical note [ surnmary report in text format  [TX Text M if [Clinical note /
Summary report (Text) SUMMary report
(FDF}] is blank

Clinical Mote ! |Clinical note [ summary Summary of important notes for the clinical 5T Strimg i Fewver for |«
Summary highlighit note / summary, e.g. important findings
Clinical Mote ! |Clinical note [ summary The additional information about the clinical  |TX Text i abec

Summary

remark

note | summary




Codex:
Type of clinical note / summary

Type of clinical note / summary
Purpose : To indicate type of clinical note / summary
Source : HA ePR

Term ID |eHR ValueleHR Description Definition
. Record generated during receiving
AE Accident and emergency record care in Accident and E_merqencv_
op Outpatient record Record generated dunng out-patient
attendance _ _
1= Inpatient record ?;{;G[d generated durng inpatient
OTH Other record Record generated with unidentified

healthcare service type Is received




RADIOLOGY EXAMINATION

B I8 355 @
By A
chealth QD



Radiology examination

 Radiology result would include radiology report
and images
— Images: to be implemented in later phases

* Sub-classified according to radiology modality,

e.g.

— plain x-ray, fluoroscopy, ultrasound, CT, MRI, NM,
angiography and vascular IR, non-vascular IR, PET &
others



m map: Radiology examin:

is Fadiology Request Healthcare Instrtutu:ur
Fadiolooy Feguest
SRS '<: Fadiology Fequest Mumber

/- "\/__u Radiolocy Examination Datetime
| Radiology * Ra i odality Code

- Fadinlo
'@aminatinn

Fadiolooy Examination Marme

o
-
S e—

Fadiology Examinaion Perorming Institition

# Radiology Examination Healthcare Staff

Fadiology FHeport Title

Legend Fadiology Feport Fadiology Repart Date
v Mandatory for all Levels h-.“ HEIIjimEIEI'!." HEFIEITT |:|:l DF:'
o Mandatory for Level 1 _
2 Mandatory for Level 2 ‘.ﬁ HHEIIE”EIEI'!." HEF":IH 'lTE}:t:'
& Mandatory for Level 3 Fadioiogy Imaging (Mot yet implemented
£ Conditional mandatory
= Repeated data | | | | Not yet
%  Encrypted eHR storage s Radiolony Examinaiion Eemark : :
= Code table implemented in
picg Recognised terminology phase |




Example — Level 1
(Radiology examination)

Entity Name Data requirement | Example (Certified

(Certified Level 1) Level 1)

- o -
Radiology request number . 832145
Radiology examination datetime V] 12/6/2010
Radiology modality code V] CT
Radiology examination name . brain
Radiology report title O CT brain report =\
Radiology report date O 12162010
Radiology report (FDF) O one
.:-*["'

Radiology report (Text) O

Radiology examination remark . abc




Example — Level 2

(Radiology examination)

Entity Name

Data requirement
(Certified Level 2)

Example (Certified Level 2)

-

N

Radiology request healthcare institution local description O Dr. Chan Clinic
Radiology request number O 3256
Radiology examination datetime I 12/6/2010
Radiology modality code I MR
Radiology examination name O Head and neck
Radiology examination performing institution local description O Dr. Chan Clinic
Radiology examination healthcare staff English surname O Chan 7
Radiology examination healthcare staff English given name O Tai Man
Radiology examination healthcare staff Chinese name O [ =
Radiology examination healthcare staff type local description O Supervisar

. : <
Radiology report title O MRI on Head and Meck report
Radiology report date O 12/6/2010
Radiology report (FDF) O —

I-\_

Radiology report (Text) O
Radiology examination remark O abc




Example - Level 3 (Radiology examination) (1)

institution identifier

Entity Name Code Table Data requirement Example (Certified Level 3)
(Certified Level 3)

ﬁadinlngy request healthcare institution 0 KH

dentifier

Radiology request healthcare institution M if [Radiology request institution identifier] is given Kowloon Hospital

description NA if [Radiology request institution identifier] is blank

Radiology request healthcare institution M if [Radiology request institution identifier] is given Kowloon Hospital

local description NA if [Radiology request institution identifier] is blank

Radiology request number 0 123546

Radiology examination datetime IV 12/6/2010

Radiology modality code ﬁadinlngy I cT

modality

Radiology examination name 0 Abdomen and pelvic

/ﬁadinlngy examination performing 0 KH

Radiology examination performing
Institution description

M if [Radiology performing institution identifier] is given
MNA if [Radiology performing institution identifier] is blank

Kowloon Hospital

Radiology examination performing
institution local description

\

.

M if [Radiology performing institution identifier] is given
MA if [Radiology performing institution identifier] is blank

Kowloon Hospital




=

p Example - Level 3 (Radiology examination) (2)

ntity Name Code Table Data requirement Example (Certified Level 3)
(Certified Level 3)

Radiology examination healthcare staff O CHSMLO1
/identifier
Radiology examination healthcare staff |Healthcare staff O F - Prof
English name prefix English name
prefix
N
Radiology examination healthcare staff O Chan

English surname

Radiology examination healthcare staff O Tai Man
English given name

Radiology examination healthcare staff 0 i =
Chinese name
Radiology examination healthcare staff 'Healthcare staff O P - & 4
\Ghinese name suffix Chinese name
> suffix
/ Radiology examination healthcare staff |Procedure O C
type code healthcare staff
ype
Radiology examination healthcare staff M if [radiology examination healthcare staff type code] is given Chief procedure healthcare
type description MA if [radiology examination healthcare staff type code] is blank staff
Radiology examination healthcare staff M if [radiology examination healthcare staff type code] is given Chief in-charge
type local description MA if [radiology examination healthcare staff type code] is blank
/ﬁadiulugy report title O CT scan of abdomen report
Radiology report date O 12/6/2010
Radiology report (FDF) O -....-L
Radiology report (Text) O
\| /
Radiology examination remark 0 abc




eHR viewer:
adiology examinatio

ElAfk KWOKTAIMUI Allergy & Close Record ™

HKIC : A9BT03TA DOB : 1916 Age : 96 years Sex:F Detsils » ADR
m Local MNon-Local | Radiology Record Legend » |
A= Va | Date View | Document View  Modality: ALL [=] Last1year [=]
v Clinical Notes & Summary Exam Date ~ Modality ¥ Examination # Performed At ¥ -

Clinical Notes & Summary 20-Jun-2012 MR T @ MR-BRAIN (PLAIN-CONTRAST) SPH

Referral 08-Apr-2012 FL 'E;] Videofluorographic swallowing study QMH

Encounters P TR S ChestPan e

+ Problem & Procedure e st eam o

Problem / Diagnosis 23-Feb-2012 AR 'E;I Chest (Plain) HKS

Procedure 14-Feb-2012  XR T Chest (Plain) HKS

Other Investigation
¥ Medication

Prescribing History
Dispensing History
¥ Laboratory Record

Biochemistry : )
Haematology _ Text Report .
Blood Bank History:
Microbiology Admitted for chest infection. Incidentally found to have RUL opacity, LZ rounded opacity. Right shoulder pain.
Anatomical Pathology

+ Radiology Record Chest X-ray (AP sitting, apico-lordofic and lateral views):

There is a 1.6 cm rounded opacity noted over left lower zone, showing no significant interval change since March 2001. A slow growing

General Radiology
neoplasm has to be excluded. Further CT assessment suggested.

Fluroscopy

Magnetic Resonance Imaging X-ray Left Shoulder (AP & lateral views):

Immunisation Record Mild irregularities are noted over the greater tuberosity of the left proximal humerus, suggestive of degenerative change. No other bony lesion
is seen. Joint spaces and articular alignment appear unremarkable. The LLZ opacity noted on the chest film is also visible.




Related files:
adiology examinatior

* Data schema
— Radiology examination

* Codex
— Radiology modality
— Healthcare staff English name prefix
— Healthcare staff Chinese name suffix
— Procedure healthcare staff type




Data schema: Radiology examination (1)

Form Enify Hama Entity |Defintbon Ciada Trpe |Data Type Valdation |Repsaied |Code Tabds Diata requirsmend Data requirsmsnt Diarta requiremen Exampls [Coriffied Example (Cartifad Exampls [Coriffied
] [ooda] [decaripbon) |Fula Data [Coartfed Laved 1] [Cwrtifed Lewsl 2] JCertiiad Leasved 3 Leewed 1) Lawal ) Lisawed 3)
FRadiohogy Riadioiogy request A unigue denifier assigned by eHR Healthcane Prosider indes o CF Coded A BA, o KH
Examinadon: heaifcare instbubon each healhcans instiution who ceated Fe radiology reguest element
idenEfier
FRadiokogy Radiciogy neguest Desscripbion of the: healhcare institution who orealed the sdology| ST Siring 351 P& M I [Radoiogy nequest = owioon Hospita
Exarinadon heeadicare Instoubion request Instfution koeeEfer] s
desoription given:
MA T [Radoiogy
neguest IRSTtuton
genifier] ks bank
Fadiodogy Radiciogy reguest Licszal desseripbion of e healfcare insttution who creaied the ET Siring 5] [=] M If [Rvdiologry nequest Dr. Chan Clinic = winon Hosna
Examinadon: heaifcare instiubon ocal radickogy reguest Instirtion denifier] i
desoription given:
A, T [Fadoiogy
nequest InsHtubion
denifier] ks biank
Raiod Oy MeQUESt Raamiter A Uigue deniTier kssued by e heathcane nsStuton who BT Sring o [=] o 3215 S537TE 123545
requests the rdlciogy sEaminsdon
Radiciogy examinaton Diate i frme whisn e adiclogy examination was performed. Fthe | TS Time stamp M X M 1272010 B0 1272010
‘i adiiory prooecuns eysminaion deie | e b mob avaiabie, on
use e report creabion date; T report creabion dage s nof
aralable, can use the submission dabe o eHRL
Radiciogy mocalty code e=5 walue of the "Radiciogy modality” code @b, io define CE Coded SF ]t ) (1] At (1] or kAR 3 ]
modality of he radoiogy examination element modally
Radiciogy =xaminaton The mame of the radiciogy examinabion such as e examinaton |ET Siring [=] [=] brain Head and nech Abdormen and peivic
name negionis] or skeis)
Riadiology &xaminaton A unigue denifier assigned by eHR Healthcane Prosider indes o CF Coded A BA, KH
perirming instution each healhcans instfution who perfomed the radiology element
denifier Examinadon
Rl oy Examinamn Description of the healhcare insiiubon who perfomed the BT Sring [ A, I [Radioicgy 00N Hos
parioeming nstaution radiclogy exsmination performing instution
desoription idenidfier ks piven
A, T [Radology
performing insttudon
idenitfier ks biank
Fadiodogy Radiciogy examinaton Licszal desseripbion of e heaffcare Instibution who perforred e |ET Siring 5] [=] M ¥ [Radioiogy Dr. Chan Clinic = winon Hosna
Examinadon: perirming insBution loca radickogy examination pesrforming insStudon
desoription idenidfier ks piven
A, I [Radkoiogy
performing insSudon
idenidfier is biank
Radoiogy =xaminabiion A unigue idenifier of T healthcare: staft wio performed e = Coded IR 5] A, [=] CHEALOT
healtoare sia® dentifer radiciogy examination element
Radiciogy =xaminaton e value of the "Healthcare staff Englsh name prefy” code = Coded & HealFcare sia® 5] A, [=] P - Pmd
healfcare sia® English b, o define the prefy of e English name of e healffcan element Engilsh name
name prefis siaiT wivo performed the mdoiogy Examinaton prefix
Riadiology &xaminaton Eumame name in English of the heathosne stafT who pefomed  |ET Siring = A [+ o Chan Cean
healfcare sia® English o= radiclogy examination
ELIMAITE
Radioiogy sxaminaton Ghven rame in English of the healfcare sia® who periored e |ET Siring = 351 O o Tal Mian Tal kan
heeadicare six™ Engilsh radickogy sxamiration
QiveEn name
Radiciogy =xaminaton Full resme in Chinese of the Feafhcars sSaff who periormed the  |ET Siring & 5] [=] [=] - -
healfcare staf Chinese radiciogy examination. Encoding mesthod: uniccoe
name
Radiciogy examinaton e value of the "Healthcane st Chinese name suffy” code CE Coded & HealFcare sia® 5] A, [=] F- RS
healfcare s Chinese b, o define the suffi of the Chinese name of Te heathcan element Chinese rame
name sulT siall wiho performed the radiology examinaton sufTie
Radiclogy examinaton R walue of the "Procedure Feathoare st type™ code bl b [T Coded I Frocedune P, A L} [+
headcare six™ e code define the Reafhcars s bype who pefomed the mdoiogy Ehemsng rearhicane st
examinadon Eipe
Radiclogy examinaton R desorip@on of the "Frocedune heafthcans shiT e code BT Siring I 15 A M ' redokogy Chile procscure
heatcare six™ e taibie | b define the Reafhcare s ype who performed the aaarirabion Feeafhcare st
desoription radickogy examination heaithcane siall ype
Code] s ghien
HAE reedosngy
examiration
heaithcane siall ype
coade] Is bdank
Fadioiogy Rl oy Examinamn Licszal desscripbion of e healfcare st hypss who pefomred the [ET Sring = [ o M P rascobny Eupenyinor ChieT In-Crane
Exarinadon heaticare sty e local radickogy examiration egaminabion
desoription heaithcane siall ype
Code] s ghien
A, rascosmgy
examiration
heaithcane siall ype
coade] Is bdank
Fadioiogy Radioiogy neport Ste The e of the radoogy report BT Sring o o o CT orain negeort W1 on Head and Meck | MR on atsdomen and
Exarinaidon repeort pehic neport




chema: Radiology

yirll Sharai Oala - Rkl Examinaton

Radioiogy report dabe The documentalion datie of B radiokgy report, first use B st (T2 Time stamp
Examiraion eniciorsed dale; F rot avalabie, wese irst endorsed dabe; [ nof
Fyalabie, e radology sxaminaton dale.
Radiosogy Radaiogy neport (FDF) Report of e radkology =amination thal ks formafed In Portabie |ED Encapsuiaizd
Examinaion Docurment Format (PDF) daty
Radioiogy Radioiogy report (Test) Report of e mdkology examination thal ks performed in =t TX 1
Examiraion format
Radioiogy Radoiogy image accession Thie refenenios number of the rdlology mags(s) &T Siring o 2] 0 A3 Al2ne A6
Examinaion  |number
Radioiogy Radoiogy image The images of the rdiclogy sxmination
Exminaion
Radiosogy Radoiogy =xamination Thie additional imfbrmation aboaut the rdisiogy axmination TX Tt o 2] 0 abc i abc
Examimaion | remoak record




Codex: Radiology modality

Radiology Modality Table

Purpose : lo identify the Modality of the Radiology examination, the type of radiclogy examination
s0 that the report can be filed in the e-HR automatically
Reference: HA
Term ID eHR Value |eHR Description
AR General radiology
FL Fluroscopy
US Ultrasonography
CT Computed tomography
=1 Breast imaging
AEVIR Angiographic examination / Vascular interventional radiology
NVIR MNon-vascular interventional radioclogy
MRI Magnetic resonance imaging
NM MNuclear medicine
PET/CT Positron emission tomography / computed tomograhy fusion imaging,
PET/MR Positron emission tomography / magnetic resonance fusion imaging |
OTH Other radiology modality




Codex:
- HC staff English name prefix
- HC staff Chinese name suffix

Healthcare Staff English Name Prefix
Purpose : Title to address the healthcare staff in English
Reference : OGCIO

Tem ID eHR Value eHR Description
Prof Professor
Dr Doctor

Healthcare staff Chinese Name Suffix
Purpose : title to address the healthcare staff in Chinese
Reference : OGCIO

Temm ID [eHR Value |eHR Descnption

i 2 i A




odex: HC staff type

Procedure Healthcare Staff Type Table

Purpose : To Indicate the healthcare staff who chiefly responsible for performing the procedure
Source: HA
TemID  |eHRValue  |eHR Description

C Chief procedure healthcare staff

A Assistant procedure healthcare staff




INVESTIGATION REPORT




Investigation report

* Other than laboratory and radiology
diagnostics tests, other various types of
diagnostic reports would be fall into this
domain, for examples:

— Audiogram, Ambulatory BP monitoring,
Echocardiogram, Treadmill, Holter, PFT, EEG, EMG,
ESWL, ETT ...

* Level 1 data only



ap: Investigation |

Clinical meaningful

report title, e.g. : 4 Investigation Report Reference Date
Pulmonary function

test report

+ Investigation Report Title

/™9 Investigation Report (PDF

Investigation Report

/%9 Investigation Report (Text

Legend

Tl N ® © 4

Investigation Report Highlight

Mandatory for all Levels
Mandatory for Level 1
Mandatory for Level 2
Mandatory for Level 3 g Investigation Report Remark
Conditional mandatory
Repeated data
Encrypted eHR storage

Code table
Recognised terminology l [




Example — Level 1
(Investigation report)

Entity Name

Data requirement
(Certified Level 1)

Example (Certified Level 1)

Investigation report reference date

M

21172012

Investigation report title

M

Echocardiogram Report

Investigation report (FDF)

M if [Investigation report (Text)]

is blank P
Investigation report report (Text) | M if [Investigation report (FDF)]

15 blank
Investigation report highlight O Cardiac
Investigation report remark O abc




eHR viewer:
Investigation report

BlxiE KWOK, TAI MUI

Allergy & Close Record o

HKIC : A987037A DOB : 1916 Age : 96 years Sex:F Details » ADR
|| Other Investigation | tegena || | ] Report Content |
Pulmonary Function Test . 2 [H 48 2h Page[T oft [ €1 Ip 2 2 [115%[=]
12-Jan-2012 |
PWH ™ ' =
Echocardiogram
04-Jan-2012 " Hospital Authority Case No: HN12345678(9) HKID: A987037(A)
QEH A 5 :
Prince of Wales Hospital Name: KWOK, TAI MU
Spec. Pulmonary 4916
11-Nov-2011 0oB 3
PWH ¥ Pulmonary Function Lab Sex: F Age: 96y
Pulmonary Function Test Lung Function Test Ward: 3C Spec: SUR
22-0ct-2010
: 2) Active TB: No if Active TB, Start treatment since: . —!
Pulmonary Function Test 3) Current use of bronchodilator: No i
7% || 23-May-2008 4) NPA result: not indicated
PWH @ 5) Fever: No
Pulmonary Function Test 6) Simple Spirometry (FEV1, FVC): Yes
21-May-2007 7) Simple Spirometry pre & post bronchodilator: No
PWH = Full Lung Function:
8) Lung Volumes: No
9) Flow Volumes Loop: pre
10) Diffusion Capacity (DLCO): No
11) Body Box (please consult Resp. Team): No
12) PUPE Max: No
13) Remarks:
Investigation Highlight: Cardiac
Remarks: This is remark




Related file:
nvestigation rep

e Data schema

— Investigation report




Data schema:
Investigation report

eHR Sharable Data - Investigation Report

Form Entity Name Entity ID | Definition Data Data Type Validation |Repeated [Code Data requirement Example (Certified
Type (description) [Rule Data Table (Certified Level 1) Level 1)
(code)
Investigation |Investigation report The date when the investigation was (T35 Time stamp M 17212012
Report reference date performed. If the investigation date is
not available, use the report creation
date.
Investigation  |Investigation report The title of the investigation report a1 String M Echocardiogram
Repor title Report
Investigation |Investigation repart Investigation report in Portable ED Encapsulated M if [Investigation repart
Report (POF) Document Format (PDF) data (Text)] is blank __
Investigation |Investigation report Investigation report in text format TX Text M if [Investigation repart
Report report (Text) (PDF])] is blank
Investigation |Investigation repart Summary of imporiant notes for the 1) String 0 Cardiac
Report highlight investigation report, .. imporiant
findings
Investigation |Investigation report The additional information aboutthe  [TX Text 0 abe

Report

remark

investigation report




REFERRAL




Referral

* Referral documents the information that is
required when a healthcare provider refers all
or a portion of an eHR participant’s care to
another healthcare provider, and the reply
from the receiving healthcare provider to the

referrer

* Level 1 data only



Mind map: Referral ‘

+ Referral Date

Referral Reference Mumber

Type of Referral i

Feferral Feport Title

Feferral Report Date
o) Referral Report (PDF

Yo/ Referral Report (Text

Referral Report

Referral
Legend

v Mandatory for all Levels
o Mandatory for Level 1
2 Mandatory for Level 2
@ Mandatory for Level 3
z Conditional mandatory
@ Repeated data
L Encrypted eHR storage
E] Code table
"f.'i’ Recognised terminology

*u» Referral Remark




Example — Level 1 (Referral)

N\

Entity Name Code Table Data requirement Example
(Certified Level 1) (Certified Level 1)

Referral date I 17272011

Referral reference number O 125600

Type of referral code Type of O Request
referral

Type of referral description |Type of M if [Type of referral code] Is given Request referral
referral MNA If [Type of referral code] i1s blank

Type of referral local

M if [Type of referral code] is given

Request referral

description MNA If [Type of referral code] i1s blank
/ Referral report title O Referral to MCH
Referral report date O 17212011
Referral report (FDF) M if [Referral report (Text)] 1s blank o
j .
Referral report (Text) M if [Referral report (FDF)] 1s blank
Referral remark O abc

1




HR viewer: Referra

PPP Programmes || Administration ][ Information |
EBAH KWOKTAIMUI | :

Bara
rhealth

KA MAN WONG B3 Log out

HKIC : A987037A DOB : 1916 Age : 96 years Sex:F Details » ADR
Referral ' Legend » | | [Z] Report Content |
Lastiyear [v] | 2 [H & 2 Page[T of1 ] €1 D £ 2 [115%[7]
! |

Referral to CARDIO » — — - . - a T .
06-Apr-2012 F
QMH o Referral Letter
Referral to ENT CAR
15-Sep-2010 G/F, Ka Ka House, Wing Hon Estate
OH | Tok 2200-1234 |
el 1 —
Referral to MED LR R N 0610412012
08-Jun-2009 P A AL 3 Case no: HN1234567(8)
Chai Tai Man Clinic
>> To: Whom it may concern
Dear Sir/Madam,
Re: KOWK TAI MUI [A987037(A)] Sex:F Age:96y
n for referral: i

Thank you for secing the above-named patient.

Referral Information:

Other significant history and physical findings:

Relevant Investigation Reports:

Laboratory Results: e,

Remarks: The additional information about the referral




elated files: Refe

a schema
— Referral

* Codex
— Type of referral




Data schema: Referral

eHR Sharable Data - Referral

Form Entity Name Entity|Definition Data (Data Type |Validation |Repeated |Code Data requirement Example (Cerfified
ID Type |(description) [Rule Data Table (Certified Level 1) Level 1)
(code)
Referal Referral date The datetime when the referal is created / [TS Time stamp M 2112011
documented.
Refermral Referral reference A reference number issued by the al airing 0 125600
number healthcare provider for the refemal
Referral  |Type of referal eHR value of the "Type of referral” code  [CE Coded Type of 0 Request
code table glement refemal
Referral | Type of referral eHR description of the "Type of referral®  |ST Siring Typeof |Mif [Type of refemal code] is| Request refemral
description code table, should match with [Type of refemral given
referral code] NA if [Type of referral code]
s blank
Referral | Type of referral Local description of type of refemal ) Siring M if [Type of referal code] is| Request refermal
local deseription given
NA if [Type of referral code]
is blank
Referal Referral repaort title The title of the referral report al oiring 0 Refemral to MCH
Referral Referral report date The documentation date of the referral 15 Time stamp 0 211201
report, If the documentation date is not
available, use the report creation date.
Referal Referral report Referral repart in Portable Document ED Encapsulated M if [Referral report (Text])] is d
(POF) Format (FOF) data blank f[
Referral Referral report Referral report in text format TX Text M if [Referral report (FOF)] is
(Text) blank
Referral Referral remark The addiional information about the TX Text 0 abc

refemal




Type of referral
Purpose : To define type of referral

odex: Type of referra

Source
Term ID |eHR Value |eHR Description Definition
The request referral 1s made by a healthcare provider (refermng
Request Request referral provider) to refer a patient to other healthcare providers such as
specialists for ongoing care.
Reply Reply referra The _reply to a request referral i1s made by the referred healthcare
provider.
Unknown  |Unknown type of referral {The type of refemal is not known.




THANK YOU



