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Structuring the content of clinical communications in the Welsh Clinical Portal 
(Generic information framework for individual records, GENIFIR II)
Background

Principles and approach

Informing Healthcare has already outlined the principles being adopted for the design, standardisation, and implementation of clinical communications.
 The approach distinguishes between the Header and the Body of a clinical communication, where the Header contains information about the communication itself: where it is from, who it is about, its type, and its purpose, and the Body contains information in the communication specific to the type and purpose of that communication (i.e. the clinical content). A further document described the content of the Body of referral and discharge communications and introduced the idea that these documents could have ‘default’ content and ‘optional’ content, providing flexibility to the user whilst retaining the consistency required to enable re-use of information in other contexts.
 
IHC has also described the approach to structuring the content of clinical communications into ‘elements’ that represent the current health status of the individual,
 and its approach to the incremental introduction of consistency in clinical coding aligned to, amongst other things, the phasing of the Welsh Clinical Portal. 

Welsh Clinical Portal

The following paper describes the application of these concepts and principles to specific communications that it will be possible to create in the Welsh Clinical Portal. The Welsh Clinical Portal intends to provide clinicians with the ability to view patient information, enable clinical tasks, and document the detail of care. Whilst certain circumstances demand highly specific and detailed information to be captured, there are many circumstances where this is either unnecessary or has not been defined. In these cases a ‘generic’ approach is required to ensure that it is possible to record something about the care provided, even if it may be lacking in structured detail.
For this reason, the development plan for the Welsh Clinical Portal will take clinicians on a journey from making the most of existing information and documentation to creating increasingly structured documents that will collect the data require to provide patient centric views, drive decision support and ultimately support secondary uses such as clinical audit. 

The focus of this paper is the development of Welsh Clinical Portal version 2a, although the methods for creating a clinical communication will apply to version 2b. Version 2a is concerned mainly with standardising the structure of the Header of clinical documents (wherever created) so that they can be viewed in the context of the patient’s journey. Version 2a is less concerned with the structure of the Body (clinical content) of documents although documents created within the portal will be structured according to the GENIFIR approach.3 
Purpose

Primary purpose:
The primary purpose of this paper is to preview the information framework for: 

· Viewing documents (clinical communications) in the Welsh Clinical Portal (Header only)
· Creating the following documents in the Welsh Clinical Portal: 
· hospital to social care referrals;
· hospital to community nursing referrals; 
· clinic letters; and 
· discharge communications; and
· Structuring referrals from GP to hospital 
The incremental approach to the development, implementation and evaluation of the portal means that the current version of the framework is likely to change as it is used and tested in practice. 
Secondary purposes:
The framework will be used as a basis for developing standards for other types of clinical communication including in-hospital handover and other transfers of care in Welsh Clinical Portal 2b.

Informing Healthcare will support use of the framework outside of the Welsh Clinical Portal environment in order to facilitate: 

· migration of clinical practice: to encourage clinicians to use the framework in documentation in advance of the availability of the Welsh Clinical Portal;
· evaluation of the framework to support clinical communication in clinical contexts other than those defined above (e.g. GP referrals to hospital); and
· development of more detailed standards where more specific clinical detail is required (e.g. for capturing data from clinical assessments or reporting on procedures).
Benefits

The information framework will:

· facilitate the rapid creation of clinical communications within the portal by enabling clinicians to safely re-use information that already exists within existing documents, and retain it’s meaning and context;
· introduce consistency in clinical practice and the gradual introduction of common templates and forms for specific purposes

· facilitate the controlled introduction of datasets, coding and terminology, which will be used to support decision support and secondary uses; and
· enable versatility in clinical communications so that clinicians can communicate what they feel is most appropriate to provide an accurate picture of the patient’s health and social status.
Scope

The framework has been developed specifically for:

· Viewing documents (clinical communications) in the Welsh Clinical Portal (Header only)
· Creating the following documents in the Welsh Clinical Portal: 
· hospital to social care referrals;
· hospital to community nursing referrals; 
· clinic letters; and 
· discharge communications; and
· Structuring referrals from GP to hospital 
The framework currently excludes any other uses. However, it is intended that the framework will be enhanced to support Welsh Clinical Portal version 2b, which will facilitate structured clinical communications and include clinical codes.
The framework does not define the information models or the messaging standards that will be required to make documents transmissible electronically. These will be the subject of later documents. 

Overview of framework
As indicated above, the framework has two major components, the Header and the Body.

Header

The Header defines the clinical information needed to support viewing of clinical communications in the Welsh Clinical Portal: where it is from, who it is about, its type, and its purpose. It also defines the information needed that relates to the care event that the communication is associated with:

	· Credentials

· Provenance

· Transcriptionist

· Attribution (responsible clinician)

· Document stage

· Time/Date stamps

· Draft

· Version

· Validated

· Related process stage 

· Specific items to related processes 
· Individual patient (subject) details

· NHS Number 

· NHS Number status

· Local patient identifiers

· Previous patient identifiers

· Patient's name

· Patients usual address

· Postcode of usual address

· Contact details

· Birth date

· Sex

· Ethnic group 

· Religious observance

· Access requirements

· Personal preferences

· Legal issues
	· Carers and care relationships

· Registered GP name

· Professional carers

· Non-professional carers
· Type of communication

· Communication name

· Communication type

· Urgency

· Urgency reason

· Purpose of communication

· Sender details

· Primary recipient details

· Secondary recipients details

· Action required

· Confidentiality status

· Confidentiality status

· Care event summary

· Care event identifier

· Care event parent identifier

· Care event children identifiers

· Care event type

· Care event start time/date

· Care event finish time/date

· Presenting problems

· Procedures performed

· Diagnoses made

· Working diagnoses

· Clinical impression

· Excluded diagnoses

· Medications started

· Medications stopped


Body

The Body provides a structure for the clinical information that needs to be conveyed within a communication, broken into contextual ‘elements’. It should be noted that the framework does not imply that all communications will require all the elements to be used. Different communications will require a different set of (default) elements and clinicians will be able to use others when they feel it appropriate (optional) (see example scenarios below). The elements are listed below:

	· Problems

· Current problems (active)

· Past problems

· Diagnoses
· Current diagnoses (active)
· Past illnesses (inactive)
· Medications, diets and devices
· Ongoing medications
· Recent acute medications
· Non-prescribed medications
· Medication history
· Diets
· Devices
· Risks and Warnings
· Allergies
· Allergy description
· Intolerances
· Intolerances description
· Lifestyle risks
· Risks to self
· Risks to others
· Resuscitation status
· Resuscitation treatment
· Resuscitation review date
· Care plan
· Care plan objective
· Suggested actions
· Scheduled actions
· Procedures
· Procedure history
· Operations
· Immunisations and vaccinations
	· Review of case/clinical narrative 
· Review of case/clinical narrative 
· Test results
· Key test results
· Test results pending
· Test result history
· Social and functional circumstances
· Social circumstances
· Functional status
· Examination findings
· General observations
· Body systems
· Family history
· Family history
· Information given to patients and carers
· Information given to patients
· Information given to carers
· Outcomes
· Actual outcomes
· Patient perspectives
· Patient perspectives
· Sensitive information
· Highly sensitive information (not for sharing)
· Sensitive information (for recipient and patient only)
· Third party information (for recipient only)
· Event history 
· Care events
·  All events


The framework provides the elements, defines their meaning and indicates whether this will be recorded in free text, further structured by datasets or use clinical codes. The framework goes further to indicate which coding systems are expected to be used in Welsh Clinical Portal version 2b.

The framework is provided as an appendix to this paper.

How it will work
Users require that new data entry is kept to a minimum and that existing information should be re-usable in different clinical contexts. They also require that every individual needs to be able to write what they feel is appropriate, without being constrained to a specific template or minimum dataset, as well as use standard and custom templates for recording clinical information that have minimum datasets that can inform secondary uses. Each of these apparently conflicting requirements has been considered by the clinical design team within IHC, who have proposed a method that meets all the requirements. 

The clinical design for the creation of documents in the Welsh Clinical Portal is as follows:

Step 1 – Review existing documentation

Step 2 – Create document Header
Step 3 – Compile clinical content

Step 4 – Edit document

Step 5 – Send 

After step 3, data from the Header about the type, purpose and recipients of the communication is sent to a ‘knowledge information service’ that contains a template repository. This interprets the requirement and returns a bespoke document template containing ‘default’ fields that require completion. These default fields are pre-populated with information that has already been selected in step 3, with blank areas where further information is required. The document is then edited with new information added where necessary. 
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Figure 1

Process for creating a document within the Welsh Clinical Portal

This process should allow: 

· a significant degree of flexibility for clinicians to tailor the document to the patient; 

· a mechanism for implementing mandatory data requirements; and 

· the use of standard elements that can be re-used in future documents (each element can be further developed to contain coded data that can be used to drive decision support (e.g. to detect medication interactions) and for secondary uses). 

Scenario 1. Referrals from hospital to social care

The Header will be the common form, including the presenting problems, procedures performed, diagnoses made, excluded diagnoses, medications started, medications stopped during the related care event.
Proposed ‘default’ components for the Body will comprise:
· Current problems (active)

· Care plan objective

· Suggested actions

· Scheduled actions

· Review of case/clinical narrative 

· Social circumstances

· Functional status

· Information given to patients

· Information given to carers

· Access requirements

· General preferences

· Carer details

· Patient perspectives

· Legal issues

All other elements will be available as ‘optional’ if needed.
Scenario 2. Referrals from hospital to community nursing 
The Header will be the common form, including the presenting problems, procedures performed, diagnoses made, excluded diagnoses, medications started, medications stopped during the related care event.
Proposed ‘default’ components for the Body will comprise:

· Current problems (active)

· Current diagnoses (active)

· Current medications

· Non-prescribed medications

· Allergies

· Care plan objective

· Suggested actions

· Scheduled actions

· Review of case/clinical narrative 

· Social circumstances

· Functional status

· Information given to patients

· Information given to carers

· Actual outcomes

· Access requirements

· General preferences

· Carer details

· Patient perspectives

· Legal issues

All other elements will be available as ‘optional’ if needed.

Scenario 3. Discharge from hospital

The Header will be the common form, including the presenting problems, procedures performed, diagnoses made, excluded diagnoses, medications started, medications stopped during the related care event.
Proposed ‘default’ components for the Body will comprise:

· Current problems (active)

· Current diagnoses (active)

· Ongoing medications

· Current medications

· Suggested actions

· Scheduled actions

· Operations

· Review of case/clinical narrative 

· Test results pending

· Information given to patients

All other elements will be available as ‘optional’ if needed.

Scenario 4. Clinic letters

The Header will be the common form, including the presenting problems, procedures performed, diagnoses made, excluded diagnoses, medications started, medications stopped during the related care event.
Proposed ‘default’ components for the Body will comprise:

· Current problems (active)

· Current diagnoses (active)

· Clinical impression

· Current medications

· Care plan objective

· Suggested actions

· Scheduled actions

· Review of case/clinical narrative 

· Test results pending

· Information given to patients

All other elements will be available as ‘optional’ if needed.

Scenario 5. GP referrals to hospital

The Header will be the common form, including the presenting problems, procedures performed, diagnoses made, excluded diagnoses, medications started, medications stopped during the related care event.
Proposed ‘default’ components for the Body will comprise:
· Current problems (active)

· Current diagnoses (active)
· Ongoing medications
· Recent acute medications
· Allergies
· Lifestyle risks
· Suggested actions
· Operations
· Review of case/clinical narrative 
· Key test results
· Test results pending
Next steps
1. Establishment of clinical information group to develop the information framework for future versions of the Welsh Clinical Portal

2. Development of formal information models to support the information requirements implied by the framework

3. Review of technical standards to support document messaging, including:
a. HL7 CDA

b. OpenEHR

c. CEN ENV 13606

d. GP to GP

4. Development, implementation and evaluation of the framework in clinical practice
a. Through the SCI Gateway project for referral communications in Cardiff

b. Through the ‘transcription of medicines’ projects in Cardiff and Conwy and Denbighshire

c. Through development and implementation of the Welsh Clinical Portal version 2a 
GENIFIR II - HEADER
	
	
	
	Version 2a
	Expected for version 2b

	Type
	Sub-type
	Description
	Values/Codesets
	Values/Codesets

	Credentials
	 
	 
	 
	 

	 
	Provenance
	How this communication ‘arrived’ and what vouches for its authenticity (e.g. came from a particular GP practice or hospital with known credentials, at a particular time)
	Technical details about message origin and validity
	Technical details about message origin and validity

	 
	Transcriptionist
	Who ‘wrote’ what it contains or how it was written (e.g. it was entered by a doctor or a medical secretary)
	Unique ID of transcriptionist
	User ID of transcriptionist

	 
	Attribution (responsible clinician)
	Who or what is ‘saying’ what the communication contains (e.g. the clinical information is attributed to a particular GP or hospital consultant)
	Unique ID of attribution
	User ID of attribution

	Document stage
	 
	 
	 
	 

	 
	Time/Date stamps
	Date and time of creation of document, document versions, document validation and document despatch
	Time/date
	Time/date

	 
	Draft
	Document has not been validated
	True/false
	True/false

	 
	Version
	Version number, where appropriate
	Numeric
	Numeric

	 
	Validated
	Document has been validated 
	True/false
	True/false

	Related process stage 
	 
	 
	 
	 

	 
	Specific items to related processes 
	Process specific items not covered elsewhere (e.g., for referral: commissioner code, short notice appointment, transport required, expedite letter)
	tbc
	 

	Individual patient (subject) details
	 
	 
	 
	 

	 
	NHS Number 
	National identifier to link documents and records to the individual patient
	NHS number
	NHS number

	 
	NHS Number status
	Status value for NHS Number
	Numeric code
	Numeric code

	 
	Local patient identifiers
	Identification number for local organisation (e.g. hospital number)
	Alphanumeric value
	Alphanumeric value

	 
	Previous patient identifiers
	Identifiers used previously for this patient (important to retain if records are merged inappropriately)
	Alphanumeric values
	Alphanumeric values

	 
	Patient's name
	Title, forename (given name), surname (family name), other given names, maiden name etc.
	Free text
	Free text and datasets

	 
	Patients usual address
	The address to which copies of correspondence should be sent and the patient's main place of residence
	Free text
	Linked to postcode

	 
	Postcode of usual address
	Postcode for usual address
	Postcode
	Postcode

	 
	Contact details
	Preferred and alternative telephone numbers, email addresses and methods  for contacting patient
	Numeric
	Numeric

	 
	Birth date
	Patient's date of birth
	Date
	Date

	 
	Sex
	Patient's gender as stated by patient (or perceived by clinician if different)
	Male, female, unspecified
	Male, female, unspecified

	 
	Ethnic group 
	Ethnic group as perceived by patient
	Free text
	Dataset

	 
	Religious observance
	Religion that the patient observes (particulalry if this influences care preferences)
	Free text
	Dataset

	 
	Access requirements
	Specific needs relating to accessing healthcare due to functional disability (including disorders affecting sensation and mobility) 
	Data items and free text
	Data items and free text

	 
	Personal preferences
	An individual's preferences for future care (including living wills)
	Data items and free text
	Data items and free text

	 
	Legal issues
	Specific legal issues relating to an individual's health and social care, e.g. mental health act criteria
	Data items and free text
	Data items and free text

	Carers and care relationships
	 
	 
	 
	 

	 
	Registered GP name
	Identifiers and details for patient's registered GP (name, practice name, practive address, GMC and GP codes, telephone numbers, email, fax)
	Codes, free text
	Codes, free text

	 
	Professional carers
	Identifiers and details for professional carers other than the GP (name, address, codes, telephone numbers)
	Codes, free text
	Codes, free text

	 
	Non-professional carers
	Identifiers and details for non-professional carers (name, address, telephone numbers)
	Free text
	Free text

	Type of communication
	 
	 
	 
	 

	 
	Communication name
	The document name
	Dataset and free text (other)
	Dataset and free text (other)

	 
	Communication type
	The document classification
	Transfer of care, referral, test request, intervention request, patient document, clinical note
	Transfer of care, referral, test request, intervention request, patient document, clinical note

	 
	Urgency
	The urgency of the document in terms of the author's perception of urgency to the recipient
	Routine / urgent
	Routine / urgent

	 
	Urgency reason
	Description of reason for urgent classification
	Free text
	Free text

	Purpose of communication
	 
	 
	 
	 

	 
	Sender details
	Unique identifiers, professional specialty, organisation, address and contact details of author of document
	User ID of author
	User ID of author

	 
	Primary recipient details
	Details of the main recipient(s) of the document (Unique ID, name, specialty, organisation, address and contact details)
	User ID of recipient
	User ID of recipient

	 
	Secondary recipients details
	Details of recipient(s) of the document not classified as main (Unique ID, name, specialty, organisation, address and contact details)
	User IDs of secondary recipients
	User IDs of secondary recipients

	 
	Action required
	Expected action upon reciept of document (e.g. file, for attention, send receipt)
	Technical responses to message arrival
	Technical responses to message arrival

	Confidentiality status
	 
	 
	 
	 

	 
	Confidentiality status
	Confidentiality status as applied to the whole document
	tbc
	tbc

	Care event summary
	 
	 
	 
	 

	 
	Care event identifier
	Unique identifier for the care event that the document relates to
	Care event ID
	Care event ID

	 
	Care event parent identifier
	Unique identifier of the parent care event where care events are clustered
	Care event ID
	Care event ID

	 
	Care event children identifiers
	Unique identifiers for care events that are  part of the care event that is being described in the document
	Care event ID
	Care event ID

	 
	Care event type
	The care event to which the communication pertains. A care event may be comprised of many events.
	Social care referral, community nursing referral, discharge communication, GP referral, clinical note, other
	Social care referral, community nursing referral, discharge communication, GP referral, clinical note, other

	 
	Care event start time/date
	The time and date when the care event started.
	Date/time
	Date/time

	 
	Care event finish time/date
	The time and date when the care event finished.
	Date/time
	Date/time

	 
	Presenting problems
	Problems or issues that lead to the care event taking place
	Free text
	Read v2, S-CT, Free text

	 
	Procedures performed
	Procedures performed during care event
	OPCS 4 (post hoc), Free text
	OPCS 4, Read v2, S-CT, Free text

	 
	Diagnoses made
	New diagnoses made during the care event
	ICD 10 (post hoc), Free text
	ICD 10, Read v2, S-CT, Free text

	 
	Working diagnoses
	Possible diagnoses given the current problems and findings
	Free text
	Read v2, S-CT, Free text

	 
	Clinical impression
	Clinician's favoured diagnosis or summation for which treatment or care is provided
	Free text
	Read v2, S-CT, Free text

	 
	Excluded diagnoses
	Diagnoses that have been excluded through clinical examination or investigation during the care event
	Free text
	ICD 10, Read v2, S-CT, Free text

	 
	Medications started
	Medications that have been initiated during the care event
	Free text
	Read v2, dm+d, S-CT

	 
	Medications stopped
	Medications that have been stopped during the care event
	Free text
	Read v2, dm+d, S-CT


GENIFIR II – BODY
	
	
	
	Version 2a
	Expected for version 2b

	Type
	Sub-type
	Description
	Values/Codesets
	Values/Codesets

	Problems
	 
	 
	 
	 

	 
	Current problems (active)
	Health or social needs that require action (care plan) to resolve.
	Free text
	Read v2, S-CT

	 
	Past problems
	Health or social needs that have been resolved
	Free text
	Read v2, S-CT

	Diagnoses
	 
	 
	 
	 

	 
	Current diagnoses (active)
	Disorders or syndromes that have been confirmed through clinical examination or investigation
	 Free text
	ICD-10, Read v2, S-CT

	 
	Past illnesses (inactive)
	Previous illnesses that are relevant to the individual's health and care needs
	Free text
	ICD-10, Read v2, S-CT, Free text

	Medications, diets and devices
	 
	 
	 
	 

	 
	Ongoing medications
	Prescriptions which are currently regularly re-issued and form part of the patients normal treatment regime
	Free text
	Read v2, dm+d, S-CT

	 
	Recent acute medications
	List of medications and diets that the patient has been prescribed in the last 3 months
	Free text
	Read v2, dm+d, S-CT

	 
	Non-prescribed medications
	List of medications and diets that the patient is currently taking that have not been prescribed
	Free text
	Read v2, dm+d, S-CT

	 
	Medication history
	A list, in chronological order, of prescriptions issued to the patient in the last 1 year
	Free text
	Read v2, dm+d, S-CT

	 
	Diets
	Specific dietry requirements that are required for treatment purposes
	Free text
	Free text

	 
	Devices
	Devices that the patient has been provided with for treatment purposes
	Free text
	Read v2, dm+d, S-CT

	Risks and Warnings
	 
	 
	 
	 

	 
	Allergies
	Allergies (hypersensitivities) in general and allergies or adverse reactions to medication, or conditions that affect prescribing practice
	Free text
	Read v2, S-CT

	 
	Allergy description
	Description of features of allergic reaction
	Free text
	Free text

	 
	Intolerances
	Intolerances to food or medication, or conditions that affect prescribing practice (including contraindications)
	Free text
	Read v2, dm+d, S-CT

	 
	Intolerances description
	Description of features of intolerance 
	Free text
	Free text

	 
	Lifestyle risks
	Lifestyle factors (flagged elsewhere) considered a risk to patients immediate or future health (e.g. obesity, blood pressure, peak flow rate)
	 
	 

	 
	Risks to self
	When a patient is considered a direct threat to his/her self (e.g. self harm)
	Free text
	Free text

	 
	Risks to others
	When a patient is considered a direct threat to his/her carers (e.g. history of aggression)
	Free text
	Free text

	 
	Resuscitation status
	Clinical marker for action required if subject individual (patient) requires cardiopulmonary resuscitation to sustain life
	For CPR; Not for CPR
	For CPR; Not for CPR

	 
	Resuscitation treatment
	Treatment required in the event of a cardiopulmonary arrest
	Free text
	Free text

	 
	Resuscitation review date
	Date for review of Resuscitation status
	Date
	Date

	Care plan
	 
	 
	 
	 

	 
	Care plan objective
	Intended outcome of care plan
	Free text
	Free text

	 
	Suggested actions
	Specific instructions for recipient to continue care including suggested actions if problems occur
	Free text
	Free text

	 
	Scheduled actions
	Future actions (including care events) that have been scheduled as part of the care plan
	Free text
	Free text

	Procedures
	 
	 
	 
	 

	 
	Procedure history
	Procedures, including operative and non-operative procedures, that the patient has had
	Free text
	OPCS 4, Read v2, S-CT

	 
	Operations
	Operative procedures that the patient has had
	Free text
	OPCS 4, Read v2, S-CT

	 
	Immunisations and vaccinations
	Vaccinations and Immunisations that the patient has had
	Free text
	Read v2, S-CT

	Review of case/clinical narrative 
	 
	 
	 
	 

	 
	Review of case/clinical narrative 
	Narrative description of patient’s clinical history
	Free text
	Free text

	Test results
	 
	 
	 
	 

	 
	Key test results
	Test results that are pertinent to the purpose of the communicaton
	Free text
	Test type: Read v2, S-CT (or radiology interim), free text; Test result value: alphanumeric, free text; test results units

	 
	Test results pending
	Test results that are expected but are not yet available
	Free text
	Test type: Read v2, S-CT (or radiology interim), free text; Test result value: alphanumeric, free text; test results units

	 
	Test result history
	All test results that are available 
	Test type: Read v2,  free text; Test result value: alphanumeric, free text; test results units
	Test type: Read v2, S-CT (or radiology interim), free text; Test result value: alphanumeric, free text; test results units

	Social and functional circumstances
	 
	 
	 
	 

	 
	Social circumstances
	Details of habits (smoking, alcohol, drugs), exercise, housing, finances, marital status, employment, religion, ethnic origin, language preferences (and if interpreter required) as relevant to continuing care
	Data items and free text
	Data items and free text

	 
	Functional status
	Ability to undertake physical functions relevant to care
	Data items and free text
	Data items and free text

	Examination findings
	 
	 
	 
	 

	 
	General observations
	Findings made without system specific examination, including appearance a nd simple measures of temperature, blood pressure, pulse
	Free text
	Read v2, S-CT, Free text

	 
	Body systems
	Findings made on examination of specific body systems 
	Free text
	Read v2, S-CT, Free text

	Family history
	 
	 
	 
	 

	 
	Family history
	Information about health and wellbeing of immediate relatives (including deceased) that is relevant to the individuals ongoing health and care needs
	Free text
	Free text

	Information given to patients and carers
	 
	 
	 
	 

	 
	Information given to patients
	Information about the individual that has been provided to them about their health and care needs
	Free text
	Free text

	 
	Information given to carers
	Information about the individual that has been provided to their carers about their health and care needs
	Free text
	Free text

	Outcomes
	 
	 
	 
	 

	 
	Actual outcomes
	Scores relating to validated measured of patient outcome (e.g. ASA grade, quality of life measures, patient satisfaction scores)
	Free text
	Free text

	Patient perspectives
	 
	 
	 
	 

	 
	Patient perspectives
	An individual's personal views and opinons relating to their healthcare
	Free text
	Free text

	Sensitive information
	 
	 
	 
	 

	 
	Highly sensitive information (not for sharing)
	Information that is deemed higly senstive and not for sharing beyond the immediate care team and the individual (patient)
	Free text
	Read v2, S-CT, free text

	 
	Sensitive information (for recipient and patient only)
	Information that is not for sharing beyond the named reciptient, immediate care team and the individual (patient)
	Free text
	Read v2, S-CT, free text

	 
	Third party information (for recipient only)
	Information that is not for sharing with the individual (patient) 
	Free text
	Read v2, S-CT, free text

	Event history 
	 
	 
	 
	 

	 
	Care events
	History of events that have involved the individual experiencing health or social care
	Free text
	Free text and links

	 
	All events
	History of all events surrounding an individual's health or social care
	Free text
	Free text and links


Sources of standards to support the Generic Information Framework for Individual Records (GENIFIR)

The following have informed the development of the framework:

Welsh projects:

· Emergency Health Record, Gwent

· Cardiff and Vale referral template for use in SCI Gateway project

· Transfer of care communications project, Informing Healthcare

Documents and standards:

· Standards for structuring clinical information, NCDDP consultation document, NHS Scotland

· NHS Care Record Elements, Connecting for Health, NHS England

· Headings for communicating clinical information

· Royal College of Physicians records standards























































































































































































































































































































































































































































































































































































































































































































































































































































































































































� Clinical communications design overview, Version QA 0.1, 17th January 2007


� Referral and Discharge Communications, Version QA v0.1, 17th January 2007


� Generic Information Framework for Individual Records (GENIFIR) Approach, version 3.0, October 2006


� Consistent and consistently used coding and terminology in NHS Wales, Version 1.8, 9th August 2007 (Version 1.9  being prepared for NADB and WIGSB, October 2007)


� Welsh Clinical Portal Development: Functional Releases, Version QA v4.4, 7th May 2007 (NADB 9th May 2007)
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