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Disclaimer  

NEHTA makes the information and other material (“Information”) in this document available in good faith but 

without any representation or warranty as to its accuracy or completeness. NEHTA cannot accept any 

responsibility for the consequences of any use of the Information. As the Information is of a general nature 

only, it is up to any person using or relying on the Information to ensure that it is accurate, complete and 

suitable for the circumstances of its use. 

Security 

The content of this document is confidential. The information contained herein must only be used for the 

purpose for which it is supplied and must not be disclosed other than explicitly agreed in writing with NEHTA. 

Copyright © 2011, NEHTA. 

This document contains information which is protected by copyright.  All Rights Reserved.  No part of this work 

may be reproduced or used in any form or by any means without the permission of NEHTA. All copies of this 

document must include the copyright and other information contained on this page. 
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2 Problem Domain 

2.1 Introduction 

GP Desktop Vendors have raised several issues with regard to the e-Referral specification 

specifically: 

 

The concern is that GPs are likely to be reluctant to use the e-Referral and Specialist Letter 

specifications because of the workflow implications – i.e.: 

 

• It would impose unnecessary structure and restrictions in the way clinicians compose 

referral letters. 

• Clinicians will lose their ability to include graphs, images and formatting that is 

supported by existing solutions (word processor) 

• Clinicians will be forced to regenerate a letter every time they wish to make a change to 

the narrative, which adds additional steps to their business process 

• Users will also lose the ability to be specific about which coded information to include 

• Imposing structure over the referral narrative does not improve semantic 

interoperability (i.e. the structured entries could co-exist with an attached 

letter/document) 

This document provides responses with regards to these matters and guidance on the most 

effective way to implement the specification. 
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3 Implementation Guidance 

3.1 Structure of e-Referral Letters 

Much of the confusion relates to the meaning of the “reason for referral” field. The 

definition of this is the reasons for the referral and the narrative of the presenting 

problems, clinical presentation, etc. 

 

The field is mapped to a CDA type “ST” or plain string. The definition and the mapping 

together are not sufficiently clear with regard to how the referral letter is structured. To 

clarify this, the definition of “Reason for Referral” will be changed as a technical 

correction to:  

 

In the creation of a referral, relevant information about the patient’s Current and 

Past Medical History, Current Medications, Allergies / Adverse reactions and 

optionally Diagnostic Investigations will be included as structured data, 

according to the information components that follow.  

 

To complement this structured data, the data item “Reason for Referral” is a free 

text narrative for the referrer to include content regarding the patient’s clinical 

story. This may include any details at the discretion of the referrer, such as a 

synopsis of the case, presenting problems, the service that is requested, 

pertinent history or key physical findings etc.  

 

The content in this data item may vary from a single line in simple cases to 

many paragraphs for more complex circumstances. 

 

To further clarify what this means for the structure of an e-Referral, consider this 

sample: 
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In this example, the portion marked in yellow is the “reason for referral”. 

This revised definition, along with the clarifying explanation, will be carried forward into future 

revisions of the e-Referral specification. Note that the same applies to Clinical Synopsis in 

Specialist Letter. 
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3.2 Selection of Coded Data 

The CIC says that the referrer’s discretion is exercised in allowing information relevant to 

the ongoing care of the patient to be included in the referral.  This is the correct position 

and it is at the discretion of the user to decide which information is to be sent. This 

document clarifies that it is always at the referrer’s discretion as to which information to 

include in a referral. One particular source of confusion is in the details of those sections 

where users may pick either:  

 

                 � None known 

                  � Not asked  

 

Or the user may supply one or more items (e.g. medications). As a technical correction, 

the following additional item will be added to the choice:       

 

                 � None Supplied. 

 

The definition of none supplied is “no items have been supplied in this document”. This is 

an exclusion statement code. The actual code is “03” in the code system 

“1.2.36.1.2001.1001.101.104.16299”. A related question that arose during the 

consideration of this issue is what data must appear in CDA narrative? (Or, whether it is 

acceptable for the CDA document to contain data that is not explicitly represented in the 

Narrative). The base CDA specification leaves this open and it’s up to the implementation 

guide to specify. The NEHTA specifications have not made any ruling about this. It has 

been agreed that the following rules apply: 

 

For wave #1, the following items must be shown in the narrative: 

• Medical History: An exclusion statement or each Problem or Diagnosis 

(name, dates and comment) 

• Clinical Synopsis and Date  

• Medications: an exclusion statement or each medicine (TGI identification and 

directions) 

• Adverse substance reactions: an exclusion statement or each reaction 

(Agent, and each reaction event manifestation ) 

• Diagnostic Investigations: each pathology or radiology report (at least test 

name, report status, and a test result representation) 

 

Each item should be shown in the narrative of the section in which the entry is contained. 

Note that this does not specify that the narrative must be automatically generated from 

the data. Future versions may be more specific about the relationship between the data 

and the narrative. 

 

3.3 Document Format 

The CDA narrative is able to convey paragraphs, lists, tables, and images. Using the 

current NEHTA style guide, Bold, Italic, Underline, Font colour and fixed width font are 

also possible. Other formats such as PDF or RTF offer more extensive control over the 

formatting, but at the cost of loss of semantics and/or interoperability issues. Some 

clinical users care greatly about the appearance of the reports, and the lack of format 

control will concern them. 
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In order to smooth the introduction of the CDA based e-Referrals (and other documents); the 

implementation guide will be extended to allow the inclusion of a PDF and/or RTF 

representation of the content of the document as well. The following rules will apply: 

 

• Senders must populate the CDA narrative correctly.  

• Senders should format the CDA document as well as possible 

• Senders may choose to provide the a PDF or RTF rendition in addition to the CDA 

narrative 

• If PDF or RTF documents are attached, the contents must be equivalent in meaning 

• Senders may only provide these additional format if they can be confident that the 

contents are equivalent in meaning. 

• Receivers must be able to accept and display CDA narrative 

• If either RTF or PDF are provided, receivers may choose to display these instead 

• The decision which to display is made on technical/platform grounds, not because of the 

content of the documents 

Technically, the PDF / RTF documents are carried as attachments in the same way as image 

attachments (see separate CDA packaging advice). In the document, the PDF and RTF 

attachments are represented as observation media in the administrative observations section. 

In CDA, this looks like: 

 

 

 <section> 

  <code code="102.16080" codeSystem="1.2.36.1.2001.1001.101"/> 

  <!-- other administrative section content --> 

  <entry typeCode="DRIV"> 

    <observationMedia classCode="OBS" moodCode="EVN"> 

      <value mediaType="[mt]"> 

        <reference value=”[url]”/> 

      </value> 

    </observationMedia> 

  </entry> 

 </section 

 

Where [mt] is either “application/pdf” or “text/rtf”, and the [url] is a reference into the 

package following the packaging specification. 
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