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IHE Radiology Technical Committee Teleconference 
September 26, 2007
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Dick Donker, Philips Medical Systems

Lynn Felhofer, Tech Proj Mgr
Topher Gedeon, iCAD
Ron Hitzelberger, Agfa

Renate Höcker, Siemens

Chris Lindop, GE Healthcare

Paul Morgan, Fujifilm Medical Systems
Kevin O'Donnell, Toshiba Medical Systems

John Paganini, Guardian Medical Systems

Tony Palmer, GE Healthcare

Carolyn Reynolds, Hologic

David Robaska, Cerner

Paul Seifert, Agfa

Chris Carr, RSNA

Minutes

Purpose: Review detailed profile proposals and provide feedback to authors and Planning Commitment.
a) Mammo CAD Workflow: Technical Committee split off from Acquisition Workflow, which has higher clinical priority.  Mammo prepared to work on CAD if entanglements with Scheduled Workflow 2.0 efforts forestall work on Mammo Acquisition Workflow.  However, there is a belief that the Acquisition piece of Schedule Workflow might still be stable enough to enable the Mammo Acquisition workflow even if Scheduled Workflow 2.0 is stalled.
i) Modality pushes "for-processing" data to CAD processing system; often data is not archived, just temporarily cached; no indication that study (or procedure) is complete.
ii) Typically the CAD system uses a timeout function or assumes all of the images are received within one Association, to determine when it has an entire study to process. Spurious extra CADs are often generated by images that arrive late.
iii) May want to consider additional of a CAD Display option within the Mammo Image Integration Profile to address Display issues when multiple CAD results occur (definition of Clinical Use Cases required).

iv) CAD servers distribute results to workstations, but often don't send to archives.  Technologists are not typically involved with pushing “for processing” images or CAD results to workstations and this needs to remain a requirement.

v) Currently there are big issues with exception handling for CADs – did the Workstations not receive the CADs, or was a CAD never part of the acquisition implicit workflow.  CAD exception handling should be bound to the Acquisition exception handling.  Additional issues exist on how the PACS reacts if the CAD results are sent before the “for Presentation” Images are received.

vi) IHE has always relied on Image Manager actor to provide intelligence and manage multi-point communications (vs. point to point)

vii) Clinically, the needs of standalone clinic (no PACS) are different from those of a fully integrated digital mammo facility

viii) Two basic approaches: solve problems with systems that exist today (point-to-point, no PACs), vs. pushing forward toward fully integrated FFDM.  Point to Point should not be considered for the Mammo CAD profile; however, scalability does need to be considered.
ix) Split problem into two parts: 1) definition of cases from modality side (When is the procedure clinically done); 2) question of whether/how CAD archives image data.  Some sites archive “for processing” images as well as the CADs so that no one can question the results if a latter CAD s/w package is used.  Other sites do not save any of the CAD data.
x) Multiple CAD servers may be assigned to specific modalities by configuration.  Currently routing exists to determine where “for processing” images and CAD results should be sent.  Some of this may require human intervention to determine load balancing.  Open question is if there is any time the Technologist needs to explicitly select which CAD System is used.
xi) Committee agrees that it is better not to use IHE Post-processing Workflow or new DICOM UPS transactions; better to regard CAD as representing the implicit post-processing in IHE Scheduled Workflow and address using Modality Performed Procedure Step

xii) However, technologist needs ability to determine which cases get sent to CAD and which do not.   Potential solution is to trigger the need for a CAD based upon the protocol setting (and not a Procedure Step).    Typically for Screening Studies the creation (or not creation) of a CAD is pretty automatic.  For Diagnostic procedures, the creation of a CAD is dependent upon the Procedure type. 
xiii) Open question is what the trigger for CAD ought to be: Where does it fit in the clinical process?  Can it be usefully automated?  Can it be scheduled?  Does it remain an ad hoc, purely operator-determined decision?  Can one mechanism handle both possibilities?  Key Image Notes was brought up as a mechanism to keep relationships between the CADs, “for Processing” and “for Presentation” Images (like the Teaching Files)
xiv) Is a transaction needed that will define when an acquisition procedure is completed (PPS for procedure complete as opposed to image set complete)?
xv) Too many variables to be able to make an effort estimate.  Need additional call to discuss details

Results:  Preference is to maintain the scope of the Mammo CAD Profile to include both the definition of a “case” and the distribution of the CAD and “for-processing images (including the optionality of archival, etc.).  This profile addresses ONLY Mammo CAD.  It is believed that the effort estimate is about 35%.

b) PDI Large Datasets, Critical Results and Rad SWF 2.0 Profile Proposals:
i) Move PDI and Critical Results to Oct. 4 call

2) Next Steps: 
a) Oct. 4, 10am-12pm, conference call to discuss PDI Large Datasets and Critical Results

b) Oct. 16, 11am-1pm, new tcon added to discuss Rad SWF 2.0 and Mammo Acquisition/CAD Workflow
________________________________________
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