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Executive summary

This deliverable is a second version and focuses on the presentation and description
of the XpanDH feasibility demonstrators responsible for experimentation around the
European Electronic Health Records Exchange format (EEHRxF). Each demonstrator
is associated with an X-Bubble whose use case is described in D4.1 — (D4.1.1) XpanDH
Adoption Domains (M6).

The strategy employed to advance the demonstrators is presented with the
objective of outlining a common framework for the progression of the X-bubbles and
expected outcomes. This strategy is based on the analysis of eHN guidelines as a
basis of understanding, allowing verification of alignment levels and convergence
needs.

The description of each demonstrator presents the AS-IS and TO-BE scenarios,
including the associated actors and flows, the demonstrator's plan outlined to
progress between scenarios, the work developed, the main results, and the main
barriers and challenges encountered.

Moreover, a working progress format support maturity model provided by EC was
applied to the 6 X-bubbles, allowing to verify at what stage each one is in the full
adoption of EEHRxF.

The work presented in this document focuses only on the feasibility demonstrators
associated with the X-Bubbles, being complemented by additional discussions with
other bubbles and collaborations whose results are presented in D4.2 — (D4.1.2)
Adoption opportunities, challenges and barriers (M2]).

Funded by 10 of 149
the European Union  XpanDH Grant Agreement No. 101095594




Q X an DH D4.3 — (D4.2) XpanDH Feasibility Demonstrators

Expandin go b through e WP4 — Feasibility & Experimentation

al H
pan-Europoan  EHRaf -based Ecouyste m

1 Introduction

This deliverable is focused on the presentation and description of the XpanDH
feasibility demonstrators responsible for experimentation around the European
Electronic Health Records Exchange format (EEHRxF) in XpanDH. The results of these
demonstrators are presented within the scope of task 4.2. Furthermore, the “in-
silico” bubbles that resulted from collaborations throughout the project are also
presented, with the results of these discussions being presented in D4.2 — (D4.1.2)
Adoption opportunities, challenges and barriers (M21).

1.1 Background

The project XpanDH aims at mobilizing and building capacity in individuals and
organisations to create, adapt and explore purposeful use of interoperable digital
health solutions based on a shared adoption of the EEHRxF across Europe.

To achieve this objective, the project collaborates with a set of partners interested
in working around the EEHRxF, the so-called “early adopters”, which constitute the
X-Bubbles. From a practical point of view, these organisations represent a sample of
EU landscape, in what regards the needs of EEHRxF, based on their organisation and
technical settings and aims.

For each X-Bubble, its motivation, the adoption domain considered, and a detailed
description of the use case have been specified in D4.1 — (D4.1.1) XpanDH Adoption
Domains (M6).

In order to expand the work developed with X-Bubbles, a series of workshops were
held with different entities discussing the results achieved and collecting new
perspectives on the adoption of the EEHRxF. Furthermore, three online surveys
related to the assessment of practice for production and exchange of health
information in three specific priority categories (Patient Summary, Laboratory
Report and Hospital Discharge Report) are make available and disseminated. This
work is reported in D4.2 — (D4.1.2) Adoption opportunities, challenges and barriers
(M21).

1.2 Scope and objectives

This document intends to:

e Present the strategy used to progress in the feasibility demonstrators.
e Present and specify the feasibility demonstrators for each X-Bubble.

e Present the results.

e |dentify challenges and barriers.

e Apply a format support maturity model.

Funded by 1 of 149
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The XpanDH feasibility demonstrators have a strong relationship and collaboration
with WP2 regarding specifications and WP3 regarding readiness assessment. The
work carried out with WP2 relied on regular meetings with the X-Bubbles to create
examples and address any doubts regarding the provided material available at:
https://build.fhir.org/ig/hl7-eu/xpandh/. Regarding WP3, X-Bubbles reviewed the
readiness model and held discussion meetings with the WP3 leaders, providing input
for its improvement.

tal Health through &
EHRxF-basod Ecosystem

1.3 Structure of the deliverable

This deliverable is structured into the following parts:

e Strategy for feasibility demonstrators: Presentation of the strategy
considered for conducting the feasibility demonstrators with the aim of
assisting organizations in reaching the next level of adoption around the
EEHRxF. Presentation of the Bubbles groups considered in XpanDH, taking
into account the heterogeneity of the demonstrators and the desired level of
alignment.

e XpanDH feasibility demonstrators: detailed description and specification of
the feasibility demonstrators including scenarios, data flows, results,
challenges and barriers.

Funded by 12 of 149
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2 Strategy for Feasibility Demonstrators

The XpanDH feasibility demonstrators aim to showcase the work developed around
the EEHRxF, being organized into experimentation bubbles (X-Bubbles). The creation
of these experimentation bubbles was described in D4.1 — (D4.1.1) XpanDH Adoption
Domains (M6), taking into consideration the motivations of the partnering entities
and their perspectives regarding the use of the EEHRxF. Additionally, the same
deliverable delineates the corresponding use cases under consideration.

In accordance with the strategy outlined in the XpanDH project, the X-Bubbles
(Figure 1) are constituted by organizations identified as “early adopters” that focus
on priority adoption domains and guided by the available guidelines and
specifications, present their feasibility demonstrators, with the following primary
objectives:

e Demonstrate feasibility in real-world experimentations with a set of EEHRxF
early adopters' organizations grouped under selected adoption domains.

e Prove that guidelines and specifications produced are useful, creating
conditions for the purposeful use of the EEHRxF in concrete health and care
domains.

e Understanding the landscape of EEHRxF adoption as a whole.

Figure 1— X-Bubbles constitution.

2.1 High level strategy

The high-level strategy developed for the advancement of the X-Bubbles, aligned
with the project objectives, is depicted in Figure 2. This strategy aims to guide
organizations towards achieving the next readiness level in their experimentation
around the EEHRxF. Additionally, the identification of adoption obstacles and
opportunities is consistently integrated throughout the strategy.

The first step involves the selection of specific adoption domains where the
demonstrators will focus in accordance with the project objectives. Subsequently,
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considering the selected adoption domains, the scenarios of the feasibility
demonstrators are specified, realizing the partners’ visions regarding the utilization
of the EEHRXxF.

In order to advance in the presented scenarios and achieve a common
understanding regarding the EEHRxF, the eHealth Network (eHN) guidelines serve as
the foundation for specifications. In this context, the X-Bubbles review these
guidelines and explore how they can adapt them to their own context. Subsequently,
various interactions take place among the partners to extract requirements that
feed into specifications, ultimately resulting in the final demonstrators. These
demonstrators list and identify needs towards better guidelines and draft
implementation acts.

Throughout all processes, challenges, barriers, and adoption opportunities are
always considered, primarily with the partners of the X-Bubbles, but also extending
beyond them.

Figure 2 - X-Bubbles high level strategy.

2.2 Adoption Domains

The adoption domains selected by the project for deep analysis to determine their
feasibility of experimentation were described in D1.5 — (D1.4) Definition of the EEHRxF
adoption domains Report. These adoption domains derive from the EC priority
categories shown in Figure 3. With the new EHDS resolution, these names have
changed to: (a) patient summaries; (b) electronic prescriptions; (c) electronic
dispensations; (d) medical imaging studies and related imaging reports; (e) medical
test results, including laboratory and other diagnostic results and related reports;
and (f) discharge reports.
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Taking into account the analysis conducted and based on the priority categories at
that time, the selected priority categories were the laboratory report and hospital
discharge report, from which the adoption domains were derived and analyzed
within the X-Bubbles. In addition to these categories, and during the project's
progress, the patient summary was also considered as a relevant category for
analysis.

The work developed in the feasibility demonstrators began with the adoption
domains related to laboratory reports, hence the progress in this category is at a
more mature level compared to the hospital discharge report. This is also due to the
fact that the eHN guidelines for hospital discharge reports were only made available
towards the end of the year 2023.

Regarding the patient summary, it is a more mature category where the aim is to
analyze, along with associated partners of the project, its state of implementation
and utilization in diverse contexts. The results of this analysis are documented in
D4.2 — (D4.1.2) Adoption opportunities, challenges and barriers (M21).

‘ & ’ Laboratory results
‘ Hospital discharge report
Patient summary

= Medical images and report
é’) ePrescription / eDispensation

Figure 3 - EC priority categories.

2.3 Bubbles

Taking into account the adoption domains selected for depth analysis in WP4 and
the motivation of the involved partners, the bubbles depicted in Figure 4 were
established. Considering the heterogeneity and levels of maturity among the
partners comprising the bubbles, as well as the phase at which they joined the
project and the work they undertake around the EEHRxF, the bubbles are divided
into three main groups:

e X-Bubbles 1-6: X-Bubbles are constituted by groups of organizations,
partners within XpanDH consortium, that voluntarily test the use of EEHRxF
through the definition of concrete use cases for exchange and adoption
scenarios. Their objective is to assess and validate the appropriateness of the
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EEHRxF, identifying gaps and plan its adoption via feasibility demonstrators.
These bubbles were created at the beginning of the project, focusing on two
specific categories: laboratory reports and hospital discharge reports in
different data exchange scenarios. The specification of these bubbles can be
consulted in D4.1 — (D4.1.1) XpanDH Adoption Domains (M6). These bubbles
are accountable for the feasibility demonstrators as they engage in a more
in-depth analysis, which includes specifying concrete use cases and
adoption scenarios.

“In silico” bubbles: These bubbles are constituted by groups of organisations
that are either associated partners to XpanDH or collaborate with the project
in a more informal way. These bubbles do not delve as deeply as the X-
Bubbles, but they are essential for extracting insights, barriers, and
opportunities around the EEHRxF. Their objective is to identify requirements
to the EEHRxF and its implementation via structured (workshops and
surveys) exercises. All the work with the “in silico” bubbles is reported in D4.2
— (D4.1.2) Adoption opportunities, challenges and barriers (M21).

xShare Adoption Sites: These bubbles arise from the collaboration and
synergy between the XpanDH and the xShare projects. The main input of
these organisations was the response to the online surveys, whose results
analyse is presented in D4.2 — (D4.1.2) Adoption opportunities, challenges and
barriers (M21).

nta
. - A) i e <
Discharge Reports i Laboratory Reports & i Patient Summary (|:=
' '
i i
T '
1 1
X-Bubble 6 X-Bubble 3 0 X-Bubble 2 1
- A H Austrian H Greece
* * i 3 D H R - D Portugal 1
NCZI = OKFO ] i )
CHUdSA r‘- CHUdSA ! Spain Portugal
q Portugal '
Slovakia = Hungary ! Spain !
: : Madeira
' '
X-Bubble 4 X-Bubble 5 : :
~ I y I
Spain R -k ke = i i X-Bubble 1 i
: o = e :
KETEKNY KETEKNY ' Greece ltaly ' Greece Ireland Cyprus
Greece | OKFO (DKA)  (FTGM) \ (IDIKA) (HSE) (NeHA)
I I
' '
H Hunga H
: gary Spain Portugal : Spain Portugal France
Greece ltaly Spain Portugal i (FTSS) (SRS) \ (FTSS) (SRS) (TTSA)
(IDIKA) (FTGM) (FTSS) (SRS) | '
1 1
' '
A
7‘;‘ National Authority m Organisation Patient D X-Bubble “in silico” bubble xShare adoption sites

Figure 4 — XpanDH Bubbles.

It is important to note that the X-Bubbles are not intended to implement a EEHRxF
compliant prototype but rather to assess the feasibility of its use and identify
limitations and needs for improvement. In fact, and in direct relation to the character
of XpanDH project (i.e. a CSA) any prototype implementation is out of scope. The
aim is that, by the end of the project, partners of both types of bubbles are in a
better position to move for a real implementation.
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3 XpanDH Feasibility Demonstrators

In this chapter, the XpanDH feasibility demonstrators are presented, divided by X-
Bubble. Within each feasibility demonstrator, the AS-IS and TO-BE scenarios are
outlined, including the systems and actors involved, as well as the steps necessary
to transition from one to the other. Additionally, the work developed is presented,
including results, challenges and barriers encountered.

The XpanDH feasibility demonstrators worked around Article 6 of the EHDS
resolution, namely on:

e harmonised datasets containing electronic health data and defining
structures, such as data fields and data groups for the representation of
clinical content and other parts of the electronic health data;

e coding systems and values to be used in datasets containing electronic
health data;

e technical interoperability specifications for the exchange of electronic health
data, including its content representation, standards and profiles.

3.1 X-Bubble1

Partner leading the experiment: OKFO.
Adoption Domain: Laboratory results Organization to Organization.

X-Bubble 1is focused on continuity of care for patients with diabetes, considering
laboratory reports associated with this condition, within the context of health data
exchange between organizations within the same country. Diabetic patients are
followed-up in order to assure that the value of a group of laboratory parameters are
maintained in a safe range. The list of laboratory results considered in this bubble is:

e Complete general blood count, with emphasis on fasting and postprandial
(after meals) blood glucose levels, serum total cholesterol, HDL cholesterol,
LDL cholesterol, triglycerides, creatinine, and estimated glomerular filtration
rate (eGFR).

e Urine tests for glucose, acetone, and sediment.

e HbAlc measurement (most crucial for diabetes tracking).

e In cases where HbAlc measurement is not possible, fructosamine can be
used as an alternative (although HbAIlc is preferred and done every year or
two).

e C-peptide measurement to determine the body's remaining insulin
production.

The laboratory reports are securely stored within the Electronic Health Record
System (EESZT), where they are accessible to all healthcare providers involved in the
patient’s care. This setup facilitates seamless information exchange and ensures that
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pertinent medical information is readily available to facilitate informed decision-
making and comprehensive patient management.

3.1.1 Scenarios and Data Flows

In the current situation (Figure 5) it is obligatory by law in Hungary for every state
reimbursed healthcare provider and every private physician to use the EESZT to
make patient data available to other healthcare providers treating the patient.
Regarding laboratory reports, healthcare providers store these reports in their IT
systems as provided by laboratory systems according to the standards used
internally. The encoding of this data follows a Hungarian implementation of |ICD10 and
a partial Hungarian implementation of LOINC. Transmission to the EESZT, which
functions as a national repository, until recently has been carried out only in
unstructured PDF format, but structured laboratory reports has been introduced
recently. The structured reports have a proprietary XML structure and allow the
structured reporting of more than 400 laboratory measurements. The proprietary
codes of these measurements have been mapped to LOINC.

Other healthcare providers can then access the legacy documents in PDF format
and the structured documents in both structured and PDF formats. Patients through
the patient portal can access the reports in PDF format.

Request

Request EESZT
| patient Citizen
| ~ N
g ortal g
| PDF P PDF
i Patient portal
i
i
v Request R ;
Laboratorial Healthcare —PDF__, EESZT T Healthcare eques
»  Provider IT National eHealth L; Provider IT Practitioner
IT System | |nternal CE——
e System Proprietary XML Infrastructure ————pf  System Ternal
forma 4
BprEtry MU visualization
OKFO
Healthcare Provider National Directorate General for Hospitals Healthcare Provider

Individuals Systems Organisations

Figure 5 - X-Bubble 1: AS-IS scenario

With the work developed in this bubble, the aim is to support continuity of care for
diabetic patients through structured data exchange. This will save considerable time
for physicians by providing an integrated view of the patient’s condition over time.
Moreover, it will enable the provision of alerts based on the structured data,
facilitating proactive management of the patient's health status. Additionally, the
structured representation of laboratory reports is the first step towards cross-
border exchange of such documents.

Two scenarios are envisaged in this context, one in the short term (Figure 6) and the
other in the long term (Figure 7). Considering that the EESZT already has the
capability to exchange structured data using a proprietary XML format, laboratory
systems are already capable of sending structured reports for the selected
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measurements, and most healthcare systems are capable to handle the structured
documents in XML format, in the short term, this will be the data exchange format
utilized between organizations. At the EESZT level, these structured data will be
mapped according to the EEHRxF and made available to organizations adopting the
format, including the EHDSI for cross-border exchange.

EHDSI
Infrastucture

EEHRxFl I EEHRxF

Laboratorial Healthcare EESZT emoieauest | T hcaithcare qaoduest
IT System | Internal > Provider IT National eHealth Provider IT Practitioner
e EE— S
o—— System Proprietary XML Infrastructure Proprietary System e
XML visualization
OKFO
Healthcare Provider National Directorate General for Hospitals Healthcare Provider
Individuals Systems Organisations

Figure 6 - X-Bubble 1: TO-BE scenario - short term.

In the long term, the goal is to progressively transition from the proprietary XML
format to the EEHRxF, recognizing that during the transitional period, both formats
may coexist simultaneously until all healthcare providers complete the full transition.
Legacy documents remain in PDF format, and new documents will also need to have
a PDF representation e.g. for the patient portal.

EHDSI
Infrastucture

EEHRxF I EEHRxF

Laboratorial Healthcare EESZT 4---5.‘33'.".82{.--- Healthcare ‘Request
IT System  nternal” Provider IT National eHealth Provider IT Practitioner
System [—————" |Infrastructure ——————— " System
format ¥ EEHRxF EEHRxF L 2¥5M _ [intemal
visualization
OKFO
Healthcare Provider National Directorate General for Hospitals Healthcare Provider

‘ Individuals H Syst ‘ Organisati

Figure 7 - X-Bubble 1: TO-BE scenario - long term.

3.1.2 Demonstrator plan

Table 1- X-Bubble 1: demonstrator plan.

Step Description Status
Select adoption domain and specify the use case: available

' in D41 - (D4.11) XpanDH Adoption Domains (M6). Done
Define the list of lab results: define the final list of lab results

2 . . . Done
considered for diabetes patients.

3 Analyse existing information systems Done
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Define information requirements: define the specific

datasets and value sets' required for diabetes laboratory Done

reports.

Adapt EESZT and the HIS/LIS to handle EEHRxF structured Not feasible

laboratory reports. during the project

Functional and technical tests: perform internal tests to Not feasible

ensure the feasibility of the solution. during the project

Perform pilot / roll out to production system. NOt. feasible .
during the project

Document lessons learned In progress

3.1.3 Work developed

Since M6 until M2], the following tasks have been completed:

Consultation was held with ESZKF on the capabilities of the National E-Health
Infrastructure (EESZT) and one of the most widely used hospital systems
regarding laboratory reports. As a result, it was identified that the system has
limited capabilities for handling structured laboratory reports, using a
proprietary XML model rather than FHIR.

An annotated laboratory report has been completed, identifying all the
available fields. This information is accessible in the GitHub repository.

The mapping table of coded laboratory parameters to LOINC has been
analysed and a list of relevant codes has been collected (Annex ).

A reviewing of the Laboratory Report eHN guideline was conducted, focusing
on the identification of required and optional data fields, cardinalities, code
systems, and any potential missing fields. Annex Il present the result of this
analysis.

High-level testing of the laboratory report specification
(https://build.fhir.org/ig/hl7-eu/laboratory) was conducted using FHIR-based
laboratory report examples created from a representative PDF Hungarian
report with the support of WP2. These examples are available in the GitHub

repository.

3.1.4 Results Discussion

X-Bubble 1 conducted an analysis of the feasibility of generating EEHRxF-compliant
laboratory results based on the data available in the EESZT. The analysis identified
the key laboratory parameters relevant for diabetes care for which structured
reports are already available. This assessment highlights the potential to leverage

' A value set is a list of specific values, terms, and their codes, used to describe clinical and
administrative concepts.
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existing data in alignment with EEHRxF standards, although the integration is
dependent on further developments in system interoperability.

Table 2 provides an overview of the eHN guidelines analysis performed in X-Bubble
1, including Table 2the total number of data fields in each data group, indicating the
number of required, optional and not required (considered not needed for the use
case) data fields and the data availability in the system, indicating structured,
unstructured and unavailable number of data fields. In this X-Bubble 1, no missing
data fields were identified. Regarding data importance 18/69 of the data fields are
required, 42/69 are optional and 9/69 are not required. Regarding data availability
41/69 of the data fields are not available in X-Bubble 1 system. The reason for that
numbers is related with national regulations and the fact that in X-Bubble 1 all the
laboratory reports are stored in a central system. In that sense, some information is
not available such as health insurance information and information recipient.

Table 2 - X-Bubble 1: eHN guidelines data groups analysis.

o

A.1Report header data elements

3 structured

A1 ldentification of the patient/subject 5 4 requwed 1unstructured
1 optional .
1unavailable
AJ.Q Patlgnt/subject related contact 9 2 asitensl 2 unavailable
information
A.].S Hea.lth insurance and payment 4 £ @it 4 unavailable
information
A4 Information recipient 6 6 not required 6 unavailable
A5 Author 3 1 reqtflred 1 structL.Jred
2 optional 2 unavailable
A.1.6 Legal authenticator 4 ! requ.lred 2 struct.ured
3 optional 2 unavailable
3 required 2 structured
A.1.7 Result validator 4 4 1 unstructured
1 optional .
1 unavailable
4 required 6 structured
A.1.8 Laboratory report metadata 9 4 optional 1 unstructured
1 not required 2 unavailable
2 structured
A.2 Order information 6 6 optional 1 unstructured
3 unavailable
A.3 Order reason 1 1 optional 1 structured
A.4 Specimen information 9 9 optional 1 structhred
8 unavailable
A.5 Results data elements
A.5.1 Laboratory report narrative 2 ! reqylred ! unstrl.!ctured
1 optional 1 unavailable
4 required 3 structured
A.5.2 Observation details 14 7 optional 2 unstructured
3 not required 9 unavailable
18 required 21 structured
Total 69 42 optional 7 unstructured

9 not required

41 unavailable
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3.1.5 Challenges and barriers

The main barrier to executing this demonstrator was the inability to engage any
Hungarian healthcare providers willing to actively participate in the project. This
limitation significantly hindered the practical implementation and testing of the
EEHRxF framework in a real-world clinical setting. Furthermore, the widespread use
of a proprietary XML format within the current infrastructure presents additional
challenges for transitioning systems to EEHRxF.

3.2 X-Bubble 2

Partner leading the experiment: CHUdSA.
Adoption Domain: Laboratory results Organisation to Patient.

X-Bubble 2 is focused on continuity of care for patients with diabetes, considering
laboratory reports associated with this condition, within the context where the
hospital shares health data with the patient. Diabetic patients are followed-up in
order to assure that the value of a group of laboratory parameters are maintained in
a secure range. Laboratory results are made available to those patients that allowed
this information to be consulted through the mobile app. The list of laboratory results
considered in this bubble is:

e Hemoglobin AlC.

e Spot urinary albumin-to-creatinine ratio.

e Serum creatinine and estimated glomerular filtration rate.

e Lipid profile: including total, LDL, and HDL cholesterol and triglyceride.
e Liver function tests.

The laboratory reports are securely stored within the AIDA platform, where they are
accessible to all healthcare professionals involved in the patient’s care inside the
hospital.

3.2.1 Scenarios

In the current situation (Figure 8) laboratory results are interoperated and archived
by AIDA platform inside the healthcare provider. The laboratory IT systems upload
the laboratory reports to the AIDA data lake using HL7 or FHIR communication. The
encoding of this data follows a Portuguese implementation of LOINC and SNOMED-
CT which can be consulted here. The communication between the AIDA data lake
and its various modules is conducted in FHIR, with the AIDA-PCE module being
responsible for generating information in PDF format. The provision of these reports
to the patient is already allowed through the mobile app but only in unstructured
PDF format. Additionally, patients can request a paper copy of the report from the
patient office. Regarding healthcare professionals inside the organization, they
already have access to all structured data provided by the AIDA data lake.
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Figure 8 - X-Bubble 2: AS-IS scenario.

With the work developed in this bubble, the aim is to support laboratory reports
consultation through the mobile app in structured format. This will ensure continuity
of care and empower patients to manage their health data effectively.

The envisaged scenario in this context is depicted in Figure 9. A new AIDA-EEHRxF
module will be added to map the information according to the EEHRxF and made
available to patients through the mobile app. With this new module, the AIDA
platform is equipped with the ability to share this type of structured information in
the EEHRxF with other systems in the future.

. AIDA | EEHRxF
3 EEHRxF - t
Laboratorial |, HL7 | ADA ' saues
IT System FHIR data lake Request . h 4
1 e R e~ ===~ atient
FHIR Sletia sl = P »  mobile app
[y
3 | Request [ eaihcare e Request _ |
i AIDA Provider Patient
i Interoperability system i PDF Patient Office [TCD/ paper
Healthcare Provider =~ ----ommmmmmmmmmmmomm oo -
Individuals Systems Organisations
Figure 9 - X-Bubble 2: TO-BE scenario.
3.2.2 Demonstrator plan
Table 3 - X-Bubble 2: demonstrator plan.
Step Description Status \
: Select adoption domain and specify the use case: available in Done
DA4.1 — (D4.1.1) XpanDH Adoption Domains (M6).
Define the list of lab results: define the final list of lab results
2 . . . Done
considered for diabetes patients.
3 Analyse existing national laboratory report structure. Done
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Define information requirements: define the specific datasets
and code systems required for diabetes laboratory reports.
Data transformation: developed the processes to mapping the
B laboratory results from their existing format to the EEHRxF In progress
(AIDA-EEHRXF).

4 Done

6 Interoperability: configure the interoperability between AIDA :3:irfweatsr:|:|e
platform and mobile APP; configure and adapt the mobile APP. . &
project
Functional and technical tests: perform internal tests to NOt. feasible
7 L . during the
ensure the feasibility of the solution. .
project
8 Document lessons learned. In progress

3.2.3 Work developed

Since M6 until M2], the following tasks have been completed:

e Analysis of the national specifications provided by SPMS for structuring
laboratory reports in FHIR. An example of one of these reports has been
provided and is available on the GitHub repository.

e Reviewing the Laboratory Report eHN guideline. Identification of required and
optional data fields, cardinalities, code systems and possible missing fields.
Annex lll presents the result of this analysis.

e Analysis of the laboratory report specification (https://build.fhir.org/ig/hl7-
eu/laboratory), verifying that the FHIR versions used differ from those
specified by SPMS, and some value sets are not recognized due to being
national internal codes.

e Progress in the data transformation process, specifically in mapping the
laboratory results from their existing format to the EEHRxF (AIDA-EEHRXF).
This transformation ensures that laboratory results are converted into a
structured format that complies with the EEHRxF, enabling their use in various
digital health contexts.

3.2.4 Results Discussion

The results from the work developed in X-Bubble 2 demonstrated the feasibility of
structuring laboratory results into EEHRxF. The main success was the identification
and transformation of a specific dataset relevant to diabetes management, including
Hemoglobin AIC, serum creatinine, and lipid profile data. Despite the progress,
challenges arose due to discrepancies between the national implementation
standards and EEHRxF specifications, namely regarding data formats, terminology
and standardization procedures, leading to delays in the adaptation process.
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The introduction of a new AIDA-EEHRxF module within the platform aimed to
facilitate structured data exchange but was hindered by the following technical
complexities:

Inconsistent Data Standards: Different healthcare systems and laboratories
may use varying formats for recording health data such as Hemoglobin AlC,
creatinine, and lipid profiles. Aligning these formats with EEHRxF
specifications requires significant effort in standardization and
harmonization.

Data Interoperability Issues: Ensuring that data can seamlessly flow between
different systems (national and European) without loss of meaning or
structure is a major technical challenge. This includes handling differences in
terminologies, coding systems (e.g., ICD, SNOMED CT), and data models.
Integration with Legacy Systems: Many national healthcare infrastructures
rely on older, legacy systems that were not built with modern interoperability
standards in mind. Integrating these with EEHRxF-compliant systems can
require complex middleware solutions or even system overhauls.

Data Security and Privacy: Ensuring that the transformed data complies with
privacy regulations (such as GDPR) while maintaining security during
exchange and storage is another significant technical challenge, especially in
cross-border scenarios.

For a full implementation of AIDA-EEHRxF the following topics need to be addressed:

Finalized National Specifications: National healthcare systems may not yet
have fully defined or adopted the specifications needed to comply with
EEHRxF standards. For example, terminologies, data models, and
communication protocols might still be in development or require updates.
Standardized Data Formats: To implement the EEHRxF, there needs to be
agreement on a standardized data format across all systems. This format
must be interoperable with both national and EU systems and should cover
all types of health data relevant for diabetes management (and beyond).
Governance and Compliance Frameworks: Without a clearly defined
regulatory and governance framework, it is difficult to ensure compliance with
EEHRxF, especially regarding data privacy and data-sharing protocols. The
absence of these frameworks can lead to delays in adoption.

Technical Infrastructure: Some national systems may lack the necessary
technical infrastructure or integration tools to support EEHRxF-compliant
exchanges, such as APIs or middleware for real-time data exchange.

The overview of the eHN guidelines analysis performed in X-bubble 2 is presented in
Table 4, indicating the total number of data fields in each data group, indicating the
number of required, optional and not required (considered not needed for the use
case) data fields and the data availability in the system, indicating structured,
unstructured and unavailable number of data fields. In this X-Bubble 2, no missing
data fields were identified. Regarding data importance 29/69 of the data fields are
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required, 32/69 are optional and 8/69 are not required. Regarding data availability
16/69 of the data fields are not available and 22/69 are stored in a structured way in
X-Bubble 2 system. Some specific data fields are coded with internal and/or national
codes such as the order and recipient identifiers by regulation purposes.

Table 4 - X-Bubble 2: eHN guidelines data groups analysis.

o

A.1Report header data elements

4 required 1 structured
A1 ldentification of the patient/subject 5 4 3 unstructured
1 optional .
1 unavailable
AJ.Q Patlgnt/subject related contact 9 2 ositnel 2 unstructured
information
A.LS Hea.lth insurance and payment 4 Aopeional 4 unstructured
information
5 obtional 1 structured
A4 Information recipient 6 P . 4 unstructured
1 not required .
1 unavailable
A5 Author 3 3 required 3 unstructured
A.1.6 Legal authenticator 4 4 not required 4 unavailable
A.1.7 Result validator 4 4 required 4 unstructured
6 required 5 structured
A.1.8 Laboratory report metadata © q. 2 unstructured
3 optional .
2 unavailable
A.2 Order information 6 4 req.uwed 3 structured
2 optional 3 unstructured
A.3 Order reason 1 1 optional 1 structured
A.4 Specimen information 9 4 reql.,ured / structured
5 optional 2 unstructured
A.5 Results data elements
A.5.1 Laboratory report narrative 2 2 optional 2 unstructured
4 required 4 structured
A.5.2 Observation details 14 7 optional 2 unstructured
3 not required 8 unavailable
29 required 22 structured
Total 69 32 optional 31 unstructured

8 not required 16 unavailable

3.2.5 Challenges and barriers

The heterogeneity and interoperability among systems are already taken into
account and operationalized through the AIDA platform. However, the lack of final
specifications makes the rapid implementation of the new AIDA-EEHRxF module
challenging. Furthermore, the alignment between SPMS specifications and EEHRxF
must also be considered and analysed, as the hospital must ensure compliance with
national rules. Finally, the provision of data to the patient through the mobile app
involves technical developments that are not feasible within the project timeline, and
also includes approvement by the ethics department, which has its associated
timeframe.

Funded by 26 of 149

the European Union

XpanDH Grant Agreement No. 101095594



D4.3 — (D4.2) XpanDH Feasibility Demonstrators
; : )p(u e i a.nRH WP4 — Feasibility & Experimentation

pan-Eurg poan EHRxF-based Ecosystem

3.3 X-Bubble 3

Partner leading the experiment: CHUdSA.
Adoption Domain: Hospital Discharge Reports Organisation to Patient.

X-Bubble 3 is focused on continuity of care, considering the information available
when a patient is discharged, within the context where the hospital shares health
data with the patient. Whenever a patient is discharged, a report is completed by
the medical and nursing professionals. Hospital Discharge Report summarizes
clinical and administrative information on the patient condition at the moment of
discharge. Also includes information about further procedures and medication. The
hospital discharge report is made available to those patients that allowed this
information to be consulted through the mobile app. The hospital discharge reports
are securely stored within the AIDA platform, where they are accessible to all
healthcare professionals involved in the patient's care inside the hospital.

3.3.1 Scenarios

In the current situation (Figure 10) hospital discharge information is interoperated
and archived by AIDA platform inside the healthcare provider. Doctors and nurses
have access to the patient's clinical episode and can add all necessary information,
which is then stored in the AIDA data lake. The encoding of this data follows a
Portuguese implementation of SNOMED-CT, ICD10O and LOINC which can be
consulted here. The communication between the AIDA data lake and its various
modules is conducted in FHIR, with the AIDA-PCE module being responsible for
manage and export information in PDF format. The provision of these reports to the
patient is only available upon request at the patient office and is provided in
PDF/paper format. Regarding healthcare professionals inside the organization, they
already have access to all structured data provided by the AIDA data lake.

FHIR
AIDA-PCE
Doctor ‘
FHIR | AIDA 1;
: data lake H :
‘ 1___LReAUeSt [ healthcare |, _ Request |
Nurse ] ; »  Provider R Patient
| AIDA PDF | Patient Office [~Ch/ paper
{ Interoperability system
Healthcare Provider
Individuals Systems Organisations

Figure 10 - X-Bubble 3: AS-IS scenario.

With the work developed in this bubble, the aim is to support hospital discharge
reports consultation through the mobile app in structured and unstructured (PDF)

Funded by 27 of 149
the European Union  XpanDH Grant Agreement No. 101095594



https://www.ctc.min-saude.pt/category/catalogos/

Q Xpa n DH D4.3 — (D4.2) XpanDH Feasibility Demonstrators

xpanding Digial Health shrough o WP4 - Feasibility & Experimentation

n EHRxF-based Ecesystem

format. This will ensure continuity of care and empower patients to manage their

health data effectively.

The envisaged scenario in this context is depicted in Figure 11. A new AIDA-EEHRxF
module will be added to map the information according to the EEHRxF and made
available to patients through the mobile app. With this new module, the AIDA
platform is equipped with the ability to share this type of structured information in
the EEHRxF with other systems in the future. Additionally, the same information is
also provided in PDF format for easy reading and possible sharing with healthcare
providers that are not yet prepared to receive data in the EEHRxF format.

o AIDA EEHRXF
Dactor EEHRXF <
H Request
AIDA
data lake v
Request _——
------------ atien
Nurse = AIDA-PCE — >/ mobile app
[y
3  Request Healthcare _Request _ |
i AIDA Provider Patient
i Interoperability system i PDF Patient Office [TCD/ paper |
Healthcare Provider B J -
Individuals Systems Organisations
Figure 11 - X-Bubble 3: TO-BE scenario.
3.3.2 Demonstrator plan
Table 5 - X-Bubble 3: demonstrator plan.
Step Description Status \
: Select adoption domain and specify the use case: available in Done
DA4.1 — (D4.1.1) XpanDH Adoption Domains (M6).
2 Analyse existing national hospital discharge report structure Done
3 Define information requirements: define the specific datasets Done
and code systems required for hospital discharge reports.
Data transformation: developed the processes to mapping the
4 hospital discharge reports from their existing format to the In progress
EEHRxF (AIDA-EEHRxF)
- . . . Not feasible
5 Interoperability: configure the interoperability between AIDA during the
platform and mobile APP; configure and adapt the mobile APP. . &
project
. . . Not feasible
Functional and technical tests: perform internal tests to ensure .
6 - . during the
the feasibility of the solution. .
project
7 Document lessons learned In progress
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3.3.3 Work developed

Since M6 until M21, the following tasks have been completed:

e Analysis of the national specifications provided by SPMS for structuring
hospital discharge reports in FHIR.

e Reviewing the hospital discharge report eHN guideline. Identification of
required and optional data fields, cardinalities, code systems and possible
missing fields. Annex |V presents the result of this analysis. From this analysis,
the need for one additional data field was identified.

e Progress in the data transformation process, specifically in mapping the
hospital discharge reports from their existing format to the EEHRxF (AIDA-
EEHRXF). The goal is to ensure that the hospital discharge reports adhere to
the European standards for health data exchange. This task involves the
analysis and adaptation of the current data structures, ensuring compliance
with both national standards and the EEHRxF.

3.3.4 Results Discussion

In X-Bubble 3, the focus was on hospital discharge reports, specifically the
structuring and sharing of these reports via a mobile application. While the AIDA
platform provided a solid foundation for storing and managing structured data, the
introduction of EEHRxF-compliant discharge reports required significant
adjustments. The adjustments required to align the existing national discharge
report structures with the EEHRxF format involved significant reworking of the
underlying data models and exchange protocols. This process revealed several
challenges, particularly concerning system interoperability between hospital
information systems and external entities using the EEHRxF format. Key issues
include:

e Discrepancies in Data Structures: The existing format of hospital discharge
reports followed specific national standards, which did not directly align with
the EEHRxF requirements, especially in how data fields were structured and
coded.

e Interoperability Challenges: While mapping the existing data structure to
EEHRxF was technically feasible, there were major difficulties in achieving
seamless interoperability between different healthcare systems. These
challenges stemmed from differences in national and European standards for
health data exchange.

e Adjustments to Data Models: The AIDA platform required significant updates
to its data models to support the more complex and detailed structure
demanded by EEHRxF. This included updating the way patient discharge
summaries, clinical details, and treatment plans were encoded to meet the
new standard.
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The results showed that while it was technically feasible to map the existing
discharge report structure to EEHRxF, the lack of interoperability between systems
presented a major challenge. The next steps involve enhancing the mobile app to
support both structured and unstructured report formats and resolving national-
specific integration issues.

The overview of the eHN guidelines analysis performed in X-bubble 3 is presented in
Table 6, indicating the total number of data fields in each data group, indicating the
number of required, optional and not required (considered not needed for the use
case) data fields and the data availability in the system, indicating structured,
unstructured and unavailable number of data fields.

Regarding data importance 102/249 of the data fields are required, 130/249 are
optional and 14/249 are not required. Regarding data availability 22/249 of the data
fields are not available and 80/249 are stored in a structured way in X-Bubble 3
system. Three specific data groups are not required: Information recipient, author
and attester. In X-Bubble 3 only the legal authenticator is required and stored in the
system concerning the person responsible for the hospital discharge report. In this
X-Bubble 3, one missing data field was identified in discharge group: “Hospitalization
outcome - Patient’ discharge condition”.

Table 6 - X-Bubble 3: eHN guidelines data groups analysis.

o

A.1Report header data elements

4 required 1 structured
A1 Identification of the patient/subject 7 o 5 unstructured
3 optional .
1 unavailable
. . . 8 structured
A.1.2 Patient/subject related contact 4 required
. . 15 . 4 unstructured
information 11 optional .
3 unavailable
A.].S Hea.lth insurance and payment 3 5 ot 3 unstructured
information
A.l.4 Information recipient 7 7 not required 7 unavailable
A5 Author 5 5 not required 5 unavailable
A.1.6 Attester 5 5 not required 5 unavailable
A.1.7 Legal authenticator 5 5 required 5 unstructured
A.1.8 Document metadata 9 9 required 8 structured

6 unstructured
A.2 Report body data elements

A.2.0 Narrative form 1 1 required 1 unstructured
A.2.1 Advance directives

2 structured

A.2.11 Living will 5 5 optional 3 unstructured
A.2.2 Alerts
A.2.2.1 Allergy and Intolerance 10 4 reql.Jlred 6 structured

6 optional 4 unstructured
A.2.2.2 Medical alerts 1 1 required 1 structured
A.2.3 Encounter 2 2 required 2 unstructured
A.2.3.3 Admission 1 1 required 2 structured

9 unstructured
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A.2.3.4 Admission reason 3 2 requwed 2 structured
1 optional 1 unstructured
. . 1 structured
A.2.3.5 Discharge 3 3 required 2 unstructured
A.2.3.6 Location 4 4 required I structured
3 unstructured
A.2.4 Admission evaluation
P, 1 required 3 structured
A.2.4.1 Objective findings 7 6 optional 4 unstructured
A.2.4.2 Functional status 5 5 optional 5 unstructured
A.2.6 Patient history
A.2.6.1 Medical history 35  35optional 24 structured

1 unstructured
3 structured
2 unstructured
6 structured
A.2.6.3 Social determinants of health 15 15 optional 8 unstructured
1 unavailable
3 structured

A.2.6.2 Family history 5 5 optional

A.2.6.4 Use of substances n 11 optional
8 unstructured
A.2.7 Course of hospitalisation
A.2.7.1 Diagnostic summary 10 ° reqf,ured $ structured
5 optional 7 unstructured
A.2.7.2 Significant procedures 8 6 req}ured 4 structured
2 optional 4 unstructured
A.2.7.3 Medical devices and implants 5 4 requlred 2 structured
1 optional 3 unstructured
. 1 structured
A.2.7.5 Pharmacotherapy 10 10 required 9 unstructured
A.2.7.6 Significant observation results 6 S rec!UIred 2 structured
1 optional 4 unstructured
A.2.7.7 Synthesis 2 2 required 2 unstructured
A.2.8 Discharge details
A.2.8.1 Objective findings 8 5 required I structured
3 optional 7 unstructured
A.2.8.2 Functional status 5 1 requ.lred 5 unstructured
4 optional
A.2.8.3 Discharge note 1 1 optional 1unstructured

A.2.9 Care plan and other recommendations
after discharge

A.2.9.1 Care plan 8 1 reql{ired 1 structured
7 optional 7 unstructured
A.2.9.2 Medication summary n 1 required 11 unstructured
A.2.9.3 Other recommendations 1 1 required 1unstructured
102 required 80 structured
Total 249 130 optional 147 unstructured
17 not required 22 unavailable

3.3.5 Challenges and barriers

Given that it is the same organization, and the same interoperability system is being
used, the challenges are the same as those described in 3.2.5 of X-Bubble 2.

Funded by 310f 149
the European Union  XpanDH Grant Agreement No. 101095594




Q X an DH D4.3 — (D4.2) XpanDH Feasibility Demonstrators

Expandin go o Hosith hrough o WP4 — Feasibility & Experimentation
.,nn--unpnﬂn F-‘?xF l‘nsch rrrrrrr m

3.4 X-Bubble 4 and 5

Partner leading the experiment: KETEKNY - Greek DRG Institute.

Adoption Domain: Hospital Discharge Report Organisations to National Authority to
Organisations.

X-Bubble 4 focuses on gathering clinical and administrative information into a single
document that summarizes all discharge information for a patient and sending it to
the national authority as a hospital discharge report. On the other hand, Bubble 5
complements Bubble 4 by forwarding the hospital discharge report between the
national authority and the organization, adding additional information generated by
the DRG system. In this scenario, it makes sense to keep these two bubbles together
in the same demonstrator. The main objective, in terms of health data information
exchange, is to pilot the use of hospital discharge report including DRG data:

e to contribute to the collection of structured and coded information on
patient administrative data (as defined in the Greek DRG-Dataset),

e to contribute to the collection of relevant clinical data, using ICD-10 Greek
Modification, and GMPC/ETIP (as foreseen in Greek DRG Coding Guidelines),

e to achieve fair Remuneration for given Hospital Services by EOPYY and other
insurance organizations,

e to contribute to the validation and cross-check of structured and coded
information on patient administrative and clinical data (as defined in the
Greek DRG-Dataset),

e to transmit DRG codes and names for each patient, computed by the
algorithm of the Greek DRG Grouper Platform, according to the above
validated and cross-checked patient data.

3.4.1 Scenarios

Prior to the introduction of the new Greek DRG system, data in relation with Hospital
EHRs, were collected via various methods (majority not in a coded or standard
structured manner). Currently, under the new Greek DRG Grouper Platform, operated
by KETEKNY, data are transmitted to hospitals using proprietary XML/JSON files and
are not directly interconnected with the official discharge forms (Figure 12). Hospitals
provide patients with two other official discharge forms: the Administrative
Discharge Report and the Medical Discharge Reports/Letters.
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Figure 12 - X-Bubble 4 and 5: AS-IS scenatrio.

With the work developed in these bubbles, the ultimate aim was the formulation and
adaptation of a unique collection of patient hospitalization data after their discharge,
which will be registered, saved, exchanged and delivered for any appropriate use
within the Health Care System (including communication of Hospital EHRs with the
Greek DRG Grouper Platform, operated by KETEKNY) in a coded, structured and
standardised manner, thus ultimately ensuring continuity of care through continuous
availability of patient hospitalization information.

The envisaged scenario in this context is depicted in Figure 13. The Greek DRG
Grouper Platform, by utilizing the EEHRxF Interoperability Engine, will have the
capability to receive and send hospital discharge reports containing all the relevant
information for the DRG system using the EEHRxF. Hospital EHR systems will also
need to adapt to create a unified document with all the information and structure it
according to the EEHRxF (possibly i.e. Hospital EHR systems will be enhanced with
additional modules to interface seamlessly with the EEHRxF, ensuring that existing
workflows are augmented rather than replaced, to create a unified document that
aligns with the required information structure). The Greek DRG Platform is supposed
to function as a national repository, allowing it to provide discharge data in the case
of care transition (such as patient transfer) to ensure continuity of care.

Figure 13 - X-Bubble 4 and 5: TO-BE scenario.
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3.4.2 Demonstrator plan

Table 7 - X-Bubble 4&5: demonstrator plan.

Step Description Status \
: Select adoption domain and specify the use case: available in D4.1 — Done
(D4.1.1) XpanDH Adoption Domains (M6).
Analyse existing national hospital discharge report structure and
2 o Done
validation rules.
Define information requirements: define the specific datasets and
3 . . . . Done
value sets required for hospital discharge reports satisfying the DRG.
4 Perform a mapping exercise on existing format vs desired EEHRxF Done
data fields of discharge report from two HIS vendors.
Conduct experimentation, depending on the availability of final
5 relevant technical specifications (otherwise not feasible during the To Do
project)
In
6 Document lessons learned.
progress

3.4.3 Work developed

Since M6 until M2], the following tasks have been completed:

e Involvement of healthcare providers that are onboard to participate in the
demonstrator.

e Analyse the existing national hospital discharge report structure and
validation rules, providing a list of important datasets for DRG operation.

e Reviewing the hospital discharge report eHN guideline. Identification of
required and optional data fields and possible missing fields. Two HIS vendors
got on board to participate as early adopters, by providing feedback about
the data availability in their systems regarding the identified required data
fields. In annex V, the status of this analysis is presented. From this analysis,
the need for 2 additional data fields was identified for this use case, and some
necessary value sets were indicated in the Greek context.

3.4.4 Results Discussion

Although no massive or even pilot of real data exchange has been performed until
now (due to challenges concerning final specifications, regulatory issues, etc.),
several benefits were obtained by work done in the field of X-Bubbles 4 and 5, as for
achieving the goal of feasibility.

One of our primary lessons learned was the need for a detailed appropriate
standardization and homogeneity of HDR format and structure, in order to reach a
significantly high level of interoperability in healthcare data transfer in the domain of
HDR.
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The results achieved contained the conduction of a detailed analysis and mapping
of existing HDR structures, as well as a thorough review of the hospital discharge
report eHN guidelines (overview presented in Table 8). Furthermore, identification of
all required and optional data fields and of relevant coding systems was performed,
and a proposal was formulated for additional fields to be implemented, due to the
special needs within the Greek context (DRG-relevant fields).

In particular, a sample of two HIS vendors were onboarded to participate as early
adopters in this project. Their role was to provide feedback relevant to the eHN
guidelines data groups analysis, as per XpanDH project’s implementation. The
vendors initially examined 161 parameters deemed “required” for achieving
interoperability within healthcare systems. These parameters were assessed based
on their usage, availability, and alignment with relevant coding systems. While a
significant portion of the 161 parameters has already been implemented, either fully
or partially, they were mostly available in a descriptive and, in many cases,
inadequately encoded according to international standards.

Out of the 161 parameters analysed by the two HIS vendors, 75 parameters have been
fully realized in both systems, and an additional 58 have been partially implemented,
demonstrating a positive trend towards compliance. However, the fact that 28
parameters remain unimplemented indicates that further efforts are needed to
ensure full compliance and facilitate seamless data exchange.

As a result from this analysis, in this X-Bubbles 4 and 5, two missing data fields were
identified in admission group: “Admitting weight - Weight on admission (to be
completed for patients age less than 1year)”; and discharge group: “Hospitalization
outcome - Patient’ discharge condition”. Regarding the required value sets in the
context of X-Bubbles 4 and 5 concrete lists were defined for some data fields, such
as Admission urgency, Admit source, Discharge destination type and Hospitalization
outcome.

Finally, it should be mentioned that input from other HIS vendors is essential for a
more comprehensive approach to be obtained in the future, especially when
specifications are finalized (beyond project).

As for our recommendations, we concluded that, in order to generate a unified
document, which will be properly structured and adequately completed,
incorporating all necessary information, according to the EEHRxF we should insist on
implementing:

e a detailed appropriate standardization and homogeneity of HDR format and
structure, and
e a proper adaptation of existing Hospital EHR systems.
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Table 8 - X-Bubble 4&5: eHN guidelines data groups analysis.

o

A.1Report header data elements

5 structured

2 unstructured
3 structured

A1 Identification of the patient/subject 7 7 required

A.1.2 Patient/subject related contact 6 required
. . 15 . 3 unstructured
information 9 optional
9n/a
A.1.3 Health insurance and payment . 2 structured
. . 3 3 required
information 1unstructured
A.l.4 Information recipient 7 7 optional 7n/a
. 3 structured
A.1.5 Author 5 5 required 2 unstructured
A6 Attester 5 5 optional 5n/a
A7 Legal authenticator 5 5 optional 5n/a
8 required 6 structured
A.1.8 Document metadata © q 2 unstructured
1 optional

1n/a

A.2 Report body data elements

A.2.0 Narrative form 1 1 required 1 unstructured
A.2.1 Advance directives

A.2.11 Living will 5 5 optional | STV EHTEE

4n/a
A.2.2 Alerts
5 required 3 unstructured
A.2.2.1 Allergy and Intolerance 10 a 2 unavailable
5 optional
5n/a
A.2.2.2 Medical alerts 1 1 required 1unstructured
A.2.3 Encounter 2 2 required I structured
1unstructured
. . 4 structured
A.2.3.3 Admission n 1 required 7 unstructured
2 required 1 structured
A.2.3.4 Admission reason 3 4 1 unstructured
1 optional
1n/a
. . 2 structured
A.2.3.5 Discharge 3 3 required

1unstructured
A.2.3.6 Location 4 4 required 4 unstructured
A.2.4 Admission evaluation

1 structured

A.2.4.1 Objective findings 7 7 required 6 unstructured
2 required 1 structured

A.2.4.2 Functional status 5 q' 1unstructured
3 optional

3 n/a
A.2.6 Patient history
10 structured

. . 26 required 7 structured
A.2.6.1 Medical history 35 9 optional 9 unavailable
9n/a
3 required 2 structured
A.2.6.2 Family history 5 a 1 unstructured
2 optional
2 n/a
A.2.6.3 Social determinants of health 15 15 optional 15 n/a
8 required 5 unstructured
A.2.6.4 Use of substances 1l q. 3 unavailable
3 optional
3 n/a
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A.2.7 Course of hospitalisation

A.2.7.1 Diagnostic summary 10
A.2.7.2 Significant procedures 8
A.2.7.3 Medical devices and implants 5
A.2.7.5 Pharmacotherapy 10
A.2.7.6 Significant observation results 6
A.2.7.7 Synthesis 2
A.2.8 Discharge details
A.2.8.1 Objective findings 8
A.2.8.2 Functional status 5
A.2.8.3 Discharge note 1
A.2.9 Care plan and other recommendations
after discharge
A.2.9.1 Care plan 8
A.2.9.2 Medication summary n
A.2.9.3 Other recommendations 1
Total 249

3.4.5 Challenges and barriers

7 required
3 optional

6 required
2 optional

4 required
1 optional

9 required
1 optional

4 required
2 optional

2 required

5 required
3 optional

4 required
1 optional
1 required

4 required
4 optional

9 required
2 optional

1 required

166 required
83 optional
O not required

2 structured

5 unstructured
3n/a

4 structured

2 unstructured
2 n/a

3 structured

1 unavailable
1n/a

6 structured

3 unstructured
1n/a

1 structured

3 unstructured
2 n/a
1unstructured
1 unavailable

1 unstructured
4 unavailable
3n/a

4 unavailable
1n/a
1unstructured

1 structured

3 unavailable
4 n/a

2 structured

6 unstructured
1 unavailable
2n/a

1 unstructured
61 structured
72 unstructured
28 unavailable
88 n/a

For the implementation of a demonstrator, the availability of final technical
specifications is necessary, otherwise this could pose a significant barrier to the
experimentation part from KETEKNY, in collaboration with GNOMON. Legal and
regulatory issues, relevant mainly to exchange of data and interoperability process,
to be addressed is often quite challenging.
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3.5 X-Bubble 6

Partner leading the experiment: NCZ|

Adoption Domain: Hospital Discharge Report National authority to National
authority.

X-Bubble 6 is focused on transmitting relevant data from the hospital discharge
report from Slovakia (stored in the Slovak national health information system) to
other country displaying them in the destination doctor's information system. For
the feasibility scenario the destination country is Hungary. By piloting this X-Bubble,
the intention is to showcase the benefits of standardized and interoperable
exchange of hospital discharge reports. The successful implementation of this
scenario will not only contribute to improved cross-border healthcare collaborations
but also support the overall objectives of the XpanDH project.

It is important to note that the existing legislation and technical infrastructure do not
currently support such cross-border exchanges. The output of this X-Bubble will not
involve the full implementation or deployment of the entire process described in the
scenario. Instead, the focus will be on conducting a feasibility check of the technical
and semantic transformation of the original hospital discharge report (Slovakia side)
and exploitation of the potential solutions and challenges associated with cross-
border document exchange of this kind.

3.5.1 Scenarios

In the current situation (Figure 14) cross-border exchange between Slovakia and
Hungary is not possible. Internally in Slovakia, the ISO 13606 standard is used for
hospital discharge report exchange, while in Hungary, this data is exchanged in an
unstructured format (PDF).

Healthcare Slovak Hungarian Healthcare
provider IT > National - — K= National » provider IT — Practitioner
system ISO Health system Health system | PDFs system PDFs

13606

Individuals Systems Organisations

Figure 14 - X-Bubble 6: AS-IS scenario.

With the work developed in this bubble, the Slovak National Health Information
Centre (NCZI) and the Hungarian Digital Health Authority (OKFO) explore the
possibility of implementing a cross-border document exchange. Rather than
upgrading their national information systems (in the actual phase), they consider the
concept of National Contact Points for eHealth (NCPeH) for the exchange. The
NCPeH serves as the platform for exchanging hospital discharge reports, allowing the
national health information systems to continue using their current standards.
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Two scenarios are envisaged in this context, one in the short term (Figure 15) and the
other in the long term (Figure 16). Considering Slovakia's capability to exchange
structured data using ISO 13606 and Hungary's using proprietary XML, in the short
term, these standards will continue to be used internally in both countries. The
NCPeH will be responsible for mapping the hospital discharge report to the EEHRxF.

Figure 15 - X-Bubble 6: TO-BE scenario - short term.

In the long term, the goal is to progressively transition from the ISO 13606 and
proprietary XML format to the EEHRxF, and also to use it internally in countries. It is
recognized that during the transitional period, both formats may coexist
simultaneously until all healthcare providers complete the full transition.

NCZI National Health OKFO Healthcare provider
Information Centre Digital Health Authority
Request
Slovak ~ ®-rm=—s-sse-ssees Hungary .
NCPeH MyHealth@EU NCPeH Practitioner
EEHRxF " "
! 1
i ! Internal
1 niernai
3 EEHRxF Request i EEHRxF Requesti visualization
Healthcare provider ! H
i ¥
Slovak Hungary 4____55‘32‘25}____ Healthcare
E;‘;‘I'itggf;? Health Health provider IT
EEHRxF Information Information — ——..—.— | system
system system system EEHRxF
Individuals Systems Organisations
Figure 16 - X-Bubble 6: TO-BE scenario - long term.
3.5.2 Demonstrator plan
Table 9 - X-Bubble 6: demonstrator plan.
Step Description Status \
: Select adoption domain and specify the use case: available in Done
D4.1 — (D4.1.1) XpanDH Adoption Domains (M6).
5 Define information requirements: define the specific datasets Done
and value sets required for hospital discharge reports.
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Data transformation and formatting: developed the processes | Not feasible
3 to mapping the hospital discharge reports from their existing during the

format to the EEHRxF. project
Implement the NCPeHs as a secure and data exchange Not.feaS|bIe
4 . during the
mechanism. .
project
. . . Not feasible
Functional and technical tests: perform internal tests to ensure .
5 - . during the
the feasibility of the solution. .
project
Not feasible
6 Evaluate Feasibility and Effectiveness during the
project
7 Document lessons learned In progress

3.5.3 Work developed

Since M6 until M2], the following tasks have been completed:

e Reviewing the hospital discharge report eHN guideline. Identification of
required and optional data fields, cardinalities, code systems and possible
missing fields. In annex VI, the status of this analysis from Slovakia side is
presented. From this analysis, the need for 2 additional data fields was
identified for this use case.

e Providing concrete examples for all relevant fields.

3.5.4 Results Discussion

NCZI has already initiated a project to implement NCPeH in Slovakia. This project,
planned from October 2023 to September 2026, focuses on implementing cross-
border exchange services for Patient Summaries and ePrescription/eDispensation,
but not yet for Hospital Discharge Reports. The cross-border service for Hospital
Discharge Reports will be the subject of a future project to meet EHDS requirements.

The outcomes of the XpanDH project will support Slovakia in implementing changes
to the current national Hospital Discharge Report solution, ensuring that interim
changes align with EHDS requirements and comply with the EEHRxF framework until
the long-term implementation is completed.

The overview of the eHN guidelines analysis performed in X-bubbles 6 is presented
in Table 10, indicating the total number of data fields in each data group, the number
of required, optional and not required (considered not needed for the use case) data
fields and the data availability in the actual system, indicating structured,
unstructured and unavailable number of data fields.

Regarding data importance 29/249 of the data fields are required, 44/249 are
optional and 176/249 are not required. Regarding data availability 156/249 of the data
fields are not available and 44/249 are stored in a structured way in Slovakia system.
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A large number of data fields are not available in current system, and a large number
of them are also considered not necessary in this context. In this X-Bubbles 6, two
missing data fields were identified in preferred health professional group: “ID
organisation - code of HP organization”; “ID department - code of department in the
HP organization”.

Table 10 - X-Bubble 6: eHN guidelines data groups analysis.

o

A.1Report header data elements

A1l Identification of the patient/subject 7 2 reqt.nred 3 struct.ured
5 optional 4 unavailable
A.1.2 Patient/subject related contact 4 required S structured
. . 15 . 8 unstructured
information 11 optional .
2 unavailable
AJ.S Hea.lth insurance and payment 3 5 e 3 structured
information
A.l.4 Information recipient 7 7 not required 7 unavailable
A5 Author 5 5 required 3 structured
2 unstructured
A.1.6 Attester 5 5 not required 5 unavailable
A.1.7 Legal authenticator 5 5 not required 5 unavailable
A.1.8 Document metadata © 9 not required 8 strucjcured
1 unavailable
A.2 Report body data elements
A.2.0 Narrative form 1 1 required 1 unstructured
A.2.1 Advance directives
A.2.11 Living will 5 5 not required 5 unavailable
A.2.2 Alerts
5 optional 1 structured
A.2.2.1 Allergy and Intolerance 10 P . 3 unstructured
5 not required .
6 unavailable
A.2.2.2 Medical alerts 1 1 optional 1unstructured
A.2.3 Encounter 2 2 not required ! unstru.ctured
1 unavailable
A.2.3.3 Admission n 7 required 5 structured
4 not required 6 unstructured
1 structured
A.2.3.4 Admission reason 3 3 required 1 unstructured
1 unavailable
. 1 required 1 structured
A-2.3.5 Discharge 3 2 not required 1 unavailable
A.2.3.6 Location 4 4 not required 4 unavailable
A.2.4 Admission evaluation
2 required 1 structured
A.2.4.1 Objective findings 7 quired 4 unstructured
5 not required .
2 unavailable
A.2.4.2 Functional status 5 5 not required 5 unavailable
A.2.6 Patient history
7 ootional 5 structured
A.2.6.1 Medical history 35 P . 2 unstructured
28 not required .
28 unavailable
A.2.6.2 Family history 5 5 not required 5 unavailable
A.2.6.3 Social determinants of health 15 15 not required I structured

14 unavailable
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A.2.6.4 Use of substances

ll

A.2.7 Course of hospitalisation

11 not required

1 unavailable

4 structured

A.2.7.1 Diagnostic summary 10 | required . 5 unstructured
9 not required .
1 unavailable
A.2.7.2 Significant procedures 8 8 not required 8 unavailable
3 structured
A.2.7.3 Medical devices and implants 5 5 not required 1 unstructured
1 unavailable
A.2.7.5 Pharmacotherapy 10 10 not required 10 unstructured
A.2.7.6 Significant observation results 6 6 not required 6 unavailable
A.2.7.7 Synthesis 2 2 not required 2 unavailable
A.2.8 Discharge details
A.2.8.1 Objective findings 8 2 optional 8 unavailable
6 not required
A.2.8.2 Functional status 5 1 optional . 5 unavailable
4 not required
A.2.8.3 Discharge note 1 1 optional 1unstructured
A.2.9 Care plan and other recommendations
after discharge
1 optional 3 unstructured
A-2.9.1 Care plan 8 7 not required 5 unavailable
A.2.9.2 Medication summary n 10 optional 11 unavailable
1 not required
A.2.9.3 Other recommendations 1 1 optional 1 unavailable
29 required 44 structured
Total 249 44 optional 49 unstructured

176 not required 156 unavailable

3.5.5 Challenges and barriers

e Technical infrastructure challenges

Although NCZI is committed to aligning the Hospital Discharge Reports with EHDS
requirements, lack of technical infrastructure in both countries currently limits the
full implementation of the cross-border exchange. NCZI's existing infrastructure,
based on ISO 13606 must align with the EEHRxF and the challenge lies in building the
necessary translation/transformation mechanisms.

e Regulatory barriers

There are legal and policy challenges in implementing cross-border document
exchange, as current Slovak legislation doesn't allow this kind of services.
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3.6 Format support maturity model

Table 11 presents the format support maturity model provided by EC as ongoing
work. Given the lack of final specifications for the EEHRxF, to apply this model we
need to make some assumptions:

e Data structurisation:
0 We consider aligned with the format the structured provided by the
eHN guidelines.
0 We consider “must support” fields that one’s indicated as “Required”
by X-Bubble.
e Data coding/values:
0 We considered “format-compliant” the preferred code system of the
eHN guidelines.

Table 11 — Format Support Maturity model

Data structurisation Data coding/values Technical interface (API)

Non-structured data
sE only (original clinical cE
documents)

No coding of data tD No APl available

Proprietary or other
Data structures not P Y

aligned with the format

non-compliant coding

An APl is available, but
not compatible with

sD . cD of data that can be tC
but can be partially . format-supported
. . partially converted
converted into it . . technology
into format-compliant
Proprietary or other Broadly format-
Subports all “must non-compliant coding compliant APl with
sC PP o cC of data that can be tB limitations that affect
support” fields .
fully converted into the access to or
format-compliant acceptance of data
Supports all .
Supports more than . Fully format-compliant
sB 80% of fields cB manqatory coding tA AP
requirements
Full conformity with
all mandatory and
sA Full conformity cA recommended code

systems and value
sets

Table 12 presents the application of the format support maturity model to the X-
Bubbles. Regarding data structurisation, all X-Bubbles have their internal structures
for health data exchange, which largely allow the conversion to the format.
Specifically, X-Bubbles 2 and 3 already widely use FHIR for national reasons, which
allows them to be more aligned. In relation to data coding/values, all X-Bubbles have
the same maturity level, due to the need to use some national codes regarding order
systems, DRG systems, among others. Finally, in the technical domain, all X-Bubbles
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allow the exchange of health data through APIs, with the exception of bubble 6 where
NCPeH are not yet implemented.

Table 12 — X-Bubbles Format Support Maturity model

D D

O O O O
O U O O

X-Bubble | s | ¢ | ¢

(o

O O O O
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4 Final remarks

In this document it is possible to identify and understand the XpanDH feasibility
demonstrators responsible for experimentation around the EEHRxF. The strategy
employed to advance the demonstrators is presented with the objective of outlining
a common framework for the progression of the X-bubbles and expected outcomes.

These demonstrators encompass two priority categories, Laboratory Reports and
Hospital Discharge Reports, across six X-Bubbles. For each demonstrator, AS-IS and
TO-BE scenarios are presented with associated actors and flows, as well as the
demonstrator's plan, work developed and achieved results. Considering the gradual
manner in which some X-Bubbles plan the transition to the EEHRxF, in some cases,
short-term and long-term scenarios are presented, demonstrating the complexity
and alignment necessary for this transition. Furthermore, the analysis of eHN
guidelines for each domain is used as a basis for a common understanding of the
format, allowing verification of alignment levels and convergence needs. Finally, a
format maturity model was applied to the X-Bubbles, allowing us to check in what
stage they are and the path they need to take to achieve the full implementation of
the EEHRxF.

As next steps, the lessons learned taken from the feasibility demostrators will
continue to be compiled and will be presented in D4.4 — (D4.3) X-Bundle refinement
Report (M24).
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Annex | — X-Bubble 1 Hungarian Laboratory Codes for Diabetes

Hungarian

Hungarian

laboratory . Sl LOINC name procedure
concept Code
result code code
LE-56 ALBU g/L g/L 1751-7 Albumin [Mass/volume] in Serum or Plasma 21040
LE-72 ALBU g/l g/l 2869-1 Albumin [Mass'/volume] in Serum or Plasma by 21042
Electrophoresis
LE-66 ALBS % % 13980-8 AIbumm/Protgm.totaI in Serum or Plasma by 21042
Electrophoresis
LE-47 AP UL UL 6768-6 Alkaline phosphatase [Enzymatic activity/volume] in 24720
Serum or Plasma
Uil Bilirubin.total [Moles/volume] in Urine by Automated
LE-300 OR: umol/L {negative} = 68367-2 testsv{ Y 22550
negative P
LE-143 DBIL umol/L umol/L 14629-0 Bilirubin.direct [Moles/volume] in Serum or Plasma 21151
mL/min/1 Glomerular filtration rate/1.73 sq M.predicted [Volume
LE-170 EGFR 73m?2 ’ 62238-1 Rate/Area] in Serum, Plasma or Blood by Creatinine-
based formula (CKD-EPI)
LE-46 GGTL UL u/L 03942 Gar.nrna glutamylitransferase [Enzymatic 24640
activity/volume] in Serum or Plasma
LE-144 GLU mmol/L mmol/L 14749-6 Glucose [Moles/volume] in Serum or Plasma 21310
LE-133 PGLC mmol/L mmol/L 14771-0 Fasting glucose [Moles/volume] in Serum or Plasma 21310
LE-304 mmol/L mmol/L 59156-0 SGtI:;ose [Moles/volume] in Urine by Automated test 29550
LE-145 GLCPRE mmol/L mmol/L 40193-5 2I:;:|ose [Moles/volume] in Serum or Plasma --pre- 21310
LE-146 GLCPOST mmol/L mmol/L 53094-9 2I;J:|ose [Moles/volume] in Serum or Plasma --post 21310

the European Union
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Glucose [Moles/volume] in Serum or Plasma --pre

LE-157 GLCPREINZ | mmol/L mmol/L 54257-1 . . 21310
dose insulin IV

LE-163 GLCINZI20  rmmol/L mmol/L 54258-9 Glucose [Moles/volume] in Serum or Plasma --2 hours 21310
post dose insulin IV

LE-158 GLCINZI5  mmol/L  mmol/L 54260-5 ~ Clucose [Moles/volume] in Serum or Plasma ~-15 21310
minutes post dose insulin IV

LE-159 GLCINZ30  mmol/L  mmol/L 54263-9  Glucose [Moles/volumel in Serum or Plasma --30 21310
minutes post dose insulin IV

LE-160 GLCINZ45 | rmmol/L mmol/L 54264-7 G|}JCOSG [Moles/voIL‘Jme]' in Serum or Plasma --45 21310
minutes post dose insulin IV

LE-161 GLCINZ60  mmol/L mmol/L 54265-4 Glucose [N!oles/volume] in Serum or Plasma --1 hour 21310
post dose insulin IV

LE-162 GLCINZ90 | mmol/L  mmol/L 5age7-0 | Clucose [Moles/volume] in Serum or Plasma —-1.5 21310
hours post dose insulin IV

LE-147 GLCO mmol/L mmol/L 14996-3 Glucose [Moles/volume] in Serum or Plasma --pre 75 21310
g glucose PO

LE-151 GLCI20 mmol/L mmol/L 14995-5 Glucose [Moles/volume] in Serum or Plasma --2 hours 21310
post 75 g glucose PO

LE-152 GLC3H mmol/L mmol/L 39320-4 Glucose [Moles/volume] in Serum or Plasma --3 hours 21310
post 75 g glucose PO

LE-148 GLC30 mmol/L mmol/L 39319-6 Gl'ucose [Moles/volume] in Serum or Plasma --30 21310
minutes post 75 g glucose PO

LE-153 GLCAH mmol/L mmol/L 39321-2 Glucose [Moles/volume] in Serum or Plasma --4 hours 21310
post 75 g glucose PO

LE-154 GLC5H mmol/L mmol/L 32322-0 Glucose [Moles/volume] in Serum or Plasma --5 hours 21310
post 75 g glucose PO

LE-149 GLCBO mmol/L mmol/L 515973 Glucose [Moles/volume] in Serum or Plasma --1 hour 21310
post 75 g glucose PO

LE-150 GLCIO mmol/L mmol/L 553511 Glucose [Moles/volume] in Serum or Plasma --1.5 21310
hours post 75 g glucose PO

LE-43 GOT UL UL 1920-8 Asp'a.rtate ammo'Fransferase [Enzymatic 24600
activity/volume] in Serum or Plasma
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Alanine aminotransferase [Enzymatic activity/volume]

LE-44 GPT u/L u/L 1742-6 . 24610
in Serum or Plasma

LE-140 HDL mmol/L mmol/L 14646-4 Cholesterol in HDL [Moles/volume] in Serum or Plasma = 2142A

LE-171 HBACL mmol/mo mmol/mol 59261-8 Hemoglobin Alc/Hemoglobin.total in Blood by IFCC 98494

I protocol

LE-172 HBAICL % % 17856-6 Hemoglobin Alc/Hemoglobin.total in Blood by HPLC 28494

LE-87 INZ uU/mL u[lu]/mL 20448-7 | Insulin [Units/volume] in Serum or Plasma 23310

LE-93 INZ120 wu/mL A[IU]/mL 27860-6 Insulin [Units/volume] in Serum or Plasma --2 hours 23310
post 75 g glucose PO

LE-94 INZ1S0 wU/mL u[Iu]/mL 27861-4 Insulin [Units/volume] in Serum or Plasma --3 hours 23310
post 75 g glucose PO

LE-95 INZ240 wu/mL A[IU]/mL 27862-2 Insulin [Units/volume] in Serum or Plasma --4 hours 23310
post 75 g glucose PO

LE-90 INZ30 wU/mL G[IU)/mL 30362-8 In§ul|n [Units/volume] in Serum or Plasma --30 93310
minutes post 75 g glucose PO
Insulin [Units/volume] in Serum or Plasma --1 hour

LE-91 INZ60O uuU/mL u[lU]/mL 27830-9 23310
post 75 g glucose PO

LE-92 INZ9O uU/mL A[IU]/mL 278341 Insulin [Units/volume] in Serum or Plasma --1.5 hours 23310
post 75 g glucose PO
Insulin [Units/volume] in Serum or Plasma --pre dose

LE-89 INZFA uu/mL u[lU]/mL 47668-9 23310
glucose

LE-88 INZPREGL uU/mL A[IU]/mL 47669-7 Insulin [Units/volume] in Serum or Plasma --pre dose 23310
glucagon

LE-136 CREA umol/L umol/L 14682-9 Creatinine [Moles/volume] in Serum or Plasma 2141

LE-45 LDH UL u/L 14805-6 !_actate dehydrogenase [Enzymatic actmty/volgme] 24500
in Serum or Plasma by Pyruvate to lactate reaction

LE-141 LDLK mmol/L mmol/L 69419-0 Cholfasterol in LDL [Moles/volume] in Serum or Plasma 21429
by Direct assay

LE-142 BIL umol/L umol/L 14631-6 Bilirubin.total [Moles/volume] in Serum or Plasma 21150

LE-55 OFEH g/L g/L 2885-2 Protein [Mass/volume] in Serum or Plasma 21020

LE-138 CHOL mmol/L mmol/L 14647-2 Cholesterol [Moles/volume] in Serum or Plasma 21420
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LE-21 PTIDO sec s 5902-2 Prothrombin time (PT) 28620
LE-22 PTR sec/sec s/s 5894-1 Prothrombin time (PT) actual/Normal 28620
LE-24 PTKEV sec s 5901-4 Prothrombln. time (PT) in Control Platelet poor plasma 28690
by Coagulation assay
Prothrombin time (PT) factor substitution in Platelet
LE-25 PTB+K sec s 5959-2 poor plasma by Coagulation assay --immediately 28620
after addition of normal plasma
LE-139 TG mmol/L mmol/L 14927-8 Triglyceride [Moles/volume] in Serum or Plasma 2141
LE-322 UCRE umol/L umol/L 14683-7 | Creatinine [Moles/volume] in Urine 2211
LE-323 UCREGY umol/L umol/L 55593-8 Creatlnl'n'e [Moles(volume] in Urine collected for 29111
unspecified duration
LE-338 UMALB mg/L mg/L 14957-5  Microalbumin [Mass/volume] in Urine 22042
LE-339 UMALB L i 100158-5 Mlcroalp'umln [Ma'ss/volume] in Urine collected for 92049
unspecified duration
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) Have this information available?
# Field Field description Preferred Code Reqf.ured - (Y)es
System Optional Cardinality Comments
] (N)o Code System Value Sets
(S)tructured
A.1 Report header data elements
A.1.1 Identification of the patient/subject
Name may
. The family name/surname/last name of the not be
Family . .o . . . .
Al.1.1 patient. This field can contain more than one Required 1 Y available in
name/surname . )
element or multiple fields could be present. structured
format
The given name/first name of the patient (also
A.1.1.2 Given name known as forename or first name). This field can Optional 0..* N
contain more than one element.
The date of birth of the patient [ISO TS 22220]. As | Complete date,
A113 Date of birth ?ge of the patlent might be important for correct wnhogt time, Ry 1 S N/A
interpretation of the test result values, complete following the ISO
date of birth should be provided. 8601
type of
) fior i
An identifier of the patient that is unique within a I[()jrir;)trli;;rli
i NE le: Nati D (bi : ically SSN
Al1l4 Personal identifier LI S xamp.e Natlonafl ! .(blrth. . Required 1 S code system .typlca v SS
number) for Czech patient. Multiple identifiers T— is used
could be provided. Health
Insurance Fund
This field must contain a recognised valid value s;zzr;ez;ym 0 Male
for "administrative gender". HL7 Administrative . . ¥ !
A.1.15 Gender . " > ) " Required 1 S issued by 1 Female,
If different, "physiological gender" should Gender Health 9 unknown
be communicated elsewhere.
Insurance Fund
A.1.2 Patient/subject related contact information
Mailing and home or office addresses. The
addresses are always sequences of address parts
A121 Address (e.g. §treet address line, country, ZIP code, city) 1O 3166 e 0.1 N
even if postal address formats may vary
depending on the country. An address may or
may not include a specific use code; if this
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attribute is not present it is assumed to be the
default address useful for any purpose.

Telecommunication contact information

A.1.2.2 Telecom (addresses) associated to a person. Multiple Optional
telecommunication addresses might be provided.
A.1.3 Health insurance and payment information
SSN is used
for patient
Health insurance information is not always identification.
. required, however, in some jurisdictions, the Private health
Health insurance . : . . ;
A.1.3.1 X X insurance number is also used as the patient Optional insurance
information X o R ) . e . L
identifier. It is necessary not just for identification information is
but also forms access to funding for care. not
transmitted to
EESZT
A.1.3.1. Health insurance Unique health insurance company identification .
Optional
1 code code.
A.1.3.1. Health insurance Full, official name of the healthcare insurance .
. Optional
2 name provider.
A.1.3.1. Health insurance Number or code under which the insured person Optional
3 number is registered at the insurance provider. P

A.1.4 Information recipient (intended recipient or recipients of the report, additional

recipients might be

identified by the ordering party, e.g. GP, other specialist), if applicable
Lab report is
sent as any
other kind of
medical
The health professional identification number. document to
Either an internal identifier assigned by a the EESZT and
healthcare provider institution or (preferably) later can be
a national health professional ID such as the retrived by
Al4.1 Recipient identifier | license or Not Required any HCP
registration number. In case when recipient treating the
is not a health patient,
professional, e.g. patient, appropriate personal however data
identifier should be used. governance
rules set by
the patient
govern the
access.
A14.2 Recipient name Person name. Not Required
M Funded by 510f 149
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A1.43

Recipient
organization

The healthcare provider organization information.

Not Required

A.l.44

Address

Mailing and home or office addresses. The
addresses are always sequences of address parts
(e.g., street address line, country, ZIP code, city)
even if postal address formats may vary
depending on the country. An address may or
may not include a specific use code; if this
attribute is not present it is assumed to be the
default address useful for any purpose.

Not Required

A.1.4.5

Country

Country of the recipient.

1SO 3166

Not Required

A.l1.4.6

Telecom

Telecommunication contact information
(addresses) associated to a person. Multiple
telecommunication addresses might be provided.

Not Required

A.1.5 Author (by whom the Laboratory result report or a subset of its results was aut

hored)

The health professional or authoring device
identification number. Either an internal
identifier assigned by a healthcare provider

t‘*’t
*n,.: the European Union

Funded by

XpanDH Grant Agreement No. 101095594

AlS1 AR Sl institution or (preferably) a national health QeI
professional ID such
as the license or registration number.
A.15.2 Author name Person or device name. Optional
Identifier
Author from
A.1.5.3 L The healthcare provider organization information. Required healthcare
organization -
provider's
registry
A.1.6 Legal authenticator (The person taking responsibility for the medical content of the document)
Lab reports
The health professional identification number. are typically
] Either an internal identifier assigned by a automatically
A.1.6.1 i O healthcare provider institution oridentifier Optional sent by the
(preferably) a national health professional ID such HIS/LIS to
as the license or registration number. EESZT after
validation
Legal
A.1.6.2 authenticator Person name. Optional
name
Legal Identifier
A.16.3 authenticator The healthcare provider organization information. Optional from
organization healthcare
52 of 149



< XpanDH

g Digital Health through a
n EHRxF-based Ecosystem

D4.3 - (D4.2) XpanDH Feasibility Demonstrators

WP4 - Feasibility & Experimentation

SR Funded by
O the European Union

XpanDH Grant Agreement No. 101095594

provider's
registry
A16.4 Authentlca.!tlon Date ar.1d time when the document was 15O 8601 el 1
date and time authorized.
A.1.7 Result validator
The health professional identification number. =
. . . e R from
. Either an internal identifier assign by a healthcare -
Result validator R . . physician's or
Al1.7.1 . e provider institution or (preferably) a national Required 1 .
identifier X . associate
health professional ID such as the license or X ,
R . professional's
registration number. .
registry
A.1.7.2 iRl Person name. Required 1
name
Result
A173 validator The healthcare provider organisation information. Required 1
organisation
Validation date . . .
Al.7.4 and time Date and time when the document was validated. | 1SO 8601 Optional 0..1
A.1.8 Laboratory report metadata
. Appropriate
A f th . F |
A.18.1 Document type " o] ?‘ COELmETS [ vel LOINC Required 1 code can be
Laboratory report A
provided
Will be set to
"final"
A18.2 DT SEfIE The statu's (.)f the Iz?lboratory test result report. hl7:DiagnosticReport i 1 bec'ause only
E.g., preliminary, final. Status validated
results are
sent to EESZT
Report date and . . .
A.1.83 time Date and time of the result report creation. 1SO 8601 Required 1
A.1.8.4 Document title Document title, e.g. "Laboratory Result report" Optional 0..1
Appropriate
Type (or types) of the laboratory stud Appropriate 1:26436-6 - (gf;zllgg?g?
A.1.85 | Studytype ype fortyp y stucy LOINC / SNOMED CT | Required 1 Pprop LABORATOR :
performed. generic code v STUDIES LABORATORY
STUDIES) can
be provided
Identifier
Organisation that is in charge of maintaining the el
A.1.8.6 Report custodian s g s Optional 0.1 healthcare
laboratory report o
provider's
registry
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Confidentialit
) - - y is set by
Level of confidentiality of the d t. Implicit
A.1.8.7 Confidentiality eve .0 seriisnEati e sl Al hl7:Confidentiality Optional data
value is normal.
governance of
EESZT
Language in which the document is written Can be
A.1.8.8 Language suag X ’ BCP 47 Not Required automatically
Language is expressed by the I1SO language code.
set to HU
EESZT
A.1.89 Version Version of the document. Optional malr)talns
version
control
A.2 Order information (Laboratory Result Report could respond to multiple test orders)
An identifier of the laboratory test order.
A.2.1 Order Id Laboratory Result Report may respond to multiple Optional
orders.
Order date and . .
A2.2 tirrn:r atean Date and time of the order placement. 1SO 8601 Optional
The health professional identification number.
Either an internal identifier assigned by a
healthcare provider institution or (preferably) a Identifier
Order placer national health professional ID such as the license . from
A23 X i . X Optional L
identifier or registration number. In case when order placer physician's
is not a health professional, e.g. by patients registry
themselves where applicable, appropriate
personal identifier should be used.
A.2.4 Order placer name | Person name. Optional
A2S Order pIacer' Contact detal.ls of order placer (address and Optional
contact details telecom details).
Identifier
Order placer from
A.2.6 .p . Order placer organization information. Optional healthcare
organization -
provider's
registry
A.3 Order reason (Laboratory Result Report could respond to multiple reasons)
Problem / Heaylth cond|t|or?s affecting the health of the ICD-10 (ICD-11 when .
. . patient and are important to be known for a . Hungarian
diagnosis / ) ) available) SNOMED . . .
A3.1 . health professional during a health encounter. Optional implementation
condition . . . CcT
. Clinical conditions of the subject relevant for the of ICD10
description R . Orphacode
results interpretation.
A.4 Specimen information
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Not likely t
An identifier of the specimen which is unique ot fikely to
e " . o be present for
Specimen within in a defined scope. Example: identifier routine lab
A4l X P e assigned by ordering system, identifier assigned Optional 0.. N L
identifier S i examinations
by laboratory etc. Multiple identifiers can be . .
like diabetes
used.
care
. Biologic type of species for laboratory result .
A.4.2 Type of species BT i R ST G, SNOMED CT Optional 0.. N
A.4.3 Material Specimen material. SNOMED CT Optional 0.. N
A.4.4 Collection period Collection date time or period. 1SO 8601 Optional 0.. S
A4S Anatomic location | Anatomic location (body location, laterality) SNOMED CT Optional 0. N
where the material is collected, e.g. Elbow, left
Morphological abnormalities of the anatomical
A.4.6 Morphology location where the material is taken, for example SNOMED CT Optional 0.. N
wound, ulcer.
. If the material is not coIIected. directly from t_he SNOMED CT .
A.4.7 Source Device patient but comes from a patient-related object, EMDN Optional 0.. N
e.g. a catheter
Collection
A48 procedure/metho If reI.ev.ant for the r.esu'ts’ gielpstiedled SNOMED CT Optional 0.. N
d obtaining the specimen.
A49 Received date Date and time that thg material is handed over at 1SO 8601 Optional 0. N
the laboratory or specimen collection centre.
A.5 Results data elements
A.5.1 Laboratory report narrativ
Report
content
Entire report (textual summary inside the should be
A5.1.1 Narrative report laboratory result report document) as issued by Required 1 Y rendered in
the laboratory. human
readable
format
Comments, Comments, such as a textual interpretation or
A.5.1.2 interpretation and advice accompanying the result report, for Optional 0.. N
recommendations example.
A.5.2 Observation details (report could consist of multiple observations)
Typically date
and time is
A.5.2.1 Observation date Date and time of the observation 1SO 8601 Optional 0.. N specified on
the level of

the lab report

t‘*’t
*n,.: the European Union
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At the
moment only
the most
important
laboratory
. ) . parameters
A523 Observation code Code representing the observation using the LOINC NPU el LOINC (about 420)
agreed code systems. SNOMED CT .
are handled in
structured
form. Almost
every is
mapped to
LOINC
A.5.2.3. ) Full name of the observation according to the .
Observation name . Optional
1 used test coding standard.
A.5.2.3. Observation Original (conventional) name of the observation .
- Optional
2 original name as used by the laboratory
A.5.2.3. Observation Simplified (short name of the observation) for Required
3 display name display. q
Not likely to
be present for
AS5.2.4 Observation Obsgrvatlon method (measurement principle) to SNOMED CT Optional routln.e Ia.b
method obtain the result. examinations
like diabetes
care
Devi I laboratory test kit and used
Observation evice (analyser), laboratory test kit and use SNOMED CT .
A.5.2.5 X calibrator information (identifier, type, name, Optional
device EMDN
model, manufacturer)
A5.2.8 Order Identifies order and order placer this observation Optional
belongs to.
Not likel
Identifies the originator/author and provides ot likely to
K . be present for
provenance information about the source of the .
. . . routine lab
A.5.2.9 Performer results data that may have not originated with Optional L
examinations
the source of the whole Laboratory Report . )
like diabetes
document.
care
Validator i
With certain observation results, e.g. there o a :c:“or Iif/en
A.5.2.10 Reporter may also be an interpreter or a person Not Required ypically &
. - on the report
responsible for validation. level

S Funded by
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Result of the observation including text, numeric SNOMED CT (for
and coded results of the measurement and ordinal or nominal Appropriate
A.5.2.11 | Observation result | measurement uncertainty. Content of the scale results and Required structure can
observation result will vary according to the type result interpretation) be provided
of the observation. UCUM (for units)
SNOMED CT Appropriate
Observation Information about reference intervals and result HL7 v3 Code System . pprop
A5.2.12 | . . . R X Required structure can
interpretation interpretation. Observationinterpret .
. be provided
ation
A.5.2.13 | Result description Commen.ts and narratlvt.e re.presentatlon of the Not Required
observation result and findings.
A5.2.14 Accreditation Accr_edltatlon statu§ of the laboratory for the N RS
status particular observation.
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Organisation to Patient - bubble 2 - CHUdSA
Required Have this information available?
# Field Field description Preferred Code System Optional Cardinality (Y)es VaLue Comments
Not (N)o Code System Sets
required (S)tructured
A.1 Report header data elements
A.1.1 Identification of the patient/subject
. The family name/surname/last name of the patient. This field
Family A . ) .
Al.1.1 can contain more than one element or multiple fields could be Required | 1..1 Y
name/surname
present.
The given name/first name of the patient (also known as
A.1.1.2 | Given name forename or first name). This field can contain more than one Optional | 0..1 N
element.
The date of birth of the patient [ISO TS 22220]. As age of the Complete date. without
A.1.13 Date of birth patient might be important for correct interpretation of the test timepfollowin Ithe 1SO 8601 Required | 1..1 Y
result values, complete date of birth should be provided. ! g
An identifier of the patient that is unique within a defined
A.1.1.4 | Personal identifier scope. Example: National ID (birth number) for Czech patient. Required | 1..1 Y SNS number
Multiple identifiers could be provided.
This field must contain a recognised valid value for HL7
A.1.1.5 | Gender admmmtramf genfjer | " HL7 Administrative Gender Required | 1..1 S Administrative
If different, "physiological gender" should be
. Gender
communicated elsewhere.
A.1.2 Patient/subject related contact information
Mailing and home or office addresses. The addresses are always
sequences of address parts (e.g. street address line, country, ZIP
A121 | Address code, city) even if postal address formats méy vary depent:jl.ng SO 3166 Optional | 0.1 v From national
on the country. An address may or may not include a specific database
use code; if this attribute is not present it is assumed to be the
default address useful for any purpose.
Telecommunication contact information (addresses) associated From national
A.1.2.2 | Telecom to a person. Multiple telecommunication addresses might be Optional | 0..* Y
. database
provided.
A.1.3 Health insurance and payment information
A131 !—|ea|th |n'surance !—|ea|th |n.su'ran'ce' mformayon is not always rngred, however, Optional | 0.1 v iny when
information in some jurisdictions, the insurance number is also used as the involving
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patient identifier. It is necessary not just for identification but insurers (e.g.,
also forms access to funding for care. workplace
i accidents,
A.1.3.1.1 heall e tees Unique health insurance company identification code. Optional | 0..1 Y
code school, car,
i etc.
A.1.3.1.2 ::;lteh insurance Full, official name of the healthcare insurance provider. Optional | 0..1 Y )
A13.13 Health insurance Number or code ur?der which the insured person is registered at Optional | 0.1 v
number the insurance provider.
Information
from the
physician who
A.1.4 Information recipient (intended recipient or recipients of the report, additional recipients might be identified by the received the
ordering party, e.g. GP, other specialist), if applicable report before it
is made
available to the
patient.
The health professional identification number. Either an internal
identifier assigned by a healthcare provider institution
or (preferably) a national health professional ID such as the
license or Liie ]
A.1.4.1 | Recipient identifier . ) " . Optional | 0..1 S database in
registration number.In case when recipient is not a .
hospital
health
professional, e.g. patient, appropriate personal identifier should
be used.
A.14.2 Recipient name Person name. Optional | 0..1 Y
Recipient . N . .
A.1.43 N The healthcare provider organization information. Optional | 0..1 Y
organization
Mailing and home or office addresses. The addresses are always
sequences of address parts (e.g., street address line, country,
A144 | Address ZIP codg, city) even if postal address formats may vary . Optional | 0.1 v
depending on the country. An address may or may not include a
specific use code; if this attribute is not present it is assumed to
be the default address useful for any purpose.
A.1.4.5 | Country Country of the recipient. 1SO 3166 Optional | 0..1 Y
Telecommunication contact information (addresses) associated
. L . Not
A.14.6 | Telecom to a person. Multiple telecommunication addresses might be . N
. Required
provided.
A.1.5 Author (by whom the Laboratory result report or a subset of its results was authored)
The health professional or authoring device identification
A15.1 Author identifier number. Either gn internal identifier assigned by a Required | 1.1 v
healthcare provider
institution or (preferably) a national health professional ID
Funded by 59 of 149



X pa N D H D4.3 - (D4.2) XpanDH Feasibility Demonstrators
WP4 - Feasibility & Experimentation

Q

g Digital Health through a
n EHRxF-based Ecosystem

such
as the license or registration number.
A.1.5.2 | Author name Person or device name. Required | 1..1 Y
A.1.5.3 | Author organization | The healthcare provider organization information. Required | 1..1 Y
A.1.6 Legal authenticator (The person taking responsibility for the medical content of the document)
The health professional identification number. Either an internal
. identifier assigned by a healthcare provider institution Not
G | ezl m ey or identifier (preferably) a national health professional ID such Required N
as the license or registration number.
A16.2 Legal authenticator Person name. Not . N
name Required
Legal authenti N
A.1.6.3 e ?Ut. enticator The healthcare provider organization information. ot . N
organization Required
A.l1.6.4 Authgntlcatlon date Date and time when the document was authorized. 1SO 8601 Not . N
and time Required
A.1.7 Result validator
The health professional identification number. Either an internal
Result validator identifier assign by a healthcare provider institution or .
Al1.7.1 ) i X . . R 1.1 Y
identifier (preferably) a national health professional ID such as the license ESlIES
or registration number.
Result validator .
A.1.7.2 Person name. Required | 1..1 Y
name
Result
A.1.7.3 | validator The healthcare provider organisation information. Required | 1..1 Y
organisation
A.l.7.4 :/i:fatlon o Date and time when the document was validated. 1SO 8601 Required | 1..1 Y
A.1.8 Laboratory report metadata
A.1.8.1 | Document type A coded type of the document. Fixed value "Laboratory report" | LOINC Required | 1..1 S LOINC
Th f the | | .E.g. limi
A.1.8.2 Document status ﬁnglstatus i i | o e (e (e e (B g, [ ey, hl7:DiagnosticReportStatus Required | 1..1 S HL7
R t date and
A.183 ti:if;r atean Date and time of the result report creation. 1SO 8601 Required | 1..1 Y
A.1.8.4 | Document title Document title, e.g. "Laboratory Result report" Optional | 0..1 Y
A.1.8.5 | Study type Type (or types) of the laboratory study performed. LOINC / SNOMED CT Required | 1..1 S SNOMED CT
AAEE || ReseasEdE Organisation that is in charge of maintaining the laboratory Optional | 0.1 N
report
A.1.8.7 | Confidentiality ni\;:ie?lf eIl 57 @i oS A TR hl7:Confidentiality Required | 1..1 S HL7
Language in which the document is written. Language is .
.1.8. L B bodl
A188 anguage expressed by the ISO language code. P47 e | © N
A.1.8.9 | Version Version of the document. Required | 1..1 S internal system

R Funded by 60 of 149
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A.2 Order information (Laboratory Result Report could respond to multiple test orders)
SPMS system
A1 Order Id An identifier of the Iaborator.y test order. Laboratory Result erliied S for external
Report may respond to multiple orders. order and
internal system
A.2.2 Order date and time | Date and time of the order placement. 1SO 8601 Required Y
The health professional identification number. Either an internal
identifier assigned by a healthcare provider institution or
A23 .Order placer (preferably? a national health professional ID such :as the license erliied S
identifier or registration number. In case when order placer is not a health
professional, e.g. by patients themselves where
applicable, appropriate personal identifier should be used.
A.2.4 Order placer name | Person name. Required Y
A.2.5 IRl placer. Contact details of order placer (address and telecom details). Optional Y
contact details
A.2.6 Order.pla.cer Order placer organization information. Optional S
organization
A.3 Order reason (Laboratory Result Report could respond to multiple reasons)
Health iti ffecting the health of th i
Pl Jeermeds |- ealth conditions affecting the health of t e patlent.and are ICD-10 (ICD-11 when
L important to be known for a health professional during a health . .
A3.1 / condition . o . available) SNOMED CT Optional S ICD10
s encounter. Clinical conditions of the subject relevant for the
description ) . Orphacode
results interpretation.
A.4 Specimen information
An identifier of the specimen which is unique within in a defined
. . . scope. Example: identifier assigned by ordering system, .
A4l Seelehlies ey identifier assigned by laboratory etc. Multiple identifiers can be Bealied S
used.
A42 S EeEEEEs Biologic type of s.peaes for laboratory result reports bound to SNOMED CT el s SNOMED CT
non- human subjects.
A.4.3 Material Specimen material. SNOMED CT Required S SNOMED CT
A4.4 Collection period Collection date time or period. 1SO 8601 Required Y
A4S Anatomic location Anatomlc location (body location, laterality) where the material SNOMED CT Optional s SNOMED CT
is collected, e.g. Elbow, left
Morphological lities of th ical | i h
AALE Merslislecy orphologica abnormalities of the anatomical location where SNOMED CT Gjsleie] S SNOMED CT
the material is taken, for example wound, ulcer.
. If the material is not collected directly from the patient but SNOMED CT .

4. D . . ED
A7 Source Device comes from a patient-related object, e.g. a catheter EMDN el > SNOMED €T
AAS Collection If rel'evant for the results, the method of obtaining the SNOMED CT ez S SNOMED CT

procedure/method | specimen.
A49 Received date Date an'd time that jche material is handed over at the laboratory 150 8601 Optional v
or specimen collection centre.
A.5 Results data elements

i‘*’i
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A.5.1 Laboratory report narrative
. Entire report (textual summary inside the laboratory result .
A5.1.1 N Opt | Y
> arrative report report document) as issued by the laboratory. ptiona
Comments, . . .
AS5.1.2 e Comments,.such as a textual interpretation or advice optiae] v
. accompanying the result report, for example.
recommendations
A.5.2 Observation details (report could consist of multiple observations)
A.5.2.1 | Observation date Date and time of the observation 1SO 8601 Optional N
. Code representing the observation using the agreed code LOINC NPU .
A.5.2. R d S LOINC
5.2.3 | Observation code —— SNOMED CT equire
A5.23.1 | Observation name Full name of the observation according to the used test coding el N
standard.
A5.2.32 Observation original | Original (conventional) name of the observation as used by the el v
name laboratory
A.5.23.3 E):::;rvatlon IR Simplified (short name of the observation) for display. Optional Y
AS5.2.4 Observation Observation method (measurement principle) to obtain the SNOMED CT Optional s SNOMED CT
method result.
. ) Device (analyser), laboratory test kit and used calibrator SNOMED CT Not
Sz | (GLECRENRICITIES information (identifier, type, name, model, manufacturer) EMDN Required N
A.5.2.8 | Order Identifies order and order placer this observation belongs to. Optional Y
Identifies the originator/author and provides provenance
i i f h
A529 | Performer mformgpon abOL.Jt the source of the results data that may have Optional N
not originated with the source of the whole Laboratory Report
document.
A5.2.10 | Reporter Wlth certain observation resu!ts, e.g. there. may also be an Optional N
interpreter or a person responsible for validation.
Result of the observation including text, numeric and coded SNOMED CT (for ordinal or
. results of the measurement and measurement uncertainty. nominal scale results and .
.5.2.11 | . . . . . R NOMED CT
A5 Olezivaifion e Content of the observation result will vary according to the type | result interpretation) e > SNO ¢
of the observation. UCUM (for units)
. SNOMED CT
Observation . . . . .
A5.212 |. . Information about reference intervals and result interpretation. | HL7 v3 Code System Required S HL7
interpretation . .
Observationinterpretation
. i i i N
A5.2.13 | Result description Comments gnq narrative representation of the observation ot 4 N
result and findings. Required
A5.2.14 | Accreditation status Accredlta.mon status of the laboratory for the particular Not . N
observation. Required
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Organisation to Patient - bubble 3 - CHUdSA
—— . . =
) } o Preferred Code Required Have this information available?
# Field Field description Core X _— (Y)es
System Optional Cardinality Comments
. N(o) Code System Value Sets
Not required
(S)tructured
HOSPITAL DISCHARGE REPORT HEADER
A.l Hospital Discharge Report header data element
A.l.1 Identification of the patient/subject Required
The given name/first name of the patient
Al.1.1 Given name (al.so !mown a fore.name CIALEEIEN: Optional 0.1 N
This field can contain more than one
element.
The family name/surname/Ilast name of rl:ls:qbeemay
A.1.1.2 Family name/surname the patient. This field can f:onta}ln more Required 1.1 Y available in
than one element or multiple fields could
structured
be present.
format
A.1.1.3 Date of birth Complete date, following the ISO 8601. 1SO 8601 Required 1.1 Y
An identifier of the patient that is unique
National healthcare within a defined scope. Example: National .
Al.Ll4 patient ID ID (birth number) for a Czech patient. Required 1.1 Y SNS number
Multiple identifiers could be provided
A.1.1.5 Nationality Nationality of the patient. 1SO 3166 Optional 0..1 Y
This field must contain a recognised valid
value for "administrative gender". If HL7 HL7
A.1.1.6 Gender different, "physiological gender" should be | Administrative Required 1.1 S Administrative
communicated elsewhere in the relevant Gender Gender
clinical information section.
A.1.1.7 Country of affiliation Name of country of affiliation 1SO 3166 Optional 0..1 Y
A.1.2 Patient/subject related contact information
A.1.2.1 Patient address Optional
Mailing and home or office addresses. The
addresses are always sequences of address
parts (e.g. street address line, country, .
L
Al12.1.1 Address postcode, city) even if postal address ISO 3166 Optional 0.1 S HL7 FHIR From national
R Datatypes database
formats may vary depending on the
country. An address may or may not
include a specific use code; if this attribute
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is not present it is assumed to be the
default address useful for any purpose.

A1.2.1.2

Telecom

Telecommunication contact information
(addresses) associated with a person, such
as phone number, email, or messaging
service. Multiple telecommunication
addresses might be provided.

Optional

HL7 FHIR
Datatypes

From national
database

A.1.2.2

Preferred health professional (HP) - This section can be repeated and linked to any
specific information in the document, for example a link between a rare disease
problem and the rare disease specialist responsible for the care of the individual

patient (this section).

Optional

Al1.221

Identifier of the HP

An identifier of the health professional that
is unique within a defined scope. Example:
National health professional ID. Multiple
identifiers could be provided.

Optional

A1.2.2.2

Name of the HP

Name of the health professional that has
been treating or taking responsibility for
the patient.[the structure of the name will
be the same as for the patient (given
name, family name / surname)]

Optional

Al1223

Role of the HP

Health professional role. Multiple roles
could be provided.

ISCO

Optional

Al1224

HP Organisation

Health professional organisation

Optional

A.1.2.25

Address

Mailing and home or office addresses. The
addresses are always sequences of address
parts (e.g. street address line, country,
postcode, city) even if postal address
formats may vary depending on the
country. An address may or may not
include a specific use code; if this attribute
is not present it is assumed to be the
default address useful for any purpose.

ISO 3166

Optional

HL7 FHIR
Datatypes

A.1.2.2.6

Telecom

Telecommunication contact information
(addresses) associated with a person, such
as phone number, email, or messaging
service. Multiple telecommunication
addresses might be provided.

Optional

HL7 FHIR
Datatypes

A.1.23

Contact person/ legal g

uardian (multiple contacts could be provided)

Required

Al123.1

Role of that person

Role of the contact person: legal guardian,
next of kin, other person to contact.

HL7 RoleClass

Required

HL7

A.1.23.2

Relationship level

Relationship type with the patient (e.g.

HL7 RoleCode

father, wife, daughter)

SNOMED CT

Required

HL7
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Given name of the contact

institution or (preferably) a national health
professional ID such as the licence or
registration number. In case when the

A.1.234 Given name person/guardian . This field can contain Optional
more than one element.
Family name of the contact person. This
field can contain more than one element
A.1.235 Family name/surname | [the structure of the name will be the Required
same as for the patient (given name, family
name / surname)]..
Mailing, home or office addresses. The
addresses are always sequences of address
parts (e.g. street address line, country,
postcode, city) even if postal address L7 EHIR
A.1.2.3.6 Address formats may vary depending on the I1SO 3166 Optional
Datatypes
country. An address may or may not
include a specific use code; if this attribute
is not present it is assumed to be the
default address useful for any purpose.
Telecommunication contact information
(addresses) associated with a person, such
. . . HL7 FHIR
A.1.23.7 Telecom as phone number, email, or messaging Required
. . s Datatypes
service. Multiple telecommunication
addresses might be provided.
Contact person C e . .
A.1.2.3.8 . p' Contact person organisation information. Optional
organisation
Health insurance and payment information - Health insurance information is not
always required, however, in some jurisdictions, the insurance number is also used as .
A.1.3 L " . . . e Optional
the patient identifier. It is necessary not just for identification but also forms access to
funding for care.
. Unique health insurance compan .
A.1.3.1 Health insurance code | . IqL.J . sy pany Optional
identification code.
Health insurance Full, official name of the healthcare .
A.1.3.2 sy . Y 'cl . Optional
name insurance provider.
. Number or code under which the insured
Health insurance . . . ;
A.1.3.3 person is registered at the insurance Optional
number .
provider.
A.1.4 Information recipient - (intended recipient or recipients of the report), if applicable Not Required
The health professional or patient
identifier. Either an internal identifier
L e ssigned by a healthcare provider .
Al41 Recipient identifier assign v care provi Not Required
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recipient is not a health professional, e.g.
patient, appropriate personal identifier
could be used.

A.1.4.2

Person name [the structure of the name will
Recipient name be the same as for the patient (given name,
family name / surname)].

Not Required

A1.43

The healthcare provider organisation
identifier. Identifier that is unique within a
defined scope. Example: National
healthcare provider ID. Multiple identifiers
could be provided.

Recipient organisation
ID

Not Required

Al.44

The healthcare provider organisation

Recipient organisation | . .
P g information.

Not Required

A.1.45

Mailing and home or office addresses. The
addresses are always sequences of address
parts (e.g. street address line, country,
postcode, city) even if postal address
Address formats may vary depending on the
country. An address may or may not
include a specific use code; if this attribute
is not present it is assumed to be the
default address useful for any purpose.

Not Required

A.1.4.6

Country of the intended recipient as part

of the address. ISO 3166

Country

Not Required

A.1.4.7

Telecommunication contact information
(addresses) associated to a person, such as
Telecom phone number, email, or messaging
service. Multiple telecommunication
addresses might be provided.

Not Required

A.1.5

Author (by whom the Hospital discharge report was/were authored). Multiple authors
could be provided.

Not Required

A.1.5.1

The health professional identifier that will
allow addressing recipients within a
national or international data exchange
infrastructure, such as the licence or
registration number. In case when the
recipient is not a health professional, e.g.
patient, appropriate personal identifier
should be used.

Author identifier

Not Required

A.1.5.2

Person name [the structure of the name
Author name will be the same as for the patient (given
name, family name / surname)].

Not Required

Funded by
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The healthcare provider organisation
identifier. Identifier that is unique within a
A.1.5.3 Author organisation ID | defined scope. Example: National Not Required
healthcare provider ID. Multiple identifiers
could be provided.
A.1.5.4 Author organisation The heaIicare provider organisation Not Required
information.
. Date and time of the last modification of .
A.155 Date Time the document by its Author. 1SO 8601 Not Required
A.1.6 Attester (multiple attesters could be provided) Not Required
The health professional identification
number. Either an internal identifier
. - assigned by a healthcare provider .
AL6.1 AL (e institution or (preferably) a national health ARGl
professional ID such as the licence or
registration number.
Person name [the structure of the name will
A.1.6.2 Attester name be the same as for the patient (given name, Not Required
family name / surname)].
The healthcare provider organisation
T identifier. Identifier that is unique within a
A.1.6.3 D defined scope. Example: National Not Required
healthcare provider ID. Multiple identifiers
could be provided.
Al6.4 Attester organisation The heaIicare provider organisation Not Required
information.
A16.5 Approval date and Date and time of the approval of the 1SO 8601 s REiEs
time document by Attester.
AL7 Legal authenticator (The person taking responsibility for the medical content of the Required
document)
The health professional identification
number. Either an internal identifier
. assigned by a healthcare provider
Al.7.1 !_egal'a'uthentlcator institution or (preferably) a national health Required 1.1
identifier R .
professional ID such as the licence or
registration number. Multiple identifiers
could be provided.
e e Person name [the structure of the name
A.1.7.2 name will be the same as for the patient (given Required 1.1
name, family name / surname)].
Legal authenticator The healthcare provider organisation .
AL73 organisation 1D identifier. Identifier that is unique within a GG 1.1
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defined scope. Example: National
healthcare provider ID. Multiple identifiers
could be provided.

A174 Legal .authenticator The heal?hcare provider organisation Reapilied

organisation information.
A1TS Authc?:-ntication date Date ar.1d time when the document was 1SO 8601 el
and time authorised.

A.1.8 Document metadata Required

A.1.8.1 Document ID Unique identifier of the document Required

A.1.8.2 Document type Ident|f|es.the t.ype of document at hand, LOINC B Required LOINC
e.g. Hospital discharge report.

A183 [ The statu.s gf the Hospital discharge report. | hI7:CompositionS Ry HL7
E.g., preliminary, final. tatus

A.1.8.4 Report date and time DELCENL tlme AR G I1SO 8601 Required
report creation.

A185 TR Dpcument title, fix value "Hospital Ry
discharge report".
Organisation that is in charge of
maintaining the report [this element will

A.1.8.6 Report custodian include organisation ID, name, address Required
etc., as other elements describing
organisations].

A18.7 o Ty Leve.l t?f confiqentiality of the document. hl7:Confidentialit el HL7
Implicit value is normal. y
Language in which the document is

A.1.8.8 Language written. Language is expressed by the ISO I1SO 639 Required
language code.

A.1.8.9 Version Version of the document Required

HOSPITAL DISCHARGE REPORT BODY

A.2.0 Hospital Discharge Report in its narrative form Core | Required

A.2.1 Advance directives Optional
Only directives being expressed during

A.2.1.1 Living will current inpatient stay. Multiple records of Optional
living wills could be provided.

A2111 Date and time The date and time on which the living will 1SO 8601 Optional
was recorded.
Type of a living will, e.g. Do not resuscitate,

A2.1.1.2 Type donorship statement, power of attorney SNOMED CT Optional Snomed CT
etc.

A.2.1.13 Comment Comment on the living will. Optional

A2.1.1.4 | Related conditi ICD-10% Optional ICD-10

2.1.1. elated conditions SNOMED CT ptiona -
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The problem or disorder to which the living
will applies. Multiple fields could be
provided.

Orphacode if rare
disease is
diagnosed

A.2.1.15

Living will document

Scanned source document with the living
will and the patient's signature, such as a
PDF.

Optional

A.2.2

Alerts

Core

Required

A.2.2.1

Allergy and
Intolerance

A record of allergies and intolerances (primarily to be used for
new allergies or intolerances that occurred during the

hospital stay).

Core

Required

A2211

Allergy description

Textual description of the allergy or
intolerance

Core

Required

A2.2.1.2

Type of propensity

This element describes whether this
condition refers to an allergy, non-allergy
intolerance, or unknown class of
intolerance (not known to be allergy or
intolerance)

SNOMED CT

Required

Snomed CT

A2213

Allergy manifestation

Description of the clinical manifestation of
the allergic reaction including date of
manifestation and severity. Example:
anaphylactic shock, angioedema (the
clinical manifestation also gives
information about the severity of the
observed reaction). Multiple
manifestations could be provided.

SNOMED CT

Core

Required

Snomed CT

A2.214

Severity

Severity of the clinical manifestation of the
allergic reaction.

SNOMED CT

Optional

A2.2.15

Criticality

Potential risk for future life-threatening
adverse reactions when exposed to a
substance known to cause an adverse
reaction.

SNOMED CT

Optional

A.2.2.1.6

Onset date

Date of onset of allergy, e.g., date of the
first observation of the reaction. Could be
also expressed using a date, partial date or
life period (childhood, adolescence).

1SO 8601

SNOMED CT (Age
group)

Optional

Snomed CT

A2.2.1.7

End date

Date of resolution of the allergy (e.g. when
the clinician deemed there is no longer any
need to track the underlying condition)

1SO 8601

SNOMED CT (Age
group)

Optional

Snomed CT

A.2.2.1.8

Status

Current status of the allergy or intolerance,
for example, whether it is active, in
remission, resolved, and so on ...

Active, resolved,

Optional
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A2219

Certainty

Assertion about the certainty associated
with a propensity, or potential risk, of a
reaction to the identified substance.
Diagnostic and/or clinical evidence of
condition.

SNOMED CT

Optional

0.1

Snomed CT

A2.2.1.10

Agent or Allergen

A specific allergen or other
agent/substance (drug, food, chemical
agent, etc.) to which the patient has an
adverse reaction propensity.

SNOMED CT

ATC

(IDMP / EMA
SPOR SMS)

Core

Required

1odl

Snomed CT

A.2.2.2

Medical alerts (relevant

for the respective hospital stay)

Core

Required

A2221

A warning, other than included in allergies.

SNOMED CT

The warning can be entered in code (there
are codes for frequently used alerts) but
seeing the dynamic nature of the warnings,
these alerts will often be entered as free
text.

LOINC

Any clinical information that is imperative
to know so that the life or health of the
patient does not come under threat.

Example 1: the patient has a rare disease
that requires special treatment

Healthcare alert
description

Example 2: Airway Alert / Difficult
Intubation

Example 3: Diagnoses such as malignant
hyperthermia, porphyria, and bleeding
disorders; special treatments like
anticoagulants or immunosuppressants;
implanted devices.

Example 4: transplanted organs illustrate
other information that has to be taken into
account in a healthcare contact.

Example 5: participation in a clinical trial
that has to be taken into account in a
healthcare contact.

Core

Required

LOINC

A.2.3

Encounter

Core

Required

A.2.3.1

Encounter type

The type of the encounter whether
inpatient or short stay encounter.

hl7v3:ActEncount
erCode

Required

1.1

A2.3.2

Encounter note

A narrative description of the encounter
course.

Required

1.1

A.233

Admission

Core

Required
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.. . hl7:v3-
A.233.1 Admission urgency ,:gr::;éon 5, Gl CIE 6y e xEncounterAdmis | Core Required HL7
sionUrgency
A.2.3.3.2 Admission date Admission date and time. 1SO 8601 Core | Required
The health professional identification
number. Either an internal identifier
Admitting professional | assigned by a healthcare provider .
A2333 ID institution or (preferably) a national health G
professional ID such as the licence or
registration number.
Pl Srefimsstel Person name [the structure of the name
A.2334 name will be the same as for the patient (given Required
name, family name / surname)].
A2335 Admit.ting. The h.e.althcare provider organisation i
organisation ID identifier.
A233.6 Admit.ting- The heaI'icare provider organisation Core Rer i
organisation information.
A2.3.3.7 Admit Source From. \{vhere BN DEE i (G0 HI7:admit-source Required HL7
physician referral, transfer).
The health professional identification
number. Either an internal identifier
Referring professional | assigned by a healthcare provider .
A2338 ID institution or (preferably) a national health peatied
professional ID such as the licence or
registration number.
RET aeEsaE] Person name [the structure of the name
A.2.3.39 name will be the same as for the patient (given Required
name, family name / surname)].
A2.3.3.10 Referring organisation The h.e.althcare provider organisation i
ID identifier.
A.2.3.3.11 | Referring organisation The heaI'icare provider organisation Required
information.
A.2.3.4 Admission reason Core Required
ICD-10*
. Reason or reasons for admission, e.g. SNOMED €T .
A234.1 Admission reason - ’ Orphacode if rare | Core | Required ICD-10
Problem, procedure or finding. . ’
disease is
diagnosed
A2.3.42 Admission reason Explanation of the reason for the Core Ren i
comment encounter.
A2.343 | Admission legal status | -c82 Status/situation at admission. The | ¢ o\ iep Optional Snomed CT
legal status indicates the basis on which
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the patient is staying in a healthcare
organisation. This can be either voluntary
or involuntary, however the legal status is
always determined by a court. A patient
can also receive healthcare based on a
forensic status. (voluntary, involuntary,
admission by legal authority).
A.2.3.5 Discharge Core | Required
A.2.3.5.1 Discharge date Discharge date and time 1SO 8601 Core Required 1.1
Type of location to which the patient will
A2.3.52 Discharge destination | go after the epcounter. E.g. honr.we, h!7.disﬁ1arge— Core Ry 1.1 HL7
type hospital, nursing home, left against disposition
medical advice etc.
The location/organisation to which the
A.2.3.5.3 Destination location patient will go after the encounter. Name, Core Required 1.1
address and telecommunication contact.
A2.3.6 Location_— All locations/departments where the patient stayed (was boarded) within Core | Required
the hospital.
A2.36.1 period Time period during Yvhich the patient was Core Rer i 1.1
present at the location
A.2.3.6.2 Organisation Part ID The organisation’s part identifier. Required 1.1
Organisation Part Full name of the organisation part, e.g. .
A.2.3.6.3 Name [ U " Core Required 1.1
A2364 | OreanisationPart Address, contact names and contact SNOMED CT Core | Required 1.1 Snomed CT
Details details, specialty of the organisation part.
A2.4 Admission evaluation - 'Adr'nission status should be reported exceptionally only if it is Required
relevant to ensure continuity of care.
A.2.4.1 Objective findings Required
A.2.41.1 Date and time Date and time of the examination 1SO 8601 Optional 0..1
Observation of Body weight and height of the patient, BMI,
circumference of head, waist, hip, limbs and skin fold
Anthropometric thickness. i
gl observations Result of the observation includes text, numeric and coded OpsiiroiE!
results of the measurement including measurement units.
Multiple observations could be provided.
Observation details include code that SNOMED CT
identifies observation, specification of the | LOINC
A2.4.13.1 | Observation details | OPserved body structure or specimen, date Optional 0.1 Snomed CT
and time of the specimen collection,
observation method or protocol used and L
other aspects of the observation..
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Result of the observation including
numeric and coded results of the
measurement, details about how the tests
were done to get the result values, UCUM (for units
information about reference ranges and of measurement)
result interpretation. Content of the
observation result will vary according to
the type of the observation.

Vital signs observation:

* Recommended: Pulse rate, respiratory rate, systolic and
diastolic blood pressure with site information

* Optional: 02 saturation, temperature, pain (scale), ...
Narrative representation of the
observation result and findings.
Observation details include code that
identifies observation, specification of the
observed body structure or specimen, date
and time of the specimen collection,
observation method or protocol used and
other aspects of the observation.

Result of the observation including
numeric and coded results of the
measurement, details about how the tests UCUM
were done to get the result values, . HL7 FHIR
information about reference ranges and (m.easurement Optional 0.1 S Resources
result interpretation. Content of the i)
observation result will vary according to
the type of the observation.

Physical examination is the process of
evaluating objective anatomical findings. It
is typically the first diagnostic measure
performed after taking the patient's
history, which allows an initial assessment
of symptoms and is useful for determining
the differential diagnoses and further
steps. Physical examination can be
performed through observation, palpation,
percussion, and auscultation.

A narrative description of the observation.
A.2.4.1.5.1 | Observation Note It should be structured by the organ Required 1.1 Y
system (e.g. head, neck, body, arms, ...)
A.2.4.2 Functional status Optional

A.2.4.1.3.2 | Observation result Optional 0..1 Y

A.2.4.14 Vital signs Optional

A.2.4.1.4.1 | Result description Optional 0..1 Y

SNOMED CT
LOINC ISO Optional 0..1 S Snomed CT
8601

A.2.4.1.4.2 | Observation details

A.2.4.1.4.3 | Observation result

A.2.4.1.5 Physical examination Required
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affairs.

Functional status can be assessed in several different ways, usually with a focus on the
person’s abilities to perform basic activities of daily living (ADL), which include basic self-
care such as bathing, feeding, and toileting and instrumental activities of daily living
(IADL), which includes activities such as cooking, shopping, and managing one’s own

For details see: https://|

aciowg.github.io/functional-status-ig/

Need for the patient to be continuously
A2.421 Bl asses.sed by third r.)al.rties; functional status Gsilioel
may influence decisions about how to plan
and administer treatments
A.2.42.2 Onset Date Onset date of a condition 1SO 8601 Optional
F ional _— . .
A2.4.23 unct.lor?a assessment Description of the functional assessment ICF Optional
description
A2.42.4 z:::tlonal assessment Date of the functional assessment I1SO 8601 Optional
F ional ) .
A2.4.25 r:snucltlona assessment Functional assessment result value ICF Optional
A.2.6 Patient history (might include information about provenance of the information) Required
A.2.6.1 Medical history Required
A list of conditions of a patient that the patient suffered in the
past or still suffers. Unlike diagnostic summary, medical history
is not only a list of problems, but could contain broader
description of the condition and its progress, details about
. treatment including medication and patient response to .
A.2.6.1.1 H f | . . . |
6 ElehiclibiobiS treatment. Past problem section (unlike the same section of Optiona
the patient summary) should include only conditions that are
important for continuity of care. This section, if provided,
complements the diagnostic summary section of the discharge
report.
A.2.6.1.1.1 | Problem description Problem specification Optional
ICD-10*
SNOMED CT
Problem details include code that Orphacode if rare
) identifies problem, specification of the disease is .
A.2.6.1.1.2 | Probl | ! | ICD1
6 RIS EEET S body structure, laterality, and other diagnosed Optiona D10
aspects of the problem. IPS Absent and
Unknown Data
ICD-0-3
- . HL7 FHIR
A.2.6.1.1.3 | Onset date Onset date of the problem/condition 1SO 8601 Optional
Resources
i L
A2.6.1.14 |Enddate The date or estimated date that the IS0 8601 Optional HL7 FHIR
condition resolved or went into remission. Resources
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A2.61.15 | Clinical status Status of t.he cz?ndltlon/problem (active, hI.7:.cond|t|on— Gsilioel HL7 FHIR
resolved, inactive, ...) clinical Resources
Describes the reason for which the status
of the problem changed from current to
inactive (e.g. surgical procedure, medical
treatment, etc.). This field includes "free
. text" if the resolution circumstances are
A.2.6.1.1.6 R.esolutlon not already included in other fields such as Optional HL7FHIR
circumstances ) ; ) Resources
surgical procedure, medical device, etc.,
e.g. hepatic cystectomy (this will be the
resolution circumstances for the problem
"hepatic cyst" and will be included in
surgical procedures).
A jecti f th i f HL7 FHIR
A2.6.1.1.7 | Severity subjective assessment of the severity of | ¢\ e Optional
the condition as evaluated by the clinician. Resources
A2.61.18 |Stage Stége/grade., .usuaII\.l assesse.d formally e.g. TNM, ICD-O- Optional HL7 FHIR
using a specific staging/grading system. 3 Resources
A.2.6.1.2 Devices and Implants | Devices and Implants Optional
Describes the patient's implanted and SNOMED CT
external medical devices and equipment EMDN
hich their health .
B2 ) Tl upon whic| t eir healt statu.s depends ‘ HL7 EHIR
A.2.6.1.2.1 L Includes devices such as cardiac Optional
description X L IPS Absent and Resources
pacemakers, implantable fibrillator,
. ) ) Unknown Data
prosthesis, ferromagnetic bone implants,
etc. of which the HP needs to be aware.
Normalised identifier of the device L7 EHIR
A.2.6.1.2.2 | Device ID instance such as UDI according to Optional Resources
REGULATION (EU) 2017/745
A2.6.1.23 |Implant date The date and time the device was IS0 8601 Optional HL7 FHIR
implanted or when its use began. Resources
Date and time when the device was
| fi h i h | HL7 FHIR
A.2.6.1.2.4 |End date explanted from the patient or the external | 5, gc5 Optional
device was no longer in use; likewise when Resources
the device is planned to be explanted
ICD-10
. . SNOMED CT
A.2.6.1.2.5 | Reason The'medlcal reason for use of the medical Orphacode if rare Optional ICD 10
device. . )
disease is
diagnosed
Historical procedures performed on or for
A.2.6.1.3 History of procedures | a patient, relevant for the current Optional
encounter.
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Examples include surgical procedures,
diagnostic procedures, endoscopic
procedures, biopsies, counselling,
physiotherapy, personal support services,
adult day care services, etc.
SNOMED CT
LOINC, NPU (for
laborat
A.2.6.1.3.1 | Procedure code Procedure code aboratory Optional LOINC
procedures)
IPS Absent and
Unknown Data
. . s . HL7 FHIR
A.2.6.1.3.2 | Procedure description | Narrative description of the procedure Optional
Resources
. . . . HL7 FHIR
A.2.6.1.3.3 | Body site Procedure target body site and laterality SNOMED CT Optional
Resources
A.2.6.13.4 |Procedure date Date and time when procedure was IS0 8601 Optional HL7 FHIR
performed Resources
ICD-10*
The coded reason why the procedure was | SNOMED CT
A.2.6.1.3.5 | Procedure reason performed. This may be a coded entity or | Orphacode if rare Optional Snomed CT
may simply be present as text. disease is
diagnosed
The outcome of the procedure - did it
A26.13.6 |Outcome resolve the reasons for the procedure SNOMED CT Optional Snomed CT
being performed? Applicable mainly on
surgical procedures.
A reference to the device or devices that is
implanted, removed or otherwise
726137 | Focal device manipulated (c.all.bratlon, batte.ry . Gpsilee] HL7 FHIR
replacement, fitting a prosthesis, attaching Resources
a wound-vac, etc.) as a focal portion of the
Procedure.
A.2.6.1.4 Vaccination Vaccination history of the patient. Optional
Disease or agent Disease or agent that the vaccination ICD-10* .
A.2.6.1.4.1 | ICD 1
6 targeted provides protection against SNOMED CT Optiona b 10
Generic description of the SNOMED €T
A.2.6.1.4.2 | Vaccine/prophylaxis ) P . . ATC (IDMP/ EMA Optional Snomed CT
vaccine/prophylaxis or its component(s)
SPOR SMS)
Vacci dicinal
A2.6.1.4.4 | accinemedicna Medicinal product name Optional
product
Marketing Marketing Authorisation Holder or EMA's .
A.2.6.1.4.5 Opti |
Authorisation Holder manufacturer (Identifier and name) Organisations ptiona
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Management
Service (EMA
SPOR OMS)
A.2.6.1.4.6 Num.ber.ln DECH LI Order in the vaccination course. Optional
vaccinations / doses
A.2.6.1.4.7 | Date of vaccination LS date.ar.1d time when the vaccination 1SO 8601 Optional
was administered
A2.6.1.4.8 | Nextvaccination date | | Nc date when the vaccination s planned | o gc) Optional
to be given/repeated (e.g. next dose)
A.2.6.1.5 E!)ldemlologncal Travel history and infectious contacts Optional
history
A.2.6.1.5.1 | Infectious contacts Infectious contacts of the patient Optional
A.2.6.151. | _. . A date and duration or date time interval .
1 UL (e of contact. Partial dates are allowed. 150 8601 Sichel ICD 10
Information about a suspected infectious ICD-10* (chapter
A.2.6.1.5.1. . .
) Infectious agent agent or agents the person was exposed 1) Optional Snomed CT
to. SNOMED CT
Proximity to the source/carrier of the SNOMED CT
infectious agent during exposure.
A.2.6.1.5.1. . . .
Proximity Proximity could be expressed by text, code UcuM Optional Snomed CT
3 . L . (measurement
(direct, indirect) or value specifying nits)
distance from the InfectiousAgentCarrier. HILE
A.2.6.1.5.1. Country in which the person was .
4 Country potentially exposed to an infectious agent. IS0 3166 Sztoudl
A.2.6.1.5.1. o, . . A textual note with additional information .
Additional information . . Optional
5 about infectious contact.
. Travel history reported by the patient. .
A.2.6.1.5.2 | Travel h ) ) |
6.1.5 ravel history Multiple records could be provided. Optiona
A2.6.1.5.2 Start and end date or end date and
A Time period duration of stay in a country. Partial dates | ISO 8601 Optional
are allowed.
A.2.6.1.5.2.
5 Country visited A country visited by the patient. ISO 3166 Optional
A.2.6.1.5.2.
3 6.15 Comment Relevant notes on the travel stay. Optional
Information about serious illnesses in close
A2.6.2 IRy blood.relatlves.wnh kr.10wn or.suspected Optional
genetic potential or with possible impact
on patient care.
A.2.6.2.1 Patient relationship Uil relatlon.between elekisd hl7:v3-RoleCode Optional HL7 FHIR
person and the patient. Resources
A.2.6.2.2 Date of birth Full or partial date of birth 1SO 8601 Optional
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FOERE | AperdEinapdeh || AR OISR G ORI IS0 8601 Optional 0.1
member.
ICD-10*
. . SNOMED CT
A2625 | Condition Medical problems this person suffers or =0 e rare Optional 0.1 ICD 10
suffered. . .
disease is
diagnosed
ICD-10*
SNOMED CT
Inf ti bout di diti
A.2.6.2.6 Cause of death ntormation a o.u Isease or condition Orphacode if rare Optional 0..1 ICD 10
that was the main cause of death. . .
disease is
diagnosed
Social determinants Information about social determinants of .
A.2.6.3 of health health. Optional
A.2.6.3.1 Par.t|C|pat|on n Participation in society details. Optional
society
Work Situation describes the extent to
which and in what way the patient
participates in the workforce. Work is
A.2.6.3.1.1 | Work situation meant in the broadest sense of the word: Optional 0..1
activities that contribute to the person
themselves, their environment or society.
This includes both paid and unpaid work.
A2.631.2 |Hobby An aCj[IVIty the patient enjoys doing in their Optional 0.1
free time.
A description of the patient’s social
A.2.6.3.1.3 | Social network network, such as family, neighbours and Optional 0..1
friends.
A.2.6.3.2 Education Optional
A2.6321 | Education level Inleatlon of the highest level of education | hl7:v3.EducationL Gpsilee] 0.1 HL7 FHIR
achieved. evel Resources
If deemed relevant, a specification of the
A2.63.2.2 | Comment degree program can be provided by means Optional 0.1
of an explanation (e.g.: patient is in
medical school).
A.2.6.3.3 Living situation HOUS?hOI.d type aer other related living Optional
situation information.
A.2.6.3.3.1 | House type Type of home the patient lives in. SNOMED CT Optional 0.1 Snomed CT
Adaptions present in the home that have
) been made in the context of the illness or .
A.2.6.3.3.2 | Home adaption o . SNOMED CT Optional 0..1 Snomed CT
disability to make the functioning of the
patient safer and more comfortable and to
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enable independent living. Multiple data
elements could be provided.
Conditions that affect the accessibility of
A.2.6.3.3.3 | Living conditions the home or the stay in the home. Multiple | SNOMED CT Optional Snomed CT
data elements could be provided.
A.2.6.3.4 Family situation Family situation details. Optional
A.2.6.3.4.1 | Comment A comment on the family situation. Optional
The family composition describes the
A.2.6.3.4.2 | Family composition patlen.t’s home S Gl SNOMED CT Optional Snomed CT
cohabitation.
A family can consist of one or more people.
A person’s marital status according to the
A.2.6.3.4.3 | Marital status te:')ms and definition in the nationfl civil hi7: .V3- Optional HL7 FHIR
MaritalStatus Resources
code.
The number of children the patient has.
A2.63.4.4 | Number of children ChiIdre.n in the contex.t of this information Sl
model include step children, foster
children, biological and adopted children.
A2.63.4.5 Number of children at | The number of children living at home with Qrtional
home the patient.
. . Child age, co-living status and comment. .
AAGEAE || CllEIeEET s Multiplge child detiils could be provided. Sziend
- The activities the patient carries out to :
A.2.6.3.4.7 | Care responsibility care for a dependznt Bl AT Optional
A.2.6.4 Use of substances Optional
Alcohol consumption by the patient.
A.2.6.4.1 Alcohol use Multiple records on alcohol use could be Optional
provided.
A.2.6.4.1.1 | Status The status of the patient’s alcohol use. SNOMED CT Optional
Period of use and amount (The extent of
A.2.6.4.1.2 | Period and quantity the patient’s alcohol use in units of alcohol Optional
per time period.)
A.2.6.4.1.3 | Comment Textual comment. Optional
Represent smoking or tobacco habits.
A.2.6.4.2 Tobacco use Multiple records on tobacco use could be Optional
provided.
A.2.6.4.2.1 | Status The status of the patient’s tobacco use. SNOMED CT Optional SNOMED CT
Period of use and amount (The extent of
A.2.6.4.2.2 | Period and quantity the patient’s tobacco use in units of Optional
alcohol per time period.)
A.2.6.4.2.3 | Comment Textual comment. Optional
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A.2.6.4.3

Drug consumption

Consumption of drugs and other
substances (in terms of abuse).

Optional

A2.643.1

Status

The status of the patient’s drug use. SNOMED CT

Optional

0.1

SNOMED CT

A.2.6.4.3.2

Period and quantity

Period of use and amount.

Optional

0..1

A2.6.433

Drug or medication
type

Type of the drug consumption SNOMED CT

Optional

0.1

SNOMED CT

A.2.6.43.4

Route of
administration

EDQM Standard

Route or routes of administration
Terms

Optional

A.2.6.4.3.5

Comment

Textual comment

Optional

A.2.7

Course of hospitalisation (Hospital stay)

Core

Required

A.2.7.1

Diagnostic summary

All problems/diagnoses that affect care during the inpatient
case or are important to be recorded to ensure continuity of
care. The diagnostic summary differentiates, in accordance
with the international recommendation, between problems
treated during hospital stay and other (untreated) problems.
Treated problems are problems that were the subject of
diagnostics, therapy, nursing, or (continuous) monitoring
during the hospitalisation. Furthermore problems could be
divided into three categories: problems present on admission
(POA), conditions acquired during hospital stay (HAC) and
problems that cannot be classified as being of any of the two
(N/A). The diagnostic summary contains all conditions as they
were recognised at the end of hospitalisation, after all
examinations. This section contains concise, well specified,
codeable, summary of problems. Problems are ordered by
importance (main problems first) during hospital stay.
Description of the problem might be completed with additional
details in the medical history section and/or in the Synthesis
section.

Core

Required

A2.7.1.1

Problem description

Problem specification in narrative form

Core

Required

1.1

A2.7.1.2

Problem details

ICD-10*

SNOMED CT

Problem details include code that ICD-0-3

identifies problem, specification of the
body structure, laterality, and other
aspects of the problem.

Orphacode if rare
disease is
diagnosed IPS
Absent and
Unknown Data

Core

Required

1.1

ICD-10

A2.7.13

Onset date

Onset date of a problem/condition 1SO 8601

Core

Required

1.1

A2.7.14

End date

The date or estimated date that the

condition resolved or went into remission. ok

Optional

0.1
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A2.7.15

Category

Category of the problem allows flagging for
conditions acquired during hospital stay.

- Present on admission [POA])

- Hospital acquired condition [HAC]

Not applicable or unknown

Core

Required

1odl

A2.7.1.6

Treatment class

Class of the problem (treated, other) in
relation to the hospital encounter. Treated
problems were treated or affected
provisioning of care (diagnostics, therapy,
nursing, monitoring) during the hospital
encounter. At least one problem should be
marked as Treated. Other problems are
recorded only if they are important for
continuity of care (after discharge).

Treated, Other

Core

Required

1odl

A2.7.1.7

Clinical status

Status of the condition/problem (active,
resolved, inactive, ...)

hl7:condition-
clinical

Optional

HL7

A.2.7.1.8

Resolution
circumstances

Describes the reason for which the status
of the problem changed from current to
inactive (e.g. surgical procedure, medical
treatment, etc.). This field includes "free
text" if the resolution circumstances are
not already included in other fields such as
surgical procedure, medical device, etc.,
e.g. hepatic cystectomy (this will be the
resolution circumstances for the problem
"hepatic cyst" and will be included in
surgical procedures).

Optional

A2.7.19

Severity

A subjective assessment of the severity of
the condition as evaluated by the clinician.

hl7:condition-
severity

Optional

0.1

A.2.7.1.10

Stage

Stage/grade usually assessed formally
using a specific staging/grading system.
Multiple assessment systems could be
used.

e.g. TNM

ICD-0-3

Optional

0.1

TNM

A.2.7.2

Significant procedures

Significant surgical and non-surgical
procedures performed during
hospitalisation which are significant for
continuity of care, e.g. surgeries and other
"instrumental" interventions (endoscopic,
intravascular), chemotherapy,
radiotherapy, purification methods
(dialysis, hemoperfusion), circulation

support methods (counterpulsation, etc.),

Core

Required
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administration of blood derivatives or
others.

This section does not include purely
diagnostic procedures (MRI, CT, etc.). If no
significant performance has been
performed, this fact must be explicitly
stated using the IPS Absent and Unknown
Data.

A2721

Procedure code

Procedure code

SNOMED CT

IPS Absent and
Unknown Data

Core

Required

SNOMED CT

A2.7.2.2

Procedure description

Narrative description of the procedure

Core

Required

A2.7.23

Body site

Procedure target body site and laterality

SNOMED CT

Optional

SNOMED CT

A2.7.24

Procedure date

Date and time when procedure was
performed

ISO 8601

Core

Required

A2.7.2.5

Procedure reason

The coded reason why the procedure was
performed. This may be a coded entity or
may simply be present as text.

ICD-10*

SNOMED CT

Orphacode if rare
disease is
diagnosed

Required

A2.7.2.6

Outcome

The outcome of the procedure - did it
resolve the reasons for the procedure
being performed?

SNOMED CT

Optional

SNOMED CT

A.2.7.2.7

Complication

Any complications that occurred during the
procedure, or in the immediate post-
performance period. These are generally
tracked separately from the procedure
description, which will typically describe
the procedure itself rather than any 'post
procedure' issues.

ICD-10*

SNOMED CT

Orphacode if rare
disease is
diagnosed

Required

SNOMED CT

A2.7.2.8

Focal device

A reference to the device or devices that
is/are implanted, removed, or otherwise
manipulated (calibration, battery
replacement, fitting a prosthesis, attaching
a wound-vac, etc.) as a focal portion of the
Procedure.

Core

Required

A.2.7.3

Medical devices and

implants

Implants and used medical devices that
affected or may affect the provision of
health services (diagnosis and treatment).
Also medical devices explanted, or its use
was stopped during hospitalisation. If the

section is blank, the reason must be

Core

Required
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explicitly stated using the IPS Absent and
Unknown Data coding system
Describes the patient's implanted and SNOMED CT
external medical devices and equipment EMDN
B e upon which their health status depends.
A.2.73.1 . Includes devices such as cardiac Core Required 1.1 SNOMED CT
description X . IPS Absent and
pacemakers, implantable fibrillator,
) ) ) Unknown Data
prosthesis, ferromagnetic bone implants,
etc. of which the HP needs to be aware.
Normalised identifier of the device
A.2.7.3.2 Device ID instance such as UDI according to Optional 0..1
REGULATION (EU) 2017/745
A2733 |Implant date The date and time the device was IS0 8601 Core | Required 1.1
implanted or when its use began.
Date and time when the device was
A2.73.4 | End date explanted from the patient or the external | o) g¢) Core | Required 1.1
device was no longer in use; likewise when
the device is planned to be explanted
ICD-10*
. . SNOMED CT
A2.735 | Reason Zzsi:d'ca' reason for use of the medical = 1 i rare Required 1.1 SNOMED CT
disease is
diagnosed
Selected drug treatment during hospitalisation. Medicinal
products that were administered during hospitalisation and
whose administration has already been discontinued before
discharge. Only products which are important for continuity of
care (antibiotics other than completely routine, corticosteroids
in high doses, etc.) will be listed. Products which .
Gz TS ST administration will continue after discharge will be also R Required
recorder in the Medication summary section.
Medicinal products, the administration of which was started
during hospitalisation, but is also recommended after
discharge, will be listed in the summary table in the
recommendation section.
T ICD-10*
The reason why the medication is or was
. . . SNOMED CT
A2.751 Medication reason IO T s provu.je.s alink to the Orphacode if rare Required 1.1 SNOMED CT
Past or current health conditions or . )
problems that the patient has had or has. d!sease s
diagnosed
A.2.7.5.2 Code Product code IDMP Core Required 1.1
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Indication intended use as: prevention or
A.2.7.53 Intended use treatment Example: prophylaxis, Required
treatment, diagnostic, anaesthesia.
Brand name if biological medicinal product
A2.75.4 Brand name or wher_1 Rzl .he.alth . . Core Required
professional (ref. Commission Directive
2012/52/EV)
Substance that alone or in combination
with one or more other ingredients
ATC (IDMP / EMA
A.2.7.55 Active ingredient list produces the intended activity of a ( / Required
L SPOR SMS)
medicinal product. Example:
"paracetamol"
The content of the active ingredient UCcuM
expressed quantifiably per dosage unit, per
A.2.7.5.6 Strength unit of volume or per unit of weight, EDQM Standard Required
according to the pharmaceutical dose terms
form. Example: 500 mg per tablet
. The form in which a pharmaceutical
Pharmaceutical dose . R . EDQM Standard .
A.2.7.5.7 product is presented in the medicinal Required
form Terms
product package (e.g. tablet, syrup)
Number of units per intake and frequency
A.2.7.5.8 Dosage Regimen of intake over a specified duration of time. Required
Example: 1 tablet every 24h, for 10 days
Route of 'Path by Yvhlch the pharmaceutlc?l product EDQM Standard .
A.2.7.5.9 - ) is taken into or makes contact with the Required
administration Terms
body.
A.2.7.5.10 | Period of treatment The time ||j1terval When.the. patient was, or Core | Required
was not, given the medication.
Results of significant functional, diagnostic, and imaging
Significant examinations to ensure continuity of care, performed during
A.2.7.6 8 . hospitalisation. Results of examinations ordered but not yet Required
Observation Results .
delivered should be presented separately from results already
delivered.
A.2.7.6.1 Date Date and time of the observation 1SO 8601 Core Required
A2.76.2 Observation status Stat'us.of the gbservatlon (e.g. registered, hl7:observation- i
preliminary, final) status
N ti tati f th
A.2.7.6.3 Result description arr NPT AL |or.1 0, € Core Required
observation result and findings.
Observation details include code that LOINC
. . identifies observation, specification of the | NPU .
A.2.7.6.4 Observation details observed body structure or specimen, date | SNOMED CT Core Required SNOMED CT
and time of the specimen collection, 1SO 8601

S Funded by

.
*
e Eurcpean Union

XpanDH Grant Agreement No. 101095594

84 of 149



< XpanDH

g Digital Health through a
n EHRxF-based Ecosystem

D4.3 - (D4.2) XpanDH Feasibility Demonstrators

WP4 - Feasibility & Experimentation

observation method or protocol used and
other aspects of the observation.

A.2.7.6.5

Observation result

Result of the observation including SNOMED CT

numeric and coded results of the
measurement, details about how the tests
were done to get the result values, ucumMm
information about reference ranges and (measurement
result interpretation. Content of the units)
observation result will vary according to
the type of the observation.

Core

Required

SNOMED CT

A2.7.6.7

Reporter

With certain observation results, e.g. there
may also be an interpreter or a person
responsible for validation.

Optional

A.2.7.7

Synthesis

This section provides clinical synthesis (e.g. description of
reasons and course of hospital stay) clustered by managed
conditions, Clinical synthesis may include clinical reasoning
(differential diagnostics, explanation of clinical context) in
clinically complex conditions.

Core

Required

A2.7.7.1

Problem synthesis

Summary description of the reason and
course of hospitalisation for a specific
problem.

Core

Required

A.2.7.7.2

Clinical reasoning

The clinical summary can be concluded
with a clinical consideration (diff.
diagnosis, explanation of context, etc.) for
clinically complex conditions.

Required

A.2.8

Discharge details (structured information should be provided, however if not
available, at least a summary note should be present).

Core

Required

A.2.8.1

Objective findings

Core

Required

A28.1.1

Date

Date and time of the examination at or

before discharge ISO 8601

Optional

A.2.8.1.3

Anthropometric
observations

Observation of Body weight and height of the patient, BMI,
circumference of head, waist, hip, limbs and skin fold
thickness.

Result of the observation includes text, numeric and coded
results of the measurement including measurement units.
Multiple observations could be provided.

Core

Required

A2.8.13.1

Result description

Narrative representation of the
observation result and findings.

Optional

A.2.8.1.3.2

Observation details

Observation details include code that SNOMED CT

identifies observation, specification of the | LOINC

observed body structure or specimen, date

and time of the specimen collection, 15O 8601

Core

Required
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observation method or protocol used and
other aspects of the observation.
Result of the observation including
numeric and coded results of the
measurement, details about how the tests UCUM
A.2.8.1.3.3 | Observation result .Were dor?e DEEE DRI, (measurement Core Required 1.1
information about reference ranges and X
result interpretation. Content of the Ui
observation result will vary according to
the type of the observation.
Observation of Vital signs:
A2.8.1.4 Vital signs - Recc?mmfanded: systolic and diastolic blood pressure Core | Required
including site of measurement, pulse rate, respiratory rate
¢ Optional: 02 saturation, temperature, pain (scale), ...
A.2.8.1.4.1 | Result description Narratlve. representatlorj Of. s Optional 0..1
observation result and findings.
Observation details include code that SNOMED CT
identifies observation, specification of the | LOINC
A.2.8.1.4.2 | Observation details obser.ved ) struc?ure or speu.men, CEIEE Core Required 1.1 LOINC
and time of the specimen collection,
observation method or protocol used and BYEer
other aspects of the observation.
Result of the observation including
numeric and coded results of the
measurement, details about how the tests UCUM
A.2.8.1.4.3 | Observation result Yvere dor?e 0 G el e, (measurement Core Required 1.1
information about reference ranges and .
result interpretation. Content of the Ui
observation result will vary according to
the type of the observation.
Physical examination (at discharge) is the process of evaluating
A2.8.15 R el aten objective anatomical findingg Physical gxamination.can be Core | Required
performed through observation, palpation, percussion, and
auscultation.
A narrative description of the observation.
A.2.8.1.5.1 | Observation Note It should be structured by the organ Core Required 1.1
system (e.g. head, neck, body, arms, ...)
Functional status can be assessed in several different ways,
. usually with a focus on the person’s abilities to perform basic .
Gz Rliconaibates activit\i/es of daily living (ADIS, which include bas?c self-care such B Required
as bathing, feeding, and toileting and instrumental activities of
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daily living (IADL), which includes activities such as cooking,
shopping, and managing one’s own affairs.
For details see: https://paciowg.github.io/functional-status-ig/
Need for the patient to be continuously
A2.82.1 B asses.sed by third rfa.rtles; functional status Core el
may influence decisions about how to plan
and administer treatments
A.2.8.2.2 Onset Date Onset date of a condition 1SO 8601 Optional
F ional o . .
A.2.8.2.3 unct.lor?a assessment Description of the functional assessment e.g. ICF Optional
description
F ional
A.2.82.4 d:::tlona assessment Date of the functional assessment I1SO 8601 Optional
A.2.8.2.5 ::Snucl?onal assessment Functional assessment result value e.g. ICF Optional
A.2.8.3 Discharge note Discharge summary note Optional
A.2.9 Care plan and other recommendations after discharge. Core | Required
A2.9.1 ey Care.plan after discharge. Multiple care plans could be Core | Required
provided.
H -friend| for th |
A2.911 Title umar? riendly name for the care plan Gpsilee]
(e.g. Hip replacement care plan)
Identifies the ICD-10*
conditions/problems/concerns/diagnoses/ | SNOMED CT
etc. whose management and/or mitigation
A.2.9.1.2 Addresses are handled by this plan. This element Orphacode if rare Optional
provides a linkage to the conditions disease is
recorded in the diagnostic summary diagnosed
section.
A2.913 Pewi il A description of the scope and nature of Core el
the plan.
Indi hen the pl i isi
A2.9.1.4 Plan Period ndicates w en the plan did (or is intended Optional
to) come into effect and end.
A2.915 Other details Other structured and.coded details, care e
team, goals to be achieved.
A.2.9.1.6 Activity Actions to occur as part of the plan. Optional
. A description of the type of care plan hl7:resource- .
A.29.1.6.1 | Kind L Optional HL7
activity. For example, a types
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MedicationRequest, a ServiceRequest, or a
CommunicationRequest.
A.2.9.1.6.2 | Activity description A detailed description of the activity. Optional 0..1
Specific structured attributes per each
A.2.9.1.6.3 | Specific attributes activity type expres.s.ed by.the Activity kind Optional 0..1
element, E.g., specific attributes for
prescription request, appointment, etc.
Summary information on the medication recommended for the
period after discharge, indicating whether the medication is
A.2.9.2 Medication summary | changed or newly started. Compared to previous practices, the | Core | Required
overview is supplemented with medication that has been
discontinued.
The reason why the medication is or was ICD-10*
prescribed or used. It provides a link to the | SNOMED CT
A29.21 Medication reason Sl R o c.ondltlon(s) or Orphacode if rare | Core Required 1.1
problem(s) that the patient has had or has ) )
. . . disease is
and for which this medication was .
. diagnosed
prescribed.
hl7:reason-
A.2.9.2.2 Reason for change Reason for change of medication medication- Core Required 1.1
status-codes
A.2.9.2.3 Code Product code. IDMP Core Required 1.1
Brand name if biological medicinal product
A.29.24 Brand name or Wher.] lustified by the .he.alth . . Core Required 1.1
professional (ref. Commission Directive
2012/52/EU)
Substance that alone or in combination
with one or more other ingredients
L . . . - ATC (IDMP / EMA .
A.2.9.2.5 Active ingredient list produces the intended activity of a ( / Core Required 1.1
L SPOR SMS)
medicinal product. Example:
"paracetamol"
The content of the active ingredient ucum
expressed quantifiably per dosage unit, per
A.2.9.2.6 Strength unit of volume or per unit of weight, EDQM Standard | Core Required 1.1
according to the pharmaceutical dose terms
form. Example: 500 mg per tablet
. The form in which a pharmaceutical
A.2.9.2.7 PRI 6 product is presented in the medicinal LTS ECET Core Required 1.1
form terms
product package (e.g. tablet, syrup)
Number of units per intake and frequency
A.2.9.2.8 Dosage Regimen of intake over a specified duration of time. Core Required 1.1
Example: 1 tablet every 24h, for 10 days
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Path by which the pharmaceutical product
A.29.2.9 Rout.e .Of . is taken into or makes contact with the LTS ENCET Core Required 1.1
administration terms
body.
The interval of time during which it is being
A.2.9.2.10 | Period of treatment asserted that the patient is/was/will be Core Required 1.1
taking the medication (or was not taking).
Number of days for which the patient was
provided with the drug. Supply is intended
to either hand over the medicine or write
A.2.9.2.11 | Days supplied out a prescription. A 0 value indicates that | UCUM Core | Required 1.1
the patient has not been provided with the
drug (e.g. if the patient has a sufficient
supply of the drug)
Other recommendations (advice) after
discharge. Multiple recommendations
A2.93 Other ; could be proyided. E.g., recommendation Core | Required 1.1
recommendations to suggest hip replacement, reduce
number of cigarettes, stop smoking,
increase physical exercises, etc.
Other required data fields that are not present in these guidelines.
A.2.3.5.x SRR e Patient' discharge condition. Core | Required 1.1
outcome
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Annex V — X-Bubble 4 e 5 eHN guidelines analysis

the European Union

XpanDH Grant Agreement No. 101095594

Organisation to National Authority to Organisation- bubble 4&5 - KETEKNY
Required Have this information available?
. . L. Preferred Code . )
# Field Field description St Core Optional Cardi (Y)es Comments
Not nality N(o) Code System Value Sets
required (S)tructured
HOSPITAL DISCHARGE REPORT HEADER
A.l Hospital Discharge Report header data element
A.l.1 Identification of the patient/subject Required
The given name/first name of the
A111 Given name Qatient (also kr?ovyn as forenam.e or el v String
first name). This field can contain
more than one element.
The family name/surname/last name
A112 Family of the patient. This field can con.tain el v String
name/surname more than one element or multiple
fields could be present.
A1.13 Date of birth Complete date, following the 1O 10 8601 Required s IS0 8601 At least one IT
8601. Company
An identifier of the patient that is
. unique within a defined scope.
A.l.14 Nathlonal healthcare Exa(:nple: National ID (birth 2umber) Required S Number
patient ID for a Czech patient. Multiple
identifiers could be provided
A1.15 Nationality Nationality of the patient. 150 3166 Required s IS0 3166 At least one IT
Company
This field must contain a recognised
valid value for "administrative
ender". If different, "physiological HL7 Administrative . HL7 Administrative
A116 St gender" should be con':myunica%ed Gender Bealied S Gender
elsewhere in the relevant clinical
information section.
a1y | Countryof Name of country of affiliation 150 3166 Required s 1SS0 3166 At least one IT
affiliation Company
A.1.2 Patient/subject related contact information
A.1.2.1 Patient address Optional
Mailing and home or office
Al1.2.11 Address addresses. The addresses are always I1SO 3166 Optional NA
sequences of address parts (e.g.
Funded by 90 of 149
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street address line, country,
postcode, city) even if postal address
formats may vary depending on the
country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed
to be the default address useful for
any purpose.

Al1.21.2

Telecom

Telecommunication contact
information (addresses) associated
with a person, such as phone
number, email, or messaging service.
Multiple telecommunication
addresses might be provided.

Optional

NA

A.1.2.2

Preferred health professional (HP) - This section can be repeated and linked to any
specific information in the document, for example a link between a rare disease
problem and the rare disease specialist responsible for the care of the individual

patient (this section).

Optional

Al1.221

Identifier of the HP

An identifier of the health
professional that is unique within a
defined scope. Example: National
health professional ID. Multiple
identifiers could be provided.

Optional

NA

A1.2.2.2

Name of the HP

Name of the health professional that
has been treating or taking
responsibility for the patient.[the
structure of the name will be the
same as for the patient (given name,
family name / surname)]

Optional

NA

Al1223

Role of the HP

Health professional role. Multiple
roles could be provided.

ISCO

Optional

NA

Al.2.24

HP Organisation

Health professional organisation

Optional

NA

A.1.2.25

Address

Mailing and home or office
addresses. The addresses are always
sequences of address parts (e.g.
street address line, country,
postcode, city) even if postal address
formats may vary depending on the
country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed
to be the default address useful for
any purpose.

ISO 3166

Optional

NA
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A1.22.6

Telecommunication contact
information (addresses) associated
with a person, such as phone
number, email, or messaging service.
Multiple telecommunication
addresses might be provided.

Telecom

Optional

NA

A.1.2.3

Contact person/ legal guardian (multiple contacts could be provided)

Required

Al1231

Role of the contact person: legal
Role of that person | guardian, next of kin, other personto | HL7 RoleClass
contact.

Required

HL7 RoleClass

At least one IT
Company

A1.23.2

Relationship type with the patient HL7 RoleCode

HGCEREhEIET (e.g. father, wife, daughter) SNOMED CT

Required

HL7 RoleCode

At least one IT
Company

Al1234

Given name of the contact
Given name person/guardian . This field can
contain more than one element.

Required

At least one IT
Company

A.1.23.5

Family name of the contact person.
This field can contain more than one
Family element [the structure of the name
name/surname will be the same as for the patient
(given name, family name /
surname)]..

Required

At least one IT
Company

A.1.23.6

Mailing, home or office addresses.
The addresses are always sequences
of address parts (e.g. street address
line, country, postcode, city) even if
postal address formats may vary
Address depending on the country. An I1SO 3166
address may or may not include a
specific use code; if this attribute is
not present it is assumed to be the
default address useful for any
purpose.

Required

ISO 3166

At least one IT
Company

A1.23.7

Telecommunication contact
information (addresses) associated
with a person, such as phone
number, email, or messaging service.
Multiple telecommunication
addresses might be provided.

Telecom

Required

At least one IT
Company

A.1.23.8

Contact person Contact person organisation
organisation information.

Optional

NA

A.13

Health insurance and payment information - Health insurance information is not
always required, however, in some jurisdictions, the insurance number is also used

Required
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as the patient identifier. It is necessary not just for identification but also forms
access to funding for care.
Health insurance Unique health insurance company
code identification code.
Health insurance Full, official name of the healthcare
name insurance provider.
Health insurance Number or code under which the
A.1.33 number insured person is registered at the Required S String
insurance provider.
A.1.4 Information recipient - (intended recipient or recipients of the report), if applicable Optional
The health professional or patient
identifier. Either an internal identifier
assigned by a healthcare provider
institution or (preferably) a national
health professional ID such as the
licence or registration number. In
case when the recipient is not a
health professional, e.g. patient,
appropriate personal identifier could
be used.
Person name [the structure of the
name will be the same as for the
patient (given name, family name /
surname)].
The healthcare provider organisation
identifier. Identifier that is unique
Recipient within a defined scope. Example:
organisation ID National healthcare provider ID.
Multiple identifiers could be
provided.
Recipient The healthcare provider organisation
organisation information.
Mailing and home or office
addresses. The addresses are always
sequences of address parts (e.g.
street address line, country,
A.1.4.5 Address postcode, city) even if postal address Optional NA
formats may vary depending on the
country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed

String or

Al3.1 Number

Required S

A.1.3.2 Required Y String

A.l.4.1 Recipient identifier Optional NA

Al142 Recipient name Optional NA

A.1.43 Optional NA

A.l.4.4 Optional NA
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to be the default address useful for
any purpose.

A.1.4.6

Country

Country of the intended recipient as
part of the address.

I1SO 3166

Optional

NA

A.1.4.7

Telecom

Telecommunication contact
information (addresses) associated to
a person, such as phone number,
email, or messaging service. Multiple
telecommunication addresses might
be provided.

Optional

NA

A.1.5

Author (by whom the Hospital discharge report was/were authored). Multiple
authors could be provided.

Required

A.1.5.1

Author identifier

The health professional identifier
that will allow addressing recipients
within a national or international
data exchange infrastructure, such as
the licence or registration number. In
case when the recipient is not a
health professional, e.g. patient,
appropriate personal identifier
should be used.

Required

Doctor
AMKA#

A.1.5.2

Author name

Person name [the structure of the
name will be the same as for the
patient (given name, family name /
surname)].

Required

A.1.53

Author
organisation ID

The healthcare provider organisation
identifier. Identifier that is unique
within a defined scope. Example:
National healthcare provider ID.
Multiple identifiers could be
provided.

Required

Hospital VAT#

A.1.5.4

Author
organisation

The healthcare provider organisation
information.

Required

A.1.5.5

Date Time

Date and time of the last
modification of the document by its
Author.

ISO 8601

Required

ISO 8601

At least one IT
Company

A.1.6

Attester (multiple attesters could be provided)

Optional

A.l.6.1

Attester identifier

The health professional identification
number. Either an internal identifier
assigned by a healthcare provider
institution or (preferably) a national

Optional

NA

Funded by
the European Union
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health professional ID such as the
licence or registration number.
Person name [the structure of the
A.1.6.2 Attester name "a".‘e WI”. be the same .as for the Optional NA
patient (given name, family name /
surname)].
The healthcare provider organisation
identifier. Identifier that is unique
Attester within a defined scope. Example: .
A.1.6.3 Opt | NA
organisation ID National healthcare provider ID. ptiona
Multiple identifiers could be
provided.
A16.4 Attest.er . The healt.hcare provider organisation Optional NA
organisation information.
A | D i f th | of th
A165 .pprova date and ate and time of the approval of the 1SO 8601 Gjoilee] NA
time document by Attester.
AL7 Legal authenticator (The person taking responsibility for the medical content of the Optional
document)
The health professional identification
number. Either an internal identifier
assigned by a healthcare provider
Legal authenticator | institution or (preferably) a national .
AL71 identifier health professional ID such as the Ssteral NA
licence or registration number.
Multiple identifiers could be
provided.
Person name [the structure of the
Legal authenti ill h for th
A7 egal authenticator nan"\e wi 'bet e same as. or the Gjsleie] NA
name patient (given name, family name /
surname)].
The healthcare provider organisation
identifier. Identifier that is unique
Legal authenticator | within a defined scope. Example: .
A.l.7. | NA
3 organisation ID National healthcare provider ID. Optiona
Multiple identifiers could be
provided.
A17.4 Legal ?utlj\enticator The healt.hcare provider organisation Optional NA
organisation information.
— D -
A1TS Authentlca)tlon ate and tlme when the document 1SO 8601 Optional NA
date and time was authorised.
A.1.8 Document metadata Required
A.1.8.1 Document ID Unique identifier of the document Required S String
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Document
e type for
Identifies the t fd t at
A.18.2 Document type e LOINC ) Required s LOINC 18842-5 hospital
hand, e.g. Hospital discharge report. .
discharge
letter
A18.3 eV SRS The status of the. H.ospltalidlscharge hl7:CompositionStat erliied S hl7:CompositionStat At least one IT
report. E.g., preliminary, final. us us Company
A18.4 R.eport date and D.ate and time of the HPSpltaI 1SO 8601 Respilid S 150 8601
time discharge report creation.
A.1.8.5 Document title D.ocument s, f,:x VNl =] Required Y
discharge report".
Organisation that is in charge of
maintaining the report [this element
A.1.8.6 Report custodian will include organisation ID, name, Required Y
address etc., as other elements
describing organisations].
A.1.8.7 Confidentiality Level of confldeht.lallty of‘the hl7:Confidentiality Optional NA
document. Implicit value is normal.
Language in which the document is At least one IT
A.1.8.8 Language written. Language is expressed by the | 1SO 639 Required S ISO 639
Company
1SO language code.
A.1.89 Version Version of the document Required S Bl
Company
HOSPITAL DISCHARGE REPORT BODY
A.2.0 Hospital Discharge Report in its narrative form Core Required Y
A.2.1 Advance directives Optional
Only directives being expressed
- " during current inpatient stay. .
A2.11 Liinetall Multiple records of living wills could SEERR
be provided.
A2111 | Dateandtime The date and time on which the living | o1, g0 Optional NA
will was recorded.
Type of a living will, e.g. Do not
A2.1.1.2 Type resuscitate, donorship statement, SNOMED CT Optional NA
power of attorney etc.
A.2.1.13 Comment Comment on the living will. Optional NA
ICD-10* (Greek
The problem or disorder to which the =HEERIGH ::\:tDe-rlnc:t(i;;nMaIICD- ?cziﬁ?zfn)
A21.14 Related conditions living will applies. Multiple fields . Optional S e e
. Orphacode if rare Classification of classification
could be provided. . . ;
disease is diagnosed Diseases must be
indicated)
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Living will

A21.15 document

Scanned source document with the
living will and the patient's signature,
such as a PDF.

Optional

NA

A.2.2 Alerts

Core

Required

Allergy and

A.2.2.1
Intolerance

A record of allergies and intolerances (primarily to be used
for new allergies or intolerances that occurred during the

hospital stay).

Core

Required

A2.211 Allergy description

Textual description of the allergy or
intolerance

Core

Required

A.2.2.1.2 Type of propensity

This element describes whether this
condition refers to an allergy, non-
allergy intolerance, or unknown class
of intolerance (not known to be
allergy or intolerance)

SNOMED CT

Required

Allergy

A.2.2.1. 5 .
3 manifestation

Description of the clinical
manifestation of the allergic reaction
including date of manifestation and
severity. Example: anaphylactic
shock, angioedema (the clinical
manifestation also gives information
about the severity of the observed
reaction). Multiple manifestations
could be provided.

SNOMED CT

Core

Required

Descriptive
At least one IT
Company

A2214 Severity

Severity of the clinical manifestation
of the allergic reaction.

SNOMED CT

Required

A.2.2.15 Criticality

Potential risk for future life-
threatening adverse reactions when
exposed to a substance known to
cause an adverse reaction.

SNOMED CT

Optional

NA

A2.2.1.6 Onset date

Date of onset of allergy, e.g., date of
the first observation of the reaction.

Could be also expressed using a date,
partial date or life period (childhood,
adolescence).

1SO 8601

SNOMED CT (Age
group)

Optional

NA

A2.2.1.7 End date

Date of resolution of the allergy (e.g.
when the clinician deemed there is
no longer any need to track the
underlying condition)

1SO 8601

SNOMED CT (Age
group)

Optional

NA

A.2.2.1.8 Status

Current status of the allergy or
intolerance, for example, whether it
is active, in remission, resolved, and
soon..

Active, resolved, ...

Optional

NA

[ERCEl Funded by
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A2219

Certainty

Assertion about the certainty
associated with a propensity, or
potential risk, of a reaction to the
identified substance. Diagnostic
and/or clinical evidence of condition.

SNOMED CT

Optional

NA

A.2.2.1.10

Agent or Allergen

A specific allergen or other
agent/substance (drug, food,
chemical agent, etc.) to which the
patient has an adverse reaction
propensity.

SNOMED CT

ATC

(IDMP / EMA SPOR
SMS)

Core

Required

Descriptive
At least one IT
Company

A.2.2.2

Medical alerts (relevant for the respective hospital stay)

Core

Required

A2.221

Healthcare alert
description

A warning, other than included in
allergies.

SNOMED CT

The warning can be entered in code
(there are codes for frequently used
alerts) but seeing the dynamic nature
of the warnings, these alerts will
often be entered as free text.

LOINC

Any clinical information that is
imperative to know so that the life or
health of the patient does not come
under threat.

Example 1: the patient has a rare
disease that requires special
treatment

Example 2: Airway Alert / Difficult
Intubation

Example 3: Diagnoses such as
malignant hyperthermia, porphyria,
and bleeding disorders; special
treatments like anticoagulants or
immunosuppressants; implanted
devices.

Example 4: transplanted organs
illustrate other information that has
to be taken into account in a
healthcare contact.

Example 5: participation in a clinical
trial that has to be taken into account
in a healthcare contact.

Core

Required

Descriptive
At least one IT
Company

A.2.3

Encounter

Core

Required

S Funded by
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The type of the encounter whether hl7v3:ActEncounterC . hl7v3:ActEncounterC
A.2.3.1 Encounter type . . Required
inpatient or short stay encounter. ode ode
A23.2 Encounter note A narrative description of the erliied At least one IT
encounter course. Company
A.2.3.3 Admission Core Required
01. Full
Hospital
treatment,
Normal (not
from another
institution)
- Admission type, either emergency or hi7:v3- . . . 03. Short
A2.33.1 Admission urgency ! XEncounterAdmissio Core Required admissionType
planned A — stay for
dialysis
08. Inpatient
admission for
organ
removal (as
transplants)
A.2.33.2 Admission date Admission date and time. 1SO 8601 Core Required ISO 8601
The health professional identification
number. Either an internal identifier
Admitting assigned by a healthcare provider .
A2333 professional ID institution or (preferably) a national il
health professional ID such as the
licence or registration number.
Person name [the structure of the
A2.334 Admitti.ng name wiII'be the same as.for the el
professional name patient (given name, family name /
surname)].
A2335 Admit'ting. The h.e.althcare provider organisation e
organisation ID identifier.
A2.336 Admit-ting. The heaI'icare provider organisation Core el
organisation information.
P. Referral
from a doctor
From where the patient was r;::;rfgrzr:]:y
A.2.33.7 Admit Source admitted (e.g. physician referral, HI7:admit-source Required HI7:admit-source -
transfer).
emergency
department
(TEM)
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R.
Transferred
from
rehabilitation
unit

T. Transfer
from another
hospital/instit
ution in more
than 24 hours

S. Transfer
from another
hospital/instit
ution in less
than 24 hours

B. Birth

H. Regular
referral from
hospital’s
outpatient
clinics (T.E.l.)

The health professional identification
number. Either an internal identifier

S Funded by

.
*
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Referring assigned by a healthcare provider . Doctor
A2338 professional ID institution or (preferably) a national Bealied AMKA#
health professional ID such as the
licence or registration number.
Person name [the structure of the
A2.339 Referrlr.mg nan'we W|II'be the same as.for the el
professional name patient (given name, family name /
surname)].
A2.3.3.10 Referrtlng. The h.e.althcare provider organisation el
organisation ID identifier.
A233.11 Referr'mg. The healt.hcare provider organisation e
organisation information.
A.2.3.4 Admission reason Core Required
ICD-10*
A2.34.1 Admission reason HEEE 1 [EEREIE (9 aqm|§5|on, e.g. | SNOMED CT Core Required ICD10-GrM
Problem, procedure or finding. Orphacode if rare
disease is diagnosed
A23.4.2 Admission reason Explanation of the reason for the Core eruiied
comment encounter.
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Admission legal

A2343 ——

Legal status/situation at admission.
The legal status indicates the basis on
which the patient is staying in a
healthcare organisation. This can be
either voluntary or involuntary,
however the legal status is always
determined by a court. A patient can
also receive healthcare based on a
forensic status. (voluntary,
involuntary, admission by legal
authority).

SNOMED CT

Optional

NA

A.2.3.5 Discharge

Core

Required

A.2.35.1 Discharge date

Discharge date and time

1SO 8601

Core

Required

ISO 8601

Discharge

.2.35.2 .2
A235 destination type

Type of location to which the patient
will go after the encounter. E.g.
home, hospital, nursing home, left
against medical advice etc.

hl7.discharge-
disposition

Core

Required

dischargeReason

01.
Treatment
ended
regularly (not
including
Death or
Transfer to
another
hospital or
institution)
02.
Treatment
ended
regularly,
post-
treatment
foreseen, not
further
defined

03.
Treatment
discontinued
for other
reasons

04.
Treatment
discontinued
against
medical
advice

[ERCEl Funded by
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06. Transfer
to another
hospital
07.Death
09.Discharge/
transferin a
rehabilitation
facility
The location/organisation to which
A2.353 Destlpatlon the patient will go after the Core el At least one IT
location encounter. Name, address and Company
telecommunication contact.
A2.3.6 Lctcatclon -All Iotfatlons/departments where the patient stayed (was boarded) Core Required
within the hospital.
A2.36.1 Period Time period during WhIC-h the patient Core el
was present at the location
ONLY
discharge
A.2.3.6.2 Organisation Part The organisation’s part identifier. Required Cllhlc there s
ID a list of
Discharge
Clinics
A2.363 Organisation Part Full name of the organisation part, Core el
Name e.g. Name of the department
Oreanisation Part Address, contact names and contact At least one IT
A.2.3.6.4 £ . details, specialty of the organisation SNOMED CT Core Required
Details Company
part.
A2.4 Admission evaluation - Admission status should be reported exceptionally only if it
o is relevant to ensure continuity of care.
A.2.4.1 Objective findings Required
A2.41.1 Date and time Date and time of the examination 1SO 8601 Required ISO 8601 éz)rl:;satn?/ne T
Observation of Body weight and height of the patient, BMI,
circumference of head, waist, hip, limbs and skin fold
Anthropometric thickness. )
Gzt observations Result of the observation includes text, numeric and coded Reatiee
results of the measurement including measurement units.
Multiple observations could be provided.
A2.413 Observation details include code that | SNOMED CT Descriptive
1 Observation details | identifies observation, specification LOINC Required At least one IT
of the observed body structure or 1SO 8601 Company
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specimen, date and time of the
specimen collection, observation
method or protocol used and other
aspects of the observation..
Result of the observation including
numeric and coded results of the
measurement, details about how the
. tests W(.ere done.to get the result UCUM (for units of . Descriptive
Observation result values, information about reference Required Y At least one IT
. . measurement)

ranges and result interpretation. Company
Content of the observation result will
vary according to the type of the
observation.
Vital signs observation:
* Recommended: Pulse rate, respiratory rate, systolic and
diastolic blood pressure with site information
» Optional: 02 saturation, temperature, pain (scale), ...
A.2.4.1.4. e Narrative representation of the

Result description . -

observation result and findings.
Observation details include code that
identifies observation, specification
of the observed body structure or
Observation details | specimen, date and time of the
specimen collection, observation
method or protocol used and other
aspects of the observation.
Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result
Observation result values, information about reference
ranges and result interpretation.
Content of the observation result will
vary according to the type of the
observation.
Physical examination is the process
of evaluating objective anatomical
findings. It is typically the first
Physical diagnostic measure performed after
examination taking the patient's history, which
allows an initial assessment of
symptoms and is useful for
determining the differential

A.2.4.1.3.

A.2.4.1.4 Vital signs Required

Required Y

A2.4.1.4. SNOMED CT LOINC : At least one IT
Required Y

1SO 8601 Company

A.2.4.1.4. ucum . At least one IT
Required Y

(measurement units) Company

A.2.4.15 Required

R Funded by 103 of 149
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diagnoses and further steps. Physical
examination can be performed
through observation, palpation,
percussion, and auscultation.
A narrative description of the
A.2.4.1.5. . observation. It should be structured .
1 DlemsEiion (o3 by the organ system (e.g. head, neck, e Y
body, arms, ...)
Functional status
Functional status can be assessed in several different ways, usually with a focus on
the person’s abilities to perform basic activities of daily living (ADL), which include
A.2.4.2 basic self-care such as bathing, feeding, and toileting and instrumental activities of Required
daily living (IADL), which includes activities such as cooking, shopping, and managing
one’s own affairs.
For details see: https://paciowg.github.io/functional-status-ig/
Need for the patient to be
o cont.lnuously :assessed by third ‘ At least one IT
A2.42.1 Description parties; functional status may Required Y
. .. Company
influence decisions about how to
plan and administer treatments
A2.42.2 | OnsetDate Onset date of a condition SO 8601 Required s SO 8601 At least one IT
Company
Functional . .
A2423 assessment IS (I CiF e e ] ICF Optional NA
e assessment
description
A2.4.2.4 AU Date of the functional assessment 1SO 8601 Optional NA
assessment date
A.2.42.5 e Functional assessment result value ICF Optional NA
assessment result
A.2.6 Patient history (might include information about provenance of the information)
A.2.6.1 Medical history Required
A list of conditions of a patient that the patient suffered in the
past or still suffers. Unlike diagnostic summary, medical
history is not only a list of problems, but could contain
broader description of the condition and its progress, details
A2.6.1.1 History of about treatment including mediFation a.nd patient respor?se Required
problems to treatment. Past problem section (unlike the same section
of the patient summary) should include only conditions that
are important for continuity of care. This section, if provided,
complements the diagnostic summary section of the
discharge report.
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1 el i Problem specification Required Y
ICD-10*
SNOMED CT
Problem details include code that -
A.2.6.1.1 identifies problem, specification of OlEEEL QRIS
""" Problem details P bED ) disease is diagnosed Required S ICD10-GrM
2 the body structure, laterality, and
IPS Absent and
other aspects of the problem.
Unknown Data
ICD-0-3
A2.6.1.1. - .
3 Onset date Onset date of the problem/condition 1SO 8601 Required S ISO 8601
The date or estimated date that the
A2.6.1.1 End date condition resolved or went into ISO 8601 Required S ISO 8601 At least one IT
4 L Company
remission.
A2.6.1.1. Clinical status Stat.us of the cond.ltlon./problem hl7:condition-clinical Required S hl7:condition-clinical AR
5 (active, resolved, inactive, ...) Company
Describes the reason for which the
status of the problem changed from
current to inactive (e.g. surgical
procedure, medical treatment, etc.).
This field includes "free text" if the
. resolution circumstances are not
A26.1.1 R.esolutlon already included in other fields such Optional NA
6 circumstances . X
as surgical procedure, medical
device, etc., e.g. hepatic cystectomy
(this will be the resolution
circumstances for the problem
"hepatic cyst" and will be included in
surgical procedures).
A2.6.1.1 A subjective assessment of the
A Severity severity of the condition as evaluated | SNOMED CT Required N
by the clinician.
A2.611 Stage/grade, usually assessed
s Stage formally using a specific e.g. TNM, ICD-0-3 Optional NA
staging/grading system.
A.2.6.1.2 LADENL Devices and Implants Required
Implants
Describes the patient's implanted SNOMED CT EMDN
A.2.6.1.2. Device and implant and'external medlca! dEVIC(.ES and . At least one IT
1 descrition equipment upon which their health IPS Absent and Required Y Compan
P status depends. Includes devices Unknown Data e
such as cardiac pacemakers,
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implantable fibrillator, prosthesis,
ferromagnetic bone implants, etc. of
which the HP needs to be aware.
Normalised identifier of the device
A.2.6.1.2. . . . -
5 Device ID instance such as UDI according to Optional NA
REGULATION (EU) 2017/745
A.2.6.1.2. e The date and time the device was 1SO 8601 i s SO 8601 At least one IT
3 implanted or when its use began. Company
Date and time when the device was
A2.6.1.2 explanted from the patient or the
4. End date external device was no longer in use; I1SO 8601 Required N
likewise when the device is planned
to be explanted
ICD-10
A.2.6.1.2. Reason The |.'ned|cal.reason for use of the SNOMED CT el S 1CD10-GrM At least one IT
5 medical device. Orphacode if rare Company
disease is diagnosed
Historical procedures performed on
or for a patient, relevant for the
current encounter.
. Examples include surgical
Hist f .
A.2.6.1.3 siory o procedures, diagnostic procedures, Required
procedures - L
endoscopic procedures, biopsies,
counselling, physiotherapy, personal
support services, adult day care
services, etc.
SNOMED CT
LOINC, NPU (for ETIP- Greek
A.2.6.1.3. Procedure code Procedure code laboratory el S Class.lflcatlon of At least one IT
1 procedures) Medical Procedures Company
IPS Absent and version 2017-v.2
Unknown Data
A.2.6.1.3. Procedure Narrative description of the .
L Required Y
2 description procedure
A.2.6.1.3. Body site Procedyre target body site and SNOMED CT el v At least one IT
3 laterality Company
A26.13. Procedure date EGRENE i YIE [TEEE R ES 1SO 8601 Required S ISO 8601
4 performed
The coded reason why the procedure | ICD-10*
A.2.6.1.3. Procedure reason was. performed.. This may be a coded SNOMED CT eruiied S |CD10-GrM
5 entity or may simply be present as Orphacode if rare
text. disease is diagnosed
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The outcome of the procedure - did it
A2.6.13. resolve the reasons for the
6 Outcome procedure being performed? SNOMED CT Required Y
Applicable mainly on surgical
procedures.
A reference to the device or devices
that is implanted, removed or
otherwise manipulated (calibration,
A.2.6.1.3. . e .
. Focal device battery replacement, fitting a Optional NA
prosthesis, attaching a wound-vac,
etc.) as a focal portion of the
Procedure.
A.2.6.1.4 Vaccination Vaccination history of the patient. Required
A.2.6.1.4. Disease or agent Disease or agent that the vaccination ICD-10* .
1 targeted provides protection against SNOMED CT Required S ICD10-GrM
. . | Generic description of the SNOMED CT
';’2'6'1'4' :/accme/prophylam vaccine/prophylaxis or its ATC (IDMP/ EMA Required Y éz:;satnc\)/ne T
component(s) SPOR SMS)
AP | U el EE Medicinal product name Required Y
4 product
A.2.6.1.4. I\/Iarket.lng. Marketing Authorisation Holder or EMA's Orgamsatlops .
5 Authorisation e (TR & peti Management Service Optional NA
Holder (EMA SPOR OMS)
A2.6.1.4. Number in a series
6 of vaccinations / Order in the vaccination course. Optional NA
doses
A2.6.14. Date of vaccination The f:late. and time whgn the ISO 8601 Optional NA
7 vaccination was administered
L The date when the vaccination is
A-2.6.1.4. | Nextvaccination planned to be given/repeated (e.g. 1SO 8601 Optional NA
8 date
next dose)
A.2.6.1.5 E!)ldemlologlcal Travel history and infectious contacts Required
history
A.2.6.1.5. . . ) .
1 Infectious contacts | Infectious contacts of the patient Required
A2.6.15. A date and duration or date time
11 Time period interval of contact. Partial dates are I1SO 8601 Required N
allowed.
A2.6.15. ' !nformation about a suspected ICD-10* (chapter 1) .
12 Infectious agent infectious agent or agents the person SNOMED CT Required N
was exposed to.
Proximity SNOMED CT Required N
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Proximity to the source/carrier of the
infectious agent during exposure.
A.2.6.1.5. Proximity could be expressed by text, | UCUM
1.3 code (direct, indirect) or value (measurement units)
specifying distance from the
InfectiousAgentCarrier.
Country in which the person was
A.2.6.1.5. . . ) .
14 Country potentially exposed to an infectious I1SO 3166 Required N
) agent.
A.2.6.1.5. | Additional A textual note with additional .
. . . . . . Required N
1.5 information information about infectious contact.
A2.6.15 Travel history reported by the
2 Travel history patient. Multiple records could be Required
provided.
A2.6.15 Start and end date or end date and
2'1' 7" | Time period duration of stay in a country. Partial I1SO 8601 Required N
) dates are allowed.
A.2.6.1.5. .. .. . :
29 Country visited A country visited by the patient. I1SO 3166 Required N
A.2.6.1.5. .
23 Comment Relevant notes on the travel stay. Optional NA
Information about serious illnesses in
close blood relatives with known or
A.2.6.2 Family hi . . . R i
6 amily history suspected genetic potential or with SHgiiee
possible impact on patient care.
A.2.6.2.1 Patient relationship UGl [ el betweep Az hl7:v3-RoleCode Required Y
related person and the patient.
A.2.6.2.2 Date of birth Full or partial date of birth 1SO 8601 Optional NA
A f A f th h of the famil
A2.62.3 ge or date o ge or date of the death of the family 1SO 8601 Optional NA
death member.
ICD-10*
A2.625 Condition Medical problems this person suffers | SNOMED CT e S |CD10-GrM
or suffered. Orphacode if rare
disease is diagnosed
. ) ICD-10*
Information about disease or SNOMED CT
A.2.6.2.6 Cause of death condition that was the main cause of : Required S ICD10-GrM
death Orphacode if rare
) disease is diagnosed
Social Information about social
A.2.6.3 determinants of . Required
health determinants of health.
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A.2.6.3.1 Par‘tlmpatlon n Participation in society details. Optional
society
Work Situation describes the extent
to which and in what way the patient
participates in the workforce. Work is
A.2.6.3.1. . . meant in the broadest sense of the .
1 U word: activities that contribute to the Sziend NA
person themselves, their
environment or society. This includes
both paid and unpaid work.
A.2.6.3.1. el An actjvity thfe patient enjoys doing Gjoilee] NA
2 in their free time.
A2.631 A description of the patient’s social
3 Social network network, such as family, neighbours Optional NA
and friends.
A.2.6.3.2 Education Optional
A.2.6.3.2. Education level Indication of the highest level of hl7:v3.EducationLeve Optional NA
1 education achieved. |
If deemed relevant, a specification of
A.2.6.3.2. Comment the degree program can .be provided Optional NA
2 by means of an explanation (e.g.:
patient is in medical school).
A.2.6.3.3 Living situation HO.USEP.]Old pr? and oth.er related Optional
living situation information.
A.2.6.3.3. . . . .
1 House type Type of home the patient lives in. SNOMED CT Optional NA
Adaptions present in the home that
have been made in the context of the
A2.633. iliness or disability to make the
5 Home adaption functioning of the patient safer and SNOMED CT Optional NA
more comfortable and to enable
independent living. Multiple data
elements could be provided.
Conditions that affect the
A.2.6.3.3. sl Gaeldians ?ccesmblllty of the. home or the stay SNOMED CT Optional NA
3 in the home. Multiple data elements
could be provided.
A.2.6.3.4 Family situation Family situation details. Optional
?'2'6'3'4' Comment A comment on the family situation. Optional NA
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The family composition describes the
patient’s home situation and the

A.2.6.3.4. . . e .

) Family composition | form of cohabitation. SNOMED CT Optional NA
A family can consist of one or more
people.

A2.63.4. A person’s marital status according

3 Marital status to the terms and definition in the hl7: v3-MaritalStatus Optional NA
national civil code.
The number of children the patient

A2.6.3.4 has. Children in the context of this

4 Number of children | information model include step Optional NA
children, foster children, biological
and adopted children.

A.2.6.3.4. Number of children | The number of children living at .

. R Optional NA

5 at home home with the patient.

A2.63.4. Child age, co-living status and

6 Child details comment. Multiple child details Optional NA
could be provided.

A2.63.4. The activities the patient carries out

7 Care responsibility to care for a dependent family Optional NA
member.

A.2.6.4 Use of substances Required
Alcohol consumption by the patient.

A.2.6.4.1 Alcohol use Multiple records on alcohol use could Required
be provided.

A.2.6.4.1. e The status of the patient’s alcohol SNOMED CT e v

1 use.

A2.641 Period of use and amount (The

) Period and quantity | extent of the patient’s alcohol use in Optional NA
units of alcohol per time period.)

/;'2'6'4'1' Comment Textual comment. Optional NA
Represent smoking or tobacco

A.2.6.4.2 Tobacco use habits. Multiple records on tobacco Required
use could be provided.

?.2.6.4.2. . I:ee. status of the patient’s tobacco SNOMED CT ewpes v
Period of use and amount (The

A.2.6.4.2. ) ) ., . .

) Period and quantity | extent of the patient’s tobacco use in Required Y
units of alcohol per time period.)

9'2'6'4'2' Comment Textual comment. Required Y
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. Consumption of drugs and other .
A.2.6.4.3 Drug consumption S e (i T B Required
A.2.6.4.3. N .
1 Status The status of the patient’s drug use. SNOMED CT Optional NA
A26.4.3. Period and quantity | Period of use and amount. Required Y Al ERa 7
2 Company
:'2'6'4'3' E/r:eg SRl Type of the drug consumption SNOMED CT Required N
A2.64.3. Rout.e .Of } Route or routes of administration EeLY) e Required N
4 administration Terms
?'2'6'4'3' Comment Textual comment Required N
A.2.7 Course of hospitalisation (Hospital stay) Core Required
All problems/diagnoses that affect care during the inpatient
case or are important to be recorded to ensure continuity of
care. The diagnostic summary differentiates, in accordance
with the international recommendation, between problems
treated during hospital stay and other (untreated) problems.
Treated problems are problems that were the subject of
diagnostics, therapy, nursing, or (continuous) monitoring
during the hospitalisation. Furthermore problems could be
Diagnostic divided into three categories: problems present on admission
A.2.7.1 i (POA), conditions acquired during hospital stay (HAC) and Core Required
problems that cannot be classified as being of any of the two
(N/A). The diagnostic summary contains all conditions as they
were recognised at the end of hospitalisation, after all
examinations. This section contains concise, well specified,
codeable, summary of problems. Problems are ordered by
importance (main problems first) during hospital stay.
Description of the problem might be completed with
additional details in the medical history section and/or in the
Synthesis section.
A2.711 Problfem. Problem specification in narrative Core el v
description form
ICD-10*
Problem details include code that ISé\IDC-)(l\J/I-iD cT
A.2.7.1.2 Problem details Me/BH Bl B, speufu;auon @i Orphacode if rare Core Required S ICD10-GrM
the body structure, laterality, and . s
other aspects of the problem. e o Glelziebod
IPS Absent and
Unknown Data
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A.2.7.13 Onset date

Onset date of a problem/condition

I1SO 8601

Core

Required

ISO 8601

At least one IT
Company

A2.7.14 End date

The date or estimated date that the
condition resolved or went into
remission.

I1SO 8601

Optional

NA

A2.7.15 Category

Category of the problem allows
flagging for conditions acquired
during hospital stay.

- Present on admission [POA])

- Hospital acquired condition
[HAC]

Not applicable or unknown

Core

Required

At least one IT
Company

A.2.7.1.6 Treatment class

Class of the problem (treated, other)
in relation to the hospital encounter.
Treated problems were treated or
affected provisioning of care
(diagnostics, therapy, nursing,
monitoring) during the hospital
encounter. At least one problem
should be marked as Treated. Other
problems are recorded only if they
are important for continuity of care
(after discharge).

Treated, Other

Core

Required

At least one IT
Company

A2.7.1.7 Clinical status

Status of the condition/problem
(active, resolved, inactive, ...)

hl7:condition-clinical

Required

At least one IT
Company

Resolution

A2.7.1.8 B
circumstances

Describes the reason for which the
status of the problem changed from
current to inactive (e.g. surgical
procedure, medical treatment, etc.).
This field includes "free text" if the
resolution circumstances are not
already included in other fields such
as surgical procedure, medical
device, etc., e.g. hepatic cystectomy
(this will be the resolution
circumstances for the problem
"hepatic cyst" and will be included in
surgical procedures).

Optional

NA

A2.7.19 Severity

A subjective assessment of the
severity of the condition as evaluated
by the clinician.

hl7:condition-
severity

Required

At least one IT
Company

A.2.7.1.10 | Stage

e.g. TNM

Optional

NA
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Stage/grade usually assessed
formally using a specific
staging/grading system. Multiple ICD-0-3
assessment systems could be used.
Significant surgical and non-surgical
procedures performed during
hospitalisation which are significant
for continuity of care, e.g. surgeries
and other "instrumental"
interventions (endoscopic,
intravascular), chemotherapy,
radiotherapy, purification methods
Significant (dialysis, hemoperfusion), circulation
procedures support methods (counterpulsation,
etc.), administration of blood
derivatives or others.

This section does not include purely
diagnostic procedures (MRI, CT, etc.).
If no significant performance has
been performed, this fact must be
explicitly stated using the IPS Absent
and Unknown Data.

A.2.7.2 Core Required

SNOMED CT ETIP- Greek
Classification of
A2.7.2.1 Procedure code Procedure code IPS Absent and Core Required S Medical Procedures
Unknown Data version 2017-v.2 &
ELOKIP

Procedure Narrative description of the
description procedure

Procedure target body site and
laterality

Date and time when procedure was
performed

The coded reason why the procedure | ICD-10*

was performed. This may be a coded SNOMED CT

entity or may simply be present as Orphacode if rare
text. disease is diagnosed
The outcome of the procedure - did it
A2.7.2.6 Outcome resolve the reasons for the SNOMED CT Optional NA
procedure being performed?
Any complications that occurred ICD-10*
during the procedure, or in the SNOMED CT

A.2.7.2.2 Core Required Y

A.2.7.2.3 Body site SNOMED CT Optional NA

A2.7.2.4 Procedure date 1SO 8601 Core Required S ISO 8601

A.2.7.2.5 Procedure reason Required S ICD10-GrM

A2.7.2.7 Complication Required S ICD10-GrM
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immediate post-performance period.
These are generally tracked
separately from the procedure
description, which will typically
describe the procedure itself rather
than any 'post procedure' issues.

Orphacode if rare
disease is diagnosed

A2.7.2.8

Focal device

A reference to the device or devices
that is/are implanted, removed, or
otherwise manipulated (calibration,
battery replacement, fitting a
prosthesis, attaching a wound-vac,
etc.) as a focal portion of the
Procedure.

Core

Required

At least one IT
Company

A.2.7.3

Medical devices
and implants

Implants and used medical devices
that affected or may affect the
provision of health services
(diagnosis and treatment). Also
medical devices explanted, or its use
was stopped during hospitalisation. If
the section is blank, the reason must
be explicitly stated using the IPS
Absent and Unknown Data coding
system

Core

Required

A2.73.1

Device and implant
description

Describes the patient's implanted
and external medical devices and
equipment upon which their health
status depends. Includes devices
such as cardiac pacemakers,
implantable fibrillator, prosthesis,
ferromagnetic bone implants, etc. of
which the HP needs to be aware.

SNOMED CT EMDN

IPS Absent and
Unknown Data

Core

Required

ETIP- Greek
Classification of
Medical Procedures
version 2017-v.2 &
ELOKIP

At least one IT
Company

A2.73.2

Device ID

Normalised identifier of the device
instance such as UDI according to
REGULATION (EU) 2017/745

Optional

NA

A2.733

Implant date

The date and time the device was
implanted or when its use began.

ISO 8601

Core

Required

ISO 8601

At least one IT
Company

A2.73.4

End date

Date and time when the device was
explanted from the patient or the
external device was no longer in use;
likewise when the device is planned
to be explanted

I1SO 8601

Core

Required

A2.73.5

Reason

The medical reason for use of the
medical device.

ICD-10*

SNOMED CT

Required

ICD10-GrM
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Orphacode if rare
disease is diagnosed
Selected drug treatment during hospitalisation. Medicinal
products that were administered during hospitalisation and
whose administration has already been discontinued before
discharge. Only products which are important for continuity
of care (antibiotics other than completely routine,
corticosteroids in high doses, etc.) will be listed. Products .
A-2.7.5 AR T 5 which administration will continue after discharge will be also Core Eegfisd
recorder in the Medication summary section.
Medicinal products, the administration of which was started
during hospitalisation, but is also recommended after
discharge, will be listed in the summary table in the
recommendation section.
The reason why the medication is or ICD-10*
was prescribed or used. It provides a SNOMED CT
A.2.75.1 Medication reason link to the Past or current health . Required S ICD10-GrM
. Orphacode if rare
conditions or problems that the disease is diagnosed
patient has had or has.
National
. Organization for
A.2.7.5.2 Code Product code IDMP Core Required S Medicines (EOF)
Code
Indication intended use as:
A2.753 Intended use preventiorﬁ ortreatment I.Examplc.a: Optional NA
prophylaxis, treatment, diagnostic,
anaesthesia.
Brand name if biological medicinal National
product or when justified by the . Organization for
A2.7.5.4 IR L health professional (ref. Commission Core i S Medicines (EOF)
Directive 2012/52/EU) Code
Substance that alone or in .
Active i di combination with one or more other ATC (IDMP / EMA (l\;atlorTal ion f
A.2.7.5.5 “Scttlve ingredient ing.re'dients prod}chs the intended SPOFg SMS)/ Required S Mregjizliiztslczgoc;
activity of a medicinal product.
" " Code
Example: "paracetamol
The content of the active ingredient Ucum
expressed quantifiably per dosage
A2.756 Strength uniF, per unit of volume or per unit of EDQM Standard e v At least one IT
weight, according to the Company
: terms
pharmaceutical dose form. Example:
500 mg per tablet
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A.2.7.5.7 HEEERUE] product is presented in the medicinal LTS ENCET Required S Orga.nl.zatlon for
dose form Terms Medicines (EOF)
product package (e.g. tablet, syrup)
Code
Number of units per intake and National
A2758 Dosage Regimen frequency of intake over a specified Required S Organization for
D & g duration of time. Example: 1 tablet q Medicines (EOF)
every 24h, for 10 days Code
Route of Path by \.NhICh th? pharmaceutical EDQM Standard . At least one IT
A.2.7.5.9 L . product is taken into or makes Required Y
administration . Terms Company
contact with the body.
Period of The time interval \{vhen the patient . At least one IT
A.2.7.5.10 was, or was not, given the Core Required Y
treatment . Company
medication.
Results of significant functional, diagnostic, and imaging
Significant examinations to ensure continuity of care, performed during
A.2.7.6 Observation hospitalisation. Results of examinations ordered but not yet Required
Results delivered should be presented separately from results already
delivered.
. . . At least one IT
A.2.7.6.1 Date Date and time of the observation 1SO 8601 Core Required S ISO 8601 e T—_—
f th i .8. hl7: ion-
A.2.7.6.2 Observation status StaFus ofthe ol:?se.rvatlon. (e SIS Optional NA
registered, preliminary, final) status
L Narrati tati f th .
A.2.7.6.3 Result description arra lve. R |or.1 o. € Core Required Y
observation result and findings.
Observation details include code that | LOINC
identifies observation, specification NPU
. . of th.e observed bodY structure or SNOMED CT . At least one T
A.2.7.6.4 Observation details | specimen, date and time of the Core Required Y Compan
specimen collection, observation el pany
method or protocol used and other
aspects of the observation.
Result of the observation including SNOMED CT
numeric and coded results of the
measurement, details about how the
tests were done to get the result
. K . . At least one IT
A.2.7.6.5 Observation result values, information about reference ucum Core Required Y Compan
ranges and result interpretation. (measurement units) L
Content of the observation result will
vary according to the type of the
observation.
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A2.7.6.7 Reporter

With certain observation results, e.g.
there may also be an interpreter or a
person responsible for validation.

Optional

NA

A.2.7.7 Synthesis

reasons and course of hospital stay) clu

(differential diagnostics, explanation of
clinically complex conditions.

This section provides clinical synthesis (e.g. description of

stered by managed

conditions, Clinical synthesis may include clinical reasoning

clinical context) in

Core

Required

A.2.7.7.1 Problem synthesis

Summary description of the reason
and course of hospitalisation for a
specific problem.

Core

Required

A.2.7.7.2 Clinical reasoning

The clinical summary can be
concluded with a clinical
consideration (diff. diagnosis,
explanation of context, etc.) for
clinically complex conditions.

Required

Descriptive
At least one IT
Company

A.2.8

Discharge details (str
available, at least a summary note should be present).

uctured information should be provided

, however if not

Core

Required

A.2.8.1 Objective findings

Core

Required

A.2.8.1.1 Date

Date and time of the examination at
or before discharge

ISO 8601

Optional

NA

Anthropometric

.2.8.1. .
A281.3 observations

Observation of Body weight and height

thickness.

of the patient, BMI,

circumference of head, waist, hip, limbs and skin fold

Result of the observation includes text,

Multiple observations could be provide

numeric and coded

results of the measurement including measurement units.

d.

Core

Required

A28.13. Result description

Narrative representation of the
observation result and findings.

Optional

NA

A2.813. Observation details

Observation details include code that
identifies observation, specification
of the observed body structure or
specimen, date and time of the
specimen collection, observation
method or protocol used and other
aspects of the observation.

SNOMED CT

LOINC

I1SO 8601

Core

Required

A2.8.1.3. Observation result

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result
values, information about reference

ranges and result interpretation.

UCuMm
(measurement units)

Core

Required
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Content of the observation result will
vary according to the type of the
observation.

A.2.8.1.4 Vital signs

Observation of Vital signs:

* Recommended: systolic and diastolic blood pressure
including site of measurement, pulse rate, respiratory rate

e Optional: 02 saturation, temperature, pain (scale), ...

Core

Required

A.2.8.1.4.
Result description

Narrative representation of the
observation result and findings.

Optional

NA

A2.8.1.4. Observation details

Observation details include code that

SNOMED CT

identifies observation, specification

LOINC

of the observed body structure or
specimen, date and time of the
specimen collection, observation
method or protocol used and other
aspects of the observation.

I1SO 8601

Core

Required

At least one IT
Company

A.2.8.1.4. .
8 Observation result

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result
values, information about reference
ranges and result interpretation.
Content of the observation result will
vary according to the type of the
observation.

UCUM
(measurement units)

Core

Required

Physical

A.2.8.1.5 M
examination

Physical examination (at discharge) is the process of
evaluating objective anatomical findings. Physical
examination can be performed through observation,

palpation, percussion, and auscultation.

Core

Required

A2.8.15. Observation Note

A narrative description of the
observation. It should be structured
by the organ system (e.g. head, neck,
body, arms, ...)

Core

Required

A.2.8.2 Functional status

Functional status can be assessed in several different ways,
usually with a focus on the person’s abilities to perform basic
activities of daily living (ADL), which include basic self-care
such as bathing, feeding, and toileting and instrumental
activities of daily living (IADL), which includes activities such
as cooking, shopping, and managing one’s own affairs.

For details see: https://paciowg.github.io/functional-status-

ig/

Core

Required
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Need for the patient to be
continuously assessed by third
A.2.82.1 Description parties; functional status may Core Required N
influence decisions about how to
plan and administer treatments
A.2.8.2.2 Onset Date Onset date of a condition 1SO 8601 Required N
Functional . .
A28.23 assessment DI S I N L] e.g. ICF Required N
o assessment
description
Functional ) .
A.2.8.2.4 unctiona Date of the functional assessment I1SO 8601 Optional NA
assessment date
F ional
A.2.8.2.5 unctiona Functional assessment result value e.g. ICF Required N
assessment result
. . . At least one
A.2.8.3 Discharge note Discharge summary note Required Y IT Company
A.2.9 Care plan and other recommendations after discharge. Core Required
A2.9.1 EraEE Care_plan after discharge. Multiple care plans could be Core Required
provided.
A2.9.1.1 Title Human-frle.ndly name for the care e N
plan (e.g. Hip replacement care plan)
Identifies the ICD-10*
conditions/problems/concerns/diagn | SNOMED CT
oses/etc. whose management and/or
At least IT
A.29.1.2 Addresses mitigation are handled by this plan. . Required S ICD10-GrM castone
. R . Orphacode if rare Company
This element provides a linkage to i is di d
the conditions recorded in the Isease Is dlagnose
diagnostic summary section.
A.29.1.3 Description AL AR DR EIC Core Required N
of the plan.
Indicates when the plan did (or is
A.29.14 Plan Period intended to) come into effect and Optional NA
end.
A29.15 Other details i U el codgd LS Optional NA
care team, goals to be achieved.
A.2.9.1.6 Activity Actions to occur as part of the plan. Required
A2.916 A description of the type of care plan
A Kind activity. For example, a hl7:resource-types Optional NA
MedicationRequest, a
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ServiceRequest, or a
CommunicationRequest.
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2'2'9'1'6' Activity description | A detailed description of the activity. Required N
Specific structured attributes per
A2.9.16 each activity type expressed by the
A Specific attributes Activity kind element, E.g., specific Optional NA
attributes for prescription request,
appointment, etc.
Summary information on the medication recommended for
S the period after discharge, indicating whether the medication
Medication ) . . .
A.2.9.2 is changed or newly started. Compared to previous practices, Core Required
summary S . o
the overview is supplemented with medication that has been
discontinued.
The reason why the medication is or ICD-10*
was prescribed or used. It provides a SNOMED CT
link to the Past or current health
A29.21 Medicati o C Required S ICD10-GrM
edication reason condition(s) or problem(s) that the Orphacode if rare ore Rl r
patient has had or has and for which disease is diagnosed
this medication was prescribed.
hl7:reason-
A.2.9.2.2 Reason for change Reason for change of medication medication-status- Core Required N
codes
A.2.9.2.3 Code Product code. IDMP Core Optional NA
Brand name if biological medicinal
A.29.24 Brand name SN whgn USG5 th? ; Core Required Y
health professional (ref. Commission
Directive 2012/52/EU)
Substance that alone or in
combination with one or more other
ive i i D B At | IT
A.29.25 Actlve REleCEn: ingredients produces the intended CIIE LA/ EAR Core Required Y tleast one
list . .. SPOR SMS) Company
activity of a medicinal product.
Example: "paracetamol"
The content of the active ingredient Ucum
R
A2.9.2.6 | Strength s : - EDQM Standard Core | Required s for Medicines (EOF)
weight, according to the Company
. terms Code
pharmaceutical dose form. Example:
500 mg per tablet
Pharmaceutical The form. in which 3 p'harmaceut.lc'al EDQM Standard . At least one IT
A.2.9.2.7 product is presented in the medicinal Core Required Y
dose form terms Company
product package (e.g. tablet, syrup)
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A.29.2.8 Dosage Regimen

Number of units per intake and
frequency of intake over a specified
duration of time.

Example: 1 tablet every 24h, for 10
days

Core

Required

Route of

A2.92.5 administration

Path by which the pharmaceutical
product is taken into or makes
contact with the body.

EDQM Standard
terms

Core

Required

At least one IT
Company

Period of

A.2.9.2.10 treatment

The interval of time during which it is
being asserted that the patient
is/was/will be taking the medication
(or was not taking).

Core

Required

At least one IT
Company

A.2.9.2.11 | Days supplied

Number of days for which the patient
was provided with the drug. Supply is
intended to either hand over the
medicine or write out a prescription.
A 0 value indicates that the patient
has not been provided with the drug
(e.g. if the patient has a sufficient
supply of the drug)

ucumMm

Core

Optional

NA

Other

A.2.9.3 .
recommendations

Other recommendations (advice)
after discharge. Multiple
recommendations could be provided.
E.g., recommendation to suggest hip
replacement, reduce number of
cigarettes, stop smoking, increase
physical exercises, etc.

Core

Required

Descriptive

Other required data fields that are not present in these guidelines.

A.2.3.3.x Admitting weight

Weight on admission. To be
completed for patients age less than
1 year.

Core

Required

In grams

Hospitalization
outcome

A.2.3.5.x

Patient' discharge condition.

Core

Required

HL7.PV2.PatientCon
dition Code (Greek
Values - NOT
STANDARD HL7)

A.
Satisfactory
C. Critical

P. Poor

S. Stable

0. Other

U. Unknown
D. Death
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National Authority to National Authority - bubble 6 - NCZI
Have this information available?
# Field Field description G R Core Req‘ulred Cardinalit 05
System Optional N(o) Code Value Sets Comments
Not required B (S)tructure | System
d
HOSPITAL DISCHARGE REPORT HEADER
A.l Hospital Discharge Report header data element Required
A.1.1 Identification of the patient/subject Required
The given name/first name of the patient
(also known as forename or first name) SRS
Al.1.1 Given name L ) ’ Optional 0:1 N information
This field can contain more than one
(RFO)
element.
The family name/surname/last name of
. . e . 3th part
Family the patient. This field can contain more . . .
A11.2 X X Optional 0:1 N information
name/surname than one element or multiple fields could (RFO)
be present.
A.1.1.3 Date of birth Complete date, following the ISO 8601. 1SO 8601 Optional 0:1 N
An identifier of the patient that is unique
. within a defined scope. Example:
A.l.14 Njélg:ta:;ealthcare National ID (birth number) for a Czech Required 1:1 S
P patient. Multiple identifiers could be
provided
3th part
A.1.1.5 Nationality Nationality of the patient. 1SO 3166 Optional 0:1 N information
(RFO)
This field must contain a recognised valid
value for "administrative gender". If L ) 3th part
A.1.1.6 Gender different, "physiological gender" should g‘l;z\jsrmlmstratlve Optional 0:1 S information
be communicated elsewhere in the (RFO)
relevant clinical information section.
only SK public
A.1.1.7 Country of affiliation | Name of country of affiliation 1SO 3166 Required 1:1 S healthcare
insurance.
A.1.2 Patient/subject related contact information Required
A.1.2.1 Patient address Optional
A1211 |Address il [ ST Optional 0:1 s
The addresses are always sequences of
122 of 149



Q

XpanDH

g Digital Health through a
n EHRxF-ba:

sod Ecosystem

D4.3 - (D4.2) XpanDH Feasibility Demonstrators

WP4 - Feasibility & Experimentation

address parts (e.g. street address line,
country, postcode, city) even if postal
address formats may vary depending on
the country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed to
be the default address useful for any
purpose.

Al1.21.2

Telecom

Telecommunication contact information
(addresses) associated with a person,
such as phone number, email, or
messaging service. Multiple
telecommunication addresses might be
provided.

Optional

0:1

A.1.2.2

Preferred health professional (HP) - This section can be repeated and linked to any
specific information in the document, for example a link between a rare disease
problem and the rare disease specialist responsible for the care of the individual

patient (this section).

Required

Al1221

Identifier of the HP

An identifier of the health professional
that is unique within a defined scope.

Example: National health professional ID.

Multiple identifiers could be provided.

Required

1:1

A1.2.2.2

Name of the HP

Name of the health professional that has
been treating or taking responsibility for
the patient.[the structure of the name
will be the same as for the patient (given
name, family name / surname)]

Required

1:1

Al1223

Role of the HP

Health professional role. Multiple roles
could be provided.

ISCO

Required

1:1

Nation
al code
system

1.3.158.00165387.100.10.
34 Zdravotnicka odbornost

A1.2.2.4

HP Organisation

Health professional organisation

Required

1:1

A.1.2.25

Address

Mailing and home or office addresses.
The addresses are always sequences of
address parts (e.g. street address line,
country, postcode, city) even if postal
address formats may vary depending on
the country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed to
be the default address useful for any
purpose.

I1SO 3166

Optional

0:1

A1.2.2.6

Telecom

Telecommunication contact information
(addresses) associated with a person,

Optional

1:1
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such as phone number, email, or
messaging service. Multiple
telecommunication addresses might be
provided.

A.1.23

Contact person/ legal

suardian (multiple contacts could be provid

ed)

Optional

Al1231

Role of that person

Role of the contact person: legal
guardian, next of kin, other person to
contact.

HL7 RoleClass

Optional

O:N

A.1.23.2

Relationship level

Relationship type with the patient (e.g.

HL7 RoleCode

father, wife, daughter)

SNOMED CT

Optional

O:N

A1.234

Given name

Given name of the contact
person/guardian . This field can contain
more than one element.

Optional

O:N

A.1.23.5

Family
name/surname

Family name of the contact person. This
field can contain more than one element
[the structure of the name will be the
same as for the patient (given name,
family name / surname)]..

Optional

O:N

A.1.23.6

Address

Mailing, home or office addresses. The
addresses are always sequences of
address parts (e.g. street address line,
country, postcode, city) even if postal
address formats may vary depending on
the country. An address may or may not
include a specific use code; if this
attribute is not present it is assumed to
be the default address useful for any
purpose.

I1SO 3166

Optional

O:N

A1.23.7

Telecom

Telecommunication contact information
(addresses) associated with a person,
such as phone number, email, or
messaging service. Multiple
telecommunication addresses might be
provided.

Optional

O:N

A.1.23.8

Contact person
organisation

Contact person organisation information.

Optional

O:N

A.13

Health insurance and payment information - Health insurance information is not
always required, however, in some jurisdictions, the insurance number is also used as
the patient identifier. It is necessary not just for identification but also forms access to

funding for care.

Required

Al131

Health insurance
code

Unique health insurance company

identification code.

Required

1:1
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A13.2 Health insurance full, official name of the healthcare Reapilied 1:1 S
name insurance provider.
Health insurance Number or code under which the insured
A.1.33 person is registered at the insurance Required 1:1 S
number .
provider.
A.1.4 Information recipient - (intended recipient or recipients of the report), if applicable Not required

The health professional or patient
identifier. Either an internal identifier
assigned by a healthcare provider
institution or (preferably) a national
Al.4.1 Recipient identifier health professional ID such as the licence Not required N

justin
requirement for
MD, recipient,

. . patient,
or registration number. In case when the .
. . . Reviewing
recipient is not a health professional, e.g. doctor
patient, appropriate personal identifier r
could be used.
justin

requirement for
MD, recipient,
patient,
Reviewing
doctor, ...

justin
requirement for

Person name [the structure of the name
A.1.4.2 Recipient name will be the same as for the patient (given Not required N
name, family name / surname)].

The healthcare provider organisation
identifier. Identifier that is unique within

Recipient X i . MD, recipient,
A.1.43 |p|. . a defined scope. Example: National Not required N . !
organisation ID . X patient,
healthcare provider ID. Multiple .
. o . Reviewing
identifiers could be provided.
doctor, ...
justin
requirement for
A14.4 Reupl.ent' The healt.hcare provider organisation R T N MQ, recipient,
organisation information. patient,
Reviewing
doctor, ...
Mailing and home or office addresses.
The addresses are always sequences of
address parts (e.g. street address line, justin
country, postcode, city) even if postal requirement for
address formats may vary depending o . MD, recipient,
A.1.4.5 Address mats may vary depending on Not required N . el
the country. An address may or may not patient,
include a specific use code; if this Reviewing
attribute is not present it is assumed to doctor, ...
be the default address useful for any
purpose.
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justin
requirement for
A146 e Country of the intended recipient as part 1SO 3166 e P MQ, recipient,
of the address. patient,
Reviewing
doctor, ...
N . . justin
Telecommunication contact information .
) requirement for
(addresses) associated to a person, such -
. X . MD, recipient,
A.1.4.7 Telecom as phone number, email, or messaging Not required rfT
service. Multiple telecommunication e A
addresses might be provided Reviewing
: doctor, ...
ALS Author (by wlrom the Hospital discharge report was/were authored). Multiple authors Required
could be provided.
The health professional identifier that
will allow addressing recipients within a
national or international data exchange
inf h as the li
A.15.1 Author identifier n r.astru.cture, such as the ficence or Required 1:1
registration number. In case when the
recipient is not a health professional, e.g.
patient, appropriate personal identifier
should be used.
Person name [the structure of the name
A.1.5.2 Author name will be the same as for the patient (given Required 1:1
name, family name / surname)].
The healthcare provider organisation
Author oreanisation identifier. Identifier that is unique within
A.1.5.3 D g a defined scope. Example: National Required 1:1
healthcare provider ID. Multiple
identifiers could be provided.
The health i isati
A15.4 Author organisation . cnea t care provider organisation Required 1:1
information.
Date and time of the last modification of
A.1.5. D Ti | 1 R i 1:1
>5 ate Time the document by its Author. S0 860 e
A.1.6 Attester (multiple attesters could be provided) Not required
The health professional identification
number. Either an internal identifier
Al6.1 Attester identifier §SS|.gne.d by a healthcare prov@er Not required AT
institution or (preferably) a national Attester
health professional ID such as the licence
or registration number.
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Person name [the structure of the name Author =
A.1.6.2 Attester name will be the same as for the patient (given Not required Attester_
name, family name / surname)].
The healthcare provider organisation
s ST |dent.|f|er. Identifier that is umgue within . Author =
A.1.6.3 D a defined scope. Example: National Not required T
healthcare provider ID. Multiple
identifiers could be provided.
Al6.4 Attester organisation The healt.hcare provider organisation Not required TS
information. Attester
A | D i f th | of th Author =
A165 .pprova date and ate and time of the approval of the 1SO 8601 e iE uthor
time document by Attester. Attester
AL7 Legal authenticator (The person taking responsibility for the medical content of the T ]
document)
The health professional identification
number. Either an internal identifier
. assigned by a healthcare provider .
Legal authenticator T K . Authenticator =
A.l1.7.1 . . institution or (preferably) a national Not required
identifier : ) NCzI
health professional ID such as the licence
or registration number. Multiple
identifiers could be provided.
P h f th
Legal authenticator grson ES AAITEGICO .t © na.me . Authenticator =
A.1.7.2 will be the same as for the patient (given Not required
name . NCZI
name, family name / surname)].
The healthcare provider organisation
laslletiariiEe? |dent.|f|er. Identifier that is umgue within 4 Authenticator =
A.1.7.3 oreanisation ID a defined scope. Example: National Not required NCZI
& healthcare provider ID. Multiple
identifiers could be provided.
A174 Legal ?uthentlcator The healt.hcare provider organisation R T Authenticator =
organisation information. NCZI
Authenticati D i hen th Authenti =
A1TS ut c.entlcatlon date ate ar.1d time when the document was 15O 8601 e FAEE uthenticator
and time authorised. NCZI
A.1.8 Document metadata Not required
no documents
A.1.8.1 Document ID Unique identifier of the document Not required g
attachments),
just data
no documents
Identifies the type of document at hand, . (no
.1.8.2 D . . L
Al8 ocument type e.g. Hospital discharge report. OINC e Ui attachments),
just data
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no documents
A18.3 DT GEGE The status of the. H.ospltalldlscharge hl7:CompositionStat o G (no
report. E.g., preliminary, final. us attachments),
just data
no documents
A.1.8.4 Report date and time Date and tlme of the Hospital discharge 1SO 8601 Not required i
report creation. attachments),
just data
no documents
A.1.8.5 Document title D.ocument s, f':x VNl =] Not required @
discharge report". attachments),
just data
Organisation that is in charge of
e . . no documents
maintaining the report [this element will .
A.1.8.6 Report custodian include organisation ID, name, address Not required
- attachments),
etc., as other elements describing )
L just data
organisations].
no documents
A.1.8.7 Confidentiality Leve! (.)f conflc!entlallty of the document. hl7:Confidentiality Not required g
Implicit value is normal. attachments),
just data
Language in which the document is F:Odocuments
A.1.8.8 Language written. Language is expressed by the ISO | ISO 639 Not required el i,
language code. .
just data
no documents
A.1.8.9 Version Version of the document Not required =
attachments),
just data
HOSPITAL DISCHARGE REPORT BODY
A.2.0 Hospital Discharge Report in its narrative form Core | Required 1:1
A.2.1 Advance directives Not required
Only directives being expressed during
A.2.1.1 Living will current inpatient stay. Multiple records Not required
of living wills could be provided.
A21.11 Date and time UG ckiEEEnt dneen iy el el 1SO 8601 Not required
was recorded.
Type of a living will, e.g. Do not
A2.1.1.2 Type resuscitate, donorship statement, power | SNOMED CT Not required
of attorney etc.
A.2.1.13 Comment Comment on the living will. Not required
A2.114 Related conditions ICD-10* Not required
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The problem or disorder to which the SNOMED CT
living will applies. Multiple fields could be | Orphacode if rare
provided. disease is diagnosed
Scanned source document with the living
A.2.1.15 Living will document | will and the patient's signature, such as a Not required N
PDF.
A.2.2 Alerts Core | Optional

A record of allergies and intolerances (primarily to be used for

All d . . . . .
A.2.2.1 ergy an new allergies or intolerances that occurred during the hospital | Core | Optional
Intolerance
stay).
A2.21.1 Allergy description Textual description of the allergy or Core | Optional 0O:N Y
intolerance

This element describes whether this
condition refers to an allergy, non-allergy
A.2.2.1.2 Type of propensity intolerance, or unknown class of SNOMED CT Optional 0O:N N
intolerance (not known to be allergy or
intolerance)

Description of the clinical manifestation
of the allergic reaction including date of
manifestation and severity. Example:
anaphylactic shock, angioedema (the
clinical manifestation also gives
information about the severity of the
observed reaction). Multiple
manifestations could be provided.
Severity of the clinical manifestation of
the allergic reaction.

Potential risk for future life-threatening
adverse reactions when exposed to a
substance known to cause an adverse
reaction.

Date of onset of allergy, e.g., date of the | I1SO 8601
first observation of the reaction. Could be

A2.2.1. N i Y
6 Onset date also expressed using a date, partial date SNOIEADEAEE otrequired

A.2.2.13 Allergy manifestation SNOMED CT Core [ Optional 0O:N Y

A2.214 Severity SNOMED CT Optional O:N N

A.2.2.15 Criticality SNOMED CT Not required N

or life period (childhood, adolescence). group)
Date of resolution of the allergy (e.g. 1SO 8601
hen the clinician d d there i
A2217 |Enddate when the cinician deemea there 1S N0 g\ az e o1 (Age Not required N
longer any need to track the underlying ol
condition) group
A2.2.138 Status et st e die alliery o Active, resolved, ... Not required N

intolerance, for example, whether it is
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active, in remission, resolved, and so on

A.2.2.19

Certainty

Assertion about the certainty associated
with a propensity, or potential risk, of a
reaction to the identified substance.
Diagnostic and/or clinical evidence of
condition.

SNOMED CT

Not required

A.2.2.1.10

Agent or Allergen

A specific allergen or other
agent/substance (drug, food, chemical
agent, etc.) to which the patient has an
adverse reaction propensity.

SNOMED CT

ATC

(IDMP / EMA SPOR
SMS)

Core

Optional

Nation
al code
system

1.3.158.00165387.100.10.
158
1.3.158.00165387.100.10.
208

A.2.2.2

Medical alerts (relevant for the respective hospital stay)

Core

Optional

A2221

Healthcare alert
description

A warning, other than included in
allergies.

SNOMED CT

The warning can be entered in code
(there are codes for frequently used
alerts) but seeing the dynamic nature of
the warnings, these alerts will often be
entered as free text.

LOINC

Any clinical information that is imperative
to know so that the life or health of the
patient does not come under threat.

Example 1: the patient has a rare disease
that requires special treatment

Example 2: Airway Alert / Difficult
Intubation

Example 3: Diagnoses such as malignant
hyperthermia, porphyria, and bleeding
disorders; special treatments like
anticoagulants or immunosuppressants;
implanted devices.

Example 4: transplanted organs illustrate
other information that has to be taken
into account in a healthcare contact.

Example 5: participation in a clinical trial
that has to be taken into account in a
healthcare contact.

Core

Optional

O:N

A.2.3

Encounter

Core

Required

A231

Encounter type

The type of the encounter whether
inpatient or short stay encounter.

hl7v3:ActEncounter
Code

Not required

A2.3.2

Encounter note

A narrative description of the encounter
course.

Not required
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A.2.3.3 Admission Core | Required
Admission type, either emergency or hl7:v3-
A.233.1 Admission urgency ype, gency XxEncounterAdmissio | Core Required 1:1
planned
nUrgency
A.2.3.3.2 Admission date Admission date and time. 1SO 8601 Core | Required 1:1
The health professional identification
number. Either an internal identifier
Admitting assigned by a healthcare provider . )
A2333 professional ID institution or (preferably) a national G 11
health professional ID such as the licence
or registration number.
s Person name [the structure of the name
Admitting . . . .
A.2334 . will be the same as for the patient (given Required 1:1
professional name ;
name, family name / surname)].
A2335 Adm|t.t|ng. The h.e.althcare provider organisation i 11
organisation ID identifier.
A2336 Admlt.tmg. The heaI'icare provider organisation Core Rer i 11
organisation information.
A.2.3.3.7 Admit Source From whe.re.a BRIl HI7:admit-source Required 1:1
(e.g. physician referral, transfer).
The health professional identification
number. Either an internal identifier
Referring assigned by a healthcare provider .
A.2.33. N
338 professional ID institution or (preferably) a national Es ez
health professional ID such as the licence
or registration number.
Referrin Person name [the structure of the name
A.2.3.39 .g will be the same as for the patient (given Not required
professional name )
name, family name / surname)].
A2.33.10 Referr.mg. The h.e.althcare provider organisation sk e
organisation ID identifier.
A233.11 Referr.lng' The healt.hcare provider organisation e FAEE
organisation information.
A.2.3.4 Admission reason Core | Required
ICD-10*
A2.3.4.1 Admission reason iCERICTIR SRS aqm|§5|on, = SNOMED CT Core | Required 1:1
Problem, procedure or finding. Orphacode if rare
disease is diagnosed
A2.3.42 Admission reason Explanation of the reason for the Core Ren i 11
comment encounter.
Admission legal Legal status/situation at admission. The . .
) status legal status indicates the basis on which RGN Realied 11
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the patient is staying in a healthcare
organisation. This can be either voluntary
or involuntary, however the legal status
is always determined by a court. A
patient can also receive healthcare based
on a forensic status. (voluntary,
involuntary, admission by legal
authority).
A.2.3.5 Discharge Core | Required
A.2.35.1 Discharge date Discharge date and time 1SO 8601 Core Required 1:1
Type of location to which the patient will
A2.3.52 Discharge destination | go af_ter the epcounter. E.g. hor‘pe, h!7.d|tharge— Core Yo G default by
type hospital, nursing home, left against disposition Author.
medical advice etc.
The location/organisation to which the
A.2.3.53 Destination location patient will go after the encount§r. . Core Not required default by
Name, address and telecommunication Author.
contact.
A2.3.6 Locatlon'- All locations/departments where the patient stayed (was boarded) within Core | Not required
the hospital.
A23.6.1 Period Time period during }Nhlch the patient was Core e FEE S jL!St filan
present at the location discharge
.. L, ) " . just filan
A.2.3.6.2 Organisation Part ID | The organisation’s part identifier. Not required K
discharge
A23.6.3 Organisation Part Full name of the organisation part, e.g. Core e eE ]L{St filan
Name Name of the department discharge
Organisation Part Address, contact names and contact . just filan
.2.3.6. . . . L. ED N .
A23.64 Details details, specialty of the organisation part. SNOMED €T Core Es ez discharge
A2.4 Admission evaluation - _Adr_mssnon status should be reported exceptionally only if it is Required
relevant to ensure continuity of care.
A.2.4.1 Objective findings Required
A241.1 Date and time Date and time of the examination | 1SO 8601 Not required
Observation of Body weight and height of the patient, BMI,
. circumference of head, waist, hip, limbs and skin fold thickness.
Anthropometric — - q
A.24.13 . Result of the observation includes text, numeric and coded Required 1:1
observations A . .
results of the measurement including measurement units.
Multiple observations could be provided.
Observation details include code that SNOMED CT
identifies observation, specification of LOINC
A.2.4.1.3.1 | Observation details the observed body structure or Not required
specimen, date and time of the specimen | ISO 8601
collection, observation method or
RN Funded by 132 of 149
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protocol used and other aspects of the
observation..

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result values, UCUM (for units of
information about reference ranges and | measurement)
result interpretation. Content of the
observation result will vary according to
the type of the observation.

Vital signs observation:

* Recommended: Pulse rate, respiratory rate, systolic and
diastolic blood pressure with site information

e Optional: 02 saturation, temperature, pain (scale), ...
Narrative representation of the
observation result and findings.
Observation details include code that
identifies observation, specification of
the observed body structure or
A.2.4.1.4.2 | Observation details specimen, date and time of the specimen
collection, observation method or
protocol used and other aspects of the
observation.

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result values,
information about reference ranges and
result interpretation. Content of the
observation result will vary according to
the type of the observation.

Physical examination is the process of
evaluating objective anatomical findings.
It is typically the first diagnostic measure
performed after taking the patient's
history, which allows an initial
assessment of symptoms and is useful for
determining the differential diagnoses
and further steps. Physical examination
can be performed through observation,
palpation, percussion, and auscultation.

A.2.4.1.3.2 | Observation result Not required Y

A.2.4.1.4 | Vitalsigns Required

A.2.4.1.4.1 | Result description Required 1:1 Y

SNOMED CT LOINC

1SO 8601 Not required N

UCumMm
(measurement Not required N
units)

A.2.4.1.4.3 | Observation result

A.2.4.15 Physical examination Required
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A narrative description of the
observation. It should be structured by

A.2.4.1.5.1 | Observation Note Lo e e (e e s (el Required 1:1
arms, ...)
Functional status
Functional status can be assessed in several different ways, usually with a focus on the
person’s abilities to perform basic activities of daily living (ADL), which include basic self-
A.2.4.2 care such as bathing, feeding, and toileting and instrumental activities of daily living Not required
(IADL), which includes activities such as cooking, shopping, and managing one’s own
affairs.
For details see: https://paciowg.github.io/functional-status-ig/
Need for the patient to be continuously
A2.421 Description assessed by.third parties;. functional Not required
status may influence decisions about how
to plan and administer treatments
A.2.42.2 Onset Date Onset date of a condition 1SO 8601 Not required
Functional
A2.4.23 assessment Description of the functional assessment | ICF Not required
description
A2.4.2.4 Functional Date of the functional assessment 1SO 8601 Not required
assessment date
A.2.42.5 USR] Functional assessment result value ICF Not required
assessment result
A.2.6 Patient history (might include information about provenance of the information) Optional
A.2.6.1 Medical history Optional
A list of conditions of a patient that the patient suffered in the
past or still suffers. Unlike diagnostic summary, medical history
is not only a list of problems, but could contain broader
description of the condition and its progress, details about
. treatment including medication and patient response to .
R LEVRRIEEERE treatment. Past problem section (unlike the same section of the SEERRS
patient summary) should include only conditions that are
important for continuity of care. This section, if provided,
complements the diagnostic summary section of the discharge
report.
A.2.6.1.1.1 | Problem description Problem specification Optional O:N

A.2.6.1.1.2 | Problem details

ICD-10*

Problem details include code that SNOMED CT

identifies problem, specification of the
body structure, laterality, and other

Orphacode if rare
disease is diagnosed

aspects of the problem. IPS Absent and

Unknown Data

Not required
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ICD-0-3

A2.6.1.1.3

Onset date

Onset date of the problem/condition

1SO 8601

Not required

A.2.6.1.1.4

End date

The date or estimated date that the
condition resolved or went into
remission.

1SO 8601

Not required

A.2.6.1.1.5

Clinical status

Status of the condition/problem (active,
resolved, inactive, ...)

hl7:condition-
clinical

Not required

A.2.6.1.1.6

Resolution
circumstances

Describes the reason for which the status
of the problem changed from current to
inactive (e.g. surgical procedure, medical
treatment, etc.). This field includes "free
text" if the resolution circumstances are
not already included in other fields such
as surgical procedure, medical device,
etc., e.g. hepatic cystectomy (this will be
the resolution circumstances for the
problem "hepatic cyst" and will be
included in surgical procedures).

Optional

O:N

A2.6.1.1.7

Severity

A subjective assessment of the severity of
the condition as evaluated by the
clinician.

SNOMED CT

Not required

A2.6.1.1.8

Stage

Stage/grade, usually assessed formally
using a specific staging/grading system.

e.g. TNM, ICD-0-3

Not required

A.2.6.1.2

Devices and Implants

Devices and Implants

Optional

A2.6.1.2.1

Device and implant
description

Describes the patient's implanted and
external medical devices and equipment
upon which their health status depends.
Includes devices such as cardiac
pacemakers, implantable fibrillator,
prosthesis, ferromagnetic bone implants,
etc. of which the HP needs to be aware.

SNOMED CT EMDN

IPS Absent and
Unknown Data

Optional

O:N

A.2.6.1.2.2

Device ID

Normalised identifier of the device
instance such as UDI according to
REGULATION (EU) 2017/745

Not required

A2.6.1.2.3

Implant date

The date and time the device was
implanted or when its use began.

1SO 8601

Optional

O:N

A2.6.1.2.4

End date

Date and time when the device was
explanted from the patient or the
external device was no longer in use;
likewise when the device is planned to be
explanted

1SO 8601

Not required

A.2.6.1.2.5

Reason

ICD-10

Not required
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The medical reason for use of the
medical device.

SNOMED CT

Orphacode if rare
disease is diagnosed

History of

A.2.6.1.3
procedures

Historical procedures performed on or
for a patient, relevant for the current
encounter.

Examples include surgical procedures,
diagnostic procedures, endoscopic
procedures, biopsies, counselling,
physiotherapy, personal support services,
adult day care services, etc.

Not required

A.2.6.1.3.5 | Procedure reason

was performed. This may be a coded
entity or may simply be present as text.

Orphacode if rare
disease is diagnosed

SNOMED CT
LOINC, NPU (for
A.2.6.1.3.1 | Procedure code Procedure code i Not required
procedures)
IPS Absent and
Unknown Data
A.2.6.1.3.2 Proce.du.re Narrative description of the procedure Not required
description
A.2.6.1.3.3 | Body site Procedure target body site and laterality | SNOMED CT Not required
A.2.6.1.3.4 | Procedure date Date and time when procedure was 150 8601 Not required
performed
ICD-10*
The coded reason why the procedure SNOMED CT

Not required

The outcome of the procedure - did it
resolve the reasons for the procedure

A.2.6.1.3.6 | Outcome e e e B e sl el o SNOMED CT Not required
surgical procedures.
A reference to the device or devices that
is implanted, removed or otherwise
A.2.6.1.3.7 | Focal device manipulated (c'ali'bration, battevry Not required
replacement, fitting a prosthesis,
attaching a wound-vac, etc.) as a focal
portion of the Procedure.
A.2.6.1.4 Vaccination Vaccination history of the patient. Optional
Disease or agent Disease or agent that the vaccination ICD-10* .
A26.14.1 targeted ¢ provides progtection against SNOMED CT Not required
. . SNOMED CT
ARBLAR | Wik || o i Ceee afem i ATC (IDMP/ EMA Not required
vaccine/prophylaxis or its component(s) SPOR SMS)
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Vaccine medicinal

[ERCEl Funded by
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XpanDH Grant Agreement No. 101095594

A.2.6.14.4 Medicinal product name Optional 0O:N
product
EMA's Organisations
Marketing Marketing Authorisation Holder or Management . )
A26.1.4.5 Authorisation Holder | manufacturer (Identifier and name) Service (EMA SPOR Szteral O:N
OMS)
A.2.6.1.4.6 Num.ber.ln QECHC Order in the vaccination course. Not required
vaccinations / doses
A2.614.7 | Date of vaccination | ¢ date andtime when the vaccination | o) g6 Optional 0:N
was administered
A.2.6.1.4.8 | Next vaccination date U2 daFe SRR Pl 1SO 8601 Not required
to be given/repeated (e.g. next dose)
Epidemiological . ) ) .
A.2.6.1.5 h:)sltoerr;uo ogica Travel history and infectious contacts Not required
A.2.6.1.5.1 | Infectious contacts Infectious contacts of the patient Not required
A2.6.1.5.1 | _. ) A date and duration or date time interval .
1 UM (e of contact. Partial dates are allowed. 150 8601 e T
A2.6.15.1 Information about a suspected infectious | ICD-10* (chapter 1)
""" Infecti h N i
5 nfectious agent i\fent or agents the person was exposed SNOMED CT ot required
Proximity to the source/carrier of the SNOMED CT
infectious agent during exposure.
A.2.6.1.5.1 o L ‘
Proximity Proximity could be expressed by text, ALY Not required
3 K L . (measurement
code (direct, indirect) or value specifying nits)
distance from the InfectiousAgentCarrier. b
A2.6.15.1 Country in which the person was
4' 7T | Country potentially exposed to an infectious 1SO 3166 Not required
) agent.
A.2.6.1.5.1 | Additional A textual note with additional .
. . . . . . Not required
5 information information about infectious contact.
. Travel history reported by the patient. .
A.2.6.1.5.2 | Ti ] . X N
S ravel history Multiple records could be provided. I
A2.6.1.5.2 Start and end date or end date and
1' T | Time period duration of stay in a country. Partial 1SO 8601 Not required
) dates are allowed.
A.2.6.1.5.2 . - . .
5 Country visited A country visited by the patient. 1SO 3166 Not required
A.2.6.1.5.2
3 Comment Relevant notes on the travel stay. Not required
A2.6.2 IRy Information abOL.Jt sengus ilinesses in Not required textu?l )
close blood relatives with known or description
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suspected genetic potential or with
possible impact on patient care.

A.2.6.2.1 Patient relationship

The family relation between the related
person and the patient.

hl7:v3-RoleCode

Not required

A.2.6.2.5 Condition

suffered.

Orphacode if rare
disease is diagnosed

A.2.6.2.2 Date of birth Full or partial date of birth 1SO 8601 Not required
A.2.6.2.3 Age or date of death LI EIOLAULIC L RN 1SO 8601 Not required
member.
ICD-10*
Medical problems this person suffers or SNOMED CT

Not required

A.2.6.2.6 Cause of death

Information about disease or condition
that was the main cause of death.

ICD-10*

SNOMED CT

Orphacode if rare
disease is diagnosed

Not required

Social determinants

Information about social determinants of

A.2.6.3 of health health. Not required
A.2.6.3.1 Par‘tlupatlon n Participation in society details. Not required
society

A.2.6.3.1.1 | Work situation

Work Situation describes the extent to
which and in what way the patient
participates in the workforce. Work is
meant in the broadest sense of the word:
activities that contribute to the person

themselves, their environment or society.

This includes both paid and unpaid work.

Not required

A.2.6.3.1.2 | Hobby

An activity the patient enjoys doing in
their free time.

Not required

A.2.6.3.1.3 | Social network

A description of the patient’s social
network, such as family, neighbours and
friends.

Not required

A.2.6.3.2 Education

Not required

A.2.6.3.2.1 | Education level

Indication of the highest level of
education achieved.

hl7:v3.EducationLev
el

Not required

A.2.6.3.2.2 | Comment

If deemed relevant, a specification of the
degree program can be provided by
means of an explanation (e.g.: patient is
in medical school).

Not required

A.2.6.3.3 Living situation

Household type and other related living
situation information.

Not required

A.2.6.3.3.1 | House type

Type of home the patient lives in.

SNOMED CT

Not required
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A.2.6.3.3.2

Home adaption

Adaptions present in the home that have
been made in the context of the illness or
disability to make the functioning of the
patient safer and more comfortable and
to enable independent living. Multiple
data elements could be provided.

SNOMED CT

Not required

A.2.6.3.3.3

Living conditions

Conditions that affect the accessibility of
the home or the stay in the home.
Multiple data elements could be
provided.

SNOMED CT

Not required

A.2.6.3.4

Family situation

Family situation details.

Not required

A.2.634.1

Comment

A comment on the family situation.

Not required

A.2.6.3.4.2

Family composition

The family composition describes the
patient’s home situation and the form of
cohabitation.

A family can consist of one or more
people.

SNOMED CT

Not required

A.2.6.3.4.3

Marital status

A person’s marital status according to the
terms and definition in the national civil
code.

hi7: v3-
MaritalStatus

Not required

A2.6.3.4.4

Number of children

The number of children the patient has.
Children in the context of this
information model include step children,
foster children, biological and adopted
children.

Not required

A.2.6.3.4.5

Number of children
at home

The number of children living at home
with the patient.

Not required

A.2.6.3.4.6

Child details

Child age, co-living status and comment.
Multiple child details could be provided.

Not required

A.2.63.4.7

Care responsibility

The activities the patient carries out to
care for a dependent family member.

Not required

A.2.6.4

Use of substances

Not required

A.2.6.4.1

Alcohol use

Alcohol consumption by the patient.
Multiple records on alcohol use could be
provided.

Not required

A2.64.1.1

Status

The status of the patient’s alcohol use.

SNOMED CT

Not required

A2.6.4.1.2

Period and quantity

Period of use and amount (The extent of
the patient’s alcohol use in units of
alcohol per time period.)

Not required

A2.64.13

Comment

Textual comment.

Not required
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Represent smoking or tobacco habits.
A.2.6.4.2 Tobacco use Multiple records on tobacco use could be Not required
provided.
A.2.6.4.2.1 | Status The status of the patient’s tobacco use. SNOMED CT Not required
Period of use and amount (The extent of
A.2.6.4.2.2 | Period and quantity the patient’s tobacco use in units of Not required
alcohol per time period.)
A.2.6.4.2.3 | Comment Textual comment. Not required
. Consumption of drugs and other .
A.2.6.4.3 Drug consumption S e (i e e Not required
A.2.6.4.3.1 | Status The status of the patient’s drug use. SNOMED CT Not required
A.2.6.4.3.2 | Period and quantity Period of use and amount. Not required
A.2.6.4.3.3 er:eg @ (e EEen Type of the drug consumption SNOMED CT Not required
A.2.6.43.4 Rout.e .Of . Route or routes of administration LIS ELLETR Not required
administration Terms
A.2.6.4.3.5 | Comment Textual comment Not required
A.2.7 Course of hospitalisation (Hospital stay) Core | Required
All problems/diagnoses that affect care during the inpatient
case or are important to be recorded to ensure continuity of
care. The diagnostic summary differentiates, in accordance with
the international recommendation, between problems treated
during hospital stay and other (untreated) problems. Treated
problems are problems that were the subject of diagnostics,
therapy, nursing, or (continuous) monitoring during the
hospitalisation. Furthermore problems could be divided into
. . three categories: problems present on admission (POA), .
A2.7.1 Diagnostic summary conditions acquired during hospital stay (HAC) and problems R Required
that cannot be classified as being of any of the two (N/A). The
diagnostic summary contains all conditions as they were
recognised at the end of hospitalisation, after all examinations.
This section contains concise, well specified, codeable, summary
of problems. Problems are ordered by importance (main
problems first) during hospital stay. Description of the problem
might be completed with additional details in the medical
history section and/or in the Synthesis section.
A2.7.1.1 Problem description | Problem specification in narrative form Core | Required 1:1 freetext
_ ICD-10*
'Probl'e'm details include 'cgde.that SNOMED CT
A2.7.1.2 Problem details identifies problem, spguﬁcatlon of the ICD-0-3 Core | Not required
body structure, laterality, and other -
aspects of the problem. O.rphacc?de}f Kl
disease is diagnosed
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IPS Absent and
Unknown Data

A2.7.13

Onset date

Onset date of a problem/condition

1SO 8601

Core

Not required

A2.7.14

End date

The date or estimated date that the
condition resolved or went into
remission.

1SO 8601

Not required

A.2.7.1.5

Category

Category of the problem allows flagging
for conditions acquired during hospital
stay.

- Present on admission [POA])

- Hospital acquired condition [HAC]

Not applicable or unknown

Core

Not required

A.2.7.1.6

Treatment class

Class of the problem (treated, other) in
relation to the hospital encounter.
Treated problems were treated or
affected provisioning of care (diagnostics,
therapy, nursing, monitoring) during the
hospital encounter. At least one problem
should be marked as Treated. Other
problems are recorded only if they are
important for continuity of care (after
discharge).

Treated, Other

Core

Not required

A.2.7.1.7

Clinical status

Status of the condition/problem (active,
resolved, inactive, ...)

hl7:condition-
clinical

Not required

A2.7.1.8

Resolution
circumstances

Describes the reason for which the status
of the problem changed from current to
inactive (e.g. surgical procedure, medical
treatment, etc.). This field includes "free
text" if the resolution circumstances are
not already included in other fields such
as surgical procedure, medical device,
etc., e.g. hepatic cystectomy (this will be
the resolution circumstances for the
problem "hepatic cyst" and will be
included in surgical procedures).

Not required

freetext

A2.7.19

Severity

A subjective assessment of the severity of
the condition as evaluated by the
clinician.

hl7:condition-
severity

Not required

A.2.7.1.10

Stage

Stage/grade usually assessed formally
using a specific staging/grading system.
Multiple assessment systems could be
used.

e.g. TNM

ICD-0-3

Not required
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A.2.7.2

Significant
procedures

Significant surgical and non-surgical
procedures performed during
hospitalisation which are significant for
continuity of care, e.g. surgeries and
other "instrumental" interventions
(endoscopic, intravascular),
chemotherapy, radiotherapy, purification
methods (dialysis, hemoperfusion),
circulation support methods
(counterpulsation, etc.), administration
of blood derivatives or others.

This section does not include purely
diagnostic procedures (MRI, CT, etc.). If
no significant performance has been
performed, this fact must be explicitly
stated using the IPS Absent and Unknown
Data.

Core

Not required

A2.721

Procedure code

Procedure code

SNOMED CT

IPS Absent and
Unknown Data

Core

Not required

A2.7.2.2

Procedure
description

Narrative description of the procedure

Core

Not required

A2.7.23

Body site

Procedure target body site and laterality

SNOMED CT

Not required

A2.7.2.4

Procedure date

Date and time when procedure was
performed

1SO 8601

Core

Not required

A.2.7.2.5

Procedure reason

The coded reason why the procedure
was performed. This may be a coded
entity or may simply be present as text.

ICD-10*

SNOMED CT

Orphacode if rare
disease is diagnosed

Not required

A2.7.2.6

Outcome

The outcome of the procedure - did it
resolve the reasons for the procedure
being performed?

SNOMED CT

Not required

A2.7.2.7

Complication

Any complications that occurred during
the procedure, or in the immediate post-
performance period. These are generally
tracked separately from the procedure
description, which will typically describe
the procedure itself rather than any 'post
procedure’ issues.

ICD-10*

SNOMED CT

Orphacode if rare
disease is diagnosed

Not required

A2.7.2.8

Focal device

A reference to the device or devices that
is/are implanted, removed, or otherwise
manipulated (calibration, battery

Core

Not required
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replacement, fitting a prosthesis,
attaching a wound-vac, etc.) as a focal
portion of the Procedure.

Medical devices and

A.2.7.3 .
implants

Implants and used medical devices that
affected or may affect the provision of
health services (diagnosis and
treatment). Also medical devices
explanted, or its use was stopped during
hospitalisation. If the section is blank, the
reason must be explicitly stated using the
IPS Absent and Unknown Data coding
system

Core

Not required

Device and implant

A2.73.1 description

Describes the patient's implanted and
external medical devices and equipment
upon which their health status depends.
Includes devices such as cardiac
pacemakers, implantable fibrillator,
prosthesis, ferromagnetic bone implants,
etc. of which the HP needs to be aware.

SNOMED CT EMDN

IPS Absent and
Unknown Data

Core

Not required

A.2.73.2 Device ID

Normalised identifier of the device
instance such as UDI according to
REGULATION (EU) 2017/745

Not required

A.2.7.3.3 Implant date

The date and time the device was
implanted or when its use began.

1SO 8601

Core

Not required

A.2.734 End date

Date and time when the device was
explanted from the patient or the
external device was no longer in use;
likewise when the device is planned to be
explanted

1SO 8601

Core

Not required

A.2.735 Reason

The medical reason for use of the
medical device.

ICD-10*

SNOMED CT

Orphacode if rare
disease is diagnosed

Not required

A.2.7.5 Pharmacotherapy

Selected drug treatment during hospitalisation. Medicinal
products that were administered during hospitalisation and
whose administration has already been discontinued before
discharge. Only products which are important for continuity of
care (antibiotics other than completely routine, corticosteroids
in high doses, etc.) will be listed. Products which administration
will continue after discharge will be also recorder in the

Medication summary section.

Core

Not required
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Medicinal products, the administration of which was started
during hospitalisation, but is also recommended after discharge,
will be listed in the summary table in the recommendation
section.
The reason why the medication is or was | ICD-10*
A2.75.1 Medication reason prescribed or used. It provides :?1 .||nk to SNOMED CT o G
the Past or current health conditions or Orphacode if rare
problems that the patient has had or has. | disease is diagnosed
A.2.7.5.2 Code Product code IDMP Core Not required
Indication intended use as: prevention or
A.2.7.53 Intended use treatment Example: prophylaxis, Not required
treatment, diagnostic, anaesthesia.
Brand name if biological medicinal
A.2.7.5.4 Brand name product. or when Jusnﬁefj b.y the{ hea!th Core Not required
professional (ref. Commission Directive
2012/52/EU)
Substance that alone or in combination
with one or more other ingredients
Lo . . . - ATC (IDMP / EMA .
A.2.7.5.5 Active ingredient list | produces the intended activity of a ( / Not required
. SPOR SMS)
medicinal product. Example:
"paracetamol"
The content of the active ingredient Ucum
expressed quantifiably per dosage unit,
A.2.7.5.6 Strength per unit of volume or per unit of weight, | EDQM Standard Not required
according to the pharmaceutical dose terms
form. Example: 500 mg per tablet
Pharmaceutical dose The form. in which 3 p.harmaceut.|c.a| EDQM Standard .
A.2.7.5.7 product is presented in the medicinal Not required
form Terms
product package (e.g. tablet, syrup)
Number of units per intake and
. frequency of intake over a specified .
A27.58 Dosage Regimen duration of time. Example: 1 tablet every eidliee Ui
24h, for 10 days
Route of Path by whlch thg pharmaceutical EDQM Standard 4
A.2.7.5.9 L . product is taken into or makes contact Not required
administration . Terms
with the body.
A.2.7.5.10 | Period of treatment Ui mtgrval UL th? pa’tlent LEEy Core Not required
or was not, given the medication.
L Results of significant functional, diagnostic, and imaging
Significant S L . .
A.2.7.6 . examinations to ensure continuity of care, performed during Not required
Observation Results e L
hospitalisation. Results of examinations ordered but not yet
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delivered should be presented separately from results already

delivered.

A2.76.1 Date

Date and time of the observation

1SO 8601

Core

Not required

A.2.7.6.2 Observation status

Status of the observation (e.g. registered,
preliminary, final)

hl7:observation-
status

Not required

A.2.7.6.3 Result description

Narrative representation of the
observation result and findings.

Core

Not required

A.2.7.6.4 Observation details

Observation details include code that
identifies observation, specification of
the observed body structure or
specimen, date and time of the specimen
collection, observation method or
protocol used and other aspects of the
observation.

LOINC

NPU

SNOMED CT

1SO 8601

Core

Not required

A.2.7.6.5 Observation result

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result values,
information about reference ranges and
result interpretation. Content of the
observation result will vary according to
the type of the observation.

SNOMED CT

UCum
(measurement
units)

Core

Not required

A2.7.6.7 Reporter

With certain observation results, e.g.
there may also be an interpreter or a
person responsible for validation.

Not required

A.2.7.7 Synthesis

This section provides clinical synthesis (e.g. description of
reasons and course of hospital stay) clustered by managed
conditions, Clinical synthesis may include clinical reasoning
(differential diagnostics, explanation of clinical context) in

clinically complex conditions.

Core

Not required

A.2.7.7.1 Problem synthesis

Summary description of the reason and
course of hospitalisation for a specific
problem.

Core

Not required

A.2.7.7.2 Clinical reasoning

The clinical summary can be concluded
with a clinical consideration (diff.
diagnosis, explanation of context, etc.)
for clinically complex conditions.

Not required

A.2.8

Discharge details (structured information should be provided, however if not
available, at least a summary note should be present).

Core

Optional

A.2.8.1 Objective findings

Core

Optional

A28.1.1 Date

Date and time of the examination at or
before discharge

1SO 8601

Not required
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Anthropometric

A281.3 observations

Observation of Body weight and height of the patient, BMI,
circumference of head, waist, hip, limbs and skin fold thickness.

Result of the observation includes text, numeric and coded
results of the measurement including measurement units.

Multiple observations could be provided.

Core

Not required

A.2.8.1.3.1 | Result description

Narrative representation of the
observation result and findings.

Not required

A.2.8.1.3.2 | Observation details

Observation details include code that
identifies observation, specification of
the observed body structure or
specimen, date and time of the specimen
collection, observation method or
protocol used and other aspects of the
observation.

SNOMED CT

LOINC

1SO 8601

Core

Not required

A.2.8.1.3.3 | Observation result

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result values,
information about reference ranges and
result interpretation. Content of the
observation result will vary according to
the type of the observation.

Ucum
(measurement
units)

Core

Not required

A.2.8.1.4 Vital signs

Observation of Vital signs:

e Recommended: systolic and diastolic blood pressure including
site of measurement, pulse rate, respiratory rate

» Optional: 02 saturation, temperature, pain (scale), ...

Core

Optional

A.2.8.1.4.1 | Result description

Narrative representation of the
observation result and findings.

Optional

O:N

A.2.8.1.4.2 | Observation details

Observation details include code that
identifies observation, specification of
the observed body structure or
specimen, date and time of the specimen
collection, observation method or
protocol used and other aspects of the
observation.

SNOMED CT

LOINC

1SO 8601

Core

Not required

A.2.8.1.4.3 | Observation result

Result of the observation including
numeric and coded results of the
measurement, details about how the
tests were done to get the result values,
information about reference ranges and
result interpretation. Content of the

UCUM
(measurement
units)

Core

Optional

O:N
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observation result will vary according to
the type of the observation.

Physical examination (at discharge) is the process of evaluating
objective anatomical findings. Physical examination can be

[ERCEl Funded by
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XpanDH Grant Agreement No. 101095594

A-28.1.5 | Physical examination performed through observation, palpation, percussion, and Core | Not required
auscultation.
A narrative description of the
A.2.8.1.5.1 | Observation Note LB s Cle Tl Core Not required
the organ system (e.g. head, neck, body,
arms, ...)
Functional status can be assessed in several different ways,
usually with a focus on the person’s abilities to perform basic
activities of daily living (ADL), which include basic self-care such
A.2.8.2 Functional status as bathing, feeding, and toileting and instrumental activities of Core | optional
daily living (IADL), which includes activities such as cooking,
shopping, and managing one’s own affairs.
For details see: https://paciowg.github.io/functional-status-ig/
Need for the patient to be continuously
A.2.8.2.1 Description . by_third parties;. f.unctional Core Optional O:N
status may influence decisions about how
to plan and administer treatments
A.2.8.2.2 Onset Date Onset date of a condition 1SO 8601 Not required
Functional
A.2.8.2.3 assessment Description of the functional assessment | e.g. ICF Not required
description
A.2.8.2.4 UG Date of the functional assessment 1SO 8601 Not required
assessment date
A.2.8.2.5 Functional Functional assessment result value e.g. ICF Not required
assessment result
A.2.8.3 Discharge note Discharge summary note optional freetext
A.2.9 Care plan and other recommendations after discharge. Core | optional
A.2.9.1 Care plan Care plan after discharge. Multiple care plans could be provided. | Core | optional
A.29.1.1 Title Humar.l-friendly name for the care plan Not required freetext
(e.g. Hip replacement care plan)
Identifies the ICD-10*
conditions/problems/concerns/diagnoses | SNOMED CT
/etc. whose management and/or
A.2.9.1.2 Addresses mitigation are handled by this plan. This X Not required
element provides a linkage to the O.rphacclude'lf Kl
conditions recorded in the diagnostic Aiioes & dlipesed]
summary section.
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A29.13 Description

A description of the scope and nature of
the plan.

Core

Optional

0:1

freetext

A.29.14 Plan Period

Indicates when the plan did (or is
intended to) come into effect and end.

Not required

A.2.9.1.5 Other details

Other structured and coded details, care
team, goals to be achieved.

Not required

A.2.9.1.6 | Activity

Actions to occur as part of the plan.

Not required

A.2.9.1.6.1 | Kind

A description of the type of care plan
activity. For example, a
MedicationRequest, a ServiceRequest, or
a CommunicationRequest.

hl7:resource-types

Not required

A.2.9.1.6.2 | Activity description

A detailed description of the activity.

Not required

A.2.9.1.6.3 | Specific attributes

Specific structured attributes per each
activity type expressed by the Activity
kind element, E.g., specific attributes for
prescription request, appointment, etc.

Not required

A.2.9.2 Medication summary

Summary information on the medication recommended for the
period after discharge, indicating whether the medication is
changed or newly started. Compared to previous practices, the
overview is supplemented with medication that has been

discontinued.

Core

optional

freetext

A2.9.2.1 Medication reason

The reason why the medication is or was
prescribed or used. It provides a link to
the Past or current health condition(s) or
problem(s) that the patient has had or
has and for which this medication was
prescribed.

ICD-10*

SNOMED CT

Orphacode if rare
disease is diagnosed

Core

Optional

O:N

freetext

A.2.9.2.2 Reason for change

Reason for change of medication

hl7:reason-
medication-status-
codes

Core

Optional

O:N

freetext

A2.9.2.3 Code

Product code.

IDMP

Core

Not required

A.29.24 Brand name

Brand name if biological medicinal
product or when justified by the health
professional (ref. Commission Directive
2012/52/EU)

Core

Optional

O:N

freetext

A.2.9.2.5 Active ingredient list

Substance that alone or in combination
with one or more other ingredients
produces the intended activity of a
medicinal product. Example:
"paracetamol"

ATC (IDMP / EMA
SPOR SMS)

Core

Optional

O:N

freetext

A.2.9.2.6 Strength

UCUM

Core

Optional

O:N

freetext
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The content of the active ingredient
expressed quantifiably per dosage unit,
per unit of volume or per unit of weight,
according to the pharmaceutical dose
form. Example: 500 mg per tablet

EDQM Standard
terms

Pharmaceutical dose

A.2.9.2.7
form

The form in which a pharmaceutical
product is presented in the medicinal
product package (e.g. tablet, syrup)

EDQM Standard
terms

Core

Optional

O:N

freetext

A.29.2.8 Dosage Regimen

Number of units per intake and
frequency of intake over a specified
duration of time.

Example: 1 tablet every 24h, for 10 days

Core

Optional

O:N

freetext

Route of

A292.3 administration

Path by which the pharmaceutical
product is taken into or makes contact
with the body.

EDQM Standard
terms

Core

Optional

O:N

freetext

A.2.9.2.10 | Period of treatment

The interval of time during which it is
being asserted that the patient
is/was/will be taking the medication (or
was not taking).

Core

Optional

O:N

freetext

A.2.9.2.11 | Days supplied

Number of days for which the patient
was provided with the drug. Supply is
intended to either hand over the
medicine or write out a prescription. A 0
value indicates that the patient has not
been provided with the drug (e.g. if the
patient has a sufficient supply of the
drug)

UCcumMm

Core

Optional

O:N

freetext

Other

A.2.93 5
recommendations

Other recommendations (advice) after
discharge. Multiple recommendations
could be provided. E.g., recommendation
to suggest hip replacement, reduce
number of cigarettes, stop smoking,
increase physical exercises, etc.

Core

Optional

0:1

freetext

Other required data fields that are not present in these guidelines.

A.1.2.2.x ID organisation

code of HP organization

Required

1:1

A.1.2.2.x ID department

code of department in the HP
organization

Required

1:1
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