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Introduction

The purpose of this Quick Start Guide is to aidlangenters in developing applications to
produce Care Record Summary (CRS) documents baskd ©s Clinical Document
Architecture (CDA) Release Zspecification and themplementation Guide for CDA Release

2 — Level 1 and 2 — Care Record Summary (US realm) Third Informative Ballot,

November 17, 200%hereafter referred to in this document as the GRSIt is recommended
that implementers and developers refer to theserdents for additional information. All
documents and specifications are available from ke the references section below for links
to other documents and information sources that imegyelpful.)

Note also that the CRS IG is in ballot at the titme Quick Start Guide was created. This guide
will be modified when the CRS IG completes the ditédlg process, and any changes that affect
this guide will be incorporated and a new versi@admavailable. Users are strongly encouraged
to monitor the CRS ballot activity for critical isss raised during review that may impact their
implementations.

As defined in the CRS IG, a CRS *“... document corgtampatient’s relevant health history for
some time period. It is intended for communicatietween healthcare providers.” As such, it
defines a number of constraints and requirementh®@basic CDA to meet that objective. Note
that while the authoritative reference documentg bearequired, this CRS Quick Start Guide is
intended as a stand-alone guide and reiterateslellant information also found in the CDA
Quick Start Guide.

This document is broken into two main sections. fiits¢ presents information on the required
elements of the CRS header — globally-unique iflentdocument type code, timestamp,
confidentiality code, patient, author and custodtamhich support retrieval by the most common
parameters with no further refinement or qualifimatneeded. These are the basic requirements
for distributed access to portable records.

The second section deals with the body of the decin€RS requires that every document
contain at least three sections in the body: médits, allergies and adverse reactions, and
conditions. If the CRS is created as a dischargatsary then a forth section — hospital course —
is also required.

This guide presupposes no consensus on coding elyerCDA specification itself except
where explicitly defined in the CRS 1G. Aspects<GidA and/or CRS may be further constrained
through local, regional or national guidelines agdeements.

Rendering Considerations

The CDA itself guarantees that legally requirednan-readable content can be rendered with a
single style sheet. The same applies to CRS, whialconstraint on CDA.

CRS, CCD and the SDTC Roadmap

Starting in December, 2005, the HL7 Structured Doents Technical Committee, in
conjunction with ASTM E31.28, launched a projectteate a “Continuity of Care Document”
or CCD. The CCD will reiterate the clinical conteftthe ASTM Continuity of Care Record
(CCR) as a CDA application. The outcome will baraplementation guide, similar to the one
for CRS. Simultaneously, CRS is entering its thuatlot cycle for Level 1 and Level 2 summary
documents.

Quick Start Guide for Care Record Summary Documents Using CDA Release 2.0 Page 4 of 33
Version 1.1 March 6, 2006



The outcome of this activity will be a merged skingplementation specifications covering
“continuity of care” such that implementers can kvoff of a single set of requirements and can
implement to the highest level of which they arpatde. To achieve this, CRS may be modified
to accommodate the CCD and the CCD may be infliebgehe design of CRS. This
reconciliation must be addressed before the syyatigt cycle in HL7, approximately April 1,
2006.

About this Quick Start Guide

Document Notational Conventions

Narrative text will appear as Times Roman, plaoeftext in Word, and plain face in HTML
versions.

elementis bold when an XML element is discussed in nareaiext
attribute is bold italicwhen an XML attribute is discussed in narrative tex

Coding examples will appear as monospaced fonicg@lp Courier or Courier New) with color
to identify optional and fixed content for claritshere applicable.
<requiredElement required ="fixedValue” optional="  variableValue ">
<optionalElement required=" variableValue " optional=* variableValue ">

References are made throughout this document tGR& Implementation Guide and to the
normative HL7 Clinical Document Architecture (CDAglease 2.0 documentaton set. To
improve readability, all references to these doauswill appear at the end of each topic as:

[CRS Implementation Guide, Section X.x.x.x — Se¢iite] — note that references to this
document will not be hyperlinks.

[CDA Release 2.0, Section X.x.x.x — Section]Title

Additional references to other HL7 specificationtl imclude the title of the document in
addtion to the section number and title, i.e.:

[HL7 Reference Information Model, Section 3.4.118frastructureRoot.typeld

NOTE: Some references are active links if you have liesta local copy of the web version of
the HL7 Clinical Document Architecture (CDA), Redea?.0 specification. For proper
functioning of the links, place this document ie tloot directory of the specification created
when unzipping the specification. By default itMaé .\CDA R2_NormativeWebEdition.

If you do not have a local copy, then please nagig@avww.hl7.org/memonly/download®
obtain a copy. Please note that you must have Hémliner log-in privileges to access and
download the specification.

CRS IG - Key Words

The CRS implementation guide places constrainthemenerality of CDA therefore that
document makes use of key phrases to indicatetraints.

The key words shall’, “shall not’, “should’, “should not’, “may”, and “neednot in this
document are to be interpreted as describe#itiyeVersion 3 Publishing Facilitator's Guide

Essentially, “shall” means that the item, subjecamdicle is an absolute requirement, whereas
“shall not” indicates an absolute prohibition agaimclusion.
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“Should” means that valid reasons may exist inipalidr circumstances to ignore a particular
item, but the full implications must be underst@wdl carefully weighed by the author.

Conversely, “should not” means that valid reasoay exist in particular circumstances when
the particular behavior is acceptable or useful the full implications should be understood and
carefully weighed before implementing any behadescribed with this label.

“May” and “neednot” mean that the item is truly ioptal and can be included or omitted as the
author decides with no implications. Note that ttas potentially be overridden by local
business practices or other external requiremé&al implementations should verify whether
or not something is truly optional in local praetic

When CRS Constrains CDA

Where an element’s behavior is constrained by GRS constraint will be indicated by an inset
section within the element section, prefaced byptimase CRS Constraint’, and the specific
behavioral difference presented. Where an elembéptiavior does not deviate from the base
CDA requirements, no such section will appear. Hawglinks to both CRS IG and CDA R2
will be supplied for all elements for completeness.

Authoritative Sources

Note: Portions of this document are abstracted fromrtbemative edition of the HL7 Clinical
Document Architecture (CDA), Release 2.0 specitioand the Care Record Summary (CRS)
Implementation Guide (US Realm), Third Informa®atiot, November 17, 2005. This Guide is
not a complete reference to the CDA schemas anddbe used in conjunction with the full
normative specification for implementation and depment. Please refer to the normative
edition for a complete description of the CDA atsdusage. Any deviation between this Guide
and the specification is an error in the Guide dhd specification should be followed in all
cases.

This Quick Start Guide is based on the HL7 CareoRESummary Implementation Guide. It
describes how to implement a basic CDA that wiilfeate the collection of patient information
as a series of CDA documents or in a mixed architte other types of standards-based
persistent objects. The resulting CDA instance bellcomprised of an XML-encoded header,
and a body which is either non-XML or the simple Klgf the CDA Narrative block.

If, through an error, this guide deviates in anyram the CDA Release 2.0 specification or
the CRS Implementation Guide (US Realm), thoseipaiions should be followed. Note that
in all cases the CDA Release 2.0 Specificatioo iset considered the authoritative specification.

This Guide covers all required elements of the ®@B&ler and body and gives guidance on
some optional elements. The list of CRS-requireatiee elements is greater than the list of
required header elements presented irCbA Quick Start Guide because the CRS tightens
some aspects of the CDA.

[CDA Release 2.0, Section 1.2.2 - The “A” in “CDA"
[CDA Release 2.0, Section 4.3.5 - Section Narrdlaoek].

Assumptions

This document assumes that the reader has a thotmagrstanding of XML, the W3C
Recommendation, as an XML applications developke. fEader should be familiar with W3C
schemas, XML validation (parsing) and methods ofstacting and de-constructing XML files.
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Knowledge of the relevant HL7 standards and appremare helpful. Additional information to
further the readers understanding can be founlerRieference Information section of the guide.

Reference Information

Implementation Guide for CDA Release 2 — Level d 2r- Care Record Summary (US realm),
Third Informative Ballot, November 17, 2005

HL7 CDA Documentation IndexIndex page for CDA Release 2 and additional HaZuments
HL7 Clinical Document Architecture (CDA), Release 2
CDA .xsd and related schemas

CDA Example Documents

Appendix A — Sample CRS Instance
Appendix B — Additional Information on ISO8601 m&iand Date Stamps

Before You Begin

Constructing CRS documents imposes constraintemgton the CDA markup, but also on
clinical content. As a Level 1 and Level 2 guidewever, the prescribed clinical content must
be present, but need not be coded. Future LevapBmentation guides and quick start guides
will address the coding of clinical content. In abse of guidelines, implementers should follow
best practice defined by the HL7 TermInfo and ClhiStatement projects.

Use of IDs and Codes

While CDA allows more than one type of unique id&t scheme, most implementations will use
ISO object identifiers (OIDs) to uniquely specifetdomain of a coded data value or an identifier fo
a person, organization, or other entity.

The identifier consists of two parts:

* root - a globally unique identifier composed of an QIDUUID whose root is assigned by
an ISO assigning authority or obtained from HL7.

* extension — The value of this attribute is the responswpilit the organization, system and/or
application where the document is created anddtore

In typelD the root and extension are fixed, but in most#se root and extension are supplied
by the application using internal OIDs or OIDs &or external organization such as HL7 or
LOINC, or a third party that played some role ie #vent that is being documented, such as a
lab, hospital, physicians office or other careisgit

Together the root and extension, when concatenggsdlt in a universally unique string for
identification of the document, person, or orgatiiza

Note: Throughout this document you will see referenoabé¢ root “2.16.840.1.113883.19.xx".
This OID belongs to HL7 (root OID = 2.16.840.1.1838and is specifically identified for use in
example documents and has no other valid use.

To implement CRS, the identifiers you must be pregao supply include:
» document ID: unique identifier for each CDA instanc
* patient (record target)
» provider organization associated with the patient
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» author and author’s organization
* document custodian
» other participants such as providers performingl@in the encounter

The CDA also makes extensive use of code setsofmrrdent types, document sections, clinical
procedures and clinical findings. Any code set usdtie RIM, including internal RIM
vocabularies and codes such as CPT, ICD, MEDCISNOMED® can be used.

These vocabularies, or subsets thereof, are madialate in the voc.xml file for use by
Schematron for CRS rule validation. This file candxtended for local use, please refer to the
CRS IG, Appendix A — Validation.

In this guide, we discuss use of Logical Observalitentifier Names and Codes (LOINC®)
which is recommended for classification of docuntgpes (i.e., Discharge Summary, Transfer
Note, History & Physical, etc.). LOINC codes araitable for commercial use without charge,
subject to the terms of a license that assuremtegrity and ownership of the codes. Some
commonly-used codes for CDA can be found throughimeispecifications in the referenced
section for each element described below.

For further information about LOINC and to obtdie tiatest release of the code database, please
visit the LOINC site on the Web. The most curremmtact information can also be found there.

Internet connection required for the following lgk

[Registered HL7 OIQs- Links to HL7.org, OID registry page where yanaownload a .pdf or
xml file that contains information on all OIDs ap®ed by HL7. There is also an in-depth
explanation of OIDs along with other explanatonk. USE FOR
REQUEST/REGISTRATION

[Logical Observation Identifier Names and Codes (HO®)| — LOINC home page.
[SNOMED Internationdl- SNOMED home page
[International Classification of Diseases (IJB3)access page at CDC for information on ICD

[World Health Organization — International Classditon of Diseases (ICD}- access page at
WHO for ICD

[NCI Terminology Browsé¢r access page for the National Cancer Institiies@urus, see site
for scope of terminologies included in thesaurus.

Vocabularies

A number of controlled vocabularies are referenoatiis document. These controlled
vocabularies are defined in various supporting i§jpations, and may be maintained by other
bodies, as is the case for the LOINC and SNOMED Thie Schematron schema makes use of a
supporting file (voc.xml) that contains these vadalies or applicable subsets as of the release
of the CRS specification. See Appendix A of the GBSor information on how to extend the
voc.xml file for local requirements.
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Null Flavor

CDA makes use of defined types of null values thaate what way and why content may be
missing from a document. The following table représ the list of defined values and their

definitions.

Code | Display Name Description

NI Nolnformation No information whatsoever can be inferred from this exceptional value.
This is the most general exceptional value. It is also the default
exceptional value.

OTH | other The actual value is not an element in the value domain of a variable.
(e.g., concept not provided by required code system).

NINF | negative infinity Negative infinity of numbers.

PINF | positive infinity Positive infinity of numbers.

UNK | unknown A proper value is applicable, but not known.

ASKU | asked but Information was sought but not found (e.g., patient was asked but didn't

unknown know)

NAV | temporarily Information is not available at this time but it is expected that it will be

unavailable available later.

NASK | not asked This information has not been sought (e.g., patient was not asked)

TRC | trace The content is greater than zero, but too small to be quantified.

MSK | masked There is information on this item available but it has not been provided by
the sender due to security, privacy or other reasons. There may be an
alternate mechanism for gaining access to this information.

Note: using this null flavor does provide information that may be a breach
of confidentiality, even though no detail data is provided. Its primary
purpose is for those circumstances where it is necessary to inform the
receiver that the information does exist without providing any detail.

NA not applicable No proper value is applicable in this context (e.g., last menstrual period
for a male).

NP not present Value is not present in a message. This is only defined in messages,

never in application data! All values not present in the message must be
replaced by the applicable default, or no-information (NI) as the default of
all defaults.

[CDA Data Types - Abstract SpecificatidgBection 1.11.4 - Exceptional Value Detail (CS)
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Document Design

At a minimum, all CDA documents contain a CDA haactemprised of the required information
elements as defined by the CDA Specification, abddy. CRS tightens the cardinality on some
of the optional elements in CDA, so there are atgrenumber of required elements.

CRS Level 2 also stipulates that the body congiatstructuredBody that contains several
sections, each specifically identified through tise of LOINC codes. A Level 1 CRS can use a
non-XML body or a structuredBody.

As noted in the specification, CDA is scoped bypghablem of exchange. Authoring
applications typically use a constrained versiothefgeneral exchange standard to drive an
authoring interface. Resulting documents may beptiamt CDA/CRS or may be transformed to
compliant CDA/CRS on output. This Guide descrilhesfinal, target CRS and does not
constrain the range of authoring applications ameriaces or the XML used internally in those
applications.

Another concept required for constructing CDA doeuis is “context”. This context is
established in the header and applies to the addirteament, unless specifically overridden. The
specification states that the following elementgpagate context throughout the document,
unless overridden:

« Author

- Confidentiality

- Data enterer

« Human language

+ Informant

- Legal authenticator

« Participant

- Record target

Context components that can be overridden at thed & the document body include:
- Confidentiality
+ Human language

Context components that can be overridden at tred & a document section include:
« Author
« Confidentiality
« Human language
+ Informant
« Subject

Context components that can be overridden at thed & a CDA entry include:
« Author
+ Human language
« Informant
« Participant
« Subject

See CDA Section 4.4.1 for a full overview of thentext rules.
[CDA Release 2.0, Section 4.4.1 - Overview of CD#té&d
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Document Types

There are three primary types of CRS documents:
e Summarization of Episode Note — LOINC: 34133-9
» Discharge Summarization Note — LOINC: 18842-5
» Transfer Summarization Note — LOINC: 18761-7

Implementers may wish to refine the classificatbbthe document by supplying data on
training/professional level of the participantdhie documentationOf element. This is
accomplished by use ofc@deelement on thassignedEntitywithin a participant in the
encompassingEncounteelement (seeomponentO#).

[CRS Implementation Guide, Section 2.1.7 — CliBloabment/code
[CDA Release 2.0, Section 1.2.1 — Major Compondrd<GbA Documeit
[CDA Release 2.0, Section 1.3 — CDA Conformjance

[CDA Release 2.0, Section 4.2 - Hedder

[CDA Release 2.0, Section 4.3 — Body

[CDA Release 2.0, Section 4.4 — CDA Colhtext

CRS Header — Required Elements

The CDA header describes the document itself (migue 1D, document type classification,
version), the participants (e.g. care providerthaus, patients) and the document’s relationships
to other documents. CDA specifies a small set goiired elements which CRS extends for
completeness within the context of the CRS domaiaddition, there are a number of optional
header elements that may also be included. CRSmjsuses constraints on the content or usage
of some of these elements (required or optiontad) specifics are identifed for each of these
below.

The following sections describe a minimal CRS doentrheader. Refer to the example file
supplied with this guide for a complete view ofaential “shell” that shows the elements in
context and that can be used to preload an edipptication, or as the target for a
transformation from an existing application.

Note that some elements are “parent” elementsttaidinclusion results in the inclusion of
required child elements, as well as allowing omiarhild elements. Similarly, each element
may have required and optional attributes.

[CRS Implementation Guide, Section 2.1.1 — Ger@avaktraint$
[CDA Release 2.0, Section 4.2 - Hedder

ClinicalDocument

All documents begin with the root eleméZitnicalDocument which contains one or more
attributes for namespace declarations.

Note: HL7 specifications discourage the use of the gsemalocation attribute in exchanged
documents.

Example:
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<ClinicalDocument xmIns=" urn:hl7-org:v3 " xmIns:mif=" urn:hl7-org:v3/mif
xmins:xsi="  http://www.w3.0rg/2001/XMLSchema-instance ">

[CRS Implementation Guide, Section 2.1 — Clinicaloent
[CDA Release 2.0, Section 4.1 — Clinical Document

[XML Implementable Technology Specification for ¥8c&ures, Section 2.7 - The Use of
Schema Processdrs

typelD

Thetype.ID is a technology-neutral explicit reference to @i2A, Release Two specification.
The element has two attributes that must be vahgdidllows:

root =“2.16.840.1.113883.1.3” (which is the OID for HRegistered models);

extension = “POCD_HDO000040” (which is the unique identiffer the CDA, Release Two
Hierarchical Description).

Example:
<typeld root="  2.16.840.1.113883.1.3 " extension="  POCD_HD000040/>

This element must appear with these exact valube ®oCDA-conforming instance.
[CRS Implementation Guide, Section 2.1.4 — Clidloabment/typeld

[CDA Release 2.0, Section 4.1 — Clinical Docuent

[HL7 Reference Information Model, Section 3.4.1l8frastructureRoot.typeld

id
Theid represents the unique instance identifier (UIDa afinical document. Thid element

uniquely and universally distinguishes a documemnfall other documents. This allows
documents to move among systems without ID colisiithin those systems.

As above, the id element containsoat andextension attribute
Examples:

In this first example, the value odot is an example code defined by HL7. In practice #hould
be the creating organization’s OID that has besigasd by an ISO assigning authority such as
HL7. The combination of the root and the extensiaate the universally unique value assigned
to the document.

<id root=" 2.16.840.1.113883.19.4 " extension=" c266 "/>
[CRS Implementation Guide, Section 2.1.6 — Clibioabment/idi
[Before You Beqgin — Use of IDs and Cddes

[CDA Release 2.0, Section 4.2.1.1 — ClinicalDocuriddnt

code

Thecodeelement at the root level of the document (i.@irect child ofClinicalDocument)
specifies the particular kind of document thateésig created, such as a History and Physical,
Discharge Summary, or Progress Note. This is tylgicalled a “document type code”. The
value set is drawn from LOINC, and has a “CodingthViExtensions” (CWE) coding strength.
CWE means that implementers should use the supgpdied set, in this case from LOINC, but if
none of the supplied set applies, a substitute cadée used.
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The required attributes acede andcodeSystem, wherecode contains the string indicating the
type of document, and tloedeSystem is the OID of the organization that defined théngt For
human-readability, the optional elements @@eSystemName anddisplayName. Note that the
LOINC display name need not match the title ofdbeument. The LOINC name might be
“Summarization of Episode Note” and the actuagtitlight be “Outpatient Episode Note”. In the
examples below, theode values are LOINC values, anddeSystem contains the OID for

LOINC.

CRS Constraint: The LOINC code must be “Summarization of EpisoaeN (34133-
9) or any descendant type code.

Further, the set of codes permitted include predioated codes that indicate a specific
setting or professional training level of the ud¢se of pre-coordinated codes are NOT
recommended, and place further requirements o etements within the document,
therefore are not presented in this guide. Refén¢dCRS IG for a complete explanation.

Examples:

When the document is a summarization of episode: not

<code code=" 34133-9 " codeSystem=" 2.16.840.1.113883.6.1
codeSystemName="LOINC” displayName="Summarization o f Episode Note” />

When the document is a discharge summarization note

<code code=" 18842-5 " codeSystem=" 2.16.840.1.113883.6.1 ”
codeSystemName="LOINC” displayName="Discharge Summa rization Note” />

When the document is a transfer summarization note:

<code code=" 18761-7 " codeSystem=" 2.16.840.1.113883.6.1 ”
codeSystemName="LOINC” displayName="Transfer Summarization  Note” />

Note: These LOINC values are not exclusive to CRS. Tdieevof theemplateld declares an
instance as one that could be expected to be CRiplamt, or declares it as another kind of
CDA instance.

[CRS Implementation Guide, Section 2.1.7 — Clinizatument/code

[CDA Release 2.0, Section 7.2.2 - LOINC Document Gdaesdudes list of commonly used
codes)
[Before You Beqgin — Use of IDs and Cddes

[See alsavww.regenstrief.orgo download the most current database of LOINGesdd

effectiveTime

As a direct child oClinicalDocument, signifies the document creation time, when the
document first came into being. Where the CDA doentms a transform from an original
document in some other format, #féectiveTimeis the time the original document is created.
Date and times are coded per HL7 adoption of ISQ860

CRS Constraint: CRS IG states “... should record effiectiveTimethat is precise to the
second.” It is recognized that some methods of mlameording (i.e. paper based) will
be less precise when transferred into an EHR system

Examples:
Known to year/month/day/hour/min/sec declared wpRcific offset from zero meridian
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<effectiveTime value=" 20050303171504+0500 />

Known to year/month/day/hour/min declared with sfieoffset from zero meridian
<effectiveTime value=" 200503031715+0500 "/>

[CRS Implementation Guide, Section 2.1.9 — Cliroalibnent/effectiveTirme
[CDA Release 2.0, Section 4.2.1.4 — ClinicalDocura#activeTimp

[CDA Release 2.0, XML Implementation Technologyiffgeon — Data Types, Section 2.32 —
Point in Time (TS) specializes QTY

[CDA Release 2.0, Data Types — Abstract Specific&i86.9 — Literal Forrh
[Appendix B — Additional Information on ISO8601 m&iand Date Stamps

confidentialityCode

Confidentiality is a required contextual componeh€DA, where the value expressed in the
header holds true for the entire document, unlessridden by a nested value. The coding
strength for this element is Coded With Extensi&W/E).

Examples:
Normal Confidentiality per HL7 vocabulary
<confidentialityCode code=" N’ codeSystem=" 2.16.840.1.113883.5.25 "[>

Restricted Confidentiality per HL7 vocabulary
<confidentialityCode code=" R’ codeSystem="  2.16.840.1.113883.5.25 "[>

Very Restricted Confidentiality per HL7 vocabulary
<confidentialityCode code=" V' codeSystem="  2.16.840.1.113883.5.25 "[>

[CRS Implementation Guide, Section 2.1.10 — Clibicaument/confidentialityCode
[CDA Release 2.0, Section 4.2.1.5 — ClinicalDocuriamtfidentialityCodg
[HL7 Vocabulary Domains, Section 2.1 — HL7 VocabulBomain Values

recordTarget

TherecordTarget represents the person whose chart this documétdseto. Typically this is
the patient who is also the subject of the re@tthough the subject can be a tissue sample,
fetus, etc.

A clinical document typically has exactly orexordTarget participant. In the uncommon case
where a clinical document (such as a group encouote) is placed into more than one patient
chart, more than onmecordTarget participants can be stated.

TherecordTarget(s) of a document are stated in the header anchgete to nested content,
where they cannot be overridden.

CRS Constraint: at least oneecordTarget must be present in the document, and
birthTime andadministrativeGenderCodeelements shall be present as this
information is needed by the users of a Care ReSardmary. If unknown, ghallbe
represented using a flavor of null.

The value for birthTime must be accurate to the day

Values foradministrativeGenderCodeshould be drawn from the HL7
AdministrativeGender vocabulary. The allowed valaespresented in the following
table:
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Code | Display Name Description

F Female Female

M Male Male

UN Undifferentiated | The gender of a person could not be uniquely defined
as male or female, such as hermaphrodite.

Example:

<recordTarget>
<patientRole>
<id extension=" 12345 " root="  2.16.840.1.113883.3.933 ">
<addr>
<streetAddressLine> 17 Daws Rd. </streetAddressLine>
<city> Blue Bell  </city>
<state> MA</state>
<postalCode> 02368 </postalCode>
<country> USA</country>
</addr>
<telecom value=" tel:(781)555-1212 "use=" HP'/>
<patient>
<name>
<prefix> Mrs. </prefix>
<given> Ellen </given>
<family> Ross</family>

</name>
<administrativeGenderCode code=" F” codeSystem=" 2.16.840.1.113883.5.1 "[>
<birthTime value=" 19320924 "/>
</patient>
<providerOrganization>
<id extension="  M345’root="  2.16.840.1.113883.3.933 " [>
<name> Good Health Clinic </name>
<telecom value=" tel:(999)555-1212 "use=" WP/>
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA</state>
<postalCode> 01803 </postalCode>
<country> USAc/country>
</addr>

</providerOrganization>
</patientRole>
</recordTarget>

[CRS Implementation Guide, Section 2.2 — Partidglan
[CRS Implementation Guide, Section 2.2.1 — recagiia
[CDA Release 2.0, Section 4.2.2 — CDA Header Ppaintd
[CDA Release 2.0, Section 4.2.2.11 — recordTérget

author

Theauthor is a particpant in a CRS document and represkatsiumans and/or machines that
created the document content. A document may havephe contributors in which case each
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must be identified in the document. Note that imea@ases thauthor anddataEnterer may be
the same person.

CRS Constraint: theauthor is a required element and has required child elstiene
(indicates the start time of the author’s partitigrain the creation of the document) and
assignedAuthorwhich in turn requires either the presence ofassignedPersoror an
assignedAuthoringDeviceelementTheassignedAuthoringDeviceelement is required
when a device facilitates the creation of a docurbgra patient or other non-practitioner
(e.g. a kiosk where the patient can enter inforomatihat will become part of the
document). It, in turn, requiressaftwareNameelement present when it occurs in the
document.

TheassignedPersorelement contains mame, which in turn has child elemensefix, given,
family andsuffix.

Additional issues need to be considered when tH®aof the Care Record Summary is the
patient, guardian, relation or other care-giverthar patient. Please refer to the CRS IG,
Appendix D — Documents Created by Non-Practitiométhe CRS IG which discusses these
issues as they are beyond the scope of this guide.

Example:

In this example, the author is a physician usisgfavare application to create the document
<author>

<time value=" 20050329224411+0500 />
<assignedAuthor>
<id extension=" 1”root=" 1.3.6.4.1.4.1.2835.1 />
<code code=" SELF’ codeSystem="  2.16.840.1.113883.5.111 ">
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MAc/state>
<postalCode> 01803 </postalCode>
<country> USAc/country>
</addr>
<telecom value=" tel:(999)555-1212 "use="* WP/>
<assignedPerson>
<name>
<prefix> Dr. </prefix>
<given> Bernard </given>
<family> Wiseman</family>
<suffix>  Sr. </suffix>
</name>

</assignedPerson>
</assignedAuthor>
</author>
<author>
<time value=" 20050329224411+0500 />
<assignedAuthor>
<id extension=" 1”root=" 1.3.6.4.1.4.1.2835.1 />
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA/state>
<postalCode> 01803 </postalCode>
<country> USA</country>
</addr>
<telecom value=" tel:(999)555-1212 "use=" WP/>
<assignedAuthoringDevice>
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<softwareName> Good Health Clinic System v1.0 </softwareName>
</assignedAuthoringDevice>
</assignedAuthor>
</author>

[CRS Implementation Guide, Section 2.2 — Partidigan

[CRS Implementation Guide, Section 2.2.2 — alithor

[CRS Implementation Guide, Appendix D — Docunm@érdated by Non-Practitione}s
[CDA Release 2.0, Section 4.2.2 — CDA Header Ppatitd

[CDA Release 2.(ection 4.2.2.2 — authpr

custodian

Thecustodianelement is required represents the organizatianishin charge of maintaining
the document. Theustodianis the steward that is entrusted with the cath@idocument.
Every CDA document has exactly onigstodian

Note thatcustodian by inclusion, contains required child elemassignedCustodian

assignedCustodiarrequires aepresentedCustodianOrganization which requires aid and
may have an optionalame element. Custodian organizations are encouragebdtton and
register their OID with HL7 to facilitate exchangeinstances.

Note that systems that allow patients to create ®acord Summaries for their own umsest
maintain a true and accurate copy of the docunseetthe CRS IG, Appendix D — Documents
Created by Non-Practioners for more details onréggiirement.

Example:
<custodian>
<assignedCustodian>
<representedCustodianOrganization>

<id extension=" 1" root=" 1.3.6.4.1.4.1.2835.3 >
<name>Good Health Clinic </name>
<telecom value=" tel:(999)555-1212 "use="* WP/>
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>

<state> MA</state>
<postalCode> 01803 </postalCode>
<country> USA</country>
</addr>
</representedCustodianOrganization>
</assignedCustodian>
</custodian>

[Use of IDs and Codgs

[CRS Implementation Guide, Section 2.2 — Partidigan

[CRS Implementation Guide, Section 2.2.5 — custhdia

[CRS Implementation Guide, Appendix D — Documerdated by Non-Practiongrs
[CDA Release 2.0, Sectidtl — What is the COA

[CDA Release 2.0, Section 4.2.2 — CDA Header Ppatitd

[CDA Release 2.0, Section 4.2.2.3 — custddian
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[Reqistered HL7 Ol0s- Links to HL7.org on the web

documentationOf and serviceEvent

These elements describe the encounter during vihecbubject was seen and may include a
code to describe the encounter as well as idengfthe provider, location, time. It indicates the
episode of care that the provider further descrnbéle content of the Care Record Summary

CRS Constraint: This is a required element, and only a@leeumentationOf element
may be present. It shall indicate the episode i taat the provider describes in the

additional content of the CRS document.

Within thedocumentationOf element, there is orsmrviceEventelement, and the value

of theclassCode attribute is fixed to “PCPR”".

This event is some form of care provision and yipe tof care provided may be further
described in theodeelement. If present, the value of ttwdeelement in this location
shall not conflict with the values of tltedeelement that is a direct child of the root

ClincalDocument element.

TheeffectiveTimeis required and indicates the duration over wic@te was provided,

as such it must contain bdthw andhigh elements.

TheserviceEventshould have at least one performer, which stsiltiie relevant

providers of healthcare during the episode beimgrsarized.

The specific type of provider may be listed in geformer/assignedEntity/code
element. If present, the values for the code elémethis location shall be drawn from
SNOMED CT using values dawn from the healthcardégssional subtype hierarchy.

EachassignedEntitymust have at least oassignedPersoror
representedOrganization

Example:
<documentationOf>
<serviceEvent classCode=" PCPR>
<effectiveTime>
<low value=* 19600127 />
<high value=" 20050329 />
</effectiveTime>
<performer typeCode=" PRF>
< functionCode code=" PCP codeSystem=" 2.16.840.1.113883.5.88
<time>
<low value=" 1998"/>
<high value=" 2005"/>
</time>
<assignedEntity>
<id extension=" 1" root=" 1.3.6.4.1.4.1.2835.1 ">
<code code=" 59058001 "
codeSystem=" 2.16.840.1.113883.6.96
codeSystemName =* SNOMED CT displayName =" General Physician
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA</state>
<postalCode> 01803 </postalCode>
<country> USA</country>
</addr>
<telecom value=  “tel:(999)555-1212 " use="WP/>

<assignedPerson>

">

n/>
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<name>
<prefix> Dr. </prefix>
<given> Bernard </given>
<family> Wiseman</family>
<suffix>  Sr. </suffix>
</name>
</assignedPerson>
</assignedEntity>
</performer>
</serviceEvent>
</documentationOf>

[CRS Implementation Guide, Section 2.2.10 — doctatenOf
[CDA Release 2.0, Section 4.2.3 — Header Relatipdshi
[CDA Release 2.0, Section 4.2.3.2 — ServicelEvent

realmCode
This element identifies the realm to which this wilment applies.

CRS Constraint: The CRS IG was written specifically for use in theited States,
therefore the element is required anddbde value ofrealmCodeis limited to “US”.
Future expansion of the CRS IG may generalize Hod ather realms; the current
version used as the basis for this guide mandagéesade value to be fixed to reflect the
constraint.

Example:
<realmCode code="* US/>

[CRS Implementation Guide, Section 2.1.3 — Clidloabment/realmCode
[HL7 Reference Information Model, Section 3.4.1l&frastructureRoot.realmCode
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templateld

A template ID is used to identify that a pre-detered template has been used as the basis for
the creation of the document.

CRS Constraint: CRS requires this element be present, and thatli® be fixed. CRS
defines two levels of compliance, so the elemenild/appear only once to indicate
“Level 17, or twice to indicate that the documengeis both “Level 1” and “Level 2”
requirements.

If additional templates are applied, additionahed@ts may be present.

Examples:

When the document is a Level 1 document

<templateld extension=" IMPL_CDAR2_LEVELT root="  2.16.840.1.113883.10 />
When the document is a Level 2 document

<templateld extension=" IMPL_CDAR2_LEVELT root="  2.16.840.1.113883.10 />
<templateld extension=" IMPL_CDAR2_LEVELZ root="  2.16.840.1.113883.10 />

[CRS Implementation Guide, Section 2.1.5 — Clilloabment/template]d
[CDA Release 2.0, Section 4.1 — Clinical Docuent
[HL7 Reference Information Model, Section 3.4.1ldfrastructureRoot.template]d

languageCode
ThelanguageCodeelement indicates which human language the docuimauthored in.

CRS Constraint: this element is required. Further, per sectioml2. bf the CRS IG, the
document must, at a minimum, contain the langudeetifier drawn fron1SO-639-1
and optionally the country identifier drawn frd®0-3166

The format is a lowercase 2-alpha character stanthe language with optionally an uppercase
2-alpha character string indicating the country.

Examples:
To specify English without indication of locatiohwsage (dialect)

< languageCode code=" en”/>
To specify English as used in the United States
< languageCode code="* en-US"/>

To specify English as used in the United Kingdom
< languageCode code=" en-GB"/>

[CRS Implementation Guide, Section 2.1.11 — Clibicaument/languageCotle
[CDA Release 2.0, Section 4.2.1.6 — ClinicalDocursruageCode
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CRS Header — Optional Elements

The following sections identify a number of optibhaader elements that are available for use
within a CRS document. Not that although they aottonal, some elements have rules on how
they are used if included.

title

This element is optional and represents the lobalfor the document. Where these display
names are rendered to the clinician, or where tleaient has a local title, thide element
should be used.

Example:
<title>  Good Health Clinic Care Record Summary <[title>

[CRS Implementation Guide, Section 2.1.8 — CliBicaument/titi¢
[CDA Release 2.0, Section 4.2.1.3 — ClinicalDocurtigef

setld and versionNumber

As with theid element, these two elements are related to dodumamagement. They are used
together to indicate that the document is a merabarset where all the members of the set are
multiple revisions of the same document. Bk#dd is a unique string that is common across all
the members of the set (the revisions), wheres¢ihgionNumber is an integer value indicating
the specific revision.

CRS Constraint: this element pair is optional, although if preséoth elements must
be present. Additionally, thmot attribute ofsetld must be different from the value of
theroot attribute of thad element that is the globally unique identifier.

Examples:
<setld extension=" 999021" root=* 1.3.6.4.1.4.1.2835.1 ">
<versionNumber  value=* 1"/>

[CRS Implementation Guide, Section 2.1.12 — Gibiecument/setld and
ClinicalDocument/versionNumbler

[CDA Release 2.0, Section 4.2.1.7 — ClinicalDocursetit]

[CDA Release 2.0, Section 4.2.1.8 — ClinicalDocunaergionNumbér
[CDA Release 2.0, Section 4.2.3 — Header Relatipgshi

[CDA Release 2.0, Section 4.2.3.1 — ParentDocument

copyTime

CRS Constraint: this element is deprecated in CDA, therefore grihibited from
appearing in a CRS document.

[CRS Implementation Guide, Section 2.1.13 — Clibiceument/copyTinje
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dataEnterer

ThedataEnterer is an optional element and identifies a participara CRS document. A
dataEnterer is defined as a person or system that transfessmation from one form or
another (e.g. from paper to an electronic systeitijout creating new information though
application of their knowledge or skills. dataEnterer is usually but not always a
transcriptionist or clerk copying information freerform into a document without interpretation
or extrapolation from the source. In some caseaguitteor anddataEnterer may be the same
person.

CRS Constraint: If present requires aassignedEntityand optionally dime element
which, if present, indicates the starting time afadentry.

Example:

<dataEnterer>
<time value=*  20050329222451+0500 />
<assignedEntity>

<id extension=" 2"root="1  .3.6.4.1.4.1.2835.2 ">
<assignedPerson>
<name>
<prefix> Mrs. </prefix>
<given> Bernice </given>
<family> Wiseman</family>
</name>

</assignedPerson>
</assignedEntity>
</dataEnterer>

[CRS Implementation Guide, Section 2.2 — Partidigan

[CRS Implementation Guide, Section 2.2.3 — data&ir)te

[CDA Release 2.0, Section 4.2.2 — CDA Header Ppatitd
[CDA Release 2.0, Section 4.2.2.4 — dataEnterem@a@ptionist]

informant

Theinformant is an optional element and identifies a participara CRS document who is a
source of the information in the CRS. Té¢weelement of thassignedEntityor relatedEntity,
if present, describes the relationship betweenntoemant and the patient.

CRS Constraint: If present must contain either assignedEntityor relatedEntity .
There are a number of possible informants, plesfes to the CRS IG for a complete
description of the rules for each one as they bgriype. The examples below are
provided to demonstrate the range of types.

CRS requires that the informant identified@atedEntity must be specified in the
classCodeThe allowable values are CON (contact), PRS ¢pesrelationship) or
PROV (healthcare provider) from tRoleClass/ocabulary.

Examples:

To represent a healthcare provider with a speaggigned healthcare role where the role can be
identified by the author and authoring system.
<informant>

<assignedEntity>

<id extension=" 3"root="  1.3.6.4.1.4.1.2835.2 />
<assignedPerson>
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<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA/state>
<postalCode> 01803 </postalCode>
<country> USA</country>

</addr>
<telecom value=  “tel:(999)555-1212 " ouse="WP/>
<name>
<prefix> Dr. </prefix>
<given> Bernard </given>
<family> Wiseman</family>
<suffix>  Sr. </suffix>
</name>

</assignedPerson>
</assignedEntity>
</informant>

To represent personal relation that provides in&drom about a patient.
<informant>

<relatedEntity classCode=" PRS>
<code code=" MTH codeSystem="  2.16.840.1.113883.5.111 ">
<relatedPerson>
<name>
<prefix> Mrs. </prefix>
<given> Abigail </given>
<family> Ruth </family>
</name>

</relatedPerson>
</relatedEntity>
</informant>

To represent a witness to a significant health even
<informant>

<relatedEntity classCode=" CON>
<relatedPerson>
<name>
<prefix> Mr. </prefix>
<given> Joseph </given>
<given> T. </given>
<family> Jones </family>
</name>
</relatedPerson>
</relatedEntity>

</informant>

To represent a healthcare provider in a healthcdeewithout an assigned role known or
representable to the author. The example belovesepts a physician who was the patient's
primary care provider.

<informant>

<relatedEntity classCode=" PROV>
<code code=" 59058001 " codeSystem=" 2.16.840.1.113883.6.96 ">
<relatedPerson>
<name>
<given> Jane </given>
<family> Queen</family>
</name>

</relatedPerson>
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</relatedEntity>
</informant>

Note: the RoleCode and RoleClass vocabularies contagmmonics for a large number of
relationships. Some common ones are:

MTH — mother

FTH — father

SON — natural son

SONADOPT - adopted son

DAU - natural daughter
DAUADOPT - adopted daughter
CON - contact

PROV - health care provider

[CRS Implementation Guide, Section 2.2 — Partidpal.2.4 — informant, and sub sections 1-
4 on Assigned Healthcare Providers, Personal Retestj Unrelated Person and Healthcare
Providerg

[CDA Release 2.0, Section 4.2.2 — CDA Header Ppaint§
[CDA Release 2.0, Section 4.2.2.6 — inforrhant
[HL7 Vocabulary Domains - RoleCode & RoleClass

informationRecipient

TheinformationRecipient is a participant in a CRS document in the contéx referral or
request for consultation. This element is optiaral is used to record the intended recipient of
the document at the time the document is createel ifitended recipient may be the health chart
of the patient, in which case theceivedOrganizationshall be the scoping organization of that
chart.

Example:

<informationRecipient>
<intendedRecipient>

<id extension=" 4" root="  1.3.6.4.1.4.1.2835.2 ">
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA</state>
<postalCode> 01803 </postalCode>
<country> USAc/country>
</addr>
<telecom value=" tel:(999)555-1212 "use=" WP/>
<informationRecipient>
<name>
<prefix> Dr. </prefix>
<given> Phil </given>
<family> Green </family>
</name>

</informationRecipient>
<receivedOrganization>

<name> Good Health Clinic </name>
</receivedOrganization>
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</intendedRecipient>
</informationRecipient>

[CRS Implementation Guide, Section 2.2 — Partidiglan

[CRS Implementation Guide, Section 2.2.6 — infionRecipienit
[CDA Release 2.0, Section 4.2.2 — CDA_Header_Ppsint§
[CDA Release 2.0, Section 4.2.2.7 — informationReip

legalAuthenticator

ThelegalAuthenticator is an optional element and identifies a participara CRS document
who is the legal authenticator of the document. a¢teof legal authentication requires privileges
be granted to the authenticator depending on loalaty. In the case of a patient or other non-
practitioner authored document, this privilege maybe available to the author. CRS
documents should have the potential to be legaiilyenticated by an assigned person or entity
with the proper credentials. When present |égalAuthenticator must refer to a person who is
accepting responsibility for the document.

CRS Constraint: This constraint is a non-validating rule (from>@dL perspective) in
that this element is optionBINLESS the document has been legally authenticated, in
which case it is required (this is a fact knownyawl the creating organization). CRS
documents may be released before legal authewtichéis occurred based on local
practice, in which case the absence of this elemgplies that the CRS has not been
legally authenticated.

Example:

<legalAuthenticator>
<time value="  20050329224512+0500 "/>

<signatureCode code=" Sybd
<assignedEntity>
<id extension=" 1"root=" 1.3.6.4.1.4.1.2835.1 ">
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MA</state>
<postalCode> 01803 </postalCode>
<country> USA</country>
</addr>
<telecom value=" tel:(999)555-1212 "use=" WP/>
<name>
<prefix> Dr. </prefix>
<given> Phil </given>
<family> Green </family>
</name>
</assignedEntity>
</legalAuthenticator>

[CRS Implementation Guide, Section 2.2 — Partidigjan
[CRS Implementation Guide, Section 2.2.7 — leghkxicatoi
[CDA Release 2.0, Section 4.2.2 — CDA Header Ppatitd
[CDA Release 2.0, Section 4.2.2.8 — legalAuthewmtifat
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authenticator

Theauthenticator is an optional element and identifies a participara CRS document that has
verified the accuracy of the information in the dowent, but who does not have privileges to
legally authenticate the document. A document hwase O to many authenticators.

Example:
<authenticator>
<time value=" 20050329224512+0500 "/>
<signatureCode code=" Sybd
<assignedEntity>
<id extension=" 3"root=" 1.3.6.4.1.4.1.2835.1 "[>
<addr>
<streetAddressLine> 21 North Ave  </streetAddressLine>
<city> Burlington  </city>
<state> MAc/state>
<postalCode> 01803 </postalCode>
<country> USA</country>
</addr>
<telecom value=" tel:(999)555-1212 "use=" WP/>
<assignedPerson>
<name>
<prefix> Dr. </prefix>
<given> Phil </given>
<family> Green </family>
</name>
</assignedPerson>
</assignedEntity>
</authenticator>

[CRS Implementation Guide, Section 2.2 — Partidglan
[CRS Implementation Guide, Section 2.2.8 — auttent]
[CDA Release 2.0, Section 4.2.2 — CDA Header Ppaitd
[CDA Release 2.0, Section 4.2.2.1 — authenti¢ator

participant

Theparticipant is an optional element and identifies other suipgparticipants in a CRS
document including: parents, relatives, care giviesurance policy holders, guarantors and
others related in some way to the patient. Seerhy fordocumentationOf for information
about healthcare providers who are involved ingpditcare during the episode being
summarized.

Example:

When the participant is the guarantor
<participant typeCode=" IND" >

<associatedEntity classCode=" GUAR>

<addr>
<streetAddressLine> 17 Daws Rd. </streetAddressLine>
<city> Blue Bell  </city>
<state> MA</state>
<postalCode> 02368 </postalCode>
<country> USAc/country>

</addr>

<telecom value=" tel:(999)555-1212 "use=" WP/>
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<associatedPerson>

<name>
<prefix> Mr. </prefix>
<given> Kenneth </given>
<family> Ross </family>
</name>

</associatedPerson>
</associatedEntity>
</participant>

[CRS Implementation Guide, Section 2.2 — Partidigan
[CRS Implementation Guide, Section 2.2.9 — paditip
[CDA Release 2.0, Section 4.2.2 — CDA_Header_Ppsint§
[CDA Release 2.0, Section 4.2.2.9 — participant

inFulfillmentOf

This element is optional and describes the priders that are fulfilled in whole or part by
events described in the CRS. It is anticipated @RS documents will rarely be created in
response to an order, which is the type of inforomahFulfillmentOf is intended to convey.

[CRS Implementation Guide, Section 2.2 — Partidigan
[CRS Implementation Guide, Section 2.2.11 — inFolEntOf|
[CDA Release 2.0, Section 4.2.3 — Header Relatipdshi
[CDA Release 2.0, Section 4.2.3.3 — Oyder

authorization

This element is optional and represents the coasasiociated with this document, e.g. the
consent to perform the service related ingbesiceEvent consent to release the information in
the document to a third party, etc. CDA states “€amts referenced in the CDA Header have
been finalized (Consent.statusCode must equal "eq)) and should be on file.” The OID
indicates this value is from the HL7 ActStatus Jmdary.

Example:

<authorization>
<consent>
<statusCode code=" completed " codeSystem=" 2.16.840.1.113883.5.14 ">
</consent>

</authorization>

[CRS Implementation Guide, Section 2.2 — Partidigan

[CRS Implementation Guide, Section 2.2.12 — authbtar]
[CDA Release 2.0, Section 4.2.3 — Header Relatipgshi
[CDA Release 2.0, Section 4.2.3.4 — Corjsent
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componentOf
This is an optional element that identifies thecamter to which this document pertains.

CRS Constraint: If the CRS document is coded as a Discharge Suinatian, then the
componentOfelement must be present. It shall describe thewstier from which the
patient is being discharged.

ThecomponentOfhas a requiredncompassingEncounteelement, which in turn
contains a required element and a requireddfectiveTime element.

In the following example, the value fdischargeDispositionCodds drawn from a
common reimbursement form (UB92). Neither CDA n&SCcurrently specify or place
constraints on the vocabulary for these values.

Example:
In the case where the document is coded as a DgelSaummarization
<componentOf>
<encompassingEncounter>
<code code=" 99213 " codeSystem=" 2.16.840.1.113883.6.12
displayName=" Evaluation and Managment " codeSystemName=" CPT-4"/>
<effectiveTime>
<low value=" 20050329 "/>
<high value=" 20050329 "/>
</effectiveTime>
<dischargeDispositionCode code=" 01" codeSystem=" 2.16.840.1.113883.6.21
displayName=" Routine Discharge " codeSystemName=" UB92" />
</encompassingEncounter>
</componentOf>

[CRS Implementation Guide, Section 2.2 — Partidiglan
[CRS Implementation Guide, Section 2.2.13 — conmiOrje
[CDA Release 2.0, Section 4.2.3 — Header Relatipgshi
[CDA Release 2.0, Section 4.2.3.5 — Encompassingiaterb
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CRS Body Elements

The CDA body can be represented usimpaXMLBody or astructuredBody element. The
former is used when the content is an externabfileh as a TIFF image, text file, etc. The latter
is used when the body will be XML structured conteML structured content is always
inserted into thetructuredBody element, never as an external file.

structuredBody

CDA with a structured (XML) body stipulates the ugehestructuredBody element.A
structured body may be coded as a Level 1 or L2vel

CRS Constraints: A CRSstructuredBody has the following required sections with
permissible LOINC values:

Conditions — 11535-2 or 11450-4
Allergies — 10155-0 or 8658-7
Medications — 10183-2 or 10160-2

Additionally, if the CRS is coded as a Dischargengary, it must contain a
section coded Hospital Course — 8648-8

A sectionmust have aodeelement, and must contain at least taxt element or one or
morecomponentelementstext andcomponentelements, if present, must contain
content.

The conditions section shall include all activeljjemns, and may include resolved
problems. This information may be presented in@mmore sections within the
document to further classify the conditions asipriglary or final diagnoses, reported
chief complaint or reason for visit, prior illnesser injuries, et cetera. If there are no
current problems, this information must be providédhe current problems are
unknown, this information must be provided. Problests shall include information
about active/resolved status of each item.

The allergies section shall describe any and igies, adverse reactions and
intolerances whether medicinal, dietary, or otlfethe patient has no known allergies, or
if unknown to be allergic to any substances, thiirmation shall be provided.

The medications section shall list all medicatitre the patient is currently taking or
which have been prescribed. It may also includeicagidns previously used by the
patient, in which case the information must bertyedentified such that a reader of the
document can determine which medications are curkégdications may appear in one
or more locations in the document to distinguisidizetions identified on admission,
given during the encounter, or prescribed for late by the patient.

These sections must be identified by the use dENIC value. CRS describes the appropriate
contents, but imposes no further requirements atkupabeyond those for any CDA. Note that
some values in the examples begin with the lettedh&se are values that are not currently found
in LOINC but are to be submitted for inclusion inetLOINC database at the close of the CRS
ballot.

The CRS body defines a number of optional secta@nsell: Reason for Visit/Chief Complaint,
Reason for Referral, Advance Directives, Historyaésent lliness, Functional Status, Family
History, Social History, Immunizations, Past Suagjiistory, Prior Encounters, Review of
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Systems, Physical Examinations, Vital Signs, Swdmed Reports, Fetal Vital Signs, and Plan of
Care. These sections should be identified by tieeofist LOINC value.

Section codes have been coordinated with other ohemsuch as Claims Attachments, for
content reuse in a response to a query.

Sections may appear in any order, and may be nastagdpropriate, e.g. vital signs may be
nested within a physical examination section.

Level 1 and Level 2 are distinguished by the presa thecodeelement, and the values and
code system it declares. A Level 1 instance woalttain the required sections but without the
use of thecodeand the additional information it conveys via L@Nalues. An instance where
these elements are present and their values atthére guidelines set forth in the CRS IG may
be considered Level 2 instances. The examples betovid indicate a Level 2 instance.

Example:

The examples given are for the three required@extiplease refer to the populated example file
for other sections. Note the section codes are sigpasvariable but in this context it is
variable between the two possible codes for eactoseas listed above.
<component>
<section>
<code code=" 11450-4 " codeSystem=" 2.16.840.1.113883.6.1
displayName=" PROBLEM LIST" />
<titte>  Conditions  </title>

<text>
<table border="1">
<thead>
<tr>
<th> Problem </th>
<th> Date </th>
<th> Comments</th>
</tr>
</thead>
<tbody>
<tr>
<td> Cholecystitis </td>
<td> 9/28/2002 - 6/2003 </td>
<td> Resolved </td>
<td> Surgery postponed until after delivery </td>
</tr>
<tr>
<td> Pregnancy </td>
<td> 712001 - 4/22/2002 </td>
<td> Resolved </td>
<td> Prior history of miscarriage </td>
</tr>
<tr>
<td> Ankle Sprain  </td>
<td >3/28/2005 </td>
<td> Current </td>
<td> Slipped on ice and fell </td>
</tr>
</tbody>
</table>
</text>
</section>
</component>
<component>
<section>
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<code code="

<title>
<text>

10155-0 " codeSystem="  2.16.840.1.113883.6.1
displayName=" HISTORY OF ALLERGIES" />

Allergies and Adverse Reactions

<table border="1">

<thead>
<tr>
<th>
<th>
<th>
</tr>
</thead>
<tbody>
<tr>
<td>
<td>
<td>
</tr>
</tbody>
</table>
</text>
</section>
</component>
<component>
<section>

<code code="
displayName="

<title>
<text>

Allergen  </th>
Reaction </th>
Comments</th>

Penicillin </td>
Hives </td>
Amoxicillin is OK </td>

<[title>

10160-0 " codeSystem="  2.16.840.1.113883.6.1

<table border="1">

<thead>
<tr>
<th>
<th>
<th>
</tr>
</thead>
<tbody>
<tr>
<td>
<td>
<td>
</tr>
<tr>
<td>
<td>
<td>
</tr>
</tbody>
</table>
</text>
</section>
</component>

Medication  </th>
Prescription or Dose </th>
Dates of Use  </th>

Indomethacin  </td>
50mg bid with food </td>
12/10/2003 - present </td>

Acetaminophen with codeine
#3 1-2 tablets for pain as needed
03/28/2005 </td>

HISTORY OF MEDICATION USE" />
Medications  </title>

</td>
</td>
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If the document is a Discharge Summary, the follmnsection will be present:

<component>
<section>
<code code=" 8648-8 " codeSystem="  2.16.840.1.113883.6.1
displayName=" HOSPITAL COURSE/>
<title> Hospital Course <[title>
<text> Some text describing the course of.care. </text>
</section>
</component>

nonXMLBody

A nonXMLBody contains dext element, which has an optiomaédiaType attribute which
identifies the encoding of the encapsulated datkidentifies a method to interpret or render the
data. PreferrethediaType values include "image/qgif", "imageftiff", "textftf "application/pdf",
"image/g3fax”, "text/html", "image/jpeq"”, "imagelgh and "text/plain".

A text element may containraferenceor thumbnail element. Theeferencehas a required
attribute ofvalue, which contains a URL pointing to the externalemj It should contain an
optionaluseablePeriodthat can declare the length of time the object valavailable.

CRS Constraint: Use of anonxmIBody does not eliminate the requirement for requiretteat
in clearly identified sections as stipulatgabve These sections must be present but may be in
any order.

Examples:
A non-XML body with text content
<component>
<nonXMLBody mimeType="  text/plain ">
<text> This is a care record summary </text>
</nonXMLBody>
</component>
A non-XML body with a reference to a URL with a beaperiod:
<component xmlns:xsi="http://www.w3.0rg/2001/XMLSchema-instan ce" >
<nonXMLBody mimeType="  text/plain ">
<text>
<reference value=" http://www.anyhospital.org/aDocument.txt ">
<useablePeriod xsi:type= "IVL_TS" >
<low value= "20051104 " />
<high value= "20121104 " />
</useablePeriod>
</reference>
</text>
</nonXMLBody>
</component>

[CRS Implementation Guide, Section 3 — Body
[CDA Release 2.0, Section 1.2.1 - Major CompondrasGDA Documeint
[CDA Release 2.0, Section 4.3.4.1 — compdnent

[Additional Information Specification 0004: ClinicRleports Attachment Implementation Guide
(ASIG0004)
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Appendix A — Sample CRS Instance

Example files are supplied that incorporate tharglas above, see the CRSsample.xml for a
sample of a fully populated instance. Note that fiké is the same sample supplied with the CRS
Ballot 3 package.

An empty version of this file is also supplied withis guide as EmptySampleCRS.xml.

The method of rendering .xml files is not partlué normative CDA or HL7 specifications.
Example style sheets are available as part of v R2 distribution (cda.xls) as well as the
CRS Implementation Guide (impl_cdar2.xIs). The senspyle sheet with the CRS IG is
supplied with this Quick Start Guide (IMPL_CDARZ2)$ote that any instance of a style sheet
may not render all of the content of the CDA/CR&dwe, depending on the application
environment, but must render the section title sextion.text field of the CDA body. For
complete receiver rendering requirements, see CBA 1

[CDA Release 2.0, Section 1.3.1 — Recipient Redpminess)

Appendix B — Additional Information on ISO8601 — Ti  me and Date
Stamps

HL7 time declarations use 1ISO8601 format with migdiions — the use of the T for delimiting
date and time and the use of a “Z” to indicate Zrei prohibited. Likewise, the use of dashes or
other separators within the string are prohibifdte time and dates are structured as:

CCYYMMDDHHMMSS.UUUU([+|-JHHMM)

Where:

CC —century

YY — year

MM — month

DD - day

HH — hour (24 hour format)
MM — minute

SS - second

UUUU - fractions of a second, may be any numbédraattional digits

+|- — indicates the offset from UTC where + indesathe zone is east of the zero meridian
(up to the international dateline) and — indicdkeszone is west of the zero meridian.

HH — hours offset
MM — minutes of offset
See also:
[CDA Release 2.0, Section 4.2.1.4 — ClinicalDocura#activeTime

[CDA Release 2.0, XML Implementation Technologyifigsmn — Data Types, Section 2.32 —
Point in Time (TS) specializes QTY

[CDA Release 2.0, Data Types — Abstract Specific&ti86.9 — Literal Forh
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