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�Introduction

This working document contains the minutes and results from a joint ASTM E31 and Massachusetts Medical Society workshop held on October fourth and fifth, 1999 in Waltham Massachusetts at the Massachusetts Medicla Society. The appendix contains supporting material distributed at the workshop for reference puproses.



This document is not an ASTM standard: it is under consideration within an ASTM technical committee but has not received all approvals required to become an ASTM standard.  It shall not be reproduced or circulated or quoted in whole or in part, outside of ASTM Committee activities, except with the approval of the Chairman of the Committee having jurisdiction and the President of the Society.  Copyright ASTM, 100 Barr Harbor Drive, West Conshohocken, PA 19428.  All Rights Reserved.

Overview of the Workshop

Monday, 4 October 1999



At approximately 9:10, Rachael Sokolowski, co-chair of the workshop, called the meeting to order with opening remarks, introductions of workshop organizers and chairs, workshop desired results, description of break out sessions. Claudia Tessier, Chair of E31 and co chair of E31.22, provided an overview of ASTM E31 on Healthcare Informatics, the ASTM E31.22 on task group on formats of documents and its relationship to E31.25.  Tom Sullivan, co-chair of the workshop and chair of the MMS Information Technology Committee, gave an overview of the Massachusetts Medical Society (MMS), the MMS Information Technology Committee and the interests of MMS with respect to XML and medical documentation.



Rachael Sokolowski, co-chair of E31.25 and the HL7 XML SIG, provided an overview of E31.25 on XML for DTDs for Healthcare and its relationship to other standards development organizations.  Liora Alschuler, co-chair of the HL7 XML SIG and chair of the KEG (editorial group responsible for the Patient Record Architecture) provided and overview of the Health Level 7 HL7 XML Efforts with the Patient Record Architecture.



The afternoon session began with a discussion of XML and XML-related activities in Europe. Joachim Dudeck, co-chair of E31.25, provided an overview of CEN Activities with respect to XML EDI.   The projects looked at XML output for information exchange vs. a programmatic interface.  Angelo Rossi Mori, Fabrizio Consorti Reparto Informatica Medica, Istituto Tecnologie Biomediche, CNR, Roma, Italy and Istituto IV Clinica Chirurgica, Università La Sapienza, Roma, Italy reported on his research activities regarding the taxonomy of section titles for patient records (see appendix for details).



The last presentation was from Rick Peters, CEO and President of  iTrust and Vice Chair E31. iTrust submitted samples (see appendix for XML document sample and DTD). Rick provided a demonstration of the iTrust system and the design principles used in developing the XML for the system. 



Rachael Sokolowski established the workshop goals. The participants would break into groups that would hold working sessions to identify:

·	the sections or  categories that exist in clinical documents

·	The order of the sections, if the sequence is important

·	The number of times the different sections appear in clinical document types



The supporting materials and knowledge of clinical documentation would be used to determine the sections, the order of the sections and the number of times the sections appeared in document. This included a review of transcribed reports for common areas, sections and sub-sections, government forms for categories for data entry, and demographic information contained within the header of the Patietn Record Architecture. Using the results of the workshop, draft DTDs would be developed. Discussion of DTDs and sections would continue after the workshop on e-mail for a limited period of time.



The remaining part of the afternoon was a question and answer session on the presentations and a discussion of potential breakout topics.  John Totten noted that “Clinical documentation is a black art, it’s up there with ghosts and fairies. If we can define some of  the common concepts within these reports, it will be a huge step forward.” Angelo Rossi  Mori added that "this meeting is about what we [clinical document authors] want to    express, not the details of how to express it."   



There was agreement among the participants that although no standardized document types with regular sections exist in health care, there is a need and a useful purpose for defining DTDs.
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Tuesday, 5 October 1999



The second day of the workshop commenced at approximately 9:00 AM and began with breaking the participants into two groups. There was a short discussion of the determination of topics, appointment of breakout leaders and room assignments.



Group 1 was charged with histories and physicals, discharge summaries, and clinic/progress/SOAP Notes. The participants in group 1 included:



Bob McClure

Joanne Hubbard

Angelo Rossi Mori

Joachim Dudeck

Paul Seelaus

Rachael Sokolowski

John Totten 



Group 2 was charged with common tags across document types with respect to the Patient Record Header, government forms (HCFA 1500, etc.), operative reports, diagnostic imaging reports and prescriptions. The participants in group 2 included:



Tom Sullivan

Karen Dolan

Kerry Quigley

Charles Parisot

Peg Hughes

Bob Moe

Mitzi Ponce

Steve Kolodrubetz



The groups were charged to focus on high level sections of the document types. If time permitted, lower levels (subsections and common clinical concepts) could be explored.

�



Results and Recommendations

Group 1: Results and Recommendations

Overview



Angelo Rossi Mori and Rachael Sokolowski provided the following notes and comments. 



The following results sand recommendations are a very preliminary version of the structures of clinical information contained in:

·	Discharge Summaries

·	Clinical Notes

·	Admission Notes

as they resulted from the discussion group during the meeting.



A parallel activity of systematization of titles of section and data elements from various sources is being developed within CEN and ASTM E31.22. These efforts will provide additional material for the harmonization of titles across different topics.



The following notes apply to the materials presented here:



·	The focus is clinical issues.  For the purposes of the workshop, information on admitting physician, location, demographic data on patient, and the service to which the patient is eventually admitted was ignored.

·	A “logical view” is presented  that should be familiar to the user. Other views should be possible, using a set of orthogonal tags, e.g “disease”, “lab test”, “procedure”.

·	A recommendation was suggested that lower levels, such as subsections and common clinical concepts,  not be presented in the standard as titles for sections, but as descriptive guidelines.

·	Under the sections about “plans” a narrative summary of the orders may be reported. If “plans” are structured (i.e. not just narrative), then their structure should be very close to the one of the orders/intents, in order to allow the automatic generation of messages as well as the documentation of the plans. A description of the different kinds of orders is not provided.  These descriptions should be close to the ones in the available standard messages (e.g. HL7, including Arden syntax and ASTM).  Applications can manage the link from a section on “plans” to a particular kind of order in a transparent way for the user. 	

·	Categories used in the present document (e.g. reason for admission, for encounter, for contact, for visit) should be harmonized across document types in this Committee and with other organizations (e.g. DICOM Structured Reports). The rules to transform the names of categories into strings suitable as XML tags will be developed later. 

�Proposed List of Sections For “Discharge Summaries”

summary of situation at admission

	admitting diagnosis (by admitting physician)

	chief complaint (by patient or relatives)

	reason for admission (by referring physician)

	summary of history

		history of present illness

		past history 

		family history 

		social history 

	summary of physical examination

	summary of lab data

	known allergies

hospital course

	diagnoses

		main diagnosis

		secondary diagnosis

	operations and procedures

	complications

	consultations

situation at discharge

	status of patient

		cause of death

		diagnosis at discharge

	medications at discharge

discharge plans

	medication plan

	follow-up activities

instructions to patient and family

	diet and physical activity (restrictions)

	return to work



Proposed List of Sections For “Clinical Notes”

The issue of the problem list section was discussed. The problem list is likely to be managed by an independent “document”, to which each entry of this structure can be linked.  On the other hand, the list of problems can also be internal in a document, and can be used to organize that document without using “external links”. This is an unresolved issue.



reason for encounter (visit)

	chief complaint

history

	history of present illness

	past history

		past medical history

		past surgical history

		medication history

	family history

	social history

review of systems

	(list by system)

ongoing medications

known adverse reactions

	severe allergies

risk factors

physical examination

	(by system)

assessment

	diagnosis

	impression

plan of care

Proposed List of Sections For “Admission Note”



Admission Note was defined as an admission to a hospital. 



There was some discussion as to whether or not it is possible to correctly generalize Admission Note for various kinds of “Encounter Notes”. In order to do so, the differences between an Encounter Note and an Admission Note would need to be defined. This opens the issue of defining what an encounter is. This is not an easily answered question and has various interpretations. Another question was posed concerning the first encounter: does a first encounter deserve a different structure, with respect to the following ones. These questions were not resolved and discussions should continue on these topics.



situation at beginning of encounter (e.g. admission)

	initial diagnosis (e.g. admitting diagnosis by admitting physician)

	chief complaint (by patient or relatives)

	reason for encounter (e.g. admission) (by referring physician)

history

	history of present illness

	past history

		past medical history

		past surgical history

		medication history

	family history

	social history

	known adverse reactions

		severe allergies

ongoing medications

risk factors

review of systems

	(list by system)

physical examination

	(by system)

assessment

	diagnosis

	impression

plan of care

	[includes links to orders]



�Group 2: Results and Recommendations

Overview



Peg Hughes, Kerry Quigley and Rachael Sokolowski provided the following notes and comments. 



The following results sand recommendations are a very preliminary version of the structures of clinical information contained in:

·	Operative Reports

·	Procedure Notes

·	Diagnostic Imaging

·	Prescriptions

as they resulted from the discussion group during the meeting.



Additionally this group reviewed the HCFA 1500 form and demographic information from transcribed reports with respect to the Patient Record Architecture.



Proposed List of Sections for Operative Reports



The following has a very light hierarchy.

record of operation

the date of operation

preoperative diagnosis

post operative diagnosis

operation

	began

	ended

surgeon

anesthetist

type of anesthesia

estimated blood loss

complications

findings

procedure

blood and medications given during surgery�prep�findings�details of procedure�closure�drains�tissue removed�condition of patient�sponge needle an instrument count

indications



Procedure Note (same general headings as for Operative Report)



There’s no real hierarchy here, other than title of report “Procedure Note” being one level up. These headings are all given equal weight. However, the report can be sectioned. The top section goes through the type of anesthesia, then come the three narrative sections (indications, technique, findings), and then the closure and the rest. The sequence of headings within these three groups might be debated, but the sequence of the groups and the choice of information that lies within them is generally agreed upon.



date.of.procedure

pre-procedure.diagnosis.(preoperative.diagnosis)

post-procedure.diagnosis.(postperative.diagnosis)

procedure.performed.(operation.performed)

complications

surgeon (including primary, assistants, etc.)

anesthesiologist (or anesthetist)

type.of.anesthesia

instrument.used.(usually for endoscopic procedures)



indications (this is a narrative; alias clinical.history, reason.for.operation)

technique (narrative; alias details.of.procedure, procedure)

findings (narrative)



closure

estimated.blood.loss

drains

sponge.needle.instrument.count

specimens

time.operation.began

time.operation.ended

current.medications

condition.of.patient.at.end.of.procedure

disposition.of.patient

followup.recommendations



Proposed List of Sections for Diagnostic Imaging



There’s no real hierarchy here, except title of report “diagnostic imaging study” being one level up. These headings are all given equal weight. However, the report can be sectioned: The top section goes through the medications for procedure, then come the three narrative sections (indications, technique, findings), and then the rest. The sequence of headings within these three groups might be debated, but the sequence of the groups and the choice of information that lies within them is generally agreed upon.



date.of.service

type.of.study (e.g., x-ray, CT, MRI)

body.part.studied (e.g., head, chest, left femur)

date.of.previous.study (this is for the sake of comparison)

view (e.g., anterior-posterior, lateral)

contrast agent and dose

medications.for.procedure (i.e., anesthesia, sedative, etc.) 



indications (narrative; alias reason.for.procedure, clinical.history)

technique (narrative; include technical data, equipment, settings, etc.; alias procedure)

findings (narrative; alias interpretation, comments)



impression (alias diagnosis, summary, conclusion, comments)

followup.recommendations



Reconciliation of the HCFA 1500, Transcribed Documents and PRA Header Information



Patient demographics/header info (red and underline = HL7’s PRA, blue and italic = HCFA form 1500)



patient.name

	family.name

	given.name

	lastname.prefix

	MI

	suffix

	prefix

	degree

	name.type.code

	name.representation.code

	local.header

patient.alternate.name

patient.mother.maiden.name

	family.name

	given.name

	lastname.prefix

	MI

	suffix

	prefix

	degree

	name.type.code

	name.representation.code

	local.header

patient.ID

	id.value

	organization.name

	organization.name.type.code

	check.digit

	check.digit.scheme(? trying to read HL7 PRA header)

	assigning.authority

	identifier.type.code

	assigning.facility.id

	name.representation.code

	health.insurance.claim.number (HICNUM)

	Social.Security.number (SSN)

	local.header

patient.alternate.ID

patient.address

	street.address

	other.designation

	city

	state.or.province

	zip.or.postal.code

	country

	address.type

	other.geographic.designation

	county.parish.code

	census.tract

	address.representation.code

	local.header

patient.phone

	number

	telecommunication.use.code

	telecommunication.equipment.type

	email.address

	country.code

	area.city.code

	phone.number

	extension

	any.text

	local.header

patient.date.of.birth

patient.date.of.death

patient.next.of.kin

patient.transplant.data

patient.sex

patient.race

patient.religion

patient.primary.care.provider

patient.insured?

	insured.name

		family.name

		given.name

	lastname.prefix

	MI

	suffix

	prefix

	degree

	name.type.code

	name.representation.code

	local.header

insured.ID

	id.value

	organization.name

	organization.name.type.code

	check.digit

	check.digit.scheme(? trying to read HL7 PRA header)

	assigning.authority

	identifier.type.code

	assigning.facility.id

	name.representation.code

	health.insurance.claim.number (HICNUM)

	Social.Security.number (SSN)

	local.header

	insured.address

	street.address

	other.designation

	city

	state.or.province

	zip.or.postal.code

	country

	address.type

	other.geographic.designation

		county.parish.code

	census.tract

		address.representation.code

	local.header

insured.phone

	number

	telecommunication.use.code

	telecommunication.equipment.type

	email.address

	country.code

	area.city.code

	phone.number

	extension

	any.text

	local.header

	insured.date.of.birth

	insured.sex

	insured.employer.name.or.school.name

	insurance.plan.or.group.name

	insured.policy/group/FECA.number

patient.relationship.to.insured (self/spouse/child/other)

patient.has.another.health.plan? (yes/no)

other.insured.name

family.name

given.name

lastname.prefix

MI

suffix

prefix

degree

name.type.code

name.representation.code

local.header

other.insured.ID

id.value

organization.name

organization.name.type.code

check.digit

check.digit.scheme(? trying to read HL7 PRA header)

assigning.authority

identifier.type.code

assigning.facility.id

name.representation.code

health.insurance.claim.number (HICNUM)

Social.Security.number (SSN)

local.header

other.insured.address

street.address

other.designation

city

state.or.province

zip.or.postal.code

country

address.type

other.geographic.designation

county.parish.code

census.tract

address.representation.code

local.header

other.insured.phone

number

telecommunication.use.code

telecommunication.equipment.type

email.address

country.code

area.city.code

phone.number

extension

any.text

local.header

other.insured.date.of.birth

other.insured.sex

other.insured.employer.name.or.school.name

other.insurance.plan.or.group.name

other.insured.policy/group/FECA.number

patient.relationship.to.other.insured (self/spouse/child/other)

patient.status (single/married/other/employed/FT.student/PT.student)

patient.condition.related.to: employment? auto.accident? other.accident?



The following sections or categories  are related to the event or document:

date.of.service

date.dictated

date.transcribed

transcribed.by



patient.primary.care.provider

patient.admitting.physician

patient.attending.physician



patient.service (location of patient in hospital)

patient.room.number (location of patient in hospital)





NOTES

NOTE-1: 

Red and underlined  items are taken from HL7’s Patient Record Architecture header

Blue and italic  items are taken from the HCFA form 1500 (top section)

black items may be found on both of the above, or were added.



NOTE-2: 

Some of the items (section at end) do not really belong in “patient demographics” but do belong on all documents (possibly. 



Draft Document Type Definitions

Diagnostic Imaging



Authored by Kerry Quigley



�



<!--Including, radiology, including: CT, MRI, ULTRASOUND, etc.

The group forming this set of tags felt we needed more knowledge from imaging experts. Consider preliminary.-->



<!ELEMENT DIAGNOSTICIMAGING  (PROCEDURE.DATE,PRIOREXAM.DATE?,PROCEDURETYPE,BODYPART,

               VIEW?,TECHNIQUE?,CONTRASTAGENTS?,MEDICATIONS?,INDICATIONS?,REASON?,

               FINDINGS,IMPRESSION,SERVICEPROVIDER*,RECOMMENDATIONS?,FILELINK*,

               SIGNATURE+) >



<!--Date of procedure-->

<!ELEMENT PROCEDURE.DATE  (#PCDATA) >



<!--Date of prior exam, may be used for comparison or progress, e.g., mammography.-->

<!ELEMENT PRIOREXAM.DATE  (#PCDATA) >



<!--e.g., MRI, CT, etc.-->

<!ELEMENT PROCEDURETYPE  (#PCDATA) >



<!ELEMENT BODYPART  (#PCDATA) >



<!--e.g., anterior, posterior, etc.-->

<!ELEMENT VIEW  (#PCDATA) >



<!--This could be a more general description of procedure, including physical position of patient, technical instruments, data, equipment, etc.-->

<!ELEMENT TECHNIQUE  (#PCDATA) >



<!--include name and dose-->

<!ELEMENT CONTRASTAGENTS  (#PCDATA) >



<!ELEMENT MEDICATIONS  (#PCDATA) >



<!--This element represents diagnostic purpose of procedure, e.g.,

rule-out, may include dx code. May be used synonymously with Reason. Definitions of Indications and reason are thought to be controversial.-->

<!ELEMENT INDICATIONS  (#PCDATA) >



<!--This element may be used to describe reason for study, e.g., patient experiencing pain, symptoms-->

<!ELEMENT REASON  (#PCDATA) >



<!--Interpretations, comments, narrative-->

<!ELEMENT FINDINGS  (#PCDATA) >



<!--summary of findings, conclusion, comments-->

<!ELEMENT IMPRESSION  (#PCDATA) >



<!--This may be a repeating element of several providers of type: 'ordering', 'primary care', 'interpreting','technologist'-->

<!ELEMENT SERVICEPROVIDER  (#PCDATA) >



<!--e.g., follow up recommendations-->

<!ELEMENT RECOMMENDATIONS  (#PCDATA) >



<!--There could be several discrete elements for supporting files, including: image, wave, etc.-->

<!ELEMENT FILELINK  (#PCDATA) >



Draft DTD for a Prescription



Authored by Kerry Quigley

�

<!--Will depend on sanction or input from NCPDP-->

<!ELEMENT PRESCRIPTION  (PATIENT,PRESCRIBED.DATE,DRUG,INTERCHANGE?,REFILLS,STATUS?,

               REASON?,ALLERGIES?,PHYSICIAN,FACILITY?,GENERATEDBY?,

               PREFERREDPHARMACIES?,SIGNATURE) >



<!ELEMENT PATIENT  (NAME,ID+,GENDER,DOB,ADDRESS+,PHONE*) >



<!ELEMENT PRESCRIBED.DATE  (#PCDATA) >



<!--This normally includes form, e.g., amoxicillin liquid. Will include generic or brand name. Broken down here as anticipate NCPDP would suggest more structure.-->

<!ELEMENT DRUG  (NAME,FORM?,STRENGTH,QUANTITY,SIG) >



<!--Substitutions, allowed or not.-->

<!ELEMENT INTERCHANGE  (#PCDATA) >



<!--Quantity of refill-->

<!ELEMENT REFILLS  (#PCDATA) >



<!--e.g., new or changed-->

<!ELEMENT STATUS  (#PCDATA) >



<!--Not sure of the proper element name for this: used to indicate workman's comp related or accident related.-->

<!ELEMENT REASON  (#PCDATA) >



<!ELEMENT ALLERGIES  (#PCDATA) >



<!--perhaps should be PRESCRIBING.PHYSICIAN-->

<!ELEMENT PHYSICIAN  (NAME,ADDRESS+,PHONE+,ID+) >



<!--Not sure of this one: generated by... system, institution...???-->

<!ELEMENT GENERATEDBY  (#PCDATA) >



<!--List of preferred, recommended or favorite pharmacies?-->

<!ELEMENT PREFERREDPHARMACIES  (#PCDATA) >



<!--may include form, e.g., liquid vs. tablet and-->

<!ELEMENT NAME  (#PCDATA) >



<!--one or two id's usually necessary: SSN, policy, etc., for patient; DEA#, provider ID for physician-->

<!ELEMENT ID  (#PCDATA) >



<!ELEMENT GENDER  (#PCDATA) >



<!ELEMENT DOB  (#PCDATA) >



<!--made this optional as may be part of name-->

<!ELEMENT FORM  (#PCDATA) >



<!--#, units-->

<!ELEMENT STRENGTH  (#PCDATA) >



<!--also called dispense amount-->

<!ELEMENT QUANTITY  (#PCDATA) >



<!--Instructions for usage-->

<!ELEMENT SIG  (#PCDATA) >





Draft DTD for an Operative Report



Authored by Rachael Sokolowski



�



<!ELEMENT Operative.Report  (Operation.Date , Preoperative.Diagnosis?,

Post.Operative.Diagnosis? , Operation+ , 

Procedure.Details* , Anesthesia+, 

Estimated.Blood.Loss?,

Complications*, Surgeon+ , 

Anesthetiologist+, Indications*, 

Findings* >



<!ELEMENT Operation.Date (#PCDATA) >



<!ELEMENT Preoperative.Diagnosis (#PCDATA)>



<!ELEMENT Post.Operative.Diagnosis (#PCDATA)>



<!ELEMENT Operation  (Operation.Start?, Operation.End?)>



<!ELEMENT Complications (#PCDATA)>



<!ELEMENT Surgeon (#PCDATA)>



<!ELEMENT Anesthetiologist (#PCDATA)>



<!ELEMENT Anesthesia (#PCDATA)>



<!ELEMENT Indications (#PCDATA)>



<!ELEMENT Findings (#PCDATA)>



<!ELEMENT Procedure.Details (#PCDATA | Blood.Given | Medications.Given | Prep |

Details | Closure |Drains | Tissue.Removed |

Patient.Condition |

Sponge.Count | Needle.Count |Instrument.Count )* >



<!ELEMENT Estimated.Blood.Loss (#PCDATA)>



<!ELEMENT Operation.Ended (#PCDATA)>



<!ELEMENT Operation.Start (#PCDATA)>



<!ELEMENT Blood.Given (#PCDATA)>

<!ELEMENT Medications.Given (#PCDATA)>

<!ELEMENT  Prep (#PCDATA)>

<!ELEMENT  Details (#PCDATA)>

<!ELEMENT  Closure (#PCDATA)>

<!ELEMENT  Drains (#PCDATA)>

<!ELEMENT  Tissue.Removed (#PCDATA)>

<!ELEMENT  Patient.Condition (#PCDATA)>

<!ELEMENT  Sponge.Count (#PCDATA)>

<!ELEMENT   Needle.Count (#PCDATA)>

<!ELEMENT  Instrument.Count(#PCDATA)>

�Draft DTD for the HCFA 1500

Authored by Rachael Sokolowski

�

<!ENTITY % hcfa.name "family.name, given.name, MI">



<!ENTITY % hcfa.sex " (female | male )">



<!ENTITY % hcfa.address "street.address?, city?, state.or.province?, 

						zip.or.postal.code?, phone.number">



<!ENTITY % hcfa.yesno "yes|no">



<!ENTITY % hcfa.date " (month, day, year )">



<!ELEMENT HCFA.1500  (insurance.type , insured.ID , patient.name , 

					  patient.date.of.birth , patient.sex , insured.name , 

					  patient.address , patient.relationship.to.insured , 

					  insured.address , patient.status , other.insured.name , 

					  patient.condition.related.to , insured.policyGroup.FECANumber , 

					  patient.signature , insured.signature , date.current , 

					  date.SameSimliar.Illness , date.unable.to.work , practitioner.id , 

					  related.hospitalization , local.markup , outside.lab , diagnosis , 

					  medicaid.resubmission.number , prior.authorization.number , claim.list , 

					  federal.tax.id.number , patient.account.number , accept.assignment , 

					  total.charge , amount.paid , balance.due , practitioner.signature , 

					  facility , practitioner.billing.info )>



<!ELEMENT insurance.type EMPTY>

<!ATTLIST insurance.type  number.type  (medicare | medicaid | 

                                        champus |  champva | 

                                        group | feca | 

                                        other )  #REQUIRED >

<!ELEMENT insured.ID  (#PCDATA )>



<!ELEMENT patient.name  (%hcfa.name; )>

<!ATTLIST patient.name  condition.relation CDATA  #IMPLIED >

<!ELEMENT patient.date.of.birth  (month , day , year )>



<!ELEMENT patient.sex  (%hcfa.sex; )>



<!ELEMENT insured.name  (%hcfa.name; )>



<!ELEMENT patient.address  (%hcfa.address; )>



<!ELEMENT patient.relationship.to.insured EMPTY>

<!ATTLIST patient.relationship.to.insured  relationship.type  (self | 

                                                               spouse | 

                                                               child | 

                                                               other )  #REQUIRED >

<!ELEMENT insured.address  (%hcfa.address; )>



<!ELEMENT patient.status (#PCDATA )>

<!ATTLIST patient.status  patient.maritalStatus.type     (single | married | other )  #REQUIRED

                          patient.employmentStatus.type  (employed | 

                                                          FullTimeStudent | 

                                                          partTimeStudent )  #REQUIRED >

<!ELEMENT other.insured.name  (#PCDATA | %hcfa.name; )*>



<!ELEMENT patient.condition.related.to  (related.to.employment , related.to.autoAccident , related.to.otherAccident )>



<!ELEMENT insured.policyGroup.FECANumber  (#PCDATA )>



<!ELEMENT patient.signature (#PCDATA )>



<!ELEMENT insured.signature (#PCDATA )>



<!ELEMENT date.current  (illness , injury , pregnancy )>



<!ELEMENT date.SameSimliar.Illness  (%hcfa.date; )*>



<!ELEMENT date.unable.to.work  (from , to )>



<!ELEMENT practitioner.id  (#PCDATA )>



<!ELEMENT related.hospitalization  (from , to )>



<!ELEMENT local.markup  (#PCDATA )>



<!ELEMENT outside.lab  (charges )>



<!ELEMENT diagnosis  (#PCDATA )>



<!ELEMENT medicaid.resubmission.number  (medicaid.code , original.ref.number )>



<!ELEMENT prior.authorization.number  (#PCDATA )>



<!ELEMENT claim.list  (service.dates , service.place , service.type , procedures , 

						diagnosis.code , charges , days.or.units , epsdt , emg , 

						cob , local.markup )>



<!ELEMENT federal.tax.id.number  (#PCDATA )>

<!ATTLIST federal.tax.id.number  tax.id.type  (ssn | ein )  #REQUIRED >

<!ELEMENT patient.account.number  (#PCDATA )>



<!ELEMENT accept.assignment  (#PCDATA )>



<!ELEMENT total.charge  (#PCDATA )>



<!ELEMENT amount.paid  (#PCDATA )>



<!ELEMENT balance.due  (#PCDATA )>



<!ELEMENT practitioner.signature  (#PCDATA )>



<!ELEMENT facility  (organization.name , %hcfa.address; )>



<!ELEMENT practitioner.billing.info  (%hcfa.address; )*>



<!ELEMENT family.name  (#PCDATA )>



<!ELEMENT given.name  (#PCDATA )>



<!ELEMENT MI  (#PCDATA )>



<!ELEMENT street.address  (#PCDATA )>



<!ELEMENT city  (#PCDATA )>



<!ELEMENT state.or.province  (#PCDATA )>



<!ELEMENT zip.or.postal.code  (#PCDATA )>



<!ELEMENT phone.number  (#PCDATA )>



<!ELEMENT month  (#PCDATA )>



<!ELEMENT day  (#PCDATA )>



<!ELEMENT year  (#PCDATA )>



<!ELEMENT female EMPTY>



<!ELEMENT male EMPTY>



<!ELEMENT related.to.employment EMPTY>



<!ELEMENT related.to.autoAccident  (place )>



<!ELEMENT related.to.otherAccident EMPTY>



<!ELEMENT organization.name  (#PCDATA )>



<!ELEMENT service.dates  (from , to )>



<!ELEMENT service.place  (#PCDATA )>



<!ELEMENT service.type  (#PCDATA )>



<!ELEMENT procedures  (cpt.hcpcs , modifier )>



<!ELEMENT diagnosis.code  (#PCDATA )>



<!ELEMENT charges  (#PCDATA )>



<!ELEMENT days.or.units  (#PCDATA )>



<!ELEMENT epsdt  (#PCDATA )>



<!ELEMENT cob  (#PCDATA )>



<!ELEMENT from  (%hcfa.date; )>



<!ELEMENT to  (%hcfa.date; )*>



<!ELEMENT emg  (#PCDATA )>



<!ELEMENT cpt.hcpcs  (#PCDATA )>



<!ELEMENT modifier  (#PCDATA )>



<!ELEMENT medicaid.code  (#PCDATA )>



<!ELEMENT original.ref.number  (#PCDATA )>



<!ELEMENT illness  (%hcfa.date; )>



<!ELEMENT injury  (%hcfa.date; )>



<!ELEMENT pregnancy  (%hcfa.date; )>



<!ELEMENT place (#PCDATA )>





Summary

The workshop consisted of a relatively small but diverse group which provided the needed viewpoints and experiences with clinical documentation. There was representation from vendors, providers, the US government, and  European and American standards. The meeting goals were to develop a common set of sections for clinical reports of a specific type and across types. A set of section types for different document types were achieved and with some additional work post-workshop, a common set of sections and DTDs can be developed.
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