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Who Should Read This Quick Start Guide
This document is intended for application designers, developers, and implementers of standards-based, interoperable healthcare information systems. Readers must have access to the specifications referenced in this Quick Start Guide (QSG). (See Reference Information for full information on how to access HL7 specifications.)

CDA utilizes Extensible Markup Language (XML). Readers and implementers must be versed in XML and should read XPath syntax as well. While not required, many applications use XSLT to display CCD and a sample XSLT stylesheet is available with the specification. For more information on these recommendations from the World Wide Web Consortium, see www.W3.org. 

CDA is derived from the HL7 Reference Information Model (RIM) and user-controlled terminology such as SNOMED CT, LOINC, CPT, ICD, and RxNorm. Knowledge of the RIM is not necessary for CDA implementers. Some familiarity with terminology systems is required.

This QSG presupposes no consensus on content or coding beyond the CDA specification itself. It is merely an informative aid to implementers and applies to all implementations of CDA, although optional aspects of CDA may be required through local, regional, or national guidelines and agreements. 

If through an error this QSG deviates in any way from the CDA Release 2.0 specification, the specification should be followed. 
Introduction
The HL7 CDA is a document markup standard that specifies the structure and semantics of clinical documents for the purpose of exchange. 
The goals of CDA are:

· Give priority to delivery of patient care. 

· Allow cost effective implementation across as wide a spectrum of systems as possible. 

· Support exchange of human-readable documents between users, including those with different levels of technical sophistication. 

· Promote longevity of all information encoded according to this architecture. 

· Enable a wide range of post-exchange processing applications. 

· Be compatible with a wide range of document creation applications. 

· Promote exchange that is independent of the underlying transfer or storage mechanism. 

· Prepare the design reasonably quickly. 

· Enable policy-makers to control their own information requirements without extension to this specification.
A key to this acceptance is the “A” for architecture in CDA, which promotes reusability across a sufficiently wide range of documents to cover clinical information sharing, public health, quality reporting, and clinical trials.
Since its issuance in 2005, several implementation guides describing specific types of CDA documents have been developed, balloted and published. The Continuity of Care Document (CCD) is a joint project by HL7 and ASTM International that implements the clinical requirements specified in the Continuity of Care Record (CCR) using the CDA architecture. CCD was balloted by HL7 in 2006 and published in April 2007. 

Starting in 2007, the CDA for Common Document Types (CDA4CDT) project developed and balloted implementation guides for the History & Physical and Consult Note that reuse templates defined in CCD, ensuring consistency across these document types. CDA4CDT was initiated by the primary players in the dictation/transcription industry to rapidly increase the availability of CDA documents for importation into electronic health records and utilization in the emerging health information exchanges. 

Also in 2007, the HL7 Attachments Special Interest Group (ASIG) revised its implementation guides for HIPAA claims attachments to conform to Release 2, and Integrating the Healthcare Enterprise (IHE) expanded its guidance on CDA through a series of patient care profiles. Projects are underway to develop guidance on the use of CDA for public health and quality reporting and to meet the specialized requirements of long-term care. Information on how to obtain each of these guides is included in the Reference Information section.

This Quick Start Guide will help implementers create a simple CDA document and then as they increase their knowledge of CDA, go on to create more complex versions using the resources cited in this QSG and their own experience.


About This Quick Start Guide
Document Notational Conventions

Narrative text will appear in Times New Roman font, plain face.
element when an XML element is discussed in narrative text
attribute when an XML attribute is discussed in narrative text

Coding examples will appear as Courier font with color for clarity where applicable.
<requiredElement required=”fixedValue” optional=”variableValue”>

<optionalElement required=”variableValue” optional=”variableValue”>  
References are made throughout this document to the normative HL7 Clinical Document Architecture (CDA), Release 2.0. To improve readability, all references to this document will appear at the end of each topic as
[CDA Release 2.0, Section X.x.x.x – Section Title]
Additional references to other parts of the specification will include the title of the document in addtion to the section number and title, i.e.:
[HL7 Reference Information Model, Section 3.4.1.3 – InfrastructureRoot.typeId]
NOTE: References to locations on the internet are active links.

The reader of this document should have a copy of the  HL7 Clinical Document Architecture (CDA), Release 2.0 specification., available from HL7 at www.hl7.org/memonly/downloads. Please note that you must be an HL7 member to access and download the specification.
Authoritative Sources
NOTE: Portions of this document are abstracted from the normative edition of the HL7 Clinical Document Architecture (CDA), Release 2.0 specification. This QSG is not a complete reference to the CDA schemas and should be used in conjunction with the full normative specification for implementation and development. Please refer to the normative edition for a complete description of the CDA and its usage. Any deviation from the specification is an error and the specification should be followed in all cases. 

This QSG is based on the HL7 Clinical Document Architecture 2.0, May 2005. It describes how to implement a basic CDA that will facilitate the collection of patient information as a series of CDA documents or in a mixed archive with other types of standards-based persistent objects. The resulting CDA instance will be comprised of an XML-encoded header and a body which is either non-XML or the simple XML of the CDA narrative block.
The QSG covers all required elements of the CDA Header and gives guidance on some optional elements, such as those that identify related orders and procedures.
[CDA Release 2.0, Section 1.2.2 - The "A" in "CDA"]
[CDA Release 2.0, Section 4.3.5 - Section Narrative Block ] 

Assumptions

This document assumes that the reader has a thorough understanding of XML and the W3C Recommendation. As an XML applications developer, the reader should be familiar with W3C schemas, XML validation (parsing), and methods of constructing and deconstructing XML files.
Knowledge of the relevant HL7 standards and approaches are helpful. Additional information to further the reader’s understanding can be found in the following section.
Reference Information
HL7 Clinical Document Architecture (CDA), Release 2.0 – The CDA Specification is available from hl7.org.
The HL7 Structured Documents Technical Committee maintains a listserv that hosts ongoing discussions on the implementation of CDA and related specifications.  Implementers should subscribe to the list where they can post implementation questions and stay current with issues raised by others.

ASIG

HAI

QRDA

CDA4CDT


Before You Begin – Use of IDs and Codes
The CDA allows more than one type of unique identifier scheme, but most implementations will use ISO object identifiers (OIDs) to uniquely specify the domain of a coded data value or an identifier for a person, organization, or other entity. 

The identifier consists of two parts: 
· root:  a globally unique identifier composed of an OID or UUID whose root is assigned by an ISO-assigning authority or obtained from HL7.
· extension:  The value of this attribute is the responsibility of the organization, system, and/or application where the document is created and stored. 

In typeID, the root and extension are fixed, but in most cases, the root and extension are supplied by the application using internal OIDs or OIDs for an external organization such as HL7 or LOINC, or a third party that played some role in the event that is being documented such as a lab, hospital, physician’s office, or other care setting.

Together, the root and extension when concatenated result in a universally unique string for identification of the document, person, or organization. 
NOTE: Throughout this document, you will see references to the root “2.16.840.1.113883.19.xx”. This OID belongs to HL7 (root OID = 2.16.840.1.113883) and is specifically identified for use in example documents and has no other valid use.

The identifiers you must be prepared to supply include:

· document ID: unique identifier for each CDA instance

· patient (record target)

· provider organization associated with the patient

· author and author’s organization

· document custodian

· other participants such as providers performing a role in the encounter
The CDA also makes extensive use of code sets for document types, document sections, clinical procedures, and clinical findings. Any code set used in the RIM, including internal RIM vocabularies and codes such as CPT, ICD, MEDCIN, or SNOMED, can be used. In this QSG, we discuss use of Logical Observation Identifier Names and Codes (LOINC®), which is recommended for classification of document types (i.e., Discharge Summary, Transfer Note, History & Physical, et cetera). LOINC codes are available for commercial use without charge, subject to the terms of a license that assures the integrity and ownership of the codes. Some commonly used codes for CDA can be found throughout the specifications in the referenced section for each element described below. Extensive use of LOINC is documented in the CDA Implementation Guides of Claims Attachments. See the HL7 Document “HL7 Additional Information Specification Implementation Guide” (CDAR1AIS0000R021-ImplementationGuide.pdf) available from the HL7 website.
Code value sets are designated as Coded With Extensions (CWE) or Coded, No Extension (CNE). In the former case, users should use a code from the designated set, if possible. If no match is available, then other codes can be used. If given the coding strength of CNE, use of a code outside the designated set constitutes an error.
An Internet connection is required for the following links:

[Registered HL7 OIDs] – Links to HL7.org, OID registry page where you can download a PDF or XML file that contains information on all OIDs assigned by HL7. There is also an in-depth explanation of OIDs along with other explanatory links.
[Logical Observation Identifier Names and Codes (LOINC®)] – LOINC home page.
[SNOMED International] – SNOMED home page

[International Classification of Diseases (ICD)] – access page at CDC for information on ICD

[World Health Organization – International Classification of Diseases (ICD)] – access page at WHO for ICD 

[NCI Terminology Browser] – access page for the National Cancer Institute Thesaurus. See site for scope of terminologies included in the thesaurus.


Document Design
At a minimum, CDA documents contain a CDA header comprised of the required information elements as defined by the CDA Specification and a body.
The body may consist of a resolvable reference to an external “blob” (e.g., TIFF image, MS Word file, et cetera) or employ the simple XHTML-like encoding scheme of the CDA Narrative Block that offers minimal ,but consistent structure for the capture of encounter information. 
NOTE: If non-CDA markup is used in document creation or local management, the implementing organization must decide whether to strip out or transform the instance to compliant CDA or to use a local namespace. If a local namespace is declared, the implementer must ensure that ignoring markup will not violate requirements. Note that the body, if XML, must be CDA-conformant XML.
As noted in the specification, CDA is scoped by the problem of exchange. Authoring applications typically use a constrained version of the general exchange standard to drive an authoring interface. Resulting documents may be compliant CDA or may be transformed to compliant CDA on output. This QSG describes the final target CDA and does not constrain the range of authoring applications and interfaces or the XML used internally in those applications.
Another concept to be familiar with in constructing CDA documents is context. CDA context is set in the CDA header and applies to the entire document. Context can be overridden at the level of the body, section, and/or CDA entry for some, but not all, elements. Please review the appropriate section of the specification for further information on which elements can be overridden and which cannot, and at what levels this action can be taken.
[CDA Release 2.0, Section 1.2 - Major Components of a CDA Document]
[CDA Release 2.0, Section 1.3 - CDA Conformance]
[CDA Release 2.0, Section 4.2 - Header]
[CDA Release 2.0, Section 4.3 – Body]
[CDA Release 2.0, 4.4 CDA Context]


CDA Minimum Required Elements
The header describes the document itself (e.g., unique ID, document type classification, version), the participants (e.g., care providers, authors, patients) and the document’s relationships to orders and other documents.
The body contains the narrative content about the subject of the document, typically a patient.
The following sections describe a minimal CDA document. Refer to the example files supplied with this QSG for a complete view of a potential “shell” that shows the elements in context and that can be used to preload an editing application or as the target for a transformation from an existing application.
Note that some elements are “parent” elements and their inclusion results in the inclusion of required child elements as well as allowing other optional child elements. Similarly, each element may have required and optional attributes.
ClinicalDocument

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

Example:

<ClinicalDocument xmlns="urn:hl7-org:v3" xmlns:mif="urn:hl7-org:v3/mif" xmlns:xsi="http://www.w3.org/2001/XMLSchema-instance" xsi:schemaLocation="urn:hl7-org:v3 CDA.xsd">

typeID
The type.ID is a technology-neutral explicit reference to the CDA, Release 2 specification. The element has two attributes that must be valued as follows:

root = "2.16.840.1.113883.1.3" (which is the OID for HL7 Registered models);

extension = "POCD_HD000040" (which is the unique identifier for the CDA, Release Two Hierarchical Description).
Example:

<typeId root="2.16.840.1.113883.1.3" extension="POCD_HD000040"/>

This element must appear with these exact values to be a CDA-conforming instance.
[CDA Release 2.0, Section 4.1 – Clinical Document]
[HL7 Reference Information Model, Section 3.4.1.3 – InfrastructureRoot.typeId] 
id
The id represents the unique instance identifier (UID) of a clinical document. The id element uniquely and universally distinguishes a document from all other documents. This allows documents to move among systems without ID collision within those systems. 
As above, the id element contains a root and an extension attribute.
Examples:

In this first example, the value of root is an example code defined by HL7. In practice, this should be the creating organization’s OID that has been assigned by an ISO-assigning authority such as HL7.
<id root="2.16.840.1.113883.19.4" extension="c266"/> 
[Before You Begin – Use of IDs and Codes]
[CDA Release 2.0, Section 4.2.1.1 – id]
code

The code element at the root level of the document specifies the particular kind of document that is being created, such as a History & Physical, Discharge Summary, or Progress Note. The value set is drawn from LOINC and has a “Coding, With Extensions” (CWE) coding strength. CWE means that implementers should use the supplied code set, in this case, from LOINC, but if none of the supplied set applies, a substitute code can be used. 
The required attributes are code and codeSystem, where code contains the string indicating the type of document, and the codeSystem is the OID of the organization that defined the string. For human readability, the optional elements are codeSystemName and displayName. Note that the LOINC display name need not match the title of the document. The LOINC name might be “Outpatient Visit Note” and the actual title might be “Good Health Clinic Outpatient Note.” In the examples below, the code values are LOINC values, and codeSystem contains the OID for LOINC.
Examples:
When the document is a consultation note:
<code code="11488-4" codeSystem="2.16.840.1.113883.6.1" codeSystemName="LOINC" displayName="Consultation note"/>

When the document is a summary of an episode:
<code code="34133-9" codeSystem="2.16.840.1.113883.6.1" codeSystemName="LOINC" displayName="Summarization of Episode note"/>

When the document is an outpatient evaluation and management note:
<code code="34108-1" codeSystem="2.16.840.1.113883.6.1" codeSystemName="LOINC" displayName="Outpatient Evaluation and Management note"/>

[CDA Release 2.0, Section 7.2.2 - LOINC Document Codes] (includes list of commonly used codes) [delete if not current?]
[Before You Begin – Use of IDs and Codes]
[See also www.regenstrief.org to download the most current database of LOINC codes.]

effectiveTime

Signifies the document creation time, when the document first came into being. Where the CDA document is a transform from an original document in some other format, the effectiveTime is the time the original document was created. Date and times are coded per HL7 adoption of ISO8601.
Examples:

Known to year/month/day/hour/min/sec, assumed local time at the recording location.
<effectiveTime value="20050329224411"/>
Known to year/month/day/hour/min/sec, with time declared as explicit offset from zero meridian.
<effectiveTime value="20050329224411-0600"/>

Known to year/month/day/hour, assumed local time zone at the recording location.
<effectiveTime value="2005032922"/>
[CDA Release 2.0,  Section 4.2.1.4 – effectiveTime]
[CDA Release 2.0, Data Types - Implementation Technology Specification for XML, Section 2.33 – Point in Time (TS)]
[CDA Release 2.0, Data Types Abstract Specification 2.36.1.9 – Literal Form]
[Appendix B – Additional Information on ISO8601 – Time and Date Stamps]
confidentialityCode

Confidentiality is a required contextual component of CDA, where the value expressed in the header holds true for the entire document unless overridden by a nested value. The coding strength for this element is CWE.
Examples:

Normal Confidentiality

<confidentialityCode code="N" codeSystem="2.16.840.1.113883.5.25"/>

Restricted Confidentiality

<confidentialityCode code="R" codeSystem="2.16.840.1.113883.5.25"/>

Very Restricted Confidentiality

<confidentialityCode code="V" codeSystem="2.16.840.1.113883.5.25"/>

[CDA Release 2.0,  Section 4.2.1.5 - confidentialityCode]
recordTarget

The recordTarget represents the person whose chart this document belongs to. Typically this is the patient who is also the subject of the report, although the subject can be a tissue sample, fetus, et cetera.
A clinical document typically has exactly one recordTarget participant. In the uncommon case where a clinical document (such as a group encounter note) is placed into more than one patient chart, more than one recordTarget participant can be stated.

The recordTarget(s) of a document are stated in the header and propagate to nested content, where they cannot be overridden.
Example:
In the following example, the root and extionsion of the id are supplied by the orgnization that is defining the patient. The patient and its child name element, while optional per the schema, may be required by a business rule for a sensible record to be created. This is also true for the providerOrganization element and its children.
<recordTarget>

  <patientRole>

    <id extension="12345" root="2.16.840.1.113883.19.5"/>

    <patient>

      <name>

        <given>Henry</given>

        <family>Levin</family>

        <suffix>the 7th</suffix>

      </name>

      <administrativeGenderCode code="M"
       codeSystem="2.16.840.1.113883.5.1"/>

      <birthTime value="19320924"/>

    </patient>

    <providerOrganization>

      <id root="2.16.840.1.113883.19.5"/>
      <name>Organization Name</name>
    </providerOrganization>

  </patientRole>

</recordTarget>
[CDA Release 2.0, 4.2.2.11 – recordTarget]
author
The author element represents the humans and/or machines that authored the document. Note that author, by inclusion, contains required child elements: time and assignedAuthor.

assignedAuthor requires an id. The assignedPerson and representedOrganization are optional.
assignedPerson contains a name, which in turn has the child elements given, family, and suffix.
If present, the optional element representedOrganization contains a child element id and may have an optional name element.
There can be one or more authors identified in the header. Their authorship applies to the full document unless overridden.
Example:

<author>

  <time value="2000040714"/>

  <assignedAuthor>

    <id extension="KP00017" root="2.16.840.1.113883.19.5"/>

    <assignedPerson>

      <name>

        <given>Robert</given>

        <family>Dolin</family>

        <suffix>MD</suffix>

      </name>

    </assignedPerson>

    <representedOrganization>

      <id root="2.16.840.1.113883.19.5"/>

      <name>Organization Name</name>
    </representedOrganization>

  </assignedAuthor>

</author>
[CDA Release 2.0, Section 4.2.2.2 – author]
custodian

The custodian element represents the organization that is in charge of maintaining the document. The custodian is the steward that is entrusted with the care of the document. Every CDA document has exactly one custodian.

Note that custodian, by inclusion, contains the required child element assignedCustodian.

assignedCustodian requires a representedCustodianOrganization, which requires an id and may have an optional name element.
Example:

<custodian>

  <assignedCustodian>

    <representedCustodianOrganization>

      <id root="2.16.840.1.113883.19.5"/>
      <name>Organization Name</name>
    </representedCustodianOrganization>

  </assignedCustodian>
</custodian>

[CDA Release 2.0, Section 1.1 – What is the CDA]

[CDA Release 2.0, Section 4.2.2.3 – custodian]


CDA Optional Header Elements
The following elements are not required, but are the most commonly used options as determined by best practice.

relatedDocument

This element is used to indicate that the document has a specific relationship to a parent document. This relationship can be stated as one of three types: 
· APND (append):  The current document is an addendum to the ParentDocument.
· RPLC (replace):  The current document is a replacement of the ParentDocument.
· XFRM (transform):  The current document is a transformation of the ParentDocument.

A conformant CDA document can have a single relatedDocument with typeCode equal to one of the above values. However, a combination of two relatedDocuments with typeCodes "XFRM" and "RPLC" or a combination of two relatedDocuments with typeCodes "XFRM" and "APND" are also permitted. The former indicates that the current document is the result of a transformation (XFRM) and is either a replacement of or an appendix to the parent document. No other combinations are allowed.

setId::versionNumber

These elements establish a specific version of a document in a series or set. Each document is a member of a set as determined by the value of the setId with the versionNumber indicating where in a series of documents a particular instance is located.
componentOf::encompassingEncounter
encompassingEncounter represents the setting of the visit during which the documented act(s) or ServiceEvent occurred. Documents are not necessarily generated during the encounter in which the service or event occurred, such as when a clinician in response to an abnormal lab result that is returned after a patient is discharged attempts to contact the patient but can’t and writes a Progress Note after the visit has been closed.

componentOf informs that the current document is a documentation of events that occurred during the specified EncompassingEncounter.
legalAuthenticator

This element declares the entity that is legally empowered to authenticate the contents of the document. This entity must be an individual and cannot be an organization or institution.
templateId
This element declares that the contents of an element at which the template is declared conforms to the definitions and constraints of a registered template. Consumers of the document can thereby take specific processing actions based on the knowledge that such conformance is declared in order to meet local, regional, or other mandates for adherence to a specification.

documentationOf::serviceEvent
These elements describe the encounter during which the subject was seen and may include a code to describe the encounter as well as identify the provider, location, and time.
Example:

  <documentationOf>

    <serviceEvent classCode="PCPR">

    <code code="xxx" codeSystem="xxx"
     codeSystemName="xxx" displayName="xxx"/>

<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>

            <name>

              <prefix>Dr.</prefix>

              <given>Bernard</given>

              <family>Wiseman</family>

              <suffix>Sr.</suffix>

            </name>

          </assignedPerson>

        </assignedEntity>

      </performer>

    </serviceEvent>

  </documentationOf>
[CDA Release 2.0, Section 4.2.3.2 – ServiceEvent]


CDA Body and Narrative Block
The XML CDA body consists of one or more sections that can nest and which are related through a component relationship. Within the section, the title and text elements constitute the narrative block that must be rendered. Also, section may contain entries which convey the machine-computable semantics of the section and links to related information.
The CDA body can be represented using a nonXMLBody or a structuredBody element. The former is used when the content is an external file such as a TIFF image, MS RTF document, et cetera. The latter is used when the body will be XML-structured content. XML-structured content is always inserted into the structuredBody element, never as an external file.

Example – nonXMLBody:
A nonXMLBody contains a text element, which has an optional mediaType attribute that identifies the encoding of the encapsulated data and identifies a method to interpret or render the data. Preferred mediaType values include "image/gif," "image/tiff," "text/rtf," "application/pdf," "image/g3fax," "text/html," "image/jpeg," "image/png," and "text/plain."
A text element may contain a reference or thumbnail element. The reference has a required attribute of value, which contains a URL pointing to the external object. It may also contain an optional useablePeriod that can declare the length of time the object will be available.
A component with a nonXMLBody:
<component>

  <nonXMLBody>

    <text mediaType="text/plain">

      <reference value="patient.txt"/>

    </text> 

  </nonXMLBody>

</component>
Example – structuredBody:
A structuredBody contains one or more section elements, which can nest and which contain the clinical content of the document. Each section can contain a code, typically a LOINC code, that identifies the section and a title that is the display heading of the section. The title and the text elements contain the portion of the body that must be rendered, including renderMultimedia elements that indicate placement of graphics and other media that are integral to the document. 

The text element contains simple structural markup, including paragraph, list, and table. In the example that follows, a content element carries additional text layout information. It can also wrap a piece of text with an identifier.
<component>

  <structuredBody>

    <section>

      <code code="10164-2" codeSystem="2.16.840.1.113883.6.1"
       codeSystemName="LOINC"/>

      <title>History of Present Illness</title>

      <text>

       <paragraph><content styleCode="Bold">Henry Levin, the
       7<sup>th</sup></content>
       is a 67 year old male referred for further asthma management.

       Onset of asthma in his <content revised="delete">twenties</content>

       <content revised="insert">teens</content>.

       He was hospitalized twice last year, and already twice this year.

       He has not been able to be weaned off steroids for the past several
       months. <paragraph>
      </text>

    </section>

  </structuredBody>

</component>


CDA Entries and Clinical Statements

The CDA entries carry the computable semantics of the clinical report. While the narrative block is required in a structured body, entries are optional. Implementation guides such as CCD prescribe patterns of entries and assign template identifiers to support validation against the requirements of the Implementation Guide. 
There are several potential relationships between the narrative block and the entries, depending on how they were generated. In the special case where the narrative block was fully derived from the entries, the entry@typeCode should be DRIV (derived). [CCD 3]. In other cases, the typeCode will be COMP (component).
Entries can link to related text within the narrative block. All references to internal acts, observations, procedures, and documents come from within the CDA entries.
Collectively, the nine act classes within the CDA RMIM and their associated relationships and participants constitute the Clinical Statement pattern and constraints on the pattern are called “clinical statements.”

A key component of the Clinical Statement is the entryRelationship and entryRelationship@typeCode, which create relationships between the entries. While CDA allows arbitrary entry to entryRelationship structures, only certain combinations of source, target, and typeCode make sense. [CDA 4.3.8.4] Where CCD allows use of any clinical statement, the guidelines within CDA must be followed. 

The example that follows illustrates a coded entry for a past medical history of asthma, linked by an internal reference (#a1). The entry uses the SNOMED code for asthma and asserts a status of “completed” as of the effective time, 1950.
Example

  <component>

        <section>

          <code code="10153-2" codeSystem="2.16.840.1.113883.6.1" codeSystemName="LOINC"/>

          <title>Past Medical History</title>
          <text>

            <list>

              <item>

                <content ID="a1">Asthma</content>
              </item>

              <item>Hypertension (see HTN.cda for details)</item>

              <item>Osteoarthritis, right knee</item>
            </list>

          </text>

          <entry>

            <observation classCode="COND" moodCode="EVN">

              <code code="195967001" codeSystem="2.16.840.1.113883.6.96" codeSystemName="SNOMED CT" displayName="Asthma">

                <originalText>

                  <reference value="#a1"/>

                </originalText>

              </code>

              <statusCode code="completed"/>

              <effectiveTime value="1950"/>

            </observation>

          </entry>
        </section>
  </component>

[CDA Release 2.0, Section 1.2.1 - Major Components of a CDA Document]

[CDA Release 2.0, Section 4.3.4.1 – component]


Appendix A – Sample CDA Instance – structuredBody

This example is created from the examples above. It is also supplied with this QSG as PopulatedExample.xml. Additional empty example files are supplied with this QSG as EmptyMinimalCDAnonXMLbody.xml and EmptyMinimalCDAXMLbody.xml.
The method of rendering XML files is not part of the normative CDA or HL7 specifications. Example stylesheets are available as part of the CDA R2 distribution (cda.xsl) as well as the CRS Implementation Guide (impl_cdar2.xls). A sample stylesheet created by Keith Boone, GE Corporation, for CRS, and further modified by Kate Hamilton, Alschuler Associates, is supplied with this Quick Start Guide (cda_qsg.xsl). Note that any instance of a stylesheet may not render all of the content of the CDA header depending on the application environment, but must render the section title and section.text field of the CDA body. For complete receiver rendering requirements, see CDA 1.3.1.
[CDA Release 2.0, Section 1.3.1 – Recipient Responsibilities]
<?xml version="1.0"?>
<!-- To use the impl_cdar2.xls stylesheet, remove the comment delimiters from the stylesheet call below. -->

<!-- ?xml-stylesheet type="text/xsl" href="IMPL_CDAR2.xsl"? -->

<ClinicalDocument xmlns="urn:hl7-org:v3" xmlns:mif="urn:hl7-org:v3/mif" 

xmlns:xsi="http://www.w3.org/2001/XMLSchema-instance" 

xsi:schemaLocation="urn:hl7-org:v3 CDA.xsd">

<!-- 

********************************************************

  CDA Header

********************************************************

-->

<typeId root="2.16.840.1.113883.1.3" extension="POCD_HD000040"/>

<id root="2.16.840.1.113883.19.4" extension="c266"/> 

<code code="11488-4" codeSystem="2.16.840.1.113883.6.1" codeSystemName="LOINC" displayName="Consultation note"/>

<effectiveTime value="20051014224411-0500"/>

<confidentialityCode code="N" codeSystem="2.16.840.1.113883.5.25"/>

<recordTarget>

  <patientRole>

    <id extension="12345" root="2.16.840.1.113883.19.5"/>

    <patient>

      <name>

        <given>Henry</given>

        <family>Levin</family>

        <suffix>the 7th</suffix>

      </name>

      <administrativeGenderCode code="M" codeSystem="2.16.840.1.113883.5.1"/>

      <birthTime value="19320924"/>

    </patient>

    <providerOrganization>

      <id root="2.16.840.1.113883.19.5"/>

    </providerOrganization>

  </patientRole>

</recordTarget>

<author>

  <time value="2000040714"/>

  <assignedAuthor>

    <id extension="KP00017" root="2.16.840.1.113883.19.5"/>

    <assignedPerson>

      <name>

        <given>Robert</given>

        <family>Dolin</family>

        <suffix>MD</suffix>

      </name>

    </assignedPerson>

    <representedOrganization>

      <id root="2.16.840.1.113883.19.5"/>

    </representedOrganization>

  </assignedAuthor>

</author>

<custodian>

  <assignedCustodian>

    <representedCustodianOrganization>

      <id root="2.16.840.1.113883.19.5"/>

    </representedCustodianOrganization>

  </assignedCustodian>

</custodian>

<documentationOf>

    <serviceEvent classCode="PCPR">

    <code code="xxx" codeSystem="xxx" codeSystemName="xxx" displayName="xxx"/>

<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>

            <name>

              <prefix>Dr.</prefix>

              <given>Bernard</given>

              <family>Wiseman</family>

              <suffix>Sr.</suffix>

            </name>

          </assignedPerson>

        </assignedEntity>

      </performer>

    </serviceEvent>

  </documentationOf>

<!-- 

********************************************************

  CDA Body

********************************************************

-->

<component>

  <structuredBody>

     <component>

     <section>
      <code code="10164-2" codeSystem="2.16.840.1.113883.6.1"
        codeSystemName="LOINC"/>

      <title>History of Present Illness</title>

      <text>

       <content styleCode="Bold">Henry Levin, the 7<sup>th</sup></content>

       is a 67 year old male referred for further asthma management.

       Onset of asthma in his <content revised="delete">twenties</content>

       <content revised="insert">teens</content>.

       He was hospitalized twice last year, and already twice this year.

       He has not been able to be weaned off steroids for the past several

       months. 

      </text>

    </section>

  </component>

  </structuredBody>

</component>

</ClinicalDocument>



Appendix B – Additional Information on ISO8601 – Time and Date Stamps
HL7 time declarations use ISO8601 format with modifications – the use of “T” for delimiting date and time and the use of “Z” to indicate Zulu are prohibited. Likewise, the use of dashes or other separators within the string are prohibited. The time and date are structured as:

CCYYMMDDHHMMSS.UUUU([+|-]HHMM)

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 number of fractional digits
· +|- – indicates the offset from UTC where + indicates the zone is east of the zero meridian (up to the international dateline) and – indicates the zone is west of the zero meridian.

· HH – hours offset

· MM – minutes of offset
See also:

[CDA Release 2.0,  Section 4.2.1.4 – effectiveTime]
[CDA Release 2.0, Data Types - Implementation Technology Specification for XML, Section 2.33 – Point in Time (TS)]
[CDA Release 2.0, Data Types Abstract Specification 2.36.1.9 – Literal Form]
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