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This document has been approved by the PROREC-BE developers forum on their meeting. All participants accepted the document as a workable conceptual model for the electronic healthcare record with respect to EDI. The document is edited in a style commonly used for syntax-independent message specifications, and as a consequence, no commitments on the use of a specific syntax have yet been made. The participants of the meeting agreed to implement the model as soon as they were requested to do so by their customers.

During the meeting of the PROREC-BE Flemish Hospital Forum, the participants from hospitals relying on commercial information systems were pleased to be informed on the decision of the vendors. Hospitals that develop their own information system still have to investigate whether the model is implementable at their site.



1.	Concepts

1.1	General Background

This document describes the different objects needed to build a message for the exchange of electronic healthcare records, and defines the necessary hierarchical relationships. The methodology used is based on the recommendations of CEN/TC251, and follows the typografical conventions used in the Episode of Care Summary Specifications document developed by the Ministerial Working Group «Medical Telematics».

Based on this document, an ASN.1 representation of the message specification will be produced.

1.2	Domain, scenario and definitions

The specifications in this document account for the transmission of (parts of) the electronic healthcare record as it is available in any electronic healthcare record system.

For the purpose of this document, the following definitions apply:

EHCR (electronic healthcare record): all the data referring to a single patient that are stored electronically in a single place by means of an electronic healthcare record system.

EHCRS (electronic healthcare record system): any software application designed for the storage and retrieval of electronic healthcare records.

EHCRM (electronic healthcare record message): the data that are transmitted by means of a message according to the specifications in this document. These EHCR data may cover part or the entirety of a EHCR.

As the EHCR itself has not been standardised so far, and because the various EHCRSs organise the data in different ways with different levels of granularity, the notion of «parts of the EHCR» needs to be clarified first.



Different criteria can be applied to define «parts» of the EHCR:

time-related: the data in the EHCRM may cover only a specific period in time

type-related: only specific «medical chapter» related data may be covered: anamnesis, diagnoses, specialist reports, …

EHCR-model-related: the data being part of one «episode», all the data relevant for a specific problem in a POMR,..

In order for the EHCRM specifications being useful, these various kinds of «groupings» of the data in an EHCRS need to be taken in consideration.



In this context we define a EHCRMS (electronic healthcare record message section) as a grouping of data within an EHCRM, according to various criteria. In this document, the structure of a number of possible sections is described, without being exhaustive.

A special place is reserved for the ST-EHCRMS (standardised electronic healthcare record message section), a kind of «minimal EHCR» upon which all parties involved in the preparation of this document agree to be able to adhere to in a time-frame of one year after formal acceptance of these specifications. The ST-EHCRMS is based upon previous European and Belgian studies in the domain (CHIC, GEHR, RICHE, MBDS) as well as on comparisons of the architectures of existing Belgian systems. Hence, the specifications can easily be implemented in all Belgian EHCR-systems without a need to change the internal architecture. Also, it fits the requirements put forward in very recent proposals for Royal Decrees on the HCR in hospitals, and the «global medical record» to be administered by GP’s.

Another data section is the ECS-EHCRMS (Episode of Care Summary-oriënted message section) that allows the EHCR to be viewed as a collection of episode of care summaries. 



2.	Technical reference

2.1	Introduction

The EHCRM specifications are expressed by means of a set of objects, represented in this document by tables. In the tables, the objects are described as a set of attributes. For each attribute, the cardinality is given first, followed by a descriptive name. In the last column, the data type is indicated. Each data type is in itself an object and is described in its own table. 

The highest level objects are described in order of occurrence in the higher level objects, while lower level objects are grouped according to function and related data content. The «fundamental» data types are described at the end of the document.

To find any particular object, use the alphabetical index.

A features that need some special attention is the way external tables are used in the EHCRM specification.

Any information interchange standard needs to define both the structure of the information and the method used to identify the meaning of each information element. In this document, the structure is directly defined, while the meaning of information elements in most cases is to be defined using tables that are not yet part of the standard document itself. The current status of the tables is such that it has been defined now were tables are needed, and what their possible content has to be. At the other hand, it requires further discussion with all parties involved to complete the tables in such a way that the elements they contain are understood in the same sense by all.

2.2	Column headings

2.2.1	Status

The status column contains one of the following indicators:

2.2.1.1	O - Optional

�xe "status:optional"�The object may or may not be present.

2.2.1.2	M - Mandatory

�xe "status:mandatory"�The object must be present.

2.2.1.3	CE - Conditional exclusive

�xe "status:conditional exclusive"�If this status is used, at least two consecutive objects must show this status. One and only one of these consecutive objects must be present.

2.2.1.4	CNE - Conditional non-exclusive

�xe "status:conditional non-exclusive"�At least two consecutive objects must show this status. One or more of these objects must be present.



2.2.2	Occurrence

The indicators for occurrence are:

2.2.2.1	S - Single

Only a single instance of the object may occur.

2.2.2.2	R - Repetitive

More than one instance of the object may occur.

2.2.3	Description

A short description of the intended meaning of the object at this position in the hierarchy is given. If, for instance, a string object is used to hold part of a name, the description will refer to the holding of a name, while the string object itself will be described elsewhere.

2.2.4	Referenced object type

The label is this column is the label of an object type described in full elsewhere within this technical reference. Use the table of contents and the index to locate the object description.

The object label may be followed by a qualifier within brackets. That qualifier indicates the code table to be used for encoding the field. If the qualifier is not present, the sender may choose any existing table that fits the purpose. Any tables having the table identifying organisation label of «EHCRM» can only be used as listed within this document.

All object labels begin with a lower case letter «o», while all table labels begin with the lower case letter «t».

2.3	Object references

Starting from the highest level, we first describe the EHCRM object. Since it forms the root of the hierarchy and is not therefore included in any other object within this document, it needs no data type label.

Note that since the «predefined objects» can be of any type described in the document, there is no particular data type mentioned in the last column.

�

2.3.1	Top level: the Electronic Healthcare Record Data

2.3.1.1	oEHCRM- Electronic Healthcare Record Message object�xe "oEHCRD" \f d�

M�S�service type of EHCRM

identifies the EHCRM transmitted as being a new one, a modification (replacement), an amendment or a cancellation of a previous transmission.�oSRVTYP�xe "oSRVTYP:" \f o���M�S�identification of EHCRM 

identification of EHCRM according to the sender of the EHCRM�oEHCRMID�xe "oEHCRDID:" \f o���M�S�identification of EHCR 

this identification identifies the EHCR in the EHCRS of the sender�oS�xe "oS:" \f o���O�S�authorisation date and timeof EHCRM

the date and time on which the EHCRM was authorised by the provider, i.e. signed and approved for use by other parties�oTOCD�xe "oTOCD:" \f o���M�S�status of EHCRM

indicates the degree of completeness of the EHCRM as compared to the EHCR of the sender. �oC�xe "oC:" \f o�

tCOMPLETE�xe "tCOMPLETE" \f t���O�S�Set of sender’s comments

comment from the specialist service provider that can not be expressed by any other existing attribute�oSC/S�xe "oSC/S:" \f o���O�S�EHCRM language

the language in which the textual data in the EHCRM are expressed (ISO 639 recommended)�oC��M�S�party this EHCRM is intended for (the receiver)�oHP�xe "oHP:" \f o���M�S�Sender�oHP��O�S�Set of request identifications

requesters identification of request related to this EHCRM.�oSEHCRM-REQ�xe "oSEHCRD-REQ:" \f o���O�S�Set of copy destinations

Healthcare parties scheduled to receive a copy of the original EHCRM; copy sent by sender (if a copy of the summary is generated on request at a later time, that copy destination will not be added here)�xe "copy destination"��oSHP�xe "oSHP" \f o���M�S�Set of EHCRM sections

one or more EHCRM sections containing the different main sections of the EHCR�xe "healthcare information section"��oSEHCRMS�xe "oSEHCRDS" \f o���O�S�urgency of EHCRM �xe "urgency of electronic healthcare record message"�

Indicates the urgency with which the receiver should examine and consider the EHCRM.�oURGENCY�xe "oUrgency" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.1.2	oEHCRMID - Electronic healthcare record data identification object�xe "oEHCRDID" \f d�

M�S�Identification of EHCRM by sender

This identification of the EHCRM shall be unique for all EHCRM issued by this sender�oS�xe "oS:" \f o���M�S�Issue date and time of EHCRM

The date and time the EHCRM was issued (if the issue date and time differs from the authorisation date and time, it usually means that the EHCRM was preliminary issued before the provider could formally authorise it).�oTOCD�xe "oTOCD:" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.1.3	oEHCRMS - Electronic healthcare record data section�xe "oEHCRDS" \f d�

CE�S�Standardised EHCRMS�oST-EHCRMS�xe "oST-EHCRMS:" \f o���CE�S�Episode of Care Summary oriënted EHCRMS�oECS-EHCRMS�xe "oECS-EHCRMS:" \f o���M�S�Start date and time of the period of which data in this section are provided�oTOCD�xe "oTOCD:" \f o���M�S�End date and time of the period of which data in this section are provided�oTOCD�xe "oTOCD:" \f o���M�S�Completeness status of EHCRMS

indicates the degree of completeness of the EHCRMS as compared to the start- and and-date �oC�xe "oC:" \f o�

tCOMPLETE�xe "tCOMPLETE" \f t���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.1.4	oSEHCRMS - Set of oEHCRMS object �xe "oSEHCRMS" \f d�

M�R�Electronic healthcare record data section�oEHCRMS��O�S�Validity Date of this object�oTOCD��



	�Various types of Electronic Healthcare Record Data Sections

2.3.2.1	oST-EHCRMS - Standardised Electronic healthcare record data section�xe "oST-EHCRMS" \f d�



M�S�Status�xe "Status"�

Complete EHCR, partial EHCR, Minimum Basic Data Set, PRDS, CSDS, HPSDS, ESDS, etc.�oC/S�xe "oC/S" \f o���M�S�General Patient Characteristics�xe "General Patient Characteristics"��oGPC�xe "oGPC" \f o���O�S�Dynamic Healthcare Record Section�xe "Dynamic Healthcare Record Section"�

This part includes episodes, health plans, diaries, services provided/prescribed, drug provided/prsecribed and results�oDHRS�xe "oDHRS" \f o���O�S�Contact Summaries Record Section�xe "Contact Summaries Record Section"�

Includes one or several summaries of the contacts between the patient and healthcare professional(s)�oCSRS�xe "oCSRS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���Note : to understand the Standardised Electronic healthcare record data section, the following key concepts and definitions are necessary. Yet, their complete validity is limited to this section.

Episode : 

An episode is « a complete health care process, designed to cure or alleviate a health care problem or suite of related problems, comprising one or many health plans, initiated by the detection of the principal of those problems and terminated by cessation of treatment or at the patient’s or HCP’s initiative, or death ».

Most of the time, the problem identifying the episode is described by one main diagnosis. Yet, it is not always possible to make a diagnosis. The problem will then be characterised (temporary) by the way the practitioner perceived it or by the patient’s complain. A degree of certainty can also be assessed.

Sometimes, a practitioner can choose to consider various diagnoses as belonging to the same problem. This problem will be identified by one main diagnosis and will encompass some secondary diagnoses. It is the responsibility of the practitioner to decide how to group diagnoses under one or several problems (episodes).

Health plan :

A health plan is « a planned care process, comprising one, or a series of, encounters or contacts between a HCP (health care practitioner) and a patient, initiated by the formulation by the HCP of a health plan in response to the patient’s perceived or actual problems which defines the process through which the goals of the health plan will be achieved and the date by which results will be assessed ».

Being specific to one HCP, the health plan enables to integrate various professionals’ information systems : various health plans belonging to various professionals can be included in the same episode (related to one patient’s problem). Professionals can be of any type : GPs, nurses, specialists, physiotherapists, ...

One health plan belongs to only one episode.

Contact :

A contact can be an encounter with the patient (at home, at GP’s office, by phone, ...) or just an interaction with the patient’s dossier (for instance to update the patient’s dossier with laboratory results).

Data related to a contact can be either related to one (or several) problems or just related to the contact itself (location of the contact, type of the contact, duration of the contact, ...).

Services and medication prescribed/provided can be related to one or several problems, health plans and diaries.

One contact can be related to one or several health plans and episodes(problems).

Diary :

A diary is a part of a contact specifically related to one health plan and one episode (problem). One diary belongs to only one health plan.

PRDS : 

Patient Related Data Set = summary of patient’s health career (minimum patient dossier)

CSDS, HPSDS, ESDS : 

Contact summary data set, health plan summary data set, episode summary data set.

MBDS : 

Minimum basic data set = all the data, collected during one contact, which are necessary to update the PRDS and to produce the various summaries (CSDS, HPSCS, ESDS).

Service :

Everything that can be provided by professionals to a «patient» (laboratory tests, clinical examination, updating of the patient’s dossier, …).

2.3.2.1.1	General patient characteristics�xe "General patient characteristics"�

2.3.2.1.1.1	oGPC - General Patient Characteristic object�xe "oGPC" \f d�

M�S�Patient�oPAT�xe "oPAT" \f o���O�S�Practitioner

The practitioner in charge of the related ST-EHCR�oHP�xe "oHP" \f o���O�S�Set of Third Parties

Other parties interested by this ST-EHCR (e.g. a health insurance company acting as a third payment party)�oSHP�xe "oSHP" \f o���O�S�General Medical Characteristics of the patient�xe "General Medical Characteristics of the patient"��oGMCP�xe "oGMCP" \f o���O�S�Lifestyles of the Patient�xe "Lifestyles of the Patient"��oLSP�xe "oLSP" \f o���O�S�Set of Allergies / Intolerances�xe "Allergies / Intolerances"��oSALIN�xe "oSALIN" \f o���O�S�Set of Environmental / Social Risks�xe "Environmental / Social Risk"��oSENSOR�xe "oSENSOR" \f o���O�S�Set of Permanent Health Deficits�xe "Permanent Health Deficits"��oSPHD�xe "oSPHD" \f o���O�S�Set of Vaccinations�xe "Vaccination"� / Immunisations�xe "Immunisation"��oSVACIM�xe "oSVACIM" \f o���O�S�Set of Screening tests�xe "Screening tests"��oSSCRT�xe "oSSCRT" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.2.1.1.2	oGMCP - General Medical Characteristics�xe "General Medical Characteristics"� of the Patient object�xe "oGMCP" \f d�

O�S�Blood Group�xe "Blood Group"��oHIS�xe "oHIS" \f o���O�S�Developmental Milestones�xe "Developmental Milestones"� 

e.g. : first tooth, menopause, etc.�oHIS��O�S�Dental Status�xe "Dental Status"��oHIS��O�S�Visual Acuity�xe "Visual Acuity"��oHIS��O�S�Hearing Acuity�xe "Hearing Acuity"��oHIS��O�S�Height�xe "Height"��oHIS��O�S�Weight�xe "Weight"��oHIS��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.2.1.1.3	oLSP - Lifestyles of the Patient object�xe "oLSP" \f d�

O�S�Physical Activity�xe "Physical Activity"��oHIS��O�S�Smoking�xe "Smoking"� (assessment by the patient)�oHIS��O�S�Alcohol Consumption�xe "Alcohol Consumption"��oHIS��O�S�Dietary Risks�xe "Dietary Risks"��oHIS��O�S�Drug Misuse�xe "Drug Misuse"��oHIS��O�S�Contraceptive�xe "Contraceptive"� method and/or History�oHIS��O�S�Hobbies�xe "Hobbies"��oHIS��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.2.1.1.4	oALIN - Allergies�xe "Allergies"� and Intolerances�xe "Intolerances"� object�xe "oALIN" \f d�

M�S�Identification

Identifies the substance(s) related to the allergies or the intolerance�oLC/S�xe "oLC/S" \f o���O�S�Date of first problem�oTOCD��O�S�Effect on patient�oHIS��O�S�Just mentioned by the patient / relatives�oC�xe "oC" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.1.5	oSALIN - Set of oALIN object�xe "oSALIN" \f d�

M�R�Allergies and intolerances object�oALIN�xe "oALIN" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.6	oENSOR - Environmental / Social Risk�xe "Environmental / Social Risk"� object�xe "oENSOR" \f d�

M�S�Identification of the risk

Professional risks, risks related to the family structure, emotional event (relative’s death, …), etc.�oLC/S��O�S�Set of Dates of precipitating events�oSTOCD�xe "oSTOCD" \f o���O�S�Set of « Review by » date(s)

Date(s) when the risk should be reassessed�oSTOCD��O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.7	oSENSOR - Set of oENSOR object�xe "oENSOR" \f d�

M�R�Environmental/Social risk object�oENSOR�xe "oENSOR" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.8	oPHD - Permanent Health Deficit�xe "Permanent Health Deficit"� object�xe "oPHD" \f d�

M�S�Identification of the deficit

Identifies mental or physical permanent deficit (handicapped people, chronic disease, …)�oLC/S�xe "oLC.S" \f o���O�S�Date of onset�oTOCD�xe "oTOCD" \f o���O�S�How acquired

Acquired, congenital, …�oHIS�xe "oHIS" \f o���O�S�Functional consequences�oHIS��O�S�Set of Aids / Appliances provided�oSAPPLI�xe "oSAPPLI" \f o���O�S�Official Status

Is it officially recognised by an administration or an institution (and if any, which one)?�oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.1.9	oSPHD - Set of oPHD object�xe "oSPHD" \f d�

M�R�Permanent health deficit object�oPHD�xe "oPHD" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.10	oAPPLI - Appliance�xe "Appliance"�s / Aids provided for a permanent health deficit object�xe "oAPPLI" \f d�

M�S�Identification�oLC/S�xe "oLC/S" \f o���O�S�Date of issue�oTOCD��O�S�Set of Review date(s)

Next assessment date�oSTOCD�xe "oSTOCD" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.1.11	oSAPPLI - Set of oAPPLI object�xe "oSAPPLI" \f d�

M�R�Appliances/Aids provided for a permanent health deficit object�oAPPLI�xe "oAPPLI" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.12	oVACIM - Vaccination�xe "Vaccination"� / Immunisation�xe "Immunisation"� object�xe "oVACIM" \f d�

M�S�Identification of the related diseases�oLC/S��O�S�Product administered�oLC/S��O�S�Unit dose administered�oQUADRU�xe "oQUADRU" \f o���O�S�Route of administration�xe "Route of administration"��oLC/S��O�S�Date administered�oTOCD��O�S�Reactions�oHIS��O�S�Set of Review date(s)�oSTOCD�xe "oSTOCD" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.1.13	oSVACIM - Set of oVACIM object�xe "oSVACIM" \f d�

M�R�Vaccination/Immunisation object�oVACIM�xe "oVACIM" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.1.14	oSCRT - Screening tests�xe "Screening tests"��xe "oSCRT" \f d�

M�S�Identification of the procedure�oLC/S��O�S�Goal of the procedure�oLC/S��O�S�Date of procedure�oTOCD��O�S�Result of procedure�oHIS�xe "oHIS" \f o���O�S�Action taken�oLC/S��O�S�Set of Review date(s)

Date when the test will have to be performed again.�oSTOCD��O�S�Validity Date of this object�oTOCD��

2.3.2.1.1.15	oSSCRT - Set of oSCRT object�xe "oSSCRT" \f d�

M�R�Screening test object�oSCRT�xe "oSCRT" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.2	Dynamic Healthcare Record Section�xe "Dynamic Healthcare Record Section"�

2.3.2.1.2.1	oDHRS - Dynamic Healthcare Record object�xe "oDHRS" \f d�

O�R�Problems of the patient�xe "Problems of the patient"� (Episodes�xe "Episodes"�)

A problem can be a diagnosis, a problem perceived by the practitioner (without yet any diagnosis) or a patient’s complain�oEPIS�xe "oEPIS" \f o���O�S�Validity Date�oTOCD�xe "oTOCD" \f o���

2.3.2.1.2.2	oEPIS - Episode object (patient problem related) �xe "oEPIS" \f d�

M�S�Episode reference number

Unique identification number provided by a medical software�oC/S�xe "oC/S" \f o���O�S�Episode category

(acute, chronic, complication of the «father episode», ...)�oC/S��O�S�Priority index

Subjective assessment of the importance of the related problem. Necessary to build priority lists.�oC/S��O�S�References to « father-episodes »�oLC/S�xe "oLC/S" \f o���M�S�Status (open, closed, 1/2 open)

No health plan can be reached for closed episodes. All the health plans can be reached for open episodes.�oC/S��M�S�Diagnosis�xe "Diagnosis"�

Identification of the problem related to the episode.�oPROBL�xe "oPROBL" \f o���O�S�Set of Secondary diagnoses�xe "Secondary diagnoses"��oSPROBL�xe "oSPROBL" \f o���M�S�Start date of the episode (problem)

A problem can start before the first contact.�oTOCD��O�S�First health index�xe "First health index"�

This index should be assessed at the first encounter related to the problem�oC/S��O�S�Date of the first health index�oTOCD��O�S�End date

Closing date for the episode or latest contact date.�oTOCD��O�S�Latest health index

Should be assessed at closing date or at last contact.�oC/S��O�S�Date of latest health index�oTOCD��O�S�Objective of the episode 

(palliative care, recovery, etc.)�oLC/S��O�S�Result of the episode

% of objectives reached�oC/S��O�S�Set of Most relevant services provided / prescribed�oSHIS�xe "oSHIS" \f o���O�S�Set of Most relevant drugs prescribed / supplied�oSHIS��CNE�S�List of health plans references�oLC/S��CNE�S�Set of Health plans�xe "Health plans"�

No health plan can be reached when an episode is closed.�oSHPLAN�xe "oSHPLAN" \f o���O�S�Closing request

Necessary to enforce to close an episode (e.g. when updating a shared patient dossier)�oC��O�S�Validity Date of this object�oTOCD��

2.3.2.1.2.3	oPROBL - Problem�xe "Problem"� object (mainly based on diagnosis) �xe "oPROBL" \f d�

M�S�Identification of the problem

Diagnosis or problem perceived by the practitioner or patient complain�oC/S��O�S�Type of identification 

(diagnosis or reason for encounter as perceived by the practitioner, or patient complain)�oC/S��O�S�Certainty�oDEGGER�xe "oDEGGER" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.2.4	oSPROBL - Set of oPROBL object�xe "oSPROBL" \f d�

M�R�Problem object�oPROBL�xe "oPROBL" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.2.5	oHPLAN - Health Plan�xe "Health Plan"� object�xe "oHPLAN" \f d�

M�S�Health plan reference number

Unique identification number provided by a medical software�oC/S�xe "oC/S" \f o���O�S�Health plan category

hospital, ambulatory practice, paramedical, etc.�oC/S��O�S�Status (open, closed)

No diary can be reached for closed health plan. All the diaries can be reached for open health plan.�oC/S��M�S�Practitioner (to whom this health plan belongs)�oHP�xe "oHP" \f o���O�S�References to « father health plans »�oLC/S��O�S�Date of first encounter 

the date when this health plan was created�oTOCD��O�S�First health index

This index should have been assessed during the first encounter�oC/S��O�S�Date of first health index�oTOCD��O�S�Date of latest contact or end date (for closed health plans)�oTOCD��O�S�Latest health index�oC/S��O�S�Date of latest health index

This index should have been assessed during the latest encounter�oTOCD��M�S�Objectives of the health plan

e.g. diagnosis, treatment, assessment, …�oLC/S��O�S�Results of the health plans

% of objectives reached�oC/S��CNE�S�Set of  of services provided / prescribed�oSHIS�xe "oSHIS" \f o���CNE�S�Set of drugs prescribed / supplied�oSHIS�xe "oSHIS" \f o���O�S�Set of Diaries

No diary can be reached when a health plan is closed.�oSDIARY�xe "oSDIARY" \f o���O�S�Next contact date 

For open health plan�oTOCD��O�S�Closing request

Necessary to enforce to close a health plan�oC�xe "oC" \f o���O�S�Validity Date of this object�oTOCD��

2.3.2.1.2.6	oSHPLAN - Set of oHPLAN object�xe "oSHPLAN" \f d�

M�R�Health Plan object�oHPLAN�xe "oHPLAN" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.2.7	oDIARY - Diary�xe "Diary"� object (part of a contact related to a problem) �xe "oDIARY" \f d�

M�S�Reference of the diary

Unique identification number provided by a medical software�oC/S�xe "oC/S" \f o���M�S�Date of the diary�oTOCD�xe "oTOCD" \f o���O�S�Set of Patient’s complains

Current complain (valid for this contact) related to one problem (episode)�oSPROBL�xe "oSPROBL" \f o���O�S�Set of Problems perceived by the practitioner

Valid for this contact. It includes the «reasons for encounter»�oSPROBL��CNE�S�Set of Services provided / prescribed

During this contact�oSHIS�xe "oSHIS" \f o���CNE�S�Set of Drugs prescribed / supplied

During this contact�oSHIS��O�S�Validity Date of this object�oTOCD��

2.3.2.1.2.8	oSDIARY - Set of oDIARY object�xe "oSDIARY" \f d�

M�R�Diary object�oDIARY�xe "oDIARY" \f o���O�S�Validity Date of this object�oTOCD��



2.3.2.1.3	Contacts summaries�xe "Contacts summaries"� record section

2.3.2.1.3.1	oCSRS - Contact Summaries Record Section object�xe "oCSRS" \f d�

M�R�Contact�xe "Contact"� Summaries Data objects

This section can include various contact summaries.�oCSD�xe "oCSD" \f o���O�S�Validity Date of this object�oTOCD��2.3.2.1.3.2	oCSD - Contact Summary Data object�xe "oCSD" \f d�

M�S�Identification of the contact summary

Unique identification number provided by a medical software�oC/S�xe "oC/S" \f o���M�S�Practitioner (for this contact)

Identifies the practitioner involved in the contact.�oHP�xe "oHP" \f o���O�S�General information related to the contact�oCONT�xe "oCONT" \f o���O�S�References to related episodes

A contact can be related to various episodes (problems)�oLC/S�xe "oLC/S" \f o���O�S�Set of Complains of the patient / problems perceived by the practitioner (including reasons for encounter)�oSPROBL�xe "oSPROBL" \f o���O�S�Set of Services performed / requested�oSHIS�xe "oSHIS" \f o���O�S�Set of Medications prescribed / supplied�oSHIS��O�S�Set of Other relevant healthcare pieces of information related to the contact�oSHIS��O�S�Validity Date of this object�oTOCD��

2.3.2.1.3.3	oCONT - Contact object�xe "oCONT" \f d�

M�S�Period of the contact�xe "contact"��oPER�xe "oPER" \f o���O�S�Duration of the contact�oDURAT�xe "oDURAT" \f o���O�S�Location / Location type (practitioner point of view)�oLOCAT�xe "oLOCAT" \f o���O�S�Nature of contact

(current practice, insurance practice, etc.)�oC/S�xe "oC/S" \f o���O�S�Type of contact

(by phone, encounter, administrative activity such as updating of the EHCR, etc.)�oC/S��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o����

2.3.2.2	oECS-EHCRMS - Episode of Care Summary based Electronic healthcare record data sectiont�xe "oECS-EHCRMS" \f d�



M�R�Episode of Care Summary Object

�oECS�xe "oCSS:" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.2.2.1	oECS- Episode of Care summary object�xe "oDS" \f d�

M�S�service type�xe "service type"� of episode of care summary

identifies the summary as a whole as being a new summary, a modification (replacement) or a cancellation of a previous summary. Can also be a health plan summary (cf. � REF _Ref403739677 \r \h � \* MERGEFORMAT �0�).�oSRVTYP�xe "oSRVTYP " \f o���M�S�identification of episode of care summary

identification of summary according to specialist service provider�xe "identification of specialist service report"��oECSRID�xe "oDSRID" \f o���O�S�authorisation date and time�xe "authorisation date and time"� of episode of care summary

the date and time on which the summary was authorised by the provider, i.e. signed and approved for use by other parties�oTOCD�xe "oTOCD" \f o���M�S�status of episode of care summary

indicates the degree of completeness of the summary as a whole, such as «partial», «final».�xe "status of specialist service report"��oC�xe "oC" \f o�

tSTATUS�xe "tSTATUS" \f o���O�S�urgency of episode of care summary �xe "urgency of discharge summary"�

Indicates the urgency with which the receiver should examine and consider the summary.�oURGENCY�xe "oURGENCY" \f o���O�S�Set of specialist service provider’s comments

comment from the specialist service provider that can not be expressed by any other existing attribute�xe "specialist service provider’s comment"��oSC/S�xe "oSC/S" \f o���O�S�episode of care summary language

the language in which the episode of care summary is expressed (ISO 639 recommended)�xe "report language"��oC�xe "oC" \f o���O�S�Set of references to another episode of care summary �xe "reference to another specialist service report"�

reference to another episode of care summary which contains information relevant to the current episode of care summary�oSECSRID�xe "oSECSRID" \f o���O�S�party this summary is intended for

the healthcare party this summary was originally constructed for, (not necessarily the receiver of this summary instance)�xe "party this summary is intended for"��oHP�xe "oHP" \f o���M�S�specialist service provider�xe "specialist service provider"�

healthcare party responsible for this summary�oHP�xe "oHP" \f o���M�S�Patient

the patient being the subject of this episode of care summary�xe "patient"��oPAT�xe "oPAT" \f o���O�S�Set of specialist service requests

service requesters identification of request(s) related to this episode of care summary�xe "specialist service request"��oSSSREQ�xe "oSSSREQ" \f o���O�S�Set of copy destinations

healthcare parties scheduled to receive a copy of the original episode of care summary; copy sent by specialist service provider (if a copy of the summary is generated on request at a later time, that copy destination will not be added here)�xe "copy destination"��oSHP�xe "oSHP" \f o���O�S�Set of related specialist service providers

reference to any related specialist service provider that did not occur in the list of copy destinations (usually subcontractor)�xe "related specialist service provider"��oSHP�xe "oSHP" \f o���M�S�Set of healthcare information sections

one or more healthcare information sections containing the different main sections of the episode of care summary�xe "healthcare information section"��oSHIS�xe "oSHIS" \f o���O�S�MKG/RCM information�oMKG-RCM��O�S�Related health plan information

Cf. � REF _Ref403739677 \r \h � \* MERGEFORMAT �0��oHPLAN�xe "oHPLAN" \f o���O�S�Episode the health plan belongs to

Cf. � REF _Ref403739677 \r \p \h � \* MERGEFORMAT �0 above��oEPI�xe "oEPI" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.2.2.2	oECSRID - Episode of Care summary identification object�xe "oDSRID" \f d�

M�S�identification of episode of care summary by specialist service provider

this identification of the summary shall be unique for all summaries issued by this specialist service provider�xe "identification of specialist service report by specialist service provider"��oS�xe "oS" \f o���M�S�issue date and time of episode of care summary

the date and time the episode of care summary was issued (if the issue date and time differs from the authorisation date and time, it usually means that the summary was preliminary issued before the provider could formally authorise it).�xe "issue date and time of specialist service report"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.2.2.3	oSECSRID - Set of oECSRID object�xe "oECSRID" \f d�

M�R�Episode of Care summary identification object�oECSRID�xe "oECSRID" \f o���O�S�Validity Date of this object�oTOCD��



2.3.3	Healthcare parties

2.3.3.1	oHP - Healthcare party object�xe "oHP" \f d�

O�S�healthcare registration identification

in Belgium, this would be the RIZIV/INAME registration number of the healthcare party�xe "healthcare registration identification"��oRINUM�xe "oRINUM" \f o���O�S�Set of addresses�xe "address"�

geographical («street») address of healthcare party�oSADDR�xe "oSADDR" \f o���O�S�Set of telecommunication�xe "telecommunication"�

information about telecommunication addresses, e.g. telephone and fax numbers, email addresses, etc�oSTELE�xe "oSTELE" \f o���O�S�Set of language details�xe "language details"�

Details about which human languages the healthcare party can communicate in.�oSLANG�xe "oSLANG" \f o���M�S�healthcare party type�xe "healthcare party type"�

data specific to healthcare professionals, resp. healthcare organisations�oHPTYP�xe "oHPTYP" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.3.2	oSHP - Set of oHP object�xe "oSHP" \f d�

M�R�Healthcare party object�oHP��O�S�Validity Date of this object�oTOCD��

2.3.3.3	oHPTYP - Healthcare party type object�xe "oHPTYP" \f d�

CE�S�healthcare organisation�xe "healthcare organisation"�

healthcare organisation specific data�oHPORG�xe "oHPORG" \f o���CE�S�healthcare professional�xe "healthcare professional"�

healthcare professional specific data�oHPPRO�xe "oHPPRO" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.3.4	oHPORG - Healthcare organisation object�xe "oHPORG" \f d�

M�S�name of healthcare organisation�xe "name of healthcare organisation"�

the name of the healthcare organisation�oS�xe "oS" \f o���O�S�type of healthcare organisation�xe "type of healthcare organisation"�

Example: hospital, university hospital, clinical laboratory, GP practice�oC/S�xe "oC" \f o�

tHPORGTYP�xe "tHPORGTYP" \f o���O�S�Set of healthcare parties in organisation

a healthcare organisation can contain any number of other healthcare organisations and healthcare professionals�oSHP�xe "oSHP" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.3.5	oHPPRO - Healthcare professional object�xe "oHPPRO" \f d�

M�S�person name details�xe "person name details"�

name of the healthcare professional�oPNAME�xe "oPNAME" \f o���O�S�position of healthcare professional

example: head of department, trainee GP, consultant�xe "position of healthcare professional"��oC�xe "oC" \f o�

tHPPROPOS�xe "tHPPROPOS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.3.6	oRELHP - Related healthcare party object�xe "oRELHP" \f d�

M�S�relationship type of related healthcare party

role of the healthcare party in relation to the information wherein this object is used�xe "relationship type of related healthcare party"��oC�xe "oC" \f o�

tRELHPT�xe "tRELHPT" \f o���M�S�healthcare party�xe "healthcare party"�

healthcare party for which the relationship is defined�oHP�xe "oHP" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.3.7	oSRELHP - Set of oRELHP object�xe "oSRELHP" \f d�

M�R�Related healthcare party object�oRELHP�xe "oRELHP" \f o���O�S�Validity Date of this object�oTOCD��

2.3.3.8	oPRELHP - Period bound related healthcare party object�xe "oPRELHP" \f d�

M�S�related healthcare party�xe "related healthcare party"�

healthcare party relationship�oRELHP�xe "oRELHP" \f o���O�S�relationship period�xe "relationship period"�

the period for which the relationship is valid�oPER�xe "oPER" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.3.9	oSPRELHP - Set of oPRELHP object�xe "oPRELHP" \f d�

M�R�Period bound related healthcare party object�oPRELHP��O�S�Validity Date of this object�oTOCD��



Patient

2.3.4.1	oPAT - Patient object�xe "oPAT" \f d�

CNE�S�Set of identifications of patient by healthcare parties

identifier assigned by any healthcare parties to the patient �xe "identification of patient by healthcare parties"��oSETPID�xe "oSETPID" \f o���CNE�S�person name details�xe "person name details"�

name of the patient (note: this object should contain the official and legal name of the patient, while any aliases employed should be entered in «alternative person name» hereunder)�oPNAME�xe "oPNAME" \f o���O�S�Set of addresses�xe "address"�

patients geographical («street») address�oSADDR�xe "oSADDR" \f o���O�S�Set of telecommunication�xe "telecommunication"�

information about telecommunication addresses, e.g. telephone and fax numbers, email addresses, etc�oSTELE�xe "oSTELE" \f o���O�S�Set of alternative person names�xe "alternative person name"�

other names or aliases referring to the same person�oSAPNAME�xe "oSAPNAME" \f o���O�S�demographic data of patient�xe "demographic data of patient"�

demographic data such as marital status and nationality�oDEMOGR�xe "oDEMOGR" \f o���O�S�patient administrative sex�xe "patient administrative sex"�

the official sex of the patient (the actual, or «biological» sex, if different from the administrative sex, is not part of the administrative data set concerning the patient, but is regarded as clinical information)�oC�xe "oC" \f o�

tADMSEX�xe "tADMSEX" \f 4���O�S�date and time of birth�xe "date and time of birth"��oTOCD�xe "oTOCD" \f o���O�S�Death characteristics�xe "death characteristics"��oHIS�xe "oHIS" \f o���O�S�Set of language details�xe "language details"�

details about the language or languages the patient is familiar with, including information about degree of proficiency (note: if the patient is usually accompanied by another person with different language skills, such as an interpreter, that person may be included as «patient related person» and have his/her skills defined there)�oSLANG�xe "oSLANG" \f o���O�S�Set of patient occupations�xe "patient occupation"�

occupation of the patient�oSC/S�xe "oSC/S" \f o���O�S�Set of precautions relevant to service provider�xe "precautions relevant to service provider"�

precautions to be taken by the service provider in order to protect staff from risks, e.g. infectious risks or violent behaviour�oSPRECAU�xe "oSPRECAU" \f o���O�S�Set of patient healthcare locations�xe "patient healthcare location"�

the healthcare location(s) where the patient is, e.g. hospital. In the case of a permanent address in a nursing home, for instance, this address may either be omitted or be the same as the patient address above�oSLOCAT�xe "oSLOCAT" \f o���O�S�Set of patient related parties�xe "patient related party"�

any family member or person that may accompany the patient or who may need to be contacted concerning the patient, or in case of childbirth, the newborn baby�oSPRELPA�xe "oSPRELPA" \f o���O�S�Set of patient related healthcare parties�xe "patient related healthcare party"�

any healthcare parties related to the patient, optionally but not necessarily, including the service provider and the referring physician(s) (we do, however, recommend listing all relevant healthcare parties in this object, including the provider, referring physician, and copy destinations)�oSPRELHP�xe "oSPRELHP" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���Note: since there is no official guarantee that any healthcare party registration (oRINUM) will remain unique forever (i.e. they may be reused once the numbers run out), a patient should never be identified solely on the basis of the oPID contents, but should be verified using other elements in the oPAT object.

2.3.4.2	oPRELPA - Patient related party object�xe "oPRELPA" \f d�

O�S�Set of person identifications by healthcare party/parties

a number of identifiers are listed here, allowing any healthcare party to select only those that are relevant to the data storage systems of that party. All identifiers, including those relevant only to other parties, should be maintained and forwarded when other discharge summaries are produced for this patient�oSETPID�xe "oSETPID" \f o���M�S�relationship type of related party�xe "relationship type of related party"�

Example: legal mother, partner, guardian�oC�xe "oC" \f o�

tPRELPATYP�xe "tPRELPATYP" \f t���O�S�relationship period�xe "relationship period"�

The time period for which the relationship is valid�oPER�xe "oPER" \f o���O�S�person name details�xe "person name details"�

Name of the party.�oPNAME�xe "oPNAME" \f o���O�S�organisation name details�xe "organisation name details"�

Name of the organisation.�oS�xe "oS" \f o���O�S�Set of addresses�xe "address"�

Geographical address.�oSADDR�xe "oSADDR" \f o���O�S�Set of telecommunication�xe "telecommunication"�

Telecommunication numbers for telephone, fax, email.�oSTELE�xe "oSTELE" \f o���O�S�patient related party person sex�xe "patient related person sex"�

Administrative sex (not intended for organisations).�oC�xe "oC" \f o���O�S�patient related party person occupation�xe "patient related person occupation"�

Occupation of patient related party.�oC/S�xe "oC/S" \f o���O�S�Set of language details�xe "language details"�

Details about which human languages the patient related party can communicate in.�oSLANG�xe "oSLANG" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.4.3	oSPRELPA - Set of oPRELPA object�xe "oSPRELPA" \f d�

M�R�Patient related party object�oPRELPA�xe "oPRELPA" \f o���O�S�Validity Date of this object�oTOCD��





2.3.5	Healthcare information section

2.3.5.1	oHIS - Healthcare information section object�xe "oHIS" \f d�

M�S�content type of section

Describes the type of section�xe "content type of section"��oC/S�xe "oC/S" \f o�

tCONSEC�xe "tCONSEC" \f t���O�S�status of section

Contains «partial», «final», «addendum» type of status. This allows having several partial, final and addendum type of oHIS object variants of the same section in the same report. For example: both partial and complete lab reports from the same sample. �xe "status of section"��oC�xe "oC" \f o�

tSTATUS�xe "tSTATUS" \f t���O�S�recipient of specialist service

«Patient», «patient related person», etc. An example of use is in intra-uterine (prenatal) operations, where the mother is the patient but the unborn baby the actual recipient of the service.�xe "recipient of specialist service"��oC/S�xe "oC/S" \f o�

tSRVRCP�xe "tSRVRCP" \f t���O�S�identification of section by specialist service provider

�xe "identification of section by specialist service provider"��oS�xe "oS" \f o���O�S�urgency status of section

Indicates the urgency with which the receiver should examine and consider the section.�xe "urgency status of section"��oURGENCY�xe "oURGENCY" \f o���O�S�Set of administrative outcomes�xe "administrative outcome"�

Examples: discharged, transferred to waiting list, admission arranged.�oSADMOUT�xe "oSADMOUT" \f o���O�S�Set of comments to section

Free text comment to section. �xe "comment to section"��oSS�xe "oSS" \f o���O�S�Set of references to specialist service request

Reference to specialist service request relevant to this section.�xe "reference to specialist service request"��oSRSSREQ�xe "oSRSSREQ" \f o���O�S�Period

Depending on the type of section, the period can delineate an admission, a period for which an MBDS is valid (see «Minimal Basic Data Sets»), a date of death.�xe "period"� �oPER�xe "oPER" \f o���O�S�Set of related specialist service providers

Examples: a healthcare subdepartment, a person within a healthcare organisation, consultant in charge during admission, consultant approving this section.�xe "related specialist service provider"��oSRELHP�xe "oSRELHP" \f o���O�S�specialist service

Medical speciality and description of the general case of the specialist service, such as hip replacement, gastroscopy, appendectomy.�xe "specialist service"��oSSERV�xe "oSSERV" \f o���O�S�Set of events related location

Location where the service was or shall be performed.�xe "event related location"��oSLOCAT�xe "oSLOCAT" \f o���CNE�S�Set of healthcare information sections

Allows other healthcare information sections to be included, thus creating a tree-structure of theoretically unlimited height.�xe "healthcare information section"��oSHIS�xe "oSHIS" \f o���CNE�S�Set of healthcare information items

Examples: individual lab results or sets of results, separate findings on xray images.�xe "healthcare information item"��oSHII�xe "oHII" \f o���O�S�Importance

Importance status with which the receiver must be notified�tImportance�xe "tImportance" \f t���O�S�Section subtype

Identifies the various parts of a section, for instance the various parts of a blood analysis containing various information items. E.g. laboratory results protocol, laboratory results (main part), x-ray picture, x-ray protocol, ...�oC/S��O�S�Pertinence

Identifies the services/medications/results that should be kept in a summarised EHCR�oC/S��M�S�Reference to Practitioner Section Identification

Allows multiple identifications by various practitioners�oRPSID�xe "oRPSID" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.5.2	oSHIS - Set of oHIS object�xe "oSHIS" \f d�

M�R�Healthcare information section object�oHIS�xe "oHIS" \f o���O�S�Validity Date of this object�oTOCD��



2.3.5.3	oSSERV - Specialist service object�xe "oSSERV" \f d�

M�S�medical speciality of specialist service

particular subject area or branch of medical science covered by specialist service�xe "medical speciality of specialist service"��oC/S �xe "oC/S" \f o� 

tSRVSPC�xe "tSRVSPC" \f t���O�S�service description

outline description of the service being requested or provided�xe "service description"��oC/S�xe "oC/S" \f o���O�S�administrative category of specialist service

Example: admission, day care, telephone consultation.�xe "administrative category of specialist service"��oC�xe "oC" \f o�

tSRVCAT�xe "tSRVCAT" \f t���O�S�Set of comments to specialist service

�xe "comments to specialist service"��oSS�xe "oSS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.6	Healthcare information item

2.3.6.1	oHII - Healthcare information item object�xe "oHII" \f d�

O�S�Date and time of healthcare information�xe "date and time of healthcare information"��oTOCD�xe "oTOCD" \f o���CE�S�Default item�xe "deafult item"��oDEFITM�xe "oDEFITM" \f o���CE�S�Drug therapy item�xe "drug therapy item"��oDRTITM�xe "oDRTITM" \f o���CE�S�User definable item�xe "User definable item"��oUSRITM�xe "oUSRITM" \f o���O�S�Pertinence

Identifies information items that should be kept in a summarised EHCR�oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.6.2	oSHII - Set of oHII object�xe "oSHII" \f o�

M�R�Healthcare information item object�oHII�xe "oHII" \f o���O�S�Validity Date of this object�oTOCD��



2.3.6.3	oDEFITM - Default item object�xe "oDEFITM" \f d�

M�S�type of healthcare information

Example: history, symptom, social, surgical therapy, laboratory result, x-ray protocol, x-ray images.�xe "type of healthcare information"��oC/S �xe "oC/S" \f o�

tHITYP�xe "tHITYP" \f t���O�S�identification of default item

Identifier assigned to a default item�xe "identification of observation item"�, to identify an instance of a default item uniquely and unambiguously. This could for instance be a serial number of a sample.�oS�xe "oS" \f o���O�S�text value of default item

Value of an investigation expressed as text and/or codes, or a clinical observation or conclusion expressed as text and/or codes.�xe "text value of observation item"��oLC/S�xe "oLC/S" \f o���O�S�numerical measurement result�xe "numerical measurement result"�

The value of the result.�oMEASURE�xe "oMEASURE" \f o���O�S�uncertainty interval of measurement�xe "uncertainty interval of measurement"�

Value range defining a lower and upper limit between which a measurement result falls. This is related to precision and detection limits, not to accuracy.�oRANGE�xe "oRANGE" \f o���O�S�deviating result indicator

Indicator of degree of deviation from reference values of a measurement result.�xe "deviating result indicator"��oC�xe "oC" \f o���O�S�date and time of clinical investigation�xe "date and time of clinical investigation"�

Date and time the clinical investigation was finished.�oTOCD�xe "oTOCD" \f o���O�S�period of default item

A date/time period connected to the investigation or observation.A A

��xe "period of observation item"��oPER�xe "oPER" \f o���O�S�date value of default item�xe "date value of observation item"�

Value of a result of an investigation expressed as a date. Example: estimated date of obstetric delivery.�oTOCD�xe "oTOCD" \f o���O�S�status of default item

Example: unverified, pending, new, intermediate, modified.�xe "status of observation item"��oC �xe "oC" \f o�

tSTATUS�xe "tSTATUS" \f t���O�S�Set of comments to default item�xe "comment to technical observation item"�

Any free-style comment related to the default item.�oSC/S�xe "oSC/S" \f o���O�S�Set of reference limits

The numerical reference limit, textual reference limit, reference population definition and type of reference limit.�xe "reference limit"��oSREFLIM�xe "oSREFLIM" \f o���O�S�clinical investigation

The investigation the result is referring to (such as from a catalogue of investigations), not the instance of the investigation in the message. Example: hemoglobin measurement method.�xe "clinical investigation"��oCLIINV�xe "oCLIINV" \f o���O�S�Set of referenced study products object�xe "referenced study product object"�

Example: x-ray films, images of pathology microscope slides.�oSRSP�xe "oSRSP" \f o���O�S�Set of related healthcare service providers

Examples: a healthcare subdepartment, a person within a healthcare organisation, consultant in charge during admission, consultant approving this section.�xe "related specialist service provider"��xe "related healthcare service provider"��oSRELHP�xe "oSRELHP" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.4	oDRTITM - Drug therapy item object�xe "oDRTITM" \f d�

M�S�drug treatment status�xe "drug treatment status"��oC �xe "oC" \f o�

tTHESTA�xe "tTHESTA" \f t���M�S�identification of drug�xe "identification of drug"��oC/S�xe "oC/S" \f o���O�S�Set of dosage and administration specifications of drug�xe "dosage and administration specification of drug"��oSLC/S�xe "oSLC/S" \f o���O�S�intended duration of drug treatment�xe "intended duration of drug treatment"��oDURTRE�xe "oDURTRE" \f o���O�S�days supply�xe "days supply"��oI�xe "oI" \f o���O�S�quantity of drug supplied�xe "quantity of drug supplied"��oQUADRU�xe "oQUADRU" \f o���O�S�comment to drug treatment�xe "comment to drug treatment"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.5	oUSRITM - User definable item object�xe "oUSRITM" \f d�

M�S�Severity code�xe "severity code"�

The severity code prescribes the behaviour the reading application should display if the user data block cannot be parsed.�oSEVERITY�xe "oSEVERITY" \f o���M�S�Datatype in which the «user data block» is expressed�oC/S

tDATATYPES�xe "tDATATYPES" \f t���M�S�User data block�xe "user data block"��(unspecified)��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.6	oDURTRE - Duration of treatment object�xe "oDURTRE" \f d�

CNE�S�numerical duration of treatment�xe "numerical duration of treatment"��oDURAT�xe "oDURAT" \f o���CNE�S�textual description of intended duration of treatment�xe "textual description of intended duration of treatment"��oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.7	oQUADRU - Quantity of drug object�xe "oQUADRU" \f d�

M�S�numerical value of quantity�xe "numerical value of quantity"��oR�xe "oR" \f o���M�S�unit of quantity of drug�xe "unit of quantity of drug"��oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.8	oCLIINV - Clinical investigation object�xe "oCLIINV" \f d�

M�S�identification of clinical investigation

Unique and unambiguous identification of a clinical investigation. The identification is of the investigation (such as from a central catalogue of investigations), and not the instance of an investigation in a message.�xe "identification of clinical investigation"��oC/S�xe "oC/S" \f o���O�S�Set of specifications of clinical investigation

Coded or plain text description of complementary information to a clinical investigation. This might include specification of the method used to conduct the investigation.�xe "specification of clinical investigation"��oSC/S�xe "oSC/S" \f o���O�S�Set of comments to clinical investigation�xe "comment to clinical investigation"��oSS�xe "oSS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.6.9	oSEVERITY - Severity code object�xe "oSEVERITY" \f d�

CE�S�Ignore

If the loss of the information inside the user defined item has no relevance for the correct medical interpretation of the ECS, it can safely be ignored. Example: transfer of accounting information or machine data only relevant between two particular communicating parties and totally irrelevant to other parties.���CE�S�Log warning

Readers not able to parse the user defined item should log a warning and ignore it.���CE�S�Display warning and allow user to continue or abort processing

If the user defined item cannot be parsed, display a warning and let the user choose if processing is to be continued or not.���CE�S�Abort processing of current healthcare information section

If the information within only the current section can be misinterpreted if the user defined item is not correctly parsed, the current section can be abandoned. The builder of the ECS should make certain that the loss of the current section does not cause the information in other sections to be misleading or incomplete. ���CE�S�Abort processing of entire episode of care summary

If the loss of the information in the user defined item can cause the rest of the ECS to convey misleading or wrong information, the entire ECS processing should be abandoned.���O�S�Textual description to be displayed or logged���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.7	Specialist service request references

2.3.7.1	oRSSREQ - Reference to specialist service request object�xe "oRSSREQ" \f d�

CNE�S�identification by specialist service requester of referenced specialist service request�xe "identification by specialist service requester of referenced specialist service request"��oS�xe "oS" \f o���CNE�S�identification by specialist service provider of referenced specialist service request�xe "identification by specialist service provider of referenced specialist service request"��oS�xe "oS" \f o���CNE�S�issue date and time of referenced specialist service request�xe "issue date and time of referenced specialist service request"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.7.2	oSRSSREQ - Set of oRSSREQ object�xe "oSRSSREQ" \f d�

M�R�Reference to specialist service request object�oRSSREQ��O�S�Validity Date of this object�oTOCD��



2.3.7.3	oSSREQ - Specialist service request object�xe "oSSREQ" \f d�

O�S�service type of specialist service request�xe "service type of specialist service request"��oC�xe "oC" \f o���O�S�reference to specialist service request�xe "reference to specialist service request"��oRSSREQ�xe "oRSSREQ" \f o���O�S�Date and time of receipt of specialist service request�xe "date and time of receipt of specialist service request"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.7.4	oSSSREQ - Set of oSSREQ object�xe "oSSSREQ" \f d�

M�R�Specialist service request object�oSSREQ�xe "oSSREQ" \f o���O�S�Validity Date of this object�oTOCD��



2.3.7.5	oRPSID - Reference to Practitioner Section ID object�xe "oRPSID" \f d�

M�R�Section identification by practitioner�oSPID�xe "oSPID" \f o���O�S�Validity Date of this object�oTOCD��

2.3.7.6	oSPID - Section Practitioner Identification object�xe "oSPID" \f d�

M�S�Party identification�oRINUM�xe "oRINUM" \f o���O�S�Role of this party 

(prescriber, service provider, drug supplier, ...)�oC/S�xe "o/S" \f o���M�S�Identification of this section by the considered party�oC/S��O�S�Validity Date of this object�oTOCD��



2.3.8	Referenced study product object

External data such as images and traces can be linked to as default item using a referenced study product object.

2.3.8.1	oRSP - Referenced study product object�xe "oRSP" \f d�

M�S�study product type�xe "study product type"��oC/S�xe "oC/S" \f o���O�S�identification of study product by specialist service requester

Example: xray film number, sample number.�xe "identification of study product by specialist service requester"��oS�xe "oS" \f o���O�S�identification of study product by specialist service provider

Example: xray film number, sample number.�xe "identification of study product by specialist service provider"��oS�xe "oS" \f o���O�S�period of study product acquisition

Start and optionally end time of sample acquisition.�xe "period of study product acquisition"��oPER�xe "oPER" \f o���O�S�duration of study product acquisition�xe "duration of study product acquisition"��oDURAT�xe "oDURAT" \f o���O�S�Set of references to related information

External reference to information stored in a digital form.�xe "external reference to related information"��oSEXTREF�xe "oSEXTREF" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.8.2	oSRSP - Set of oRSP object�xe "oSRSP" \f d�

M�R�Referenced study product object�oRSP�xe "oRSP" \f o���O�S�Validity Date of this object�oTOCD��



2.3.8.3	oEXTREF - Reference to related information object�xe "oEXTREF" \f d�

M�S�external reference pointer

Unique identifier for the referenced information as assigned by the system or application that stores the data.�xe "external reference pointer"��oS�xe "oS" \f o���O�S�external reference application

Unique identifier of a system and/or application in or through which the externally referenced information is accessible to the recipient of the message.�xe "external reference application"��oS�xe "oS" \f o���M�S�external reference information type�xe "external reference information type"�

A code that identifies the type of information.�oC

�xe "oC" \f o�

tEXTREFTYP�xe "tEXTREFTYP" \f t���O�S�external reference indirect pointer

A reference to an internal pointer or marker within an external referenced source of information.�xe "external reference indirect pointer"��oS�xe "oS" \f o���O�S�date and time of related information acquisition�xe "date and time of related information acquisition"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.8.4	oSEXTREF - Set of oEXTREF object�xe "oSEXTREF" \f d�

M�R�Reference to related information object�oEXTREF�xe "oEXTREF" \f o���O�S�Validity Date of this object�oTOCD��



2.3.9	MKG/RCM components

2.3.9.1	oMKG-RCM  -  MKG/RCM Object�xe "oMKG/RCM" \f d�

M�S�Anonymous admission ID�oS�xe "oC/S" \f o���M�S�Anonymous patient ID�oS�xe "oC/S" \f o���M�S�Patient’s age in years�oI��M�S�Patient’s postal code�oS��M�S�ID of the hospital�oRINUM�xe "oRINUM" \f o���M�S�Medical Specialty�oC/S�xe "oC/S" \f 111���M�S�Date of admission�oTOCD��M�S�Type of admission�oC/S�xe "oC/S" \f 111���M�S�Modality of admission in case of accident�oC/S�xe "oC/S" \f 111���M�S�Referring healthcare party�oC/S

tSRVSPC�xe "tSRVSPC" \f t���M�S�Date of discharge�oTOCD��M�S�Type of discharge�oADMOUT�xe "oADMOUT" \f o���M�S�Destination of the patient after discharge�oC/S�xe "oC/S" \f 111���M�S�Number of days stayed on ICU�oI��M�S�Re-admission �oC/S�xe "oC/S" \f 111���M�S�Main diagnosis�oMKGDIAG�xe "oMKGDIAG" \f o���O�S�Set of Additional diagnoses�oSMKGDIAG�xe "oSMKGDIAG" \f o���O�S�Set of Surgical & obstetrical procedures�oSMKGPROC�xe "oSMKGPROC" \f o���O�S�Set of Special techniques and therapies�oSMKGTECH�xe "oSMKGTECH" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.9.2	oMKGDIAG  -  Diagnoses in format required by MKG/RCM�xe "oMKGDIAG" \f d�

M�S�Referential index�oI��M�S�ICD-9-CM code�oC/S��M�S�Certainty�tDEGCER�xe "tDEGCER" \f t���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.9.3	oSMKGDIAG - Set of oMKGDIAG object�xe "oSMKGDIAG" \f d�

M�R�Diagnoses in format required by MKG/RCM object�oMKGDIAG�xe "oMKGDIAG" \f o���O�S�Validity Date of this object�oTOCD��



2.3.9.4	oMKGPROC  -  Procedures in format required by MKG/RCM�xe "oMKGPROC" \f d�

M�S�Referential index�oI��M�S�Referential index of related diagnosis�oI��CE�S�ICD-9-CM code�oC/S��CE�S�RIZIV / INAMI code�oC/S��M�S�Date of procedure�oTOCD��M�S�Urgency indicator�oURGENCY�xe "oURGENCY" \f o���M�S�Anesthesia code�oC/S��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.9.5	oSMKGPROC - Set of oMKGPROC object�xe "oSMKGPROC" \f o�

M�R�Procedures in format required by MKG/RCM object�oMKGPROC�xe "oMKGPROC" \f o���O�S�Validity Date of this object�oTOCD��



2.3.9.6	oMKGTECH  -  Techniques or interventions in format required by MKG/RCM�xe "oMKGTECH" \f $�

CNE�S�Referential index of related diagnoses�oI��CNE�S�Referential index of related procedure�oI��M�S�Referential index�oI��CE�S�ICD-9-CM code�oC/S��CE�S�RIZIV / INAMI code�oC/S��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.9.7	oSMKGTECH - Set of oMKGTECH object�xe "oSMKGTECH" \f d�

M�R�Techniques or interventions in format required by MKG/RCM object�oMKGTECH�xe "oMKGTECH" \f o���O�S�Validity Date of this object�oTOCD��



2.3.10	Time and duration related objects

2.3.10.1	oDURAT - Duration object�xe "oDURAT" \f d�

M�S�numerical value of duration�xe "numerical value of duration"��oR�xe "oR" \f o���M�S�unit of duration�xe "unit of duration"��oC�xe "oC" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.10.2	oPER - Period object�xe "oPER" \f d�

M�S�start date and time�xe "start date and time"��oTOCD�xe "oTOCD" \f o���O�S�end date and time�xe "end date and time"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.10.3	oSTOCD - Set of oTOCD object�xe "oSTOCD" \f d�

M�R�Time and date object�oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD��



2.3.11	Location and address related objects

2.3.11.1	oLOCAT - Location object�xe "oLOCAT" \f d�

M�S�location type

Examples: hospital ward, outpatient clinic, emergency department.�oC/S�xe "oC/S" \f o�

tLOCTYP�xe "tLOCTYP" \f t���O�S�address�oADDR�xe "oADDR" \f 52911���O�S�Set of telecommunication�oSTELE�xe "oSTELE" \f o���O�S�healthcare organisation at location�oHP�xe "oHP" \f o���O�S�location identification�oLOCID�xe "oLOCID" \f o���O�S�event related location role�oC/S�xe "oC/S" \f o�

tERLOC�xe "tERLOC" \f t���O�S�period at location�oPER�xe "oPER" \f /���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.11.2	oSSLOCAT - Set of oLOCAT object�xe "oSSLOCAT" \f d�

M�R�Location object�oLOCAT�xe "oLOCAT" \f /���O�S�Validity Date of this object�oTOCD��



2.3.11.3	oLOCID - Location identification object�xe "oLOCID" \f d�

O�S�partner agreed location identification�xe "partner agreed location identification"��oS�xe "oS" \f o���M�S�hospital identifier�xe "hospital identifier"��oC�xe "oC" \f o���O�S�clinic�xe "clinic"��oC/S�xe "oC/S" \f o���O�S�ward�xe "ward"��oS�xe "oS" \f o���O�S�room�xe "room"��oS�xe "oS" \f o���O�S�bed�xe "bed"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.11.4	oADDR - Address object�xe "oADDR" \f d�

M�S�address type�xe "address type"��oC�xe "oC" \f o���O�S�street name�xe "street name"��oS�xe "oS" \f o���O�S�number or name of house�xe "name of house"��xe "number or name of house"��oS�xe "oS" \f o���O�S�apartment number�xe "apartment number"��oS�xe "oS" \f o���O�S�PO Box number�xe "PO Box number"��oS�xe "oS" \f o���O�S�city district�xe "district"��xe "city district"��oC/S�xe "oC/S" \f o���O�S�postal code�xe "postal code"��oS�xe "oS" \f o���O�S�city�xe "city"��oS�xe "oS" \f o���O�S�area of country, county�xe "county"��xe "area of country, county"��oC/S�xe "oC/S" \f o���O�S�country�xe "country"��oC�xe "oC" \f o���O�S�unstructured address line�xe "unstructured address line"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.11.5	oSADDR - Set of oADDR object�xe "oSADDR" \f d�

M�R�Address object�oADDR�xe "oADDR" \f o���O�S�Validity Date of this object�oTOCD��



2.3.12	Measurement values and related objects

2.3.12.1	oRANGE - Interval of measurement object�xe "oRANGE" \f d�

CNE�S�lower limit�xe "limit"��xe "lower limit"��oR�xe "oR" \f o���CNE�S�upper limit�xe "upper limit"��oR�xe "oR" \f o���M�S�unit of interval values�xe "unit of interval values"��oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.12.2	oMEASURE - Numerical measurement result object�xe "oMEASURE" \f d�

O�S�arithmetic comparator�xe "comparator"��xe "arithmetic comparator"��oC�xe "oC" \f o���M�S�numerical value�xe "numerical value"��oR�xe "oR" \f o���M�S�unit of measurement�xe "unit of measurement"��oC/S�xe "oC/S" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.12.3	oREFLIM - Reference limit object�xe "oREFLIM" \f d�

CE�S�numerical reference limit�xe "reference limit"� of quantity

Lower and upper numerical value and unit of numerical reference limit values.�xe "quantity"��xe "numerical reference limit of quantity"��oRANGE�xe "oRANGE" \f o���CE�S�textual reference limit of quantity�xe "textual reference limit of quantity"�

Example: «>60% of B-Glucose»�oLC/S�xe "oLC/S" \f o���O�S�reference population definition�xe "reference population definition"�

Indicates the meaning of the reference limit. Example: sex, age, race, smoker/non-smoker, clinical status.�oLC/S�xe "oLC/S" \f o���O�S�type of reference interval

Example: therapeutic (in the case of drug-monitoring).�xe "type of reference interval"��oC�xe "oC" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.12.4	oSREFLIM - Set of oREFLIM object�xe "oSREFLIM" \f d�

M�R�Reference limit object�oREFLIM�xe "oREFLIM" \f o���O�S�Validity Date of this object�oTOCD��



2.3.13	EHCRM request references

2.3.13.1	oR-EHCRM-REQ - Reference to EHCRM request object�xe "oR-EHCRD-REQ" \f d�

CNE�S�identification by requester of referenced EHCRM request�xe "identification by requester of referenced EHCRD request"��oS�xe "oS" \f o���CNE�S�identification by sender of referenced EHCRM request�xe "identification by sender of referenced EHCRD request"��oS�xe "oS" \f o���CNE�S�issue date and time of referenced EHCRM request�xe "issue date and time of referenced EHCRD request"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���



2.3.13.2	oEHCRM-REQ - EHCRM request object�xe "oEHCRD-REQ" \f d�

O�S�Type of EHCRM request�xe "type of EHCRD request"��*1��O�S�reference to EHCRM request�xe "reference to EHCRD request"��oR-EHCRM-REQ�xe "oR-EHCRD-REQ" \f o���O�S�date and time of receipt of EHCRM request�xe "date and time of receipt of EHCRD request"��oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���*1 Here are further possibilities to specify the kind of requests that can be issued: what parts of the EHCR, what period, …. Should be discussed in the forum.



2.3.13.3	oSEHCRM-REQ - Set of oEHCRM-REQ object�xe "oSEHCRM-REQ" \f d�

M�R�EHCRM request object�oEHCRM-REQ�xe "oEHCRM-REQ" \f o���O�S�Validity Date of this object�oTOCD��



2.3.14	Common objects

2.3.14.1	oDEMOGR - Demographic data�xe "oDEMOGR" \f d�

CNE�S�marital status

Example: single, married, divorced, widowed.�xe "marital status"��oC�xe "oC" \f o���CNE�S�nationality�xe "nationality"��oC/S�xe "oC/S" \f o���O�S�Ethnic background�oC/S��O�S�Religion�oC/S��O�S�Family structure

number of children at home, number of relatives at home, isolated person, ...�oLC/S��O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.14.2	oPRECAU - Precautions object�xe "oPRECAU" \f d�

M�S�precaution

Example: violent patient, detention status, infection risk, blind, deaf, pregnant.�xe "precaution"��oC/S�xe "oC/S" \f o���O�S�associated date of precaution�xe "associated date of precaution"�

Example: date of last menstrual period.�oTOCD�xe "oTOCD" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.14.3	oSPRECAU - Set of oPRECAU object�xe "oSPRECAU" \f d�

M�R�Precautions object�oPRECAU�xe "oPRECAU" \f o���O�S�Validity Date of this object�oTOCD��



2.3.14.4	oLANG - Language details object�xe "oLANG" \f d�

M�S�language�xe "language"��oC

ISO-639�xe "oC" \f o���O�S�ability in language�xe "ability in language"�

Example: first language, preferred, fluent, fair, poor, none.�oC�xe "oC" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.14.5	oSLANG - Set of oLANG object�xe "oSLANG" \f d�

M�R�Language details object�oLANG�xe "oLANG" \f o���O�S�Validity Date of this object�oTOCD��



2.3.14.6	oAPNAME - Alternative patient name�xe "oAPNAME" \f d�

M�S�alternative person name�xe "person name"� type�xe "alternative person name type"��oC�xe "oC" \f o���M�S�alternative person name�xe "alternative person name"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.14.7	oSAPNAME - Set of oAPNAME object�xe "oSAPNAME" \f d�

M�R�Alternative patient name object�oAPNAME�xe "oAPNAME" \f o���O�S�Validity Date of this object�oTOCD��



2.3.14.8	oPNAME - Person name details object�xe "oPNAME" \f d�

M�S�family name

Family name, or most relevant part of unstructured name if no family name can be identified.�xe "family name"��oS�xe "oS" \f o���O�S�first given name�xe "first given name"��oS�xe "oS" \f o���O�S�middle name�xe "middle name"��oS�xe "oS" \f o���O�S�title

Example: Mr, Mrs, Miss.�xe "title"��oS�xe "oS" \f o���O�S�unstructured name

Examples: «Alexandre le Grand».�xe "unstructured name"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.14.9	oTELE - Telecommunication object�xe "oTELE" \f d�

M�S�Telecommunication type

Example: voice telephony, fax, e-mail�xe "Telecommunication type"��oC�xe "oC" \f o���M�S�address type of telecommunication

Relates a telecommunication number to a particular address or location.�xe "address type of telecommunication"��oC�xe "oC" \f o���M�S�country code�xe "country code"��oS�xe "oS" \f o���M�S�area code�xe "area code"��oS�xe "oS" \f o���M�S�number�xe "number"��oS�xe "oS" \f o���O�S�Extension�xe "extension"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.14.10	oSTELE - Set of oTELE object�xe "oSTELE" \f d�

M�R�Telecommunication object�oTELE�xe "oTELE" \f o���O�S�Validity Date of this object�oTOCD��



2.3.14.11	oRINUM - RIZIV/INAMI registration number object�xe "oRINUM" \f d�

M�S�healthcare party type�xe "Healthcare party type"�

the first digit describes if the holder is an organization or person�oI�xe "oI" \f o���M�S�province number�xe "province number"�

this digit indicates the Belgian province�oI�xe "oI" \f o���M�S�registration number�xe "registration number"�

for healthcare professionals, this number is the number assigned by the provincial physicians order (four digits)�oI�xe "oI" \f o���O�S�check digits�xe "check digits"�

two check digits (mod 97) appear here and apply to the preceding three fields only�oI�xe "oI" \f o���O�S�qualification number�xe "qualification number"�

the last three digits describe the qualifications of the healthcare party, mainly in respect to insurance funding of activities�oI�xe "oI" \f o���O�S�Set of comments�xe "comment"��oSS�xe "oSS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���The registration number is conventionally written as: 1/44356/77/004. In this object, only the digits (oI type) are used while the slashes are left out.

2.3.14.12	oPID - Person identification�xe "oPID" \f d�

M�S�healthcare party registration�xe "Healthcare party registration"�

the healthcare party for which the identifiers are intended and/or from where they originate�oRINUM�xe "oRINUM" \f o���M�S�Set of patient identifications by this healthcare party�xe "patient identification by this healthcare party"�

any alphanumerical patient identifier that this healthcare party may recognize and use to locate the patient data�oSS�xe "oSS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���If one healthcare party has several systems of identifiers, the needed prefixes to locate the correct system needs to be made part of the patient identification itself.



2.3.14.13	oSETPID - Set of oPID object�xe "oSETPID" \f d�

M�R�Person identification object�oPID�xe "oPID" \f o���O�S�Validity Date of this object�oTOCD��



2.3.15	Internal code types

2.3.15.1	oSRVTYP - Service type object�xe "oSRVTYP" \f d�

CE�S� «New�xe "New"�»���CE�S�«Modified�xe "Modified"�»���CE�S�«Cancel�xe "Cancel"�»���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.15.2	oURGENCY - Urgency of report object�xe "oURGENCY" \f d�

CE�S�«High priority�xe "High priority"��xe "priority"�»���CE�S�«Medium priority�xe "Medium priority"�»���CE�S�«Low priority�xe "Low priority"�»���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.15.3	oDEGCER - Degree of certainty object�xe "oDEGCER" \f d�

M�S�Degree of certainty code�oC�xe "oC" \f o��tDEGCER�xe "tDEGCER" \f t���O�S�Textual description�oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.15.4	oADMOUT - Administrative outcome object�xe "oADMOUT" \f d�

M�S�Administrative outcome code�oC�xe "oC" \f o��tADMOUT�xe "tADMOUT" \f t���O�S�Outcome in textual form�xe "Outcome in textual form"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.15.5	oSADMOUT - Set of oADMOUT object�xe "oSADMOUT" \f o�

M�R�Administrative outcome object�oADMOUT�xe "oADMOUT" \f o���O�S�Validity Date of this object�oTOCD��



2.3.16	Fundamental data types

2.3.16.1	oC - Code/Tag object�xe "oC" \f d�

M�S�Code table identifying system�xe "Code table identifying system"��oCTBSYS�xe "oCTBSYS" \f o���M�S�Code table identifier�xe "Code table identifier"��oS�xe "oS" \f o���O�S�Code table version�xe "Code table version"��oS�xe "oS" \f o���M�S�Code�xe "Code"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���The system implemented here allows the sender the freedom to include any code table, designating it by any one of several different categories of designation systems. It is up to the sender to choose a table that is relevant to the information that is being encoded, however.

2.3.16.2	oCTBSYS - Code table identifying system object�xe "oCTBSYS" \f d�

CE�S�«ECS�xe "ECS"�», Code tables custom designed for the episode of care summary standard���CE�S�«CEN�xe "CEN"�», Code tables registered by CEN���CE�S�«ISO�xe "ISO"�», ISO registered code tables���CE�S�« CPHC » classification

Coding system for Primary Health Care and Home Care���CE�S�« St-EHCR », Code tables custom designed for the standardised EHCR���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.16.3	oS - String object�xe "oS" \f d�

M�S�Built-in string type�xe "Built-in string type"�

If mandatory, must be non-empty or NULL.

If non-empty, replaces or adds string at receiving end.

If NULL, clears or leaves empty string at receiving end.

If absent, does not modify string at receiving end.

(Note: NULL may be implemented as the empty string.)���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.16.4	oSS - Set of oS object�xe "oSS" \f d�

M�R�String object�oS��O�S�Validity Date of this object�oTOCD��



2.3.16.5	oC/S - Code and/or String object�xe "oC/S" \f d�

CNE�S�Code�xe "Code"��oC�xe "oC" \f o���CNE�S�String�xe "String"��oS�xe "oS" \f o���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.16.6	oSC/S - Set of oC/S object�xe "oSC/S" \f d�

M�R�Code and/or string object�oC/S��O�S�Validity Date of this object�oTOCD��



2.3.16.7	oLC/S - List of Code and/or String object�xe "oLC/S" \f d�

M�R�Code and/or String�oC/S�xe "oC/S" \f /���O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���

2.3.16.8	oSLC/S - Set of oLC/S object�xe "oSLC/S" \f d�

M�R�List of code and/or string object�oLC/S��O�S�Validity Date of this object�oTOCD��



2.3.16.9	oTOCD - Time and Date object�xe "oTOCD" \f d�

M�S�Built-in time and date type

The date range should be sufficient to account for all dates relevant to living persons now and a reasonable time into the future. As minimal range, assume 1/1/1800 to 31/12/2200.

The time part should allow any and all components to be absent, NULL or have a value. NULL cannot be implemented as the number zero, in this case. The NULL value takes on the meaning of «indeterminate», allowing one to communicate values with indeterminate seconds or minutes, if that precision is not required.

The date part should have the same characterstics, allowing the communication of just a year, a year and a month, just a month, a particular date, etc.

As in other fundamental types, the NULL value sets the destination value to NULL (clears it), while an absent value leaves the destination value unchanged.�xe "Built-in time and date type"����O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.16.10	oI - Integer number object�xe "oI" \f d�

M�S�Built-in integer number type

the type should be chosen to hold five digits and a sign

required range: -99999 to +99999

if optional, the number may be absent, implying no change at the receiving end

a NULL value (not the same as a zero), implies deletion of any value at the receiving end

(a zero value means inserting, if absent, or replacing, if present, with the value «zero» at the receiving end) �xe "Built-in integer number type"����O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���2.3.16.11	oR - Real number object�xe "oR" \f d�

M�S�Built-in real number type�xe "Built-in real number type"����O�S�Validity Date of this object�oTOCD�xe "oTOCD" \f o���3.	Tables

This document serves as an addendum to the Technical reference, and specifies the minimum set of needed tables. All these tables are replaceable using the table identification system built into the code objects.

3.1	tADMOUT - Administrative outcome table�xe "tADMOUT" \f u�

Code table identifying system�ECS��Code table identifier�ADMOUT��Code table version�1.0��

Code�Meaning���Self-discharge���Discharged on advice of clinician���Discharged to waiting list���Discharged to another healthcare professional���Patient died���Admission arranged���Patient admitted���Temporary leave��3.2	tADMSEX - Administrative sex table�xe "tADMSEX" \f u�

Code table identifying system�ECS��Code table identifier�ADMSEX��Code table version�1.0��

Code�Meaning���Female���Male���Sex not specified���Unknown��3.3	tCOMPLETE - Completeness table�xe "tCOMPLETE" \f u�

Code table identifying system�EHCRM��Code table identifier�COMPLETE��Code table version�1.0��

Code�Meaning���Partial�xe "Partial"����Complete�xe "Complete"���

3.4	tCONSEC - Content type of section table�xe "tCONSEC" \f u�

Code table identifying system�ECS��Code table identifier�CONSEC��Code table version�1.0��

Code�Meaning���Anamnesis�xe "Anamnesis"����Clinical examination�xe "Clinical examination"����Imaging�xe "Imaging"����Surgical procedure�xe "Surgical procedure"����Laboratory�xe "Laboratory"����Medicotechnical investigations�xe "Medicotechnical investigations"����Cautions�xe "Cautions"����Medication�xe "Medication"����Planning�xe "Planning"����Evaluation/Differential diagnosis�xe "Evaluation/Differential diagnosis"����Subjective�xe "Subjective"����Conclusions/discussion�xe "Conclusions/discussion"����Letter�xe "Letter"����Period (container)�xe "Period"��xe "Container"���3.5	tDEGCER - Degree of certainty table�xe "tDEGCER" \f u�

Code table identifying system�ECS��Code table identifier�tDEGCER��Code table version�1.0��

Code�Meaning���«High�xe "High"�»���«Medium�xe "Medium"�»���«Low�xe "Low"�»���«Confirmed/Proven�xe "Confirmed/Proven"���3.6	tERLOC - Eventrelated Location table�xe "tERLOC" \f u�

Code table identifying system�ECS��Code table identifier�ERLOC��Code table version�1.0��

Code�Meaning���Intended specialist service event location���Specialist service event location���Source of admission���Discharge destination���Location prior to transfer of care���Location subsequent to transfer of care��3.7	tEXTREFTYP - External reference type table�xe "tEXTREFTYP" \f u�

Code table identifying system�ECS��Code table identifier�EXTREFTYP��Code table version�1.0��

Code�Meaning���X-ray image���Electrocardiograph signal���NMR���Ultrasound���PET���Pulmonary scan��3.8	tHITYP - Type of healthcare information table�xe "tHITYP" \f u�

Code table identifying system�ECS��Code table identifier�HITYP��Code table version�1.0��

Code�Meaning���Diagnostic, non-surgical�xe "Diagnostic, non-surgical"����Diagnostic, surgical�xe "Diagnostic, surgical"����Therapeutic, non-surgical�xe "Therapeutic, non-surgical"����Therapeutic, surgical�xe "Therapeutic, surgical"����History�xe "History"����Symptom�xe "Symptom"����Social�xe "Social"���3.9	tHPORGTYP - Healthcare organisation type table �xe "tHPORGTYP" \f u�

Code table identifying system�ECS��Code table identifier�HPORGTYP��Code table version�1.0��

Code�Meaning���General Hospital���University Hospital���Clinical laboratory���GP Practice���Radiology service���Nursing home���Psychiatric clinic���Outpatient clinic��3.10	tHPPROPOS - Healthcare professional position table �xe "tHPPROPOS" \f u�

Code table identifying system�ECS��Code table identifier�HPPROPOS��Code table version�1.0��

Code�Meaning���Head of department���Trainee GP���Hospital consultant���Resident���Student���Staff��3.11	tLOCTYP - Location type table�xe "tLOCTYP" \f u�

Code table identifying system�ECS��Code table identifier�LOCTYP��Code table version�1.0��

Code�Meaning���Hospital ward���Patient’s residence���Outpatient clinic���Accident  emergency department���Prison���Nursing home��3.12	tPRELPATYP - Patient related party relationship type table�xe "tPRELPATYP" \f u�

Code table identifying system�ECS��Code table identifier�PRELPATYP��Code table version�1.0��

Code�Meaning���Legal mother���Legal father���Partner���Prison officer���Employer���Friend��3.13	tRELHPT - Related healthcare party relationship type table�xe "tRELHPT" \f u�

Code table identifying system�ECS��Code table identifier�RELHPT��Code table version�1.0��

Code�Meaning���Originator of information���Forwarder of information���Co-author���Responsible superior��3.14	tSRVCAT - Specialist service, administrative category table�xe "tSRVCAT" \f u�

Code table identifying system�ECS��Code table identifier�SRVCAT��Code table version�1.0��

Code�Meaning���First out-patient attendance���Subsequent out-patient attendance���Admission���Pre-admission���Day care���Domiciliary visit���Telephone consultation���Procedure/operation���Emergency admission��3.15	tSRVRCP - Recipient of specialist service table�xe "tSRVRCP" \f u�

Code table identifying system�ECS��Code table identifier�SRVRCP��Code table version�1.0��

Code�Meaning���Patient�xe "Patient"����Patient related person�xe "Patient related person"�(s)���Patient and patient related person�xe "Patient and patient related person"�(s)��3.16	tSRVSPC - Specialist service, speciality table�xe "tSRVSPC" \f u�

This table was based on «Richtlijnen voor de registratie van de Minimale Klinische Gegevens (M.K.G.), Bijlagen, Versie Januari 1995, Erratum.

Code table identifying system�ECS��Code table identifier�SRVSPC��Code table version�1.0��

Code�Meaning��10�Cardiologie��11�Endocrinologie��12�Gastro-enterologie��13�Hematologie��14�Nefrologie��15�Pneumologie��16�Reumatologie��17�Geriatrie��19�Algemene inwendige geneeskunde��20�Cardiovasculaire heelkunde��21�Digestieve heelkunde��22�Orthopedische heelkunde��23�Urologie��24�Plastische en reconstructieve heelkunde��29�Algemene heelkunde��30�Verloskunde��31�Gynecologie (ingrepen fertiliteit)��39�Algemene verloskunde/gynecologie��40�Neonatologie��49�Algemene kindergeneeskunde��50�Psychopathologie, Phychiatrie��51�Kinderpsychiatrie��52�Neurologie��53�Neurochirurgie��59�Algemene neuropsychiatrie��69�Algemene gezwelziekten��79�Algemene neus-, keel- en oorziekten��89�Algemene tandheelkunde/mondziekten/kaakchirurgie��90�Oftalmologie��91�Dermatologie��92�Fysische geneeskunde/Motorische revalidatie��93�Intensieve Zorg��94�Pijnkliniek��99�Spoedgevallen��3.17	tSTATUS - Status table�xe "tSTATUS" \f u�

Code table identifying system�ECS��Code table identifier�STATUS��Code table version�1.0��

Code�Meaning���Partial�xe "Partial"����Final�xe "Final"����Addendum�xe "Addendum"����Unverified�xe "Unverified"����Pending�xe "Pending"����New�xe "New"����Intermediate�xe "Intermediate"����Modified�xe "Modified"���If used in connection with a report or a healthcare information section, the «partial» and «final» marked reports or sections need to hold all information available including information already included in previously sent reports or sections, i.e. these reports or sections should be complete enough to serve as replacements for any preceding reports or sections with the same identifiers. The «addendum» type does explicitly not replace preceding reports and sections. Note that these types are actually hints to the receiving application on how to usefully display information to the user.

3.18	tTHESTA - Therapy status table�xe "tTHESTA" \f u�

Code table identifying system�ECS��Code table identifier�THESTA��Code table version�1.0��

Code�Meaning���Reported�xe "Reported"����Prescribed�xe "Prescribed"����Prescription ceased�xe "Prescription ceased"����Prescribed and dispensed�xe "Prescribed and dispensed"����Recommendation to prescribe�xe "Recommendation to prescribe"����Recommendation to cease�xe "Recommendation to cease"����Patient advised to take�xe "Patient advised to take"����Patient advised to cease�xe "Patient advised to cease"����Administered�xe "Administered"���

3.19	tDATATYPES - Datatype table�xe "tDATATYPES" \f u� for User defined Items

Code table identifying system�ECS��Code table identifier�DATATYPES��Code table version�1.0��

Code�Meaning��ECS�Expressed in regular ECS-object�xe "Reported"����Word 7.0 Document�xe "Prescribed"����GIF image�xe "Prescription ceased"����Vendor X’s lab result protocol�xe "Prescribed and dispensed"���
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oDS, 20

oDSRID, 21

oDURAT, 34

oDURTRE, 29

oECS-EHCRMS, 20

oECSRID, 21

oEHCRD, 9

oEHCRDID, 9

oEHCRD-REQ, 37

oEHCRDS, 10

oENSOR, 13

oEPIS, 15

oEXTREF, 32

oGMCP, 12

oGPC, 12

oHII, 27

oHIS, 26

oHP, 22

oHPLAN, 17

oHPORG, 22

oHPPRO, 22

oHPTYP, 22

oI, 43

oLANG, 38

oLC/S, 42

oLOCAT, 35

oLOCID, 35

oLSP, 13

oMEASURE, 36

oMKG/RCM, 33

oMKGDIAG, 33

oMKGPROC, 34

oMKGTECH, 34

oPAT, 23

oPER, 35

oPHD, 14

oPID, 40

oPNAME, 39

oPRECAU, 38

oPRELHP, 23

oPRELPA, 24

oPROBL, 16

oQUADRU, 29

oR, 43

oRANGE, 36

oREFLIM, 36

oR-EHCRD-REQ, 37

oRELHP, 23

oRINUM, 40

oRPSID, 31

oRSP, 32

oRSSREQ, 30

oS, 42

oSADDR, 36

oSALIN, 13

oSAPNAME, 38

oSAPPLI, 14

oSC/S, 42

oSCRT, 15

oSDIARY, 18

oSEHCRM-REQ, 37

oSEHCRMS, 10

oSETPID, 40

oSEVERITY, 30

oSEXTREF, 32

oSHIS, 27

oSHP, 22

oSHPLAN, 17

oSLANG, 38

oSLC/S, 42

oSMKGDIAG, 33

oSMKGTECH, 34

oSPHD, 14

oSPID, 31

oSPRECAU, 38

oSPRELPA, 25

oSPROBL, 16

oSREFLIM, 37

oSRELHP, 23

oSRSP, 32

oSRSSREQ, 31

oSRVTYP, 40

oSS, 42

oSSCRT, 15

oSSERV, 27

oSSLOCAT, 35

oSSREQ, 31

oSSSREQ, 31

oST-EHCRMS, 11

oSTELE, 39

oSTOCD, 35

oSVACIM, 15

oTELE, 39

oTOCD, 43

oURGENCY, 41

oUSRITM, 29

oVACIM, 14
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4.2	References to objects

� INDEX \h "" \c "3" \f o ��o/S, 28

oADDR, 32

oADMOUT, 29, 37

oALIN, 12

oAPNAME, 34

oAPPLI, 13

oC, 12, 16, 18, 20, 21, 22, 23, 24, 25, 26, 27, 29, 31, 32, 33, 34, 35, 36, 37

oC/S, 10, 13, 14, 15, 16, 17, 22, 23, 24, 25, 26, 28, 29, 31, 32, 33, 34

oC:, 8, 9

oCLIINV, 25

oCONT, 17

oCSD, 17

oCSRS, 10

oCSS:, 18

oCTBSYS, 37

oDEFITM, 24

oDEGGER, 15

oDEMOGR, 21

oDHRS, 10

oDIARY, 16

oDRTITM, 24

oDSRID, 18

oDURAT, 17, 26, 28

oDURTRE, 26

oECS-EHCRMS:, 9

oECSRID, 19

oEHCRDID:, 8

oEHCRM-REQ, 33

oENSOR, 12

oEPI, 19

oEPIS, 14

oEXTREF, 29

oGMCP, 11

oGPC, 10

oHII, 23, 25

oHIS, 11, 12, 14, 21, 24

oHP, 11, 15, 17, 18, 20, 31

oHP:, 8

oHPLAN, 16, 19

oHPORG, 20

oHPPRO, 20

oHPTYP, 19

oI, 26, 35

oLANG, 34

oLC.S, 12

oLC/S, 12, 13, 14, 17, 25, 33

oLOCAT, 17

oLOCID, 31

oLSP, 11

oMEASURE, 25

oMKGDIAG, 29, 30

oMKGPROC, 30

oMKGTECH, 30

oPAT, 11, 18

oPER, 17, 21, 22, 23, 25, 28

oPHD, 13

oPID, 36

oPNAME, 20, 21, 22

oPRECAU, 34

oPRELPA, 22

oPROBL, 14, 15

oQUADRU, 13, 26

oR, 26, 31, 32

oRANGE, 25, 32

oREFLIM, 33

oR-EHCRD-REQ, 33

oRELHP, 20

oRINUM, 19, 28, 29, 36

oRPSID, 24

oRSP, 28

oRSSREQ, 27

oS, 19, 20, 22, 23, 25, 26, 27, 28, 29, 32, 33, 34, 35, 36, 37

oS:, 8

oSADDR, 19, 21, 22

oSADMOUT, 23, 37

oSALIN, 11

oSAPNAME, 21

oSAPPLI, 13

oSC/S, 18, 21, 25, 26

oSC/S:, 8

oSCRT, 14

oSDIARY, 16

oSECSRID, 18

oSEHCRD-REQ:, 8

oSEHCRDS, 8

oSENSOR, 11

oSETPID, 21, 22

oSEVERITY, 26

oSEXTREF, 28

oSHII, 25

oSHIS, 15, 16, 17, 19, 23

oSHP, 8, 11, 18, 20

oSHPLAN, 15

oSLANG, 19, 21, 22

oSLC/S, 26

oSLOCAT, 21, 23

oSMKGDIAG, 29

oSMKGPROC, 29, 30

oSMKGTECH, 29

oSPHD, 11

oSPID, 28

oSPRECAU, 21

oSPRELHP, 22

oSPRELPA, 22

oSPROBL, 14, 16, 17

oSREFLIM, 25

oSRELHP, 23, 25

oSRSP, 25

oSRSSREQ, 23

oSRVTYP, 18

oSRVTYP:, 8

oSS, 23, 24, 26, 35, 36

oSSCRT, 11

oSSERV, 23

oSSREQ, 28

oSSSREQ, 18

oST-EHCRMS:, 9

oSTELE, 19, 21, 22, 31

oSTOCD, 12, 13

oSVACIM, 11

oTELE, 35

oTOCD, 8, 9, 10, 11, 12, 14, 16, 17, 18, 19, 20, 21, 22, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33, 34, 35, 36, 37, 38, 39

oTOCD:, 8, 9

oUrgency, 8

oURGENCY, 18, 23, 30

oUSRITM, 24

oVACIM, 13

tHPORGTYP, 20

tHPPROPOS, 20

tRELHPT, 20

tSTATUS, 18
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4.3	Definitions of code tables

� INDEX \h "" \c "3" \f u ��tADMOUT, 44

tADMSEX, 44

tCOMPLETE, 45

tCONSEC, 45

tDATATYPES, 52

tDEGCER, 46

tERLOC, 46

tEXTREFTYP, 46

tHITYP, 47

tHPORGTYP, 47

tHPPROPOS, 48

tLOCTYP, 48

tPRELPATYP, 48

tRELHPT, 49

tSRVCAT, 49

tSRVRCP, 49

tSRVSPC, 49

tSTATUS, 51

tTHESTA, 51
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4.4	References to code tables

� INDEX \h "" \c "3" \f t ��tADMOUT, 36

tCOMPLETE, 8, 9

tCONSEC, 23

tDATATYPES, 26

tDEGCER, 30, 36

tERLOC, 31

tEXTREFTYP, 29

tHITYP, 25

tImportance, 24

tLOCTYP, 31

tPRELPATYP, 22

tSRVCAT, 24

tSRVRCP, 23

tSRVSPC, 24, 29

tSTATUS, 23, 25

tTHESTA, 26

��



5.	Alphabetical Index

� INDEX \h "A" \c "1" ��A

ability in language, 34

Addendum, 46

address, 19, 21, 22

address type, 32

address type of telecommunication, 35

Administered, 46

administrative category of specialist service, 24

administrative outcome, 23

Alcohol Consumption, 12

Allergies, 12

Allergies / Intolerances, 11

alternative person name, 21, 34

alternative person name type, 34

Anamnesis, 41

apartment number, 32

Appliance, 13

area code, 35

area of country, county, 32

arithmetic comparator, 32

associated date of precaution, 34

authorisation date and time, 18

B

bed, 32

Blood Group, 11

Built-in integer number type, 38

Built-in real number type, 39

Built-in string type, 37

Built-in time and date type, 38

C

Cancel, 36

Cautions, 41

CEN, 37

check digits, 35

city, 32

city district, 32

clinic, 32

Clinical examination, 41

clinical investigation, 25

Code, 37

Code table identifier, 37

Code table identifying system, 37

Code table version, 37

comment, 35

comment to clinical investigation, 26

comment to drug treatment, 26

comment to section, 23

comment to technical observation item, 25

comments to specialist service, 24

comparator, 32

Complete, 41

Conclusions/discussion, 41

Confirmed/Proven, 42

contact, 17

Contact, 17

Contact Summaries Record Section, 10

Contacts summaries, 17

Container, 41

content type of section, 23

Contraceptive, 12

copy destination, 8, 18

country, 32

country code, 35

county, 32

D

date and time of birth, 21

date and time of clinical investigation, 25

date and time of healthcare information, 24

date and time of receipt of EHCRD request, 33

date and time of receipt of specialist service request, 27

date and time of related information acquisition, 29

date value of observation item, 25

days supply, 26

deafult item, 24

death characteristics, 21

demographic data of patient, 21

Dental Status, 11

Developmental Milestones, 11

deviating result indicator, 25

Diagnosis, 14

Diagnostic, non-surgical, 42

Diagnostic, surgical, 42

Diary, 16

Dietary Risks, 12

district, 32

dosage and administration specification of drug, 26

Drug Misuse, 12

drug therapy item, 24

drug treatment status, 26

duration of study product acquisition, 28

Dynamic Healthcare Record Section, 10, 14

E

ECS, 37

end date and time, 31

Environmental / Social Risk, 11, 12

Episodes, 14

Evaluation/Differential diagnosis, 41

event related location, 23

extension, 35

external reference application, 29

external reference indirect pointer, 29

external reference information type, 29

external reference pointer, 29

external reference to related information, 28

F

family name, 35

Final, 46

first given name, 35

First health index, 14

G

General Medical Characteristics, 11

General Medical Characteristics of the patient, 11

General patient characteristics, 11

General Patient Characteristics, 10

H

Health Plan, 15

Health plans, 15

healthcare information item, 23

healthcare information section, 8, 19, 23

healthcare organisation, 20

healthcare party, 20

Healthcare party registration, 36

healthcare party type, 19

Healthcare party type, 35

healthcare professional, 20

healthcare registration identification, 19

Hearing Acuity, 11

Height, 11

High, 41

High priority, 36

History, 42

Hobbies, 12

hospital identifier, 32

I

identification by requester of referenced EHCRD request, 33

identification by sender of referenced EHCRD request, 33

identification by specialist service provider of referenced specialist service request, 27

identification by specialist service requester of referenced specialist service request, 27

identification of clinical investigation, 26

identification of drug, 26

identification of observation item, 25

identification of patient by healthcare parties, 21

identification of section by specialist service provider, 23

identification of specialist service report, 18

identification of specialist service report by specialist service provider, 19

identification of study product by specialist service provider, 28

identification of study product by specialist service requester, 28

Imaging, 41

Immunisation, 11, 13

intended duration of drug treatment, 26

Intermediate, 46

Intolerances, 12

ISO, 37

issue date and time of referenced EHCRD request, 33

issue date and time of referenced specialist service request, 27

issue date and time of specialist service report, 19

L

Laboratory, 41

language, 34

language details, 19, 21, 22

Letter, 41

Lifestyles of the Patient, 11

limit, 32

Low, 41

Low priority, 36

lower limit, 32

M

marital status, 33

medical speciality of specialist service, 24

Medication, 41

Medicotechnical investigations, 41

Medium, 41

Medium priority, 36

middle name, 35

Modified, 36, 46

N

name of healthcare organisation, 20

name of house, 32

nationality, 33

New, 36, 46

number, 35

number or name of house, 32

numerical duration of treatment, 26

numerical measurement result, 25

numerical reference limit of quantity, 32

numerical value, 32

numerical value of duration, 31

numerical value of quantity, 26

O

organisation name details, 22

Outcome in textual form, 36

P

Partial, 41, 46

partner agreed location identification, 32

party this summary is intended for, 18

patient, 18

Patient, 44

patient administrative sex, 21

Patient advised to cease, 46

Patient advised to take, 46

Patient and patient related person, 44

patient healthcare location, 21

patient identification by this healthcare party, 36

patient occupation, 21

patient related healthcare party, 22

patient related party, 22

Patient related person, 44

patient related person occupation, 22

patient related person sex, 22

Pending, 46

period, 23

Period, 41

period of observation item, 25

period of study product acquisition, 28

Permanent Health Deficit, 12

Permanent Health Deficits, 11

person name, 34

person name details, 20, 21, 22

Physical Activity, 11

Planning, 41

PO Box number, 32

position of healthcare professional, 20

postal code, 32

precaution, 34

precautions relevant to service provider, 21

Prescribed, 46

Prescribed and dispensed, 46

Prescription ceased, 46

priority, 36

Problem, 15

Problems of the patient, 14

province number, 35

Q

qualification number, 35

quantity, 32

quantity of drug supplied, 26

R

recipient of specialist service, 23

Recommendation to cease, 46

Recommendation to prescribe, 46

reference limit, 25, 32

reference population definition, 33

reference to another specialist service report, 18

reference to EHCRD request, 33

reference to specialist service request, 23, 27

referenced study product object, 25

registration number, 35

related healthcare party, 20

related healthcare service provider, 25

related specialist service provider, 18, 23, 25

relationship period, 21, 22

relationship type of related healthcare party, 20

relationship type of related party, 22

report language, 18

Reported, 46

room, 32

Route of administration, 13

S

Screening tests, 11, 13

Secondary diagnoses, 14

service description, 24

service type, 18

service type of specialist service request, 27

severity code, 26

Smoking, 12

Social, 42

specialist service, 23

specialist service provider, 18

specialist service provider’s comment, 18

specialist service request, 18

specification of clinical investigation, 26

start date and time, 31

status

conditional exclusive, 7

conditional non-exclusive, 7

mandatory, 7

optional, 6

Status, 10

status of observation item, 25

status of section, 23

status of specialist service report, 18

street name, 32

String, 37

study product type, 28

Subjective, 41

Surgical procedure, 41

Symptom, 42

T

telecommunication, 19, 21, 22

Telecommunication type, 35

text value of observation item, 25

textual description of intended duration of treatment, 26

textual reference limit of quantity, 33

Therapeutic, non-surgical, 42

Therapeutic, surgical, 42

title, 35

type of EHCRD request, 33

type of healthcare information, 25

type of healthcare organisation, 20

type of reference interval, 33

U

uncertainty interval of measurement, 25

unit of duration, 31

unit of interval values, 32

unit of measurement, 32

unit of quantity of drug, 26

unstructured address line, 32

unstructured name, 35

Unverified, 46

upper limit, 32

urgency of discharge summary, 18

urgency of electronic healthcare record message, 8

urgency status of section, 23

user data block, 26

User definable item, 24

V

Vaccination, 11, 13

Visual Acuity, 11

W

ward, 32

Weight, 11
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