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Introduction

This document proposes a set of document type codes. It represents a continuation of Stan Huff and Pavla Frazier’s work within LOINC. Through an agreement with LOINC, this work is now being jointly developed with the HL7 document ontology task force. We anticipate submitting this to HL7 via the normal RIM / Vocabulary Harmonization process, to be formally considered during the March 2003 harmonization meeting. It will become the set of values comprising the HL7 V3 DocumentType vocabulary domain.

1 Use of document type codes in HL7 messages

In creating and maintaining document type codes it is important to distinguish between the purpose of local document names and the names represented by the document type code.   Document type codes are created to provide consistent semantics for the names of documents when they are shared or exchanged between independent facilities or enterprises.   The names and codes that are used locally within an enterprise are entirely under the control of the local enterprise, and these names are valuable to the work flow and access of information within the enterprise.  It is assumed that the exact local name for the document will be retained in the system that created the document and that the local name can be sent along with the document type code when the document is sent to an external organization.   But the document type code should only express the meaning in a document name that can be shared between independent organizations.   For example, it is appropriate to have local document names like “Dr. Smith’s Tuesday Pain Clinic Note” or “Albuquerque VA General Medicine Consult Note” for use within an enterprise.  However, some parts of these very specific local names are not meaningful outside of the originating enterprise   Thus, proper document type codes would have names like “Outpatient Pain Clinic Note,” or “General Internal Medicine Consult Note.”

2 Relationship with other terminologies

2.1 Relationship with LOINC

· This is work that has been developed by the LOINC committee and the HL7 document ontology task force.   HL7 will use LOINC codes for clinical document codes. It will not develop an independent document code system for clinical documents. At its option, HL7 may choose to limit its domain to a subset of LOINC codes. HL7 can incorporate any LOINC document code into the HL7 domain. 

· The naming rules in this document only apply to “clinical notes.”   Within this document we are using the term “clinical note” to have a special meaning.   For purposes of  this document, a clinical note is a clinical document (as defined by the HL7 CDA Standard) where the document was produced by clinical professionals and trainees either spontaneously (e.g. I write my admitting note) or in response to a request for consultation.. They are to be distinguished from patient reports such as radiology reports, pathology reports, laboratory reports, cardiac catheterization reports, etc., that are generated in response to an order for a specific procedure. Names for most of these later concepts are accommodated well by the clinical LOINC naming structure, and are already well covered by existing terms within the LOINC database. 

2.2 Relationship with HL7 V2.x values

The HL7 document type code domain will overlap with similar concepts found in HL7 V2.x (user defined table 0270 Document Types; user defined table 0496 Consent Types). Our approach to manage this overlap is:

· We provide a mapping from LOINC codes to HL7 V2.x document codes.

· The HL7 V3 domain may contain concepts that are not present in the V2.x tables.

2.3 Relationship to a reference terminology

As soon as possible, the component terms used in the creation of the names of document type codes will be mapped to either the UMLS Metathesaurus or SNOMED CT.   This mapping will help to establish the meaning of the terms and will allow aggregation and classification of document type codes based on definitions, computable relationships, and subsumption hierarchies that exist in the reference terminology.

3 DocumentType components

In the following synonymy or equivalent terms are designated by parenthesis. Document codes are defined by their component parts:

3.1 Kind of Document
Characterizes the general structure of the document at a macro level.  Document kinds are differentiated based on the need to define distinct document headers.
Allowed values for kind of document:

· Clinical Note – (AKA “Clinical Document”). Documents generated by clinicians as part of patient care, which includes notes written at the initiative of “individual clinic and consulting clinicians.”  It does not include clinical reports such as, radiology, pathology, and cardiac cath reports that are usually stimulated by a particular order. Clinical documents meet five criteria, as defined in CDA 1.0: wholeness, stewardship, authentication, persistence, and human readability. 

· Future work –  This document only describes the strategy and initial content for clinical documents.  Several other document types will be the focus of work during the coming year:
· Letters
· Consents
· Legal documents
· Reference documents 
3.2 Type of Service

Characterizes the kind of service or activity that was provided to/for the patient (or other subject of the service) as described in the note. Common subclasses of service would be examinations, evaluations, and management.  The notion of time sequence, e.g. at the beginning (admission) at the end (discharge) is subsumed in this axis.



· Communication

· Evaluation and management

· Management of a specific problem

· Evaluation and management of anticoagulation

· Evaluation and management of hypertension

· Evaluation and management of hyperlipidemia

· Conference

· Case conference

· Consult

· Confirmatory consultation

· Counseling

· Group counseling

· Education 

· History & Physical (H & P)

· Admission history and physical (Admission H & P)

· Comprehensive history and physical (Comprehensive H & P)

· Targeted history and physical (Targeted H & P)

· Initial evaluation

· Admission evaluation

· Admission history and physical (Admission H & P)

· Pastoral care

· Pre-operative evaluation and management

· Post-operative evaluation and management

· Subsequent evaluation

· Summarization of episode

· Transfer summarization

· Discharge summarization

· Summary of death

· Transfer of care referral

· Daily or end of shift signout – this is intended for use in the inpatient setting.  The note generated is not normally a part of the formal EMR.  The things that you want to say to a covering clinician across shifts, such as things to watch for, things to do, active problems.

· Supervisory direction

· Telephone encounter

· Disability Exam

· Social Security Administration Compensation Examination

· (Content to be added later)

· Veterans Administration Compensation and Pension Examination (VA C&P Exam)

· VA C&P Exam.Multiple

· VA C&P Exam.Acromegaly

· Etc.

· Interventional Procedure

· Operative

· Pathology Procedure

· Autopsy

3.3 Setting

Setting is a modest extension of CMS’s (AKA HCFA) coarse definition of settings, which have well defined meanings.  Setting is not equivalent to location, which typically has more locally defined (and appropriately so) meanings and is reported in other parts of the message. Setting would be limited to one of the following categories (with some future extensions possible). The CMS settings are on the first level of the hierarchy and synonyms are included in parenthesis. 

· Home

· Assisted Living

· Home Health Care

· Hospital (Inpatient) Setting

· Acute care hospital

· Hospital Unit

· Critical Care Unit

· Emergency Department

· Observation Ward

· Rehabilitation hospital

· Nursing Home

· Skilled Nursing Facility

· Outpatient (Office / Clinic)

Most clinical report names would include a setting (at least at the top level) to avoid confusion between important classes of reports. E.g., The Admission H&P is usually taken to be the Hospital Admission         H & P, but it could be confused with the nursing home H&P if not distinguished by the setting.  Setting is not a required component of the name.

3.4 Subject Matter Domain

Characterizes the subject matter domain of a note.

· Anesthesiology

· Cardiology

· Chaplain

· Dentistry

· Dermatology

· Diabetology

· Dietetics

· Emergency Medicine

· Endocrinology

· Gastroenterology

· General Medicine

· General Surgery

· Gerontology

· Hematology

· Infectious Disease

· Multidisciplinary

· Neurology

· Neurosurgery

· Nutrition

· Obstetrics & Gynecology

· Occupational Health

· Occupational Therapy

· Oncology

· Ophthalmology (EYE)

· Optometry

· Orthopedics

· Otorhinolaryngology (ENT)

· Pathology

· Pediatrics

· Pharmacy

· Physical Medicine

· Physical Therapy

· Plastic Surgery

· Podiatry

· Psychiatry

· Psychology

· Pulmonary

· Radiation Oncology

· Recreational Therapy

· Rehabilitation

· Respiratory Therapy

· Rheumatology

· Surgery

· Thoracic Surgery

· Thyroidology

· Tumor Board

· Urology

· Vascular Surgery

· Veterinary Medicine

3.5 Training / Professional Level

Characterizes the training or professional level of the author of the document, but does not break down to specialty or subspecialty.


· Attending 

· Case Manager

· Dental Hygienist

· Fellow

· Intern

· Medical Student

· Nurse

· Nurse Practitioner

· Nursing Student

· Clinical Nurse Specialist

· Physician *

· Physician Assistant

· Resident

· Counselor

· Therapist

· Sub-intern

· Veterinarian

* Physician subsumes medical physicians and osteopathic physicians.

4 Rules for Creating Clinical Notes from Multiple Components

Names for required clinical notes would be constructed by picking entries from at least one of the above four axis.  

The LOINC committee will create LOINC codes for all required combinations (not all possible combinations). The simple name would be ordered as follows:

<Subject Matter Domain> : <Training / Professional Level>: <Setting>: <Type> : Note *

* (This will be another axis when we extend this document to other kinds of documents.)

Recall that at least one of the four axis and the word “note” is required to define a name.  Sample names might be:

· Cardiology note

· Cardiology attending note

· Cardiology attending hospital admission note

· Cardiology nurse hospital admission note

· Cardiology fellow admission note

· Pulmonary note

· Consult note

· Nurse note

· Hospital admission H & P note 

5 Future Work

We will develop equally specific definitive documents for other kinds of health case associated documents including the following used in the upcoming manual.

· [DRAFT] Legal – Medico-legal documents such as advanced directives that are not generated by clinicians, but must be retained as part of the medical record.

· [DRAFT] Letter - A clinical document that is intended primarily for person to person communication and secondarily as a report for the patient record. A letter would normally be addressed to a specific person or organization, and would include a date of creation, a salutation, a body, and a signature line. The name for a referral letter (a letter from one provider, either a person or organization, to a second provider that requests that the patient receive services from the second provider) is represented by selecting letter as the kind of document, and referral as the type of service. 

· [DRAFT] Reference – A documentation of knowledge that is not patient-specific. Examples include library resources, patient education material, clinical practice guidelines, and prescription drug package inserts.

6 Initial DocumentType Submissions

Each item in the Document Name column will become a value in the DocumentType vocabulary domain. The document name is comprised of the components described above, and shown in the following table.

	Short Name
	Kind of Document
	Type of Service
	Setting
	Training / Professional Level
	SubjectMatter Domain
	Code Mappings
	Comments

	1. Anesthesia Hospital Pre-op Note
	Clinical Note
	Pre-operative evaluation and management
	Hospital
	
	Anesthesia
	
	

	2. Attending Outpatient Supervisory Note
	Clinical Note
	Supervisory direction
	Outpatient
	Attending physician
	
	
	

	3. Autopsy Note
	Clinical Note
	Autopsy
	
	
	
	18743-5^LN;

AR^HL70270
	

	4. Cardiology Attending Outpatient Supervisory Note
	Clinical Note
	Supervisory direction
	Outpatient
	Attending physician
	Cardiology
	
	

	5. Cardiology Consultation Note
	Clinical Note
	Consultation
	
	
	Cardiology
	
	

	6. Cardiology Hospital Admission Note
	Clinical Note
	Admission history and physical
	Hospital
	
	Cardiology
	
	

	7. Cardiology Outpatient Progress Note
	Clinical Note
	Subsequent visit evaluation
	Outpatient
	
	Cardiology
	
	

	8. Case Manager Home Health Care Progress Note
	Clinical Note
	Subsequent visit evaluation
	Home Health Care
	Case Manager
	
	
	

	9. Clinical Encounter Note
	Clinical Note
	Evaluation and Management
	
	
	
	
	

	10. Comprehensive H&P Note
	Clinical Note
	Comprehensive history and physical
	
	
	
	
	

	11. Conference Note
	Clinical Note
	Conference evaluations
	
	
	
	
	

	12. Consultation Note
	Clinical Note
	Consultation
	
	
	
	
	

	13. Critical Care Consultation Note
	Clinical Note
	Consultation
	Critical Care Unit
	
	
	
	

	14. Critical Care Progress Note
	Clinical Note
	Subsequent visit evaluation
	Critical Care Unit
	
	
	
	

	15. Dental Hygienist Outpatient Progress Note
	Clinical Note
	Subsequent visit evaluation
	Outpatient
	Dental hygienist
	
	
	

	16. Dentist Outpatient Progress Note
	Clinical Note
	Subsequent visit evaluation
	Outpatient
	Dentist
	
	
	

	17. Diabetology Outpatient Note
	Clinical Note
	Evaluation and management
	Outpatient
	
	Diabetology
	
	

	18. Emergency Department Note
	Clinical Note
	Evaluation and management
	Emergency Department
	
	
	
	

	19. Gastroenterology Attending Outpatient Supervisory Note
	Clinical Note
	Supervisory direction
	Outpatient
	Attending physician
	Gastroenterology
	
	

	20. General Medicine Outpatient Consultation Note
	Clinical Note
	Consultation
	Outpatient
	
	General Medicine
	
	

	21. History and Physical Note
	Clinical Note
	History and Physical
	
	
	
	
	

	22. Home Health Educational Visit Note
	Clinical Note
	Education procedure
	Home Health
	
	
	
	

	23. Home Health Initial Evaluation Note
	Clinical Note
	Initial evaluation
	Home Health
	
	
	
	

	24. Home Health Progress Note
	Clinical Note
	Subsequent visit evaluation
	Home Health
	
	
	
	

	25. Hospital Admission H & P Note
	Clinical Note
	Admission history and physical
	Hospital
	
	
	28636-9^LN
	

	26. Hospital Consultation Note
	Clinical Note
	Consultation
	Hospital
	
	
	11488-4^LN;

CN^HL70270
	

	27. Hospital Discharge Summary Note
	Clinical Note
	Discharge Summarization
	Hospital
	
	
	
	

	28. Hospital Group Counseling Note
	Clinical Note
	Group counseling
	Hospital
	
	
	
	

	29. Hospital Progress Note
	Clinical Note
	Subsequent visit evaluation
	Hospital
	
	
	
	

	30. Inpatient Note
	Clinical Note
	Evaluation and Management
	Inpatient
	
	
	
	

	31. Interventional Procedure Note
	Clinical Note
	Interventional Procedure
	
	
	
	28570-0^LN;

PN^HL70270
	

	32. Medical Student Hospital   H & P Note
	Clinical Note
	History & Physical
	Hospital
	Medical student
	
	
	

	33. Nurse Telephone Encounter Note
	Clinical Note
	Telephone encounter
	
	Nurse
	
	
	

	34. Nursing Home Comprehensive H & P Note
	Clinical Note
	Comprehensive history and physical
	Nursing Home
	
	
	28626-0^LN
	

	35. Nursing Home Conference Note
	Clinical Note
	Conference evaluation
	Nursing Home
	
	
	
	

	36. Nursing Home Initial Evaluation Note
	Clinical Note
	Initial Evaluation
	Nursing Home
	
	
	
	

	37. Nursing Home Note
	Clinical Note
	Evaluation and management
	
	
	
	
	

	38. Operative Note
	Clinical Note
	Surgical operation
	
	
	
	
	

	39. Outpatient Confirmatory Consultation Note
	Clinical Note
	Confirmatory consultation
	Outpatient
	
	
	24611-6^LN
	

	40. Outpatient Initial Evaluation Note
	Clinical Note
	Initial evaluation
	Outpatient
	
	
	
	

	41. Outpatient Note
	Clinical Note
	Evaluation and management
	Outpatient
	
	
	11516-2^LN
	

	42. Outpatient Operative Note
	Clinical Note
	Surgical operation
	Outpatient
	
	
	11504-8^LN;

OP^HL70270
	

	43. Outpatient Progress Note
	Clinical Note
	Subsequent visit evaluation
	Outpatient
	
	
	
	

	44. Pathology Note
	Clinical Note
	Evaluation and management
	
	
	Pathology
	
	

	45. Pharmacist Outpatient Progress Note
	Clinical Note
	Subsequent visit evaluation
	Outpatient
	Pharmacist
	
	
	

	46. Physician Hospital Discharge Summary Note
	Clinical Note
	Discharge summarization
	Hospital
	Physician
	
	11490-0^LN;


	

	47. Physician Nursing Home    H & P Note
	Clinical Note
	History & Physical
	Nursing Home
	
	Physician
	
	

	48. Progress Note
	Clinical Note
	Subsequent visit evaluation
	
	
	
	11506-3^LN;

PR^HL70270
	

	49. Psychiatry Hospital  Consultation Note
	Clinical Note
	Consultation
	Hospital
	
	Psychiatry
	
	

	50. Pulmonary Consultation Note
	Clinical Note
	Consultation
	
	
	Pulmonary
	
	

	51. Summary Note
	Clinical Note
	Summarization of episode
	
	
	
	
	

	52. Targeted H & P Note
	Clinical Note
	Targeted history and physical
	
	
	
	
	

	53. Transfer Referral Note
	Clinical Note
	Transfer of care referral
	
	
	
	
	

	54. Transfer Summary Note
	Clinical Note
	Transfer summarization
	
	
	
	18761-7^LN;

TS^HL70270
	

	55. Over the Counter Drug Label
	Reference Document
	
	
	
	
	
	

	56. Prescription Drug Label
	Reference Document
	
	
	
	
	
	

	57. Reference Document
	Reference Document
	
	
	
	
	
	





















































� The current proposal focuses on clinical notes. While “Consent”, “Legal”, and “Reference” are a matter for future work and will be further addressed at a later time.
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