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Executive Summary 

Trillium-II scales up the EU/US cooperation initiated with Trillium Bridge, to advance adoption of the 
International Patient Summary supported by broadly and consistently implemented standards. The 
main goal of Work Package 3 is to extend the scope of the International Patient Summary (IPS) beyond 
emergency and unplanned care, and to define and build the standardized extended components, 
assets and tools needed for this purpose.  

In this Work Package, task 3.4 is in charge of specifying the content of the Encounters section for the 
Patient Summary as well as the Encounter Report document. “D3.4 v2018-06-29 Implementation 
libraries for Encounter Reporting-WP3-T3.4-GNOMON” is the main deliverable of this task.  

The Encounters section includes the main information concerning previous patient encounters. 
Although there is a general agreement that previous encounters’ information is not part of the 
essential set of data for a Patient Summary, several stakeholders highlighted the need of enhancing 
the current Patient Summary with a view of the relevant previous encounters and optionally with 
access information about the associated documentation. However, coherently with the scope of the 
Patient Summary (PS), this section is not supposed to include the complete information about the 
reported encounters, given that the PS is not supposed to represent a complete EHR. 

The Trillium II Encounter Report refines the case of the epSOS HealthCare Encounter Report, aiming 
to provide a mean to share the relevant information about an encounter, independently of the type 
of the Encounter considered (emergency department; hospitalization; visit). This might be for example 
used for returning information from the country of treatment to the country of affiliation of a patient; 
or supporting the transfer of care after a visit. To determine the content of such a kind of document, 
several kinds of encounter reports have been analysed; the typical components highlighted and a 
selection accomplished, including admission data; encounter procedures and medications; discharge 
information.  

For both the Encounters section and the Encounter Report document, reference use cases have been 
discussed; minimal and non–exhaustive datasets designed; a set of FHIR profiles specified and 
published; and examples eventually created.  

This D3.4 provides a first complete version of the Trillium II Encounter Report specification; however 
authors deem that more insight about this case would be needed, above all for the disaster 
management case, whose exercise is under preparation by WP6. Therefore, authors envision the 
publication of an updated version of this deliverable when more feedback about this case will be 
collected after the EU ModEX exercise in Aix-en-Provence in October 2018.  
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1 Introduction 

Work Package (WP) 3 extends the scope of the International Patient Summary (IPS) to new use cases 
beyond the baseline case of emergency and unplanned care, and builds the standardized extended 
components, assets and tools needed for this purpose.  

Within this WP, Task 3.4 defines the conditions and scope of integration into patient summaries, of 
statements about the encounters of the patient. In addition, it constructs the Encounter Report in the 
context of unplanned care. The task builds the standardized component which carries these two kinds 
of contents, enabling care providers to view them and to integrate them into their own EHR systems.  

The incorporation of information about the unplanned encounters of the patient in the PS is 
considered of significance importance for the enhancement of the care provision delivered to them. 
On top of that, the construction of the complete Encounter Report provides the health professionals 
with an insight into the patient’s health condition.  

This deliverable followed the same methodology adopted by the other content-related Trillium II tasks 
and described by the Trillium II deliverable D2.2. Deliverables D2.1 and D3.1 were used as primary 
information sources including the use cases which support the extension of the Patient Summary with 
an Encounters section as well as the development of an Encounter Report document. Additional 
insights were gained from multi-stakeholders events such as: 

1. The IPS Workshop – Bridging projects & Initiatives, Brussels, 9 February 20171 
2. The Digitization in the Emergency Department Workshop - The role and use of patient summaries, 

Lisbon, 20 June 20182 
3. The HL7 FHIR® DataThon at VITALIS & MIE2018, Gothenburg April 24-25, 2018 Welcome to the 

Age of FHIR3 
4. The joint MOCHA and Trillium II project workshop held at MIE2018 about patient summaries in 

children’s health and in particular school accidents4. 

Several kinds of encounter reports were examined to identify the used components, such as: 

1. The encounter report in the Emergency and Disaster Management. 
2. Hospital Discharge summary. 
3. Emergency Encounter summary. 
4. Transfer of Care summary / referral note. 

A “pondered selection”5 of these components were performed and those already defined by the 
Trillium II IPS were marked. For the components that were not already defined, datasets were 
proposed using as primary reference the prEN 17269:2018 ones. A representation of this Encounter 
report data set with FHIR resources proposed, with the aim of establishing common, minimal and non-
exhaustive report not perfect for each specific encounter, but still clinically meaningful for all the 
various types of the encounter reports.  

This document – “D3.4 v2018-06-29 Implementation libraries for Encounter Reporting-WP3-T3.4-
GNOMON"” is the main deliverable of this task. The other artifacts produced by the task (e.g. machine-
processable artefacts, such as profiles of resources from the HL7 FHIR standard; value sets based on 

                                                           
1 https://trillium2.eu/news-and-events/ips-workshop-bridging-projects-initiatives/; https://ec.europa.eu/digital-single-
market/en/news/international-patient-summary-policy-deployment-competencies-and-standards 
2 http://spms.min-saude.pt/2018/06/spms-dinamiza-workshops-digitization-in-the-emergency-department-the-role-use-
of-patient-summaries-trillium-ii-tech-meeting/ 
3 http://hltsys.pt/wp-content/uploads/2018/05/MIE_2018_Datathon_Winners_1.pdf 
4 www.mie2018.org 
5 The selection included the recurring components and those that have been evaluated relevant for the cases that will be 
demonstrated by WP6. 

https://trillium2.eu/news-and-events/ips-workshop-bridging-projects-initiatives/
https://ec.europa.eu/digital-single-market/en/news/international-patient-summary-policy-deployment-competencies-and-standards
https://ec.europa.eu/digital-single-market/en/news/international-patient-summary-policy-deployment-competencies-and-standards
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reference terminologies, coded examples) are referred by this deliverable, but maintained in the 
Trillium II project artifacts’ repositories (e.g. GitHub; Simplifier; SRDC FHIR server). 

2 Dependencies upon other Trillium II Deliverables 

2.1 D3.1 Use case Selection and Analysis of Patient Summary Use Cases beyond 
Emergency or Unplanned Care 

This deliverable is an input to task 3.4 in terms of use cases and high-level requirements.  

D3.4 identifies new extended use cases for PS and may bring up additional requirements for the 
inclusion of the Encounters section in the PS as well as the construction of the Encounter Report. 

In particular, the following use cases are considered: 

• 4.1 “Emergency and Disaster Management – _Evacuation camp and Field Hospital”. 

• 4.2 “Patient summaries Continuity of care per chronic patients” 

2.2 Trillium II content-related deliverables (D2.x; D3.3; D3.5) 

The Encounter Report constructed in this deliverable references a number of datasets which have 
defined in the previous Trillium II deliverables, as mentioned in the list below: 

Table 1: List of content-related Trillium II deliverables 

Dataset Deliverable 

Medications and Medical Devices D2.3 Medications and Medical devices: data sets, 
information structures, value sets, & tools 

Vaccinations Immunization D2.4 Vaccinations-Immunization – data sets, 
information structures, value sets and tools 

Allergies and Intolerances D2.5 Allergies and Intolerances – data sets, 
information structures, value sets and tools 

Problems and Procedures D2.6 Problems and Procedures – data sets, 
information structures, value sets and tools 

Laboratory Results D3.3 Laboratory results library data sets, information 
structures, value sets and tools 

Imaging Results and Document references D3.5 Extending the Patient Summary with Imaging 
Results 

 

2.3 D2.2 Configuration Canvas for Patient Summary Component Libraries 

D2.2 provides the template for all content deliverables, including this D3.4 deliverable. 

D2.2 is also an input to this deliverable in terms of technical framework and production environment. 
In particular, D2.2 selects the framework of tools to be used to produce the component library and 
sets up the orchestration of these tools along the various steps of this production. 

D2.2 also provides conventions common to all content deliverables, about conformance clauses, 
cardinalities, as well as naming and identification conventions. These conventions are applied in 
chapter 6 of the current deliverable. 
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3 External sources considered 

3.1 HL7 International/CEN TC251 International Patient Summary (IPS) 

IPS is the most recent source of thoughts for the International Patient Summary. 

The current version of the IPS doesn’t include an Encounters’ component. However, as specified in 
the prEN 17269:2018 standard, the IPS is designed to be extended with information not-yet specified 
by the IS standard. 

Trillium II took advantage of this extensibility feature of the IPS standard to enhance the PS with 
Encounters’ information, while preserving the compliance with the IPS standard. 

3.2 IHE Patient Care Coordination (PCC) 

The IHE PCC6 is an IHE content domain that has specified several CDA templates for the kinds of 
documents of interest for the Encounter reporting analysis. For example: 

• Medical Summary 

• Discharge Summary 

• Referral summary 

• and others 

3.3 Consolidated CDA (C-CDA) 

The HL7 Consolidated CDA7 is a US realm implementation guide specifying a library of CDA templates 
incorporating previous efforts from Health Level Seven (HL7), Integrating the Healthcare Enterprise 
(IHE), the Health Information Technology Standards Panel (HITSP), the HL7 Health Story guides, HITSP 
C32, and related components of IHE Patient Care Coordination (IHE PCC).  

It specifies thirteen kinds of documents including some of interest for the Encounter reporting 
analysis: 

• Continuity of Care Document (CCD) 

• Discharge Summary 

• Referral Note 

• Transfer Summary 

3.4 D1.4.1 EED SERVICES including use cases for all services – epSOS 

The D1.4.1 epSOS Deliverable acts as input for the HCER use case. The latter is further refined based 
on the use case “Emergency and Disaster Management – _Evacuation camp and Field Hospital”, 
described in D3.1, and serves as input for the construction of the Encounter Report.   

3.5 Minimum Data Set (MDS) – For Reporting by Emergency Medical Teams  

The Minimum Data Set (MDS)8 for reporting by Emergency Medical Teams (EMT) is a package of 
required data items obtained from medical records of patients treated by EMT. The MDS has been 
identified as the main reference data to be reported during the disaster management use case. 

                                                           
6 http://www.ihe.net/Patient_Care_Coordination/ 
7 http://www.hl7.org/implement/standards/product_brief.cfm?product_id=408 
8 https://www.researchgate.net/publication/316304860_Emergency_Medical_Team_Working_Group_for_Minimum_Data_Set 
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4 Base standards 

4.1 FHIR Resources and Profiles  

FHIR is the base-standard chosen by the Trillium II project for the representation and structuration of 
the content of IPS. 

This deliverable builds Profiles on the following Resources from the FHIR standard:  

• Encounter 

• All FHIR resources specified in D2.7 

4.2 Reference Terminologies for Value Sets 

The Trillium II project has chosen a number of international reference terminologies to carry the 
semantic of the content of the International Patient Summary. 

This deliverable uses specifically these reference terminologies: 

• LOINC: univocal identification of laboratory observations and procedures, clinical and 

physiological observations. 

• SNOMED CT: semantic for clinical context, qualitative results of observations, specimen types, 

anatomic locations. 

• UCUM: units of measure for quantitative results of observations. 

• HL7 Vocabularies: small additional value sets for some elements, coming from FHIR standard 

and from HL7 v2.x tables. 

5 Tools 

5.1 ART-DECOR for Dataset, Associated Semantics, Value Sets and Mappings 

The tool ART-DECOR is used to define the Encounters section of the PS and to capture the related 
business requirements. The features of the tool used for these steps are: 

1. “dataset”: to build the reference model and underlying concepts; 
2. “scenario”: to describe the dynamic usage of each content in the context of the “unplanned 

care” general scenario; scenario is a layer on the dataset, and provides the cardinalities and 
conformance clauses. 

3. “value sets”: to select the semantics associated with coded concepts of each of these 
contents. 

6 Reference use cases  

As mentioned earlier, the D3.4 deliverable has two main objectives: 

1. to specify the content of the optional Encounters section that extends the PS document, and 
2. the definition of a new kind of document providing a minimal set of information describing an 

Encounter: the Encounter Report. 

This chapter describes the situations where these “extensions” to the PS case apply.  

These situations have been used as reference for determining the relevant information to be included 
in the data set and consequently in the FHIR profiles. 
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6.1 Extending the Patient Summary with Encounters information 

The encounters’ information is not part of the current eHDSI data set, neither of the specified sections 
of the CEN/TC 251 prEN17269 IPS data set; however several suggestions to include such a kind of 
information have been collected during the following workshops organized or participated by the 
Trillium II project: 

1. The IPS Workshop – Bridging projects & Initiatives, Brussels, 9 February 20179 
2. The Digitization in the Emergency Department Workshop - The role and use of patient 

summaries, Lisbon, 20 June 201810 
3. The HL7 FHIR® DataThon at VITALIS & MIE2018, Gothenburg April 24-25, 2018 Welcome to 

the Age of FHIR11 
4. The joint MOCHA and Trillium II project workshop held at MIE2018 about patient summaries 

in children’s health and in particular school accidents12. 

Although there is a general agreement that previous encounters’ information is not part of the 
essential set of data for a PS; two main classes of concerns/requests have been gathered during these 
meetings: 

1. The low trustiness on and meaningfulness of the PS, unless clinicians have a complete view of 
the previous patient’s encounters and have access to “all” associated information. This 
concern has been raised by some stakeholders, even though not shared by everyone. 

2. The expectation of the capability to view the relevant13 previous encounters and optionally to 
access the associated documentation14. For example, to be able to know, for an asthma 
patient, how many accesses to an emergency department, due to acute asthma attacks, 
occurred and when. 

The first case will not be addressed by this deliverable, because it is out of the scope of the IPS that of 
acting as a complete Electronic Health Record (EHR). Therefore, the IPS does not serve as a full health 
history of the patient.  

The second situation is the case that has been considered for this analyses.  

6.1.1 Data requirements 

The Encounters section follows the same approach used for the other sections of the PS: the specified 
dataset will be minimal and non-exhaustive; therefore specialty agnostic and condition independent. 

Slightly adapting the definition for the Encounters section specified by the HL7 C-CDA specifications, 
“this section lists and describes any healthcare encounters pertinent to the patient’s current health 
status or historical health history. An encounter is an interaction, regardless of the setting, between a 
patient and a practitioner who is vested with primary responsibility for diagnosing, evaluating, or 
treating the patient’s condition. It may include visits, appointments, or non-face-to-face interactions. 
It is also a contact between a patient and a practitioner who has primary responsibility (exercising 

                                                           
9 https://trillium2.eu/news-and-events/ips-workshop-bridging-projects-initiatives/; https://ec.europa.eu/digital-single-
market/en/news/international-patient-summary-policy-deployment-competencies-and-standards 
10 http://spms.min-saude.pt/2018/06/spms-dinamiza-workshops-digitization-in-the-emergency-department-the-role-use-
of-patient-summaries-trillium-ii-tech-meeting/ 
11 http://hltsys.pt/wp-content/uploads/2018/05/MIE_2018_Datathon_Winners_1.pdf 
12 www.mie2018.org 
13 Relevancy depends on the patient condition and healthcare provider evaluation. 
14 Encounter documentation could be a Lab or diagnostic imaging report; an hospital discharge letter; an emergency 
encounter report, and so on… 

https://trillium2.eu/news-and-events/ips-workshop-bridging-projects-initiatives/
https://ec.europa.eu/digital-single-market/en/news/international-patient-summary-policy-deployment-competencies-and-standards
https://ec.europa.eu/digital-single-market/en/news/international-patient-summary-policy-deployment-competencies-and-standards
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independent judgment) for assessing and treating the patient at a given contact.“ (from C-CDA 
specifications). 

The minimum set of information that should be addressed for each encounter is:  

1. When did the encounter happen?  
2. What is the type of the encounter? 
3. What was the reason for the encounter? 
4. Who was involved in the encounter? 
5. Where did the encounter occur? 
6. If applicable, who provides this statement? 
7. If applicable, where I can get the documentation about this Encounter? 

These questions are reflected by following data 

Table 2: Data fields of the Encounters in the Patient Summary 

No Data Field Description 

1.  Period The start and end time of the encounter. 

2.  Type The type of the encounter , e.g. emergency, diagnostic, 
hospitalization 

3.  Reason  Reason for this encounter  

4.  Performer Who was in charge of the encounter. 

5.  Service Provider Organization providing the service for this encounter 

6.  Location Where the encounter took place 

7.  Source of Information The person (practitioner, patient, related person) or organization 
(hospital, care center, ...) providing information about the encounter  

8.  Document References  The reference to the complete documentation of the Encounter that 
the Encounters Section refers to (e.g. Encounter Report) 

 

6.2 Encounter reporting 

6.2.1 The epSOS Health Encounter Report (HCER) use case 

The epSOS Health Encounter Report (HCER) use case describes ways to make known to physicians in 
the Country of Affiliation (CoA) ( a.k.a. Country A ) details about the treatment or diagnosis of the 
patient whilst travelling outside his or her home country, the Country of Treatment (CoT) ( a.k.a. 
Country B). 

The details of this use case – considering different scenarios of consultation and update of the PS  - 
are described in the epSOS deliverable D1.4.1. This use case has not been further developed by the 
EXPAND project and it is not part of the services provided by the eHDSI under CEF initiative. 

The typical sequence of events of this case are  

1. The patient visits a health professional in CoT.  

2. The health professional in CoT requests the patient summary from CoA.  

3. The health professional in CoT treats the patient and records the medical information concerning 
this event.  
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4. An extract of this record is used to create a Healthcare Encounter Report (HCER) that is sent to 
the CoA.  

5. Based on the information in the HCER, and depending on the CoA policies, the patient summary 
in CoA may be be updated.  

The figure below summarizes (Figure 1) the transmission of the HCER from the Country of Treatment 
(CoT) to the Country of Affiliation (CoA) highlighting different possible CoA behaviours. 

 

 

Figure 1: HealthCare Encounter Report from Country B to Country A 

For the purpose of the epSOS piloted services, the HCER was built using the same information building 
blocks (in that case the HL7 CDA templates) defined for the PS. 

6.2.2 Refining the epSOS use case: the Trillium Encounter report 

In all the situations where the cross-border PS  was discussed, the need of returning information from 
the country of treatment to the country of affiliation was highlighted: this is what the epSOS HCER 
was designed for. This in fact allows to close the loop after the usage of the PS, and eventually to keep 
the patient record in the country of affiliation updated. 

However, the capability of keeping the country of affiliation (CoA) informed about encounters that 
occurred not in its jurisdiction is an expectation that goes beyond the PS use case. Yet, it is considered 
useful even if the returned information is minimal and non-exhaustive. 

Another known limitation of the epSOS proposed solution was the partial information coverage, for 
the encounter reporting purposes, of some of the epSOS (and eHDSI) PS components e.g. the 
diagnostic results; the vital signs etc. 
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For the purpose of the Trillium II project, the epSOS use case has been refined assuming as 
precondition that the patient is identified in the country of treatment in such a way that the created 
report includes all the identifiers and/or identification traits that allow the encounter report consumer 
(that may be in the receiving country of affiliation) to unambiguously identify the patient. How this is 
realized is out of the scope of this deliverable: it might be, for example, the identifier retrieved from 
the consulted patient summary; or an identifier made available by the treated patient.  

After the completion of the encounter an extract of the record documenting this episode of care is 
used to create an encounter report. 

This report is designed to include minimal and non-exhaustive encounter information; it is therefore 
specialty agnostic and condition independent, but extensible for supporting specific situations. 

The created report is then made available for being used by consumers. Several mechanisms can be 
considered for sharing this information (published on a FHIR server; transmitted using a XD*-like 
service); as well as different purposes of use. 

This generic report will be then proven in a set of situations identified by the WP 6 for the purpose of 
verifying the fitness for purpose and possible information gaps.  

In the following sections some relevant cases of encounter reporting are described to highlight the 
types of information that usually can be found in such a kind of document. This list is not exhaustive. 

• Emergency and disaster management 

• Hospital discharge summary 

• Emergency encounter summary 

• Transfer of Care Summary / referral note 

6.2.2.1 The encounter report in the Emergency and Disaster Management 

This section addresses the possible usage of the encounter report for the Emergency and disaster 
management case. This case covers either the usage for care provisioning or the use of this 
information in aggregated form for monitoring and governance. In case of large-scale disasters like an 
earthquake, a flood or a Chemical, biological, radiological and nuclear (CBRN) disaster; people are 
injured, misplaced, confused and in pain. Among them vulnerable groups like children or elderly.  
The reference data set for the field hospitals and evacuation camps is usually the “minimum data set 
for emergency reporting” (MDS) defined by the WHO Emergency Medical Team (EMT) working group 
of the Global Health Cluster.  The EMT MDS is a package of required data items often collected through 
forms, but hopefully extracted from medical records of patients treated by EMT in the field hospital. 
It essentially comprises the following four sections: 

Table 3: Minimum Data Set for Emergency Reporting 

Component Notes Is covered by IPS? 

Sex & Age Basic patient information to give an overview of 
patient numbers, sex and age. 

Yes 

Health events Medical information which represents medical 
demand and contributes to surveillance and early 
warning systems. 

Partially. 

Procedure and Outcome Medical information which indicates medical 
services provided by EMTs and outcomes of 
medical interventions. This information will not 
arise without an EMT on site. 

No 
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Component Notes Is covered by IPS? 

Context Context based information to cover not only 
medical needs but a broader scope of the 
population’s situation and needs. 

No 

Team information Additional information to be included in the 
reporting forms for the MDS such as specify time, 
place, type of the team and contact information, 
free text for reporting urgent issues and needs as 
well as the summary statistics derived from 
information beside the MDS. (not an element of 
the MDS). 

No 

 
Detailed description of the fields, included in each of the category, can be found in the following 
document “Minimum Data Set for reporting by emergency medical teams"15 as well as in the 
Deliverable D3.1. 

6.2.2.2 Hospital Discharge summary 

Short description: at the end of a hospitalization event the patient is discharged by the hospital and a 
summary is provided to the patient. 

The typical classes of clinical information provided can be grouped in three main groups: 

1. Admission information: data collected during the admission. 
2. Hospitalization data describing what has been done during the encounter. 
3. Discharge information 

Document metadata (dates, ids, authors, attesters and so on) and Contextual information (patient ; 
performer; provider; location; etc. )complete a discharge summary. 

Typical16 admission data are: 

Table 4: Admission Information 

Component Notes Is covered by IPS ? 

Payers Include coverage information No 

Allergies Required in some jurisdictions Yes 

Family History  No 

Chief Complaint and Reason for Visit  No 

Functional Status  Yes 

History of Procedure  Yes 

Admission Diagnosis  No 

Admission Medications  No, unless  part of the medication 
summary 

Problems  Yes 

History of Past Illness  Yes 

                                                           
15 https://www.researchgate.net/publication/316304860_Emergency_Medical_Team_Working_Group_for_Minimum_Data_Set 
16 The components  are derived from the LOINC ontology; the C-CDA and the IHE PCC structures for summaries. 
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Component Notes Is covered by IPS ? 

Review of Systems Collection of symptoms and functions 
systematically gathered by a clinician. 
It includes symptoms the patient is 
currently experiencing, some of which 
were not elicited during the history of 
present illness, as well as a potentially 
large number of pertinent negatives, 
for example, symptoms that the 
patient denied experiencing 

No 

Vital Signs Historical or data collected at the 
admission 

No (under evaluation in D3.2) 

Social History  Yes 

Advance Directives   Yes 

 

Information collected during the encounter may be instead: 

Table 5: Hospitalization Data 

Component Notes Is covered by IPS ? 

Medications Administered  No 

Procedures performed It may refer several different kinds of 
procedure (e.g. surgical; nursing) 

No 

Hospital Course Required in some jurisdictions No 

Vital Signs Collected during the hospitalization No (under evaluation in D3.2) 

Results It may refer to several kinds of 
diagnostic results and other 
measurements 

Yes 

 

And finally usual discharge information is: 

Table 6: Discharge Information 

Component Notes Is covered by IPS ? 

Discharge Diagnosis  Required in some jurisdictions No 

Discharge Disposition Required in some jurisdictions No 

Discharge Medications  Required in some jurisdictions No 

Plan of Care Required in some jurisdictions Yes 

 

6.2.2.3 Emergency encounter summary 

Short description: at the end of an emergency encounter event, the patient is discharged by the 
hospital and a summary is provided to the patient. 

The Components that might be found in an emergency encounter discharge summary are not so 
different to those listed for the hospital discharge summary. 
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The content however of these components may include Emergency Department specific data, for 
example the discharge data may include a re-evaluation of the acuity assessment. Moreover, these 
summaries typically include these additional data. 

Table 7: Emergency encounter summary information 

Component Notes Is covered by IPS ? 

Access Information It includes information about the 
modality of access to the emergency 
department including the sender (if 
any); transport data and so on 

No 

Triage It include triage notes, acuity 
assessments; and so on. 

No 

 

6.2.2.4 Transfer of Care summary / referral note 

A patient moves between health care settings. Healthcare providers support this transfer and the 
exchange of information between providers of care with a summary of relevant patient’s health 
information. 

Similarly, a healthcare provider, often a GP, supports the transfer of care for the referral of a patient 
to a specialist (or an emergency department) sharing a note including relevant patient’s health 
information. 

The two cases that commonly generate two distinct kinds of documents have been grouped because 
the Components used for them overlap. 

The C-CDA work identifies this core set of components: 

Table 8: Transfer of Care summary information (1) 

Component Notes Is covered by IPS ? 

Allergies and Intolerances   Yes 

Assessment(*) At least one of the three components 
marked with (*) 

No 

Assessment and Plan (*) At least one of the three components 
marked with (*) 

No 

Plan of Treatment (*) At least one of the three components 
marked with (*) 

Yes 

Medications   Yes 

Problem   Yes 

Reason for Referral   No 

Results   Yes 

Vital Signs  No (under evaluation in D3.2) 

 

And this additional possible components: 
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Table 9: Transfer of Care of summary information (2) 

Component Notes Is covered by IPS ? 

Admission Diagnosis   No 

Admission Medications  No 

Advance Directives  Yes 

Course of Care  No 

Discharge Diagnosis   No 

Encounters  Added by this deliverable 

Family History   No 

Functional Status   Yes 

General Status  No 

History of Past Illness   Yes 

History of Present Illness  No 

Immunizations  Yes 

Medical Equipment   Yes 

Mental Status   No 

Nutrition  No 

Payers   No 

Physical Exam   No 

Procedures  No as procedure performed during the 
encounter 

Yes as history of procedure. 

Review of Systems  No 

Social History  Yes 

 

6.2.3 Data requirements 

As shown by the previous sections, each kind of encounter report requires a set of different 
components to support the specific use case it has been designed for. 

To determine the proposed content of the generic minimal and non-exhaustive Encounter Report 
described by this deliverable a “pondered selection”17 of the components has been performed. 

The proposed dataset is reported in the following table.  

Not all of them are supposed to be implemented in the first version of this Encounter Report. 

This list might be revised based on the feedback collected by the stakeholders and during the 
demonstrations. 

                                                           
17 The selection included the recurring components and those that have been evaluated relevant for the cases that will be 
demonstrated by WP6. 
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Table 10: Encounter Report data requirements 

Component Notes Is covered by IPS ? 

Patient Attributes  Yes 

Encounter data  Added by this deliverable 

Report metadata  Yes 

Source of information  Yes 

Allergies  Yes 

Family History To be further evaluated No 

Reason for Visit / Referral It may include Chief Complaints  No 

Functional Status  Yes 

History of Procedure  Yes 

Admission Diagnosis  No 

Medication Summary  Yes 

Admission Medications  Only As part of the medication 
summary 

Problems  Yes 

History of Past Illness  Yes 

Review of Systems Collection of symptoms and functions 
systematically gathered by a clinician. 
It includes symptoms the patient is 
currently experiencing, some of which 
were not elicited during the history of 
present illness, as well as a potentially 
large number of pertinent negatives, 
for example, symptoms that the 
patient denied experiencing 

No 

Vital Signs Historical or data collected during the 
encounter  

No (under evaluation in D3.2) 

Social History  Yes 

Advance Directives   Yes 

Medications Administered  No 

Procedures performed It may refer several different kinds of 
procedure (e.g. surgical; nursing) 

No 

Hospital Course / Course of Care Usually textual. No 

Results It may refer to several kinds of 
diagnostic results and other 
measurements 

Yes 

Encounters  Added by this deliverable 

Discharge Diagnosis   No 

Discharge Disposition  No 

Discharge Medications   No 
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Component Notes Is covered by IPS ? 

Plan of Care  Yes 

Immunizations  Yes 

Medical Equipment   Yes 

 

The detailed list of the data fields, included in the Encounter report, is stated in section 7.2.2.2 

7 Information Model 

This section describes the data sets associated to each of the situations identified above: the Patient 
Summary ‘s Encounters section and the Encounter Report. 

7.1 Encounters Section of the Patient Summary 

7.1.1 Guidelines for the Encounters Section  

Not an encounter report: 

The International Patient Summary document is not designed to document a specific encounter, that 
is to be used as Encounter Report; even though the IPS library hopefully would be used as basis to 
create this kind of document. Hence, neither its Encounter component represents an Encounter 
Report, nor a part of it. 

Documentation of pertinent previous encounters: 

The Encounters section provides minimal (specialty agnostic and condition independent) and non-
exhaustive information about any healthcare encounters pertinent to the patient’s current health 
status or historical health history. (see § 6.1.1 “Data requirements” for further details). 

7.1.2 Encounters Section for a Patient Summary Dataset 

7.1.2.1 Rationale for building the Dataset 

The dataset for the Encounters section applies the following rationale: 

- The dataset contains only a minimum set of information that allows the doctor to gain a quick 
insight into the respective encounter. As such it does not include all the information 
documenting an Encounter. 

- The Encounters section may provide information to enable the access to the complete 
documentation of an Encounter. 

7.1.2.2 Overview of the dataset 

Figure 2 shows the Encounters dataset. The concepts in this dataset are organized as a tree structure. 
Optionality/cardinalities of each concept are not shown on this high-level view. Details of each 
concept, as well as cardinalities are shown on the detailed view in section 7.1.3. 
The top element “Encounters” represents a homogeneous list of Encounters: 
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Figure 2: High-level view of the Encounter dataset 

 

7.1.3 Detailed view of the Encounter Dataset 

The table below details the structure of the Encounters Section dataset in the general “unplanned 
care” scenario.  The underlying tree structure is the one presented on Figure 2, above.  The core 
dataset is limited to the minimal set of concepts, which should be systematically presented at first 
intent to the reader of a PS. Conformance, cardinalities and datatypes appearing in the figure below, 
following the conventions set in deliverable D2.2. Concepts, which are not leaves of the tree structure 
appear in bold style. 

Encounters 0..1  1   

The Encounters component of the Patient Summary is a list of qualified statements, each of which refers to an 
encounter of a patient to a country of treatment. 

 

Encounter 0..* R 16   

An encounter is an interaction, regardless of the setting, between a patient and a practitioner who is vested 
with primary responsibility for diagnosing, evaluating, or treating the patient’s condition. It may include 
visits, appointments, or non-face-to-face interactions. It is also a contact between a patient and a 
practitioner who has primary responsibility (exercising independent judgment) for assessing and treating 
the patient at a given contact.“   
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Period 1..1 R 3   

 The start and end date of the encounter.  

 
Start Date (Date+time) 1..1 R 20   

the start date of the encounter  

 

End Date (Date+time) 0..1 C 21   

the end date of the encounter  

o 1..1 R: IF encounter completed 
o 0..0 NP Else 

 

 

Type (Code) 1..1 R 4   

Type of Encounter. Examples can be: hospitalization, emergency. 

 

Reason (Code) 0..1 R 19   

Reason for the encounter.   

 

Performer 0..1 R 5   

The organization or person who was in charge of the encounter      

 

Category (Code) 0..1  10   

The category of person who was in charge of the encounter (e.g. primary performer, secondary 
performer, etc.). 

 

Name (String) 0..1 R 11   

The name of the performer 

 

Address (Collection of data) 0..*  12   

The address of the performer 

 

 

Service Provider 0..1 R 22   

The service provider who fills in this Encounters Section  

 
Type (Code) 0..1  23   

The type of the service provider (e.g. healthcare provider, hospital department etc.)  

 
Name (String) 1..1 R 24   

The name of the service provider   

 

Address (Collection of data) 0..*  25   

The address of the service provider  
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Location 0..*  26   

The location where the encounter took place  

 

Type (Code) 0..*  27   

The type of the location (e.g. mobile clinic, building, ambulance etc)  

 
Name (String) 0..*  28   

The name of the location  

 
Address (Collection of data) 0..*  29   

The address of the location  

 

 

Source of Information (Collection of data) 0..* R 18   

Who was the source of information about the encounter statement, e.g. patient, caregiver, nurse 
etc.     

 External Document Reference 0..* R 189   

 

 

 

Figure 3: Details of Encounter Dataset 

 

7.2 Encounter Report 

7.2.1 Guidelines for creating the Encounter Report 

Specialty agnostic and condition independent: 

The Encounter Report should be applicable to a wide set of different types of encounters. 

On this purpose it shall be designed to provide a minimal and non-exhaustive set of data, common to 
a large set of types of encounters (e.g. emergency; hospitalizations; visits; ).  

Modular and Extensible: 

To be able to cover such a wide range of cases the Encounter Report shall be designed as collection of 
non-mandatory building blocks reusable across different contexts. 

These building blocks, minimal and non-exhaustive, shall be extensible to provide support to specific 
situations (e.g. diagnostic reports; visits; hospital discharge summaries) without however pretending 
to be complete for these purposes. 

7.2.2 Encounter Report dataset  

7.2.2.1 Rationale for building the Dataset 

The dataset for the Encounter Report applies the following rationale: 

- The dataset contains only a minimum set of information that allows to share the essential 
information about an Encounter.  

- The data set should be extensible in order to be able to cover the different situations in which 
it might be used (e.g. including triage data for an emergency encounter);   
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- However it is not supposed to substitute more specific data sets used for documenting an 
encounter (for example diagnostic reports; hospital discharge summaries; and so on) where 
implemented and used. 

- The data set should be flexible for adapting to all the different situations, no mandatory 
sections are expected thus to be defined.  

- The Encounter Report should contain adequate information to describe the case of the 
encounter such as the reason for the encounter, the procedures applied, any medications 
prescribed etc.  

- An incremental approach should be applied for the design of this report, that means that a 
first core set of missing classes of data will be added and experienced; based on the lessons 
learned new components will be progressively added and the existing one updated as needed. 

- It should be promoted the reuse of the already specified dataset and profiles. 

7.2.2.2 Overview of the dataset 

Based on the description of the use cases of § 6.2, and the rationale provided in the previous 
paragraph, the data set for the Encounter Report should consider the following components. 

Table 11: Encounter Report Dataset 

Component Notes Is covered by IPS ? 

Patient Attributes Derived from the prEN 17269:2018 standard, see § 7.2.2.2.1 Yes 

Encounter data See § 7.1.2.2 Overview of the dataset Added by this deliverable 

Report metadata See § 7.2.2.2.2 “Encounter Report metadata” Yes 

Source of information This is covered by the report metadata and by each single 
components if referred to the single statements. 

Yes 

Allergies See Trillium II deliverable D2.5 Yes 

Reason for Encounter  In this version it refers to a code and/or a text describing the 
reason for the encounter (visit/referral) 

No 

History of Procedure See Trillium II deliverable D2.6 Yes 

Admission Diagnosis In this version it refers to a code and/or a text describing the 
diagnosis for the admission. 

No 

Medication Summary See Trillium II deliverable D2.3 Yes 

Admission Medications The medication dataset is specified in the Trillium II deliverable 
D2.3 

No 

Problems See Trillium II deliverable D2.6 Yes 

History of Past Illness The dataset for Problem is described in the Trillium II deliverable 
D2.6 

Yes 

Vital Signs Derived from the prEN 17269:2018 standard, see § 7.2.2.2.1 No (under evaluation in 
D3.2) 

Social History Derived from the prEN 17269:2018 standard, see § 7.2.2.2.1 Yes 

Advance Directives  Derived from the prEN 17269:2018 standard, see § 7.2.2.2.1 Yes 

Medications 
Administered 

The medication dataset is specified in the Trillium II deliverable 
D2.3 

No 

Procedures performed The procedure dataset is specified in the Trillium II deliverable 
D2.6 

No 
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Component Notes Is covered by IPS ? 

Hospital Course / Course 
of Care 

In this version implemented as textual description. As currently 
realized in  most of the really implemented deployments.  

No 

Results See Trillium II deliverable D3.3 and D3.5 Yes 

Encounters See § 7.1.2.2 Overview of the dataset Added by this deliverable 

Discharge Diagnosis  In this version it refers to a code and/or a text describing the 
discharge diagnosis. 

No 

Discharge Disposition In this version it refers to a code and/or a text describing the 
discharge disposition. 

No 

Discharge Medications  The dataset for Problem is described in the Trillium II deliverable 
D2.6 

No 

Plan of Care Derived from the prEN 17269:2018 standard, see § 7.2.2.2.1 Yes 

Immunizations The Immunization dataset is described in the Trillium II 
deliverable D2.5 

Yes 

Medical Equipment  The Device dataset is described in the Trillium II deliverable D2.3 Yes 

 

7.2.2.2.1 Data sets defined by prEN 17269:2018 standard 

In the following table are reported the elements foreseen by the prEN 17269:2018 for the indicated 
components. 

In bold the elements considered for this version of D3.4. 

Table 12: Patient Attributes dataset (from prEN 17269:2018) 

Patient Attributes Elements Datatype 

 Patient Attributes 
 

     Patient's Name Collection of data 

      Patient’s address and telecom 
 

          Address Collection of data 

          Telecoms Count 

     Administrative Gender Code 

     Date of Birth Date+time 

     Patient’s preferred language Code 

      Healthcare related Identifiers 
 

          Patient Identifier Identifier 

      Insurance Information 
 

          Insurance identifier Identifier 

 

Table 13: Advance Directives dataset (from prEN 17269:2018) 

Advance Directives  Elements Datatype 

  Advance Directives Section 
 

      Advance Directives (AD List) 
 

           Advance Directive 
 

                Person authorising Directive 
 

                    Name Collection of data 

                    Telecoms Count 

               Directive category Code 

               Description 
 

               Reference to Legal Document 
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Table 14: Plan Of Care dataset (from prEN 17269:2018) 

Plan Of Care Elements Datatype 

 Plan Of Care 
 

      Plan detail 
 

           Plan Description 
 

               Plan date 
 

               Plan type 
 

           Recommendations list 
 

               Recommendation Identifier 

               Given Recommendations date Date+time 

               Applicable date Collection of data 

               Recommendation for treatment Identifier 

          Extended Plan (trade name) Collection of data 

 

Table 15: Vital Signs dataset (from prEN 17269:2018) 

Results (as Vital Signs) Elements Datatype 

 Results 
 

     Observation Results Content Status Count 

      Observations results list 
 

           Observation Result 
 

               Date of observation 
 

               Observation Type Code 

               Result Description 
 

               Value Collection of data 

               Observation Result 
 

               Performer Collection of data 

               Observer 
 

 

Table 16: Social History dataset (from prEN 17269:2018) 

Social History Elements Datatype 

 Social History 
 

      Life Style Factor list 
 

           Life Style Factor 
 

               Description Count 

               Life Style Factor 
 

               Reference date range Duration 

 

7.2.2.2.2 Encounter Report metadata 

Table 17: Encounter Report metadata (dataset) 

Data Element Type Description 

Identifier identifier Literal and or business identifier of the encounter report 

Date Date Time Date of creation of the encounter report 

author Collection of data Any human or device authoring this report. 

Typical information included is: 

• Name 

• Organization the author belong to 

Possible identifiers 

attestation group  
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Data Element Type Description 

Attester Collection of data human being attesting this report (it may include legal or non-
legal authentication). 

Typical information included is: 

• Name 

• Organization the author belong to 

• Possible identifiers 

date Date time When this attester authenticated the report 

8 Technical Specification 

8.1 Encounters Section of the Patient Summary 

The PS composition should include a new section to document the encounter information.  

That section is identified by the 46240-8 LOINC code (”History of encounters”) 

The Composition profile (http://trilliumbridge.eu/fhir/StructureDefinition/composition-ips-uv-
trillium2) has been updated to support the Encounters section. 

The table below maps the elements of the Encounters section of the PS to the Trillium II profiles. 

Table 18: Mapping of Encounters Section data fields onto the FHIR STU3 resources 

Encounters Section Item FHIR 
Resource 

Data Element Profiling constraints / extensions 
/ Notes 

Encounter Encounter   

- Period Encounter Period  

- Type Encounter Type  

- Reason  Encounter Reason  

- Performer Encounter Participant  

-- Category Encounter Participant.type referred by participant.individual 

-- Name  Practitioner Name referred by participant.individual 

-- Address Practitioner Address  referred by participant.individual 

- Service Provider 
(organization) 

Encounter serviceProvider  

-- Type Organization  Type referred by serviceProvider 

-- Name  Organization  Name referred by serviceProvider 

-- Address Organization  Address referred by serviceProvider 

Location Encounter Location  

-- Type Location  Type referred by location.location 

-- Name  Location Name referred by location.location 

http://trilliumbridge.eu/fhir/StructureDefinition/composition-ips-uv-trillium2
http://trilliumbridge.eu/fhir/StructureDefinition/composition-ips-uv-trillium2
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Encounters Section Item FHIR 
Resource 

Data Element Profiling constraints / extensions 
/ Notes 

-- Address Location Address referred by location.location 

- Source of Information Encounter statement.informationSource FHIR extension 

External Document 
Reference 

Encounter documentedBy.reference  

 

8.1.1 FHIR Extensions 

The table below references the extensions built on FHIR STU3 resources defined by this deliverable 
for the Encounters section 

Table 19: Resource 
extensions built on 
FHIR STU3 for the 
Imaging Results 
componentExtensio

n 

Context Access to online specification Canonical URI 

documentedBy Encounter https://simplifier.net/TrilliumII/docu
mentedBy-uv-trillium2 

http://trilliumbridge.eu/fhir
/StructureDefinition/docum
entedBy-uv-trillium2 

Note: this extension references the ImagingStudy and DocumentReference profiles defined in D3.5. 

8.1.2 FHIR Profiles 

The table below references the resource profiles built on FHIR STU3 by this deliverable. 

The Encounter profile uses the already defined profiles for practitioner, organization, patient and so 
on.  

Note: the name of some of the profiles refer to the context (i.e. the resource)where they are used 
(e.g. organization-observation-uv-trillium2). Task 2.6 and/or Task 3.2 should evaluate if the name of 
these profiles should be made more general (e.g. organization-uv-trillium2). 

Table 20: Resource profiles built on FHIR STU3 for the Encounters component 

FHIR STU3 resource Access to online specification Canonical uri 

Encounter https://simplifier.net/TrilliumII/Encounte
r-uv-trillium2 

http://trilliumbridge.eu/fhir/StructureDefinition/e
ncounter-uv-trillium2 

Location https://simplifier.net/TrilliumII/Location-
uv-trillium2 

http://trilliumbridge.eu/fhir/StructureDefinition/lo
cation-uv-trillium2 

http://trilliumbridge.eu/fhir/StructureDefinition/encounter-uv-trillium2
http://trilliumbridge.eu/fhir/StructureDefinition/encounter-uv-trillium2
http://trilliumbridge.eu/fhir/StructureDefinition/location-uv-trillium2
http://trilliumbridge.eu/fhir/StructureDefinition/location-uv-trillium2
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8.1.3 Value Sets 

The value sets selected or defined for this project – that is not integral part of the FHIR standard (e.g. 
http://hl7.org/fhir/ValueSet/observation-status) - are built and managed in ART-DECOR. The list 
below provides the canonical URL of the ValueSet resources, as well as the direct links to the value 
sets in the ART-DECOR platform when available. 

Table 21: Value Sets for the Encounters section component 

Name ValueSet Resource ART-DECOR Value Set 

Encounter Type http://hl7.org/fhir/ValueSet/encounter-
type 

Not in ART_DECOR 

Encounter Reason https://www.hl7.org/fhir/valueset-
encounter-reason.html 

Not in ART_DECOR 

Encounter Performer 
Category  

https://www.hl7.org/fhir/valueset-
encounter-participant-type.html 

Not in ART_DECOR 

Encounter Service Provider 
Type 

https://www.hl7.org/fhir/valueset-
organization-type.html 

Not in ART_DECOR 

Encounter Location Type https://www.hl7.org/fhir/v3/ServiceDelive
ryLocationRoleType/vs.html 

Not in ART_DECOR 

Document Access Protocol http://trilliumbridge.eu/fhir/ValueSet/doc
ument-access-protocol-code 

2.16.840.1.113883.3.1937.777.19.11.23  

Type of Document 
Reference 

http://trilliumbridge.eu/fhir/ValueSet/doc
ument-reftype-code 

1.2.840.10008.6.1.484  

8.2 Encounter Report 

The (Trillium II) Encounter Report is specified as a new composition profile: 

• http://trilliumbridge.eu/fhir/StructureDefinition/composition-hcer-uv-trillium2. 

This document is identified by the 34133-9 LOINC code ("Summarization of episode note") 

The table below references the components of the Encounter Report to the Trillium II profiles. 

Table 22: Mapping of Encounter Report components into the FHIR STU3 resources 

Component FHIR Resource Element References / Profiling 
constraints / extensions / Notes 

Patient Attributes Patient (several) See Table 23 below 

Encounter data Encounter (several) See § 8.1 Encounters Section of the 
Patient Summary 

Report metadata Composition (several) See Table 24 below 

Source of 
information 

(several)  Associated to each included 
component. 
See Trillium II deliverables D2.3, D2.4; 
D2.5; D2.6; D3.3, D3.5. See also D2.7 
and 3.2. 

Allergies AllergyIntolerance (several) See Trillium II deliverables D2.5; D2.7 
and 3.2 

Reason for 
Encounter  

Encounter Reason  

http://hl7.org/fhir/ValueSet/observation-status
http://hl7.org/fhir/ValueSet/encounter-type
http://hl7.org/fhir/ValueSet/encounter-type
file:///Z:/home/jan/Documents/2.16.840.1.113883.3.1937.777.19.11.23
file:///Z:/home/jan/Documents/1.2.840.10008.6.1.484
http://trilliumbridge.eu/fhir/StructureDefinition/composition-hcer-uv-trillium2
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Component FHIR Resource Element References / Profiling 
constraints / extensions / Notes 

History of 
Procedure 

Procedure (several) See Trillium II deliverables D2.6; D2.7 
and 3.2 

Admission 
Diagnosis 

Encounter diagnosis.condition AND 
diagnosis.role=’AD’ 

 

Medication 
Summary 

MedicationStatement (several) See Trillium II deliverables D2.3; D2.7 
and 3.2 for medication data. 

Admission 
Medications 

MedicationStatement (several) New section with LOINC code 42346-
7 (“Medications on admission”) 
See Trillium II deliverables D2.3; D2.7 
and 3.2 for medication data. 

Problems Condition (several) See Trillium II deliverables D2.6; D2.7 
and 3.2 

History of Past 
Illness 

Condition (several) See Trillium II deliverables D2.6; D2.7 
and 3.2 

Vital Signs Observation (several) New section with LOINC code 8716-3 
(“Vital Signs”) 
 
This version uses the vital signs 
profiles 
http://hl7.org/fhir/observation-
vitalsigns.html 

Social History Observation (several) See also the HL7 FHIR IPS IG (FHIR 
STU3) and Trillium II deliverables 
D2.7 and 3.2. 

Advance 
Directives  

Composition Section In this version as narrative section see 
also the HL7 FHIR IPS IG (FHIR STU3) 
and Trillium II deliverables D2.7 and 
3.2 

Medications 
Administered 

MedicationAdministered (several) New section with LOINC code 29549-
3 (“Medication administered”) 
 
To be evaluated if a combination of 
MedicationStatement and 
MedicationAdministered should be 
considered 

Procedures 
performed 

Procedure (several) New section with LOINC code 29554-
3 (“Procedure”) 
 
See Trillium II deliverables D2.6; D2.7 
and 3.2 

Hospital Course  Composition Section New section with LOINC code 8648-8 
(“Hospital course”) 
 
In this version it is just a narrative 
section. 

Results Observation (several) See Trillium II deliverables D3.3; D3.5; 
D2.7 and 3.2 

Encounters Encounter (several) See § 8.1 Encounters Section of the 
Patient Summary 

Discharge 
Diagnosis  

Encounter diagnosis.condition AND 
diagnosis.role=’DD’ 

 

Discharge 
Disposition 

Encounter hospitalization.dischargeDispo
sition 
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Component FHIR Resource Element References / Profiling 
constraints / extensions / Notes 

Discharge 
Medications  

MedicationStatement (several) New section with LOINC code 10183-
2 (“Hospital discharge medications”) 
 
See Trillium II deliverables D2.3; D2.7 
and 3.2. 
 
To be evaluated if a combination of 
MedicationStatement and 
MedicationRequest resources should 
be considered. 

Plan of Care Composition Section In this version as narrative section see 
also the HL7 FHIR IPS IG (FHIR STU3) 
and Trillium II deliverables D2.7 and 
3.2 

Immunizations Immunization (several) See Trillium II deliverables D2.4; D2.7 
and 3.2 

Medical 
Equipment  

DeviceUseStatement (several) See Trillium II deliverables D2.3; D2.7 
and 3.2 

 

The table below maps the elements of the Patient Attributes dataset into FHIR STU3 resources.  

Table 23: Map of the Encounter Report Patient Attributes elements into FHIR STU3 

Patient Attributes Item FHIR Resource  Data Element Notes 
Identifier Patient Identifier  

Name Patient Name  

Address Patient Address   

Telecom Patient telecom  

Administrative Gender Patient gender  

Date of Birth Patient birthDate  

 

The table below maps the elements of the Report metadata dataset into FHIR STU3 resources.  

Table 24: Map of the Encounter Report metadata elements into FHIR STU3 

Report metadata Item FHIR Resource  Data Element Notes 

Identifier 

Composition Id  

Composition Identifier  

Bundle Id  

Bundle Identifier  

Date Composition Date  

author Composition author Reference to 
different kind of 
resources (e.g. 
device; 
practitioner) 

attestation Composition attester  

- attester Composition Attester.party Reference to 
different kind of 
resources (e.g. 
organization, 
practitioner) 

- date Composition Attester.time  
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8.2.1 FHIR Extensions 

The table below references the extensions built on FHIR STU3 resources defined by this deliverable 
for the Encounter Report Document 

Table 25: Resource extensions built on FHIR STU3 for the Encounter Report 

Extension Context Access to online specification Canonical URI 

No extensions defined in this version 

8.2.2 FHIR Profiles 

The table below references the profiles built on FHIR STU3 resources defined by this deliverable for 
the Encounter report Document. 

The Encounter report profile uses the already defined profiles for most of the information used (e.g. 
patient; medications; problems; procedures and so on).  

Table 26: Resource profiles built on FHIR STU3 for the Encounter Report 

FHIR STU3 resource Access to online specification Canonical uri 

Composition https://simplifier.net/TrilliumII/StructureDefi
nition/composition-hcer-uv-trillium2. 

http://trilliumbridge.eu/fhir/StructureDefi
nition/composition-hcer-uv-trillium2. 

MedicationAdministration https://simplifier.net/TrilliumII/StructureDefi
nition/medicationadministration-uv-trillium2 

http://trilliumbridge.eu/fhir/StructureDefi
nition/medicationadministration-uv-
trillium2 

8.2.3 Value Sets 

The value sets selected or defined for this project – that is not integral part of the FHIR standard (e.g. 
http://hl7.org/fhir/ValueSet/observation-status) - are built and managed in ART-DECOR.  

Value sets used for the already defined components are described in the associated deliverables (e.g. 
D2.3 for medications) and updates reported in D2.7 and D3.2. 

No additional value sets beyond those specified by the FHIR standard have been for the time being 
identified for the Encounter Report. Updates are expected when more information will be gained by 
the disaster and management exercise. 

9 Example 

All the created examples (as e.g. TII-ED-encounter-1) are versioned in the github repository 
(https://github.com/gcangioli/trilliumII ); published in Simplifier 
(https://simplifier.net/TrilliumII/~resources?category=Example) and can be retrieved from the SRDC 
FHIR server (http://app.srdc.com.tr/fhir/stu3/). 

The examples will be kept updated, and new ones will be developed, to support the WP6 
demonstration activities. 

http://hl7.org/fhir/ValueSet/observation-status
https://github.com/gcangioli/trilliumII
https://simplifier.net/TrilliumII/~resources?category=Example
http://app.srdc.com.tr/fhir/stu3/
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10 Open Issues 

• The detailed content of the Encounter Report – including value sets to be used- has to be verified 
and possibly updated, proving its fitness for purpose through the WP6 selected exercises and 
demonstrations. 

• Evaluate the resource to be used for the administered medications 

• Evaluate the resource to be used for the discharge medications. 
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11 Glossary 
Abbreviation Definition 

ART-DECOR Advanced Requirement Tooling – Data Elements, Codes, OIDs and Rules 

C-CDA Consolidated CDA 

CDA Clinical Document Architecture 

CEN Comité Européen de Normalisation 

CEN/TC 251 Technical Committee Health Informatics of CEN 

CoA Country of Affiliation 

CoT Country of Treament 

eHDSI eHealth Digital Service Infrastructure 

EHR Electronic Health Record 

EMT Emergency Medical Team 

FHIR Fast Healthcare Interoperability Resource – Standard from HL7 

GP General Practitioner 

HCER Health Care Encounter Report 

HL7 Health Level Seven - organization developing standards for interoperability in 
healthcare 

IHE Integrating the Healthcare Enterprise 

IHE PCC IHE Patient Care Coordination 

IPS International Patient Summary – Project of HL7 International and CEN TC 251 

LOINC Logical Observation Identifiers Names and Codes 

MDS Minimum Data Set 

OID Object Identifiers, which are universal by construction 

prEN Draft European Standard 

PS Patient Summary 

SNOMED CT Systematized Nomenclature of Medicine Clinical Terms – reference terminology 

STU3 Standard for Trial Use release 3 of the FHIR standard 

UCUM The Unified Code for Units of Measure – code system 

WHO The World Health Organization 

WP Work Package 

 


