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1. Definitions to solidify CHI submission:

a. Consultation: (From HL7 CDA IG)

For the purpose of this Implementation Guide, a consultation visit is defined by the evaluation and management guidelines for a consultation established by the Centers for Medicare and Medicaid Services (CMS).  According to those guidelines, a Consultation Note must be generated as a result of a physician or nonphysician practitioner’s (NPP) request for an opinion or advice from another physician or NPP. Consultations must involve face-to-face time with the patient or fall under guidelines for telemedicine visits.  

A Consultation Note must be provided to the referring physician or NPP and must include the reason for the referral, history of present illness, physical examination, and decision-making component (Assessment and Plan). 

An NPP is defined as any licensed medical professional as recognized by the state in which the professional practices, including, but not limited to, physician assistants, nurse practitioners, clinical nurse specialists, social workers, physical therapists, and speech therapists.

Reports on visits requested by a patient, family member, or other third party are not covered by this specification.  Second opinions, sometimes called “confirmatory consultations,” also are not covered here. Any question on use of the Consultation Note defined here should be resolved by reference to CMS or AMA guidelines.  
b. Referral: 
To direct to a source for help or information. 

A physician or nonphysician practitioner’s (NPP) request for an opinion or advice from another physician or NPP. 
Vs. Prescription?
At least in the US
there is a subtle difference between, for example, a prescription for
physical therapy and a referral for physical therapy. The actual contents of
the information may be identical, but the order/prescription is the legal
document that allows the patient to be treated by the PT (in the states that
require it), but an insurance company may require a separate "referral". The
substance of the "prescription" may simply be something to the effect of
"please evaluate and treat this patient", which for all intents and purposes
is a referral. 
Transfer of Care: Description of patient status when change of treating location or physician occurs. (Child of Summarization) 
2. Reorganizing the Kind of Document Axis

1. Administrative Note

a. Advance Directive

i. Do Not Resuscitate

1. Rescinded Do Not Resuscitate

ii. Living Will

iii. Rescinded Advance Directive

b. Against Medical Advice Note

c. Agreement

d. Certificate

e. Consent

f. Contract

g. Legal

h. Letter

2. (Clinical) Note

a. Adverse Event Note

b. Alert

c. Diagram

d. Flowsheet

e. Report

3. Roll-up codes for Role-specific codes [to do]
4. Policy for adding new values to axes

a. Keeping “pure” DocOnt modeled terms identifiable from other documents (CDA things)

b. Request from LOINC Website

Need to add a service type for personalized medicine consultation. This would be used to summarize pathology finding (e.g. cancer type and stage, history of relevant diagnostic testing), molecular pathology results, genetics and provide an interpretation and possibly recommendations from a geneticist, pathologist, or other specialty health care provider with expertise in molecular diagnosis and prognosis.
