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The following table describes the sections in the Patient Summary Minimum Data Set. The sections are ordered according to the HL7 International Patient Summary (IPS) structure and does not indicate the preferred sequence of sections.
	Patient Summary Section
	Definition / Description
	Rationale / Purpose
	Scope
	Out of Scope
	Notes

	Medication Summary
	A consolidation of medications that have been prescribed and dispensed to patient.
	To understand the range of medications the patient currently is taking or should be taking to treat their health condition or manage their wellness.
	Prescription medications, non-prescription, over-the-counter medications, and any complementary or alternative medicines.
	Vaccines are excluded from this section and are managed by the Immunizations section.
	If medications are not available, a reason, “No medication info” or “No known medications” must be specified.

Medication will need to be split into Medication Prescribed, Medication Dispensed, and potentially Medication Statement in the next iteration of the PS MDS.

	Allergies and Intolerances

Synonym: Allergies and Adverse Reactions
	All known allergies, intolerances, and/or reactions a patient has for medications or substances through any of the senses.
	To inform the treatment and care provisioning of an attending healthcare provider to identify problem or adverse events arising from action taken. 
	Current and any relevant historical allergies, intolerances, and adverse reactions to all substances including prescription and non-prescription medications, food, and other substances.
	
	If allergies or intolerances are not available, a reason, “No allergies info” or “No known allergies” must be specified.

	Problem List
	Clinical problems or conditions that are currently being monitored for the patient.
	To provide a concise overview of active health conditions affecting the patient.
	Current problems that have not been resolved or are existing concerns that are still being monitored.
	Resolved or past problems are excluded from this section and are managed by the Past History of Illness section where applicable.
	If problems are not available, a reason, “No problem info” or “No known problems” must be specified.

	Immunizations
	Vaccines, medications, and treatments associated with making a patient immune or resistant to certain complications or diseases.
	To help design of a treatment plan by informing a healthcare provider of the common diseases or complications a patient is immune or prone to.
	Vaccination names, types, and dates, including due dates for repeats, administration method and provider details
	
	Of the jurisdictions, only ON recommends Immunizations. However, it is a mandatory requirement in the CIHI MDS, JIC PSS and HI IPS. It is also included in the ADHA SHS.

	History of Procedures

Synonym: Surgical History
	A description of past procedures that are pertinent for patient care.
	
	Invasive diagnostic procedures, therapeutic procedures, and surgical procedures. Generally, from the past six months but may include procedures and interventions from over past six months that are relevant.
	
	No jurisdictions includes History of Procedures as a recommended section and it is out of scope for ON. However, it is a mandatory requirement for CIHI MDS, JIC PSS, and HI IPS.

	Medical Devices
	A list of devices that are used by the patient to overcome illness or disease, or to improve their quality of life.
	To provide a list of devices that a patient is dependent on.
	Implantable, medical, and non-medical devices.
	
	

	Diagnostic Tests
	List of relevant diagnostic tests obtained on the patient. 
	To provide supporting diagnostic tests relevant to the current patient condition.
	Diagnostic imaging, ultrasound, mammography, bone and joint studies, and nuclear medicine.
	
	

	Laboratory Results
	List of relevant laboratory and pathology results obtained on the patient. 

	To provide supporting laboratory and pathology results relevant to the current patient condition.
	May be measurements, laboratory results, anatomic pathology results,
	
	

	Vital Signs
	Notable vital signs or physical findings such as the most recent, maximum and/or minimum, baseline, or relevant trends.
	
	Blood pressure, body temperature, heart rate, and respiratory rate, height, weight, body mass index, head circumference, and pulse oximetry.
	TBD
	Data Elements specified currently is limited to systolic blood pressure, diastolic blood pressure, height, and weight.

	Past History of Illness

Synonym: Medical History; Problems Resolved
	Historical information and events that the patient has previously encountered.
	To provide a comprehensive overview of a patient’s healthcare interactions that could improve clinical diagnosis, treatment, and condition management.
	Relevant diagnoses, problems, and treatments or therapies a patient has undergone, and relevant medical
	Allergies or intolerances are managed by the Allergies or Intolerances section.
	

	Pregnancy
	Details of a pregnancy expected due date, outcome, and status.
	To provide a summary of a patient’s pregnancy status.
	
	
	

	Social History

Synonym: Lifestyle Factors
	An observation of social factors.
	Lifestyle factors relate to a patient’s well-being but can also provide a source of risk factors.
	Social History is a broad term that covers a wide range of concerns. Examples of coming concerns include smoking, alcohol consumption, and diet. 
Other lifestyle factors may also be considered such as risk factors, exercise, and exposure risks.
	TBD
	Data elements specified currently is limited to smoking and alcohol consumption.

	Functional Status
	Ability of a patient to perform routine daily activities.
	To establish a patient’s baseline in cognition and physical capacity. “It has great prognostic ability for perioperative outcomes.”
	Activities such as cognition, self-care, mobility, fulfilling usual roles, maintaining health, well-being.
	
	

	Plan of Care

Synonyms: Treatment Plan; Care Plan
	A planned set of directions that have been created to help consumers and their carers address a patient’s specific health and wellbeing needs, and supporting care coordination across different specialties and care providers.
	To provide meaningful ways to improve a patient’s wellbeing through shared communication with providers, coordinating care, monitoring progress and condition management, improving the health literacy of consumers and their carers.
	Care plans, action plans, follow-up plans, progress notes, and outcomes.
	Medications are excluded from this section and are managed by the Medications section.
	

	Advance Directives
	A provision for healthcare decisions that, in the future, a person is unable to make those decisions.
	“Deemed to be of value in unplanned care if a life-threatening event or fatality occurs and the patient or legitimate decision maker has stipulated what should happen with respect to the patient who is too ill or too hurt to express their wishes.”
	TBD
	TBD
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Medication
	Medication prescribed to patient. (CIHI MDS)
	Coded Element
	· SNOMED CT
· CCDD
· DPD
	CIHI MDS: M1

	Medication Description
	Text field to accommodate non-coded Medication data element.
	Text
	
	

	Strength
	Potency of the drug/chemical, usually measured in metric weight and described as the strength of the product’s active (medicinal) ingredient. (CIHI MDS)
	Text
	
	CIHI MDS: M5

	Strength Unit of Measure
	Units of measure for the Medication Prescribed Strength Number. (CIHI MDS)
	Coded Element
	· UCUM
	CIHI MDS M6

	Dose
	Measured portion of a drug to be taken at any one time that pertains to the drug prescribed. (CIHI MDS)
	Text
	
	CIHI MDS: M7

	Dose Unit of Measure
	Unit of measure of a drug dose taken at any one time. (CIHI MDS)
	Coded Element
	· UCUM
	CIHI MDS M8

	Route
	Part of the body on which, through which or into which a drug product is to be introduced. (CIHI MDS)
	Coded Element
	· SNOMED CT
	CIHI MDS: M11

	Frequency
	Number of occurrences within a given time period that a dose of a drug is to be administered. (CIHI MDS)
	Text
	
	CIHI MDS: M10

	Dispensed Date
	Date the medication was dispensed to the patient.
	Date
	
	CIHI MDS: N2

	Duration
	Duration of medication (in days) to be dispensed for the first administration of the prescription (initial dispense). (CDS-S)
	Numeric
	
	

	Refill Duration
	The duration of medication to be dispensed (in days) for the refills of the prescription. Supports the use cases when refill duration differs from initial dispense. (CDS-S)
	Numeric
	
	

	Notes
	Additional notes made by provider concerning the medication.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Allergy Agent
	Specific allergen or other agent/substance to which the patient has an allergic reaction. (CIHI MDS)
	Coded Element
	· SNOMED CT
	CIHI MDS: E18

	Allergy Agent Description
	Text field to accommodate non-coded Allergy Agent data element.
	Text
	
	

	Reaction
	Reaction to the offending agent.
	Coded Element
	· SNOMED CT
	

	Reaction Description
	Text field to accommodate non-coded Reaction data element.
	Text
	
	

	Severity
	Level of severity a patient has in relation to an allergy or intolerance. (CIHI MDS)
	Coded Element
	· SNOMED CT
	CIHI MDS: E19

	Notes
	Additional notes made by provider concerning the allergy/intolerance.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Problem / Diagnosis
	Relevant current problems and diagnoses. (CIHI MDS)
	Coded Element

	· SNOMED CT 
	CIHI MDS: E11

	Problem / Diagnosis Description
	Text field to accommodate non-coded Problem / Diagnosis Description data element.
	Text
	
	

	Notes
	Additional notes made by provider concerning the problem/diagnosis.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Vaccine Administered
	Vaccine administered to the patient. (CIHI MDS)
	Coded Element
	· SNOMED CT
· CCDD
· DPD
	CIHI MDS: O1

	Vaccine Administered Description
	Text field to accommodate non-coded Vaccine Administered data element.
	Text
	
	

	Lot Number
	Batch identification number of the vaccine. (CIHI MDS)
	Text
	
	CIHI MDS: ﻿O3

	Dose
	
	
	
	

	Route
	Route or method the vaccine has been administered. (CDS-S)
	Coded Element
	· SNOMED CT
	

	Vaccine Administered Date
	Date the vaccine was administered to the patient. (CIHI MDS)
	Date
	
	CIHI MDS: ﻿O2

	Notes
	Additional notes made by provider concerning the immunization.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Procedure
	Procedure or intervention performed on patient
	Coded Element
	· SNOMED CT
	CIHI MDS: F1

	Procedure Description
	Text field to accommodate non-coded Procedure data element.
	Text
	
	

	Notes
	Additional notes made by provider concerning the procedure.
	Text
	
	


[bookmark: _Toc77808398][bookmark: _Toc77852245]Medical Devices
	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Device
	Name of the implantable, medical, or non-medical device.
	Coded Element
	· SNOMED CT
	There is no medical device registry in Canada or terminology designed specifically for devices.

	Device Description
	Text field to accommodate non-coded Device data element.
	Text
	
	

	Insert Date
	Date and time in which device is first used.
	Date
	
	

	Expiry Date
	Date and time beyond which this device is no longer valid or should not be used (if applicable).
	Date
	
	

	Notes
	Additional notes made by provider concerning the medical device or medical device use.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Diagnostic Test Ordered
	Type of diagnostic test ordered for the patient.

	Coded Element
	· LOINC/pCLOCD
	CIHI MDS: I1

	Diagnostic Test Ordered Description
	Text field to accommodate non-coded Diagnostic Test Ordered data element.
	Text
	
	

	Diagnostic Test Performed Date
	Date the diagnostic test was performed.
	Date
	
	CIHI MDS: J1
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Lab Test
	Lab test performed.
	Coded Element
	· LOINC/pCLOCD
	CIHI MDS H2

	Lab Test Description
	Text field to accommodate non-coded Lab Test data element.
	Text
	
	

	Lab Test Performed Date
	Date the lab test performed.
	Date
	
	

	Lab Test Result Value
	Result of the lab test.
	Text
	
	CIHI MDS: H3

	Lab Test Result Unit of Measure
	unit of measure of the lab result for the lab test performed.
	Coded Element
	· UCUM
	CIHI MDS: H4

	Low Reference Range
	Low end of a normal reference range lab result for a particular test performed in a particular lab. 
	Text
	
	CIHI MDS: H5

	Low Reference Range Unit of Measure
	Unit of measure associated with the Laboratory Test Result Reference Range Low Number.
	Coded Element
	· UCUM
	CIHI MDS: H6

	High Reference Range
	high end of a normal reference range lab result for a particular test performed in a particular lab.
	Text
	
	CIHI MDS: H7

	High Reference Range Unit of Measure
	unit of measure associated with the Laboratory Test Result Reference Range High Number.
	Coded Element
	· UCUM
	CIHI MDS: H8
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Systolic Blood Pressure
	Systolic blood pressure value (in mmHg) as measured. The unit of measure (mmHg) is implied when representing the value. (CIHI MDS)
	Numeric
	
	

	Diastolic Blood Pressure
	Diastolic blood pressure value (in mmHg) as measured. The unit of measure (mmHg) is implied when representing the value. (CIHI MDS)
	Numeric
	
	

	Height
	Height of the patient as measured. (CIHI MDS)
	Numeric
	
	

	Height Unit of Measure
	Unit of measure used to capture the patient’s height. (CIHI MDS)
	Coded Element
	· UCUM
	

	Weight
	Weight of the patient as measured. (CIHI MDS)
	Numeric
	
	

	Weight Unit of Measure
	Unit of measure used to capture the patient’s weight. (CIHI MDS)
	Coded Element
	· UCUM
	

	Vital Sign Date
	Date vital sign was measured.
	Date/Time
	
	

	Notes
	Additional notes made by provider concerning the vital signs.
	Text
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Problem / Diagnosis
	Relevant past problems and diagnoses. (CIHI MDS)
	Coded Element
	· SNOMED CT
	CIHI MDS: E11

	Problem / Diagnosis Description
	Text field to accommodate non-coded Problem / Diagnosis data element.
	Text
	
	

	Notes
	Additional notes made by provider concerning the problem/diagnosis.
	Text
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Pregnancy is an optional section in the HL7 IPS but is not in the jurisdictional requirements.  Consultation required with physicians to determine what information should be included.
[bookmark: _Toc77808404][bookmark: _Toc77852251]Social History
The data elements in social history are currently limited to smoking and tobacco status (as defined in the HL7 IPS). Additional consultation is required with physicians to determine what social history information should be included.
	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Smoking Status
	Smoking status of patient.
	Coded Element
	· SNOMED CT
	

	Alcohol Status
	Alcohol consumption status of patient.
	Coded Element
	· SNOMED CT
	

	Notes
	Additional notes made by provider concerning the social history.
	Text
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The HL7 IPS uses the Condition and Clinical Impression profiles. The Condition profile is the also used in the Problem List and Past History of Illness sections. The Clinical Impression profiles references other profiles such as Observation, Questionnaire Response, Family Member history, Diagnostic Report, Risk Assessment, Imaging Study, and Media.  Consultation is required with physicians to determine what information should be included in this section.
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	Data Element
	Definition / Rationale
	Data Type
	Coding System
	Notes

	Plan
	Plan of care.
	Coded Element
	· SNOMED CT
	

	Plan Description
	Text field to accommodate non-coded Plan data element.
	Text
	
	

	Notes
	Additional notes made by provider concerning the plan of care.
	Text
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Consultation is required with physicians to determine what information should be included.
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