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Understanding HL7 CDA
When a PSO takes part in the data submission process, they must utilize the AHRQ Common
Formats as a guideline to structure their data. The AHRQ Common Formats are based on the
standards and structure created by Health Level 7 (HL7) Clinical Document Architecture (CDA).
HL7 provides standards for interoperability that improve care delivery. CDA establishes the
framework via Extensible Markup Language (XML) markup language for specifying the
semantics of clinical documentation. HL7 CDA enables two or more different
applications/systems to exchange medical information and effectively utilize that information.
Basic HL7 CDA Structure
A clinical document contains a CDA file that is made up of XML elements. Each CDA file consists
of a CDA Header and CDA Body structure. The CDA Header identifies and classifies the
document along with Common Format data elements such as Patient ID, Provider ID, or PSO
ID. The CDA Body is divided into sections that contain Common Format elements that directly
coincide with the hard copy medical forms (i.e., Event Specific Forms). (See example below)

Identifying the Components of a Header
CDA requires a ClinicalDocument/typeId to be present in the header to identify the most recent
standards imposed by CDA (CDA Release 2.0). Two ClinicalDocument/templateId codes will be
used to identify the type of Common Formats Patient Safety Report Version and the other will

identify an Object Identifier (OID) which will represent one of the Common Format Report Types.
(See Example Below)

Additional identifiers and code exist to further describe the Participants and Common Format
Report Types to make the document more unique and prevent duplication.
Identifying Body Components
A structured body encompasses 12 different reports starting from an Initial Report traveling to a
specific Event Category Section. For example, the body structure located in the Initial Report is
shown below. A series of identification numbers and codes are used to construct the Initial
Report. The organizer section is used to group all data elements together and only one is needed.
Each observation section calls on a specific field from a form, such as a date that an event
occurred or the location of an occurrence. Within each observation is a single component that is
linked to one Data Element ID. This Data Element is attached to information such as a patient
name or a patient’s medical record number (i.e., DE46 = Patient Name).

For a more in depth explanation of HL7 CDA implementation, please visit this link for the AHRQ
Common Formats Version 1.2 Implementation Guide found on the PSOPPC Web site
(https://www.psoppc.org) under the Common Formats tab. Furthermore, information on HL7
CDA format templates and training can be found on the HL7 Web site at www.hl7.org.
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