
Quality Data Model – Code Set (Vocabulary) Proposal 

CONCEPT—refers to a particular category of information in a quality measure. There are 23 concepts in the current version of the 

QDM. Examples of concepts include medication, procedure, condition/diagnosis/problem, communication, and encounter. 
 QDM Concept 

(Category of 
Information) 

Definition Code Set 
(Vocabulary) 
Considerations 

Clinical Quality 
Workgroup Proposal 
for Code Set 
(Vocabulary) 

1 Allergy An allergy is an immunologically mediated reaction that 
is specific to exposure to a given agent and recurs on 
re-exposure to that agent. That agent may be a 
medication, a substance, or, in the case of a device, 
the materials used within that device. Non-allergic 
reactions are covered under intolerance.  

SNOMED-CT for 
Allergy 
classification 

 
RxNorm for 

Medications 
 
UNII for components 
 
See specific QDM 

Concepts for other 
concepts to which a 
patient may exhibit 
allergy 

 

2 Characteristic 
 

Characteristics refer to specific factors about a patient, 
clinician, provider, or facility. Included are 
demographics, behavioral factors, social or cultural 
factors, available resources and preferences. 
Behaviors reference responses or actions that affect 
(either positively or negatively) health or 
healthcare. Included in this category are mental health 
issues, adherence issues unrelated to other factors or 
resources, coping ability, grief issues, and substance 
use/abuse. Social/cultural factors are characteristics of 
an individual related to family/caregiver support, 
education and literacy (including health literacy), 
primary language, cultural beliefs (including health 
beliefs), persistent life stressors, spiritual and 
religious beliefs, immigration status, and history of 

Race – CDC 
Ethnicity – CDC 
Gender – 

Administrative sex 
(HL7) 

Tobacco use – 
SNOMED-CT (?) 

Behaviors – 
SNOMED-CT 

Social / cultural 
factors – SNOMED-
CT 

Resources – 
SNOMED-CT 

Preferences – 
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 QDM Concept 

(Category of 
Information) 

Definition Code Set 
(Vocabulary) 
Considerations 

Clinical Quality 
Workgroup Proposal 
for Code Set 
(Vocabulary) 

abuse or neglect. Resources are means available to a 
patient to meet health and healthcare needs, which 
would include caregiver support, insurance coverage, 
financial resources, and community resources to which 
the patient is already connected and receiving benefit. 
Preferences are choices made by patients and their 
caregivers relative to options for care or treatment 
(including scheduling, care experience, and meeting of 
personal health goals) and the sharing and disclosure 
of their health information. 

SNOMED-CT 
 

3 Communication 

 

Communication is the transmission, receipt, or 
acknowledgement of information sent from a source to 
a recipient. This may include the provision of any 
communication from one clinician to another regarding 
findings, assessments, plans of care, consultative 
advice, instructions, educational resources, etc. It also 
may include the receipt of response from a patient with 
respect to any aspect of the care provided. 
Furthermore, it may include the provision of any 
communication from provider to patient. (e.g., results, 
findings, plans for care, medical advice, instructions, 
educational resources, appointments, result). A time 
and date stamp is required. 

SNOMED-CT  

4 Condition / 

Diagnosis / 

Problem 

 

A problem, diagnosis, or condition is a scientific 
interpretation of result, assessment, and treatment 
response data that persists over time and tends to 
require intervention or management, or a clinical 
feature that includes but is not limited to those treated, 
monitored, evaluated, or impacts other treatment or 

SNOMED-CT for 
2015 
 
? ICD-10 for 2013, 
ICD-9 for 2012 
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Information) 
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(Vocabulary) 
Considerations 

Clinical Quality 
Workgroup Proposal 
for Code Set 
(Vocabulary) 

venues of care (e.g., encounters or lengths of stay). It 
is used to guide planning, implementation, treatment, 
and evaluation. A problem or condition includes, but is 
not limited to, acute, intermittent, or chronic conditions; 
diagnoses; symptoms; functional limitations; or visit- or 
stay-specific conditions. 

5 Device Device is an instrument, apparatus, implement, 
machine, contrivance, implant, in vitro reagent, or other 
similar or related article, including a component part, or 
accessory, intended for use in the diagnosis, cure, 
mitigation, treatment or prevention of disease and that 
is not dependent on being metabolized to achieve any 
of its primary intended purposes.1    

DICOM ? 
SNOMED-CT ? 

 

6 Diagnostic study A diagnostic study is any kind of medical test 
performed as a specific test or series of steps to aid in 
diagnosing or detecting disease (e.g., to establish a 
diagnosis, measure the progress or recovery from 
disease, to confirm that a person is free from disease).2 
The QDM defines diagnostic studies as those that are 
not performed in organizations that perform testing on 
samples of human blood, tissue, or other substance 
from the body. Diagnostic studies may make use of 
digital images and textual reports. Such studies include 
but are not limited to imaging studies, cardiology 
studies (electrocardiogram, treadmill stress testing), 

SNOMED-CT 
(LOINC is a potential 
options for Imaging 
studies, DICOM is 
also a consideration) 
 
Note – results in 
SNOMED-CT 

 

                                                           
1
 Derived from the device definition of the US Food and Drug Administration (FDA), Department of Health and Human Services, 2010. http://www.fda.gov/ 

Accessed July 2010. 
2
 (i) Canada Health Infoway EHR Glossary (Note: No changes in the QDS Model Version 2 and 2.1 citations took place.) 

http://www.fda.gov/
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Clinical Quality 
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pulmonary function testing, vascular laboratory testing, 
and others. 

7 Encounter An encounter is an identifiable grouping of healthcare-
related activities characterized by the entity relationship 
between the subject of care and a healthcare provider; 
such grouping is determined by the healthcare 
provider.3 A patient encounter represents interaction 
between a healthcare provider and a patient with a 
face‐to-face patient visit to a clinician’s office, or any 

electronically remote interaction with a clinician for any 
form of diagnostic treatment or therapeutic event. 
Encounters can be billable events but are not limited to 
billable interactions. Each encounter has an associated 
location or modality within which it occurred (such as 
an office, home, electronic methods, phone encounter, 
or telemedicine methods). The encounter location is 
the patient’s location at the time of measurement. 

SNOMED-CT  
In 2010 retooling 
encounters included 
CPT, ICD-9, ICD-10, 
HCPCS 

 

8 Experience Experience is defined as information collected from a 
consumer, patient, or family member about their 
perception of the care they received or from a care 
giver about the care provided. Information collected 
includes the elements of care coordination, 
communication, whole-person approach to care, 
access to care, timeliness of care, and information 
sharing. 

SNOMED-CT  

                                                           
3
  International Organization for Standardization (ISO), Health Informatics—Requirements for an Electronic Health Record Architecture  ISO/TS 18308. Geneva, 

Switzerland: ISO; 2004. Available at www.iso.org/iso/home.htm. Last accessed May 2010. (Note: No changes in the QDS Model Version 2 and 2.1 citations took 
place.) 

http://www.iso.org/iso/home.htm.%20Last%20accessed%20May%202010
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Clinical Quality 
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9 Family History Problems, conditions, and diagnoses experienced by a 

patient's family members whether existing currently or 

in the past. The family history represents a patient’s 

pedigree information associated with clinical and 

genomic data. 

SNOMED-CT  

10 Functional Status 

 

Functional status assessment is specific to tools that 
evaluate an individual patient's actual physical or 
behavioral performance as an indicator of capabilities 
at a point in time. The functional status assessment 
can be used in measurement to determine change in 
physical or behavioral performance over time, or 
specific capabilities that cause a patient to be included 
or excluded from a measurement population.   

 
Examples include: Eastern Cooperative Oncology 
Group (ECOG) Performance Status, Edmonton 
Functional Assessment Tool (EFAT), Karnofsky 
Performance Scale, Katz Index of Independence in 
Activities of Daily Living, Palliative Performance Scale 
version 2, the Medical Outcomes Study (MOS) Short 
Form Survey Instrument (SF-12), and the Asthma 
Quality of Life Questionnaire. Alternately, risk 
assessment refers to appraisals of health and well-
being, providing information as to the risk for conditions 
or increased severity of illness (e.g., Braden Skin 
Scale, Morse Fall Risk Scale, etc.), whereas physical 
exam includes psychiatric examinations.   

Direction will be 
appreciated: 
 
LOINC for defined 
studies 
 
SNOMED-CT for 
defined studies 

 

11 Health Record A health record component is a section of a clinical SNOMED-CT (record  
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Clinical Quality 
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for Code Set 
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Component record that contains information about a patient and 
upon which actions can be performed (e.g., transmit, 
acknowledge, document, etc.). A few examples of 
health record components include allergy lists, problem 
lists, clinical summaries, medication lists, and others.  

artifact) 
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12 Intervention An intervention is an action—treatment, procedure, or 
activity—designed to achieve an outcome. 
Interventions represent those care activities that can be 
performed by a clinician, a patient, or a caregiver and 
that require supervision, monitoring, or communication. 
Interventions represent a broad concept of activities 
distinct from diagnostic tests, procedures, laboratory 
tests, or encounters, each of which is a step in any 
individual patient's care process. Included are 
education, communication, patient referrals (e.g., 
between providers, to counselors, to church support 
groups), behavioral interventions (counseling), physical 
actions (dressing change, ambulation with or without 
assistance), use of inhalation devices, provision of 
nutrition, exercise, use of psychosocial interaction, or 
relaxation techniques, to name a few.  

 
To distinguish interventions from the concept 
procedures, procedures can be specifically identified 
and used in reimbursement schema (e.g., surgical 
operations, chiropractic manipulation, setting of bone 
fractures, and placement of a cast). Both procedures 
and interventions can generate a claim for payment, 
but a claim is not necessarily created. Examples: (1) 
instruction in walking with crutches is an intervention, 
yet there is a billing process for reimbursement; and (2) 
periodic oral evaluation and cleaning are procedures 
(generally performed by a dentist and oral hygienist), 
yet mouth care is an intervention because it is a routine 
process performed by a patient, caregiver, or clinician. 

SNOMED-CT  
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Clinical Quality 
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13 Intolerance Intolerance refers to the inability to take a specific 
substance or medication, or endure a device, study, 
test, or procedure unrelated to a true allergic reaction.  
 
Intolerance encompasses adverse events and adverse 
effects. In the instance of a quality measure, an 
adverse event is an unexpected or dangerous reaction 
to a device, diagnostic study, intervention, laboratory 
test, procedure, or substance. Serious adverse events 
are those that are fatal, life-threatening, permanently or 
significantly disabling, require or prolong 
hospitalization, lead to congenital anomaly (in the case 
of diagnostic studies and substances), require 
intervention to prevent permanent impairment or 
damage, or require specific treatment, care plan, or 
encounter. Medication adverse effects refer to 
conditions that are due to drugs and medical and 
biological substances when the correct substance was 
administered as prescribed. These are generally 
clinician-identified effects. Medication adverse effects 
are distinct from medication allergy and intolerance. 
 
Intolerance is generally based on patient report and 
perception. Immunologic reactions are covered with the 
concept allergy. 

SNOMED-CT for 
Adverse Event, 
Intolerance 
classification 

 
RxNorm for 

Medications 
 
UNII for components 
 
See specific QDM 
Concepts for other 
concepts to which a 
patient may exhibit 
allergy 

 

14 Laboratory Test A laboratory test is a medical procedure that involves 
testing a sample of blood, urine, or other substance 
from the body. Tests can help determine a diagnosis, 
plan treatment, check to see if treatment is working, or 
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 QDM Concept 

(Category of 
Information) 

Definition Code Set 
(Vocabulary) 
Considerations 

Clinical Quality 
Workgroup Proposal 
for Code Set 
(Vocabulary) 

monitor the disease over time.4 Laboratory tests may 
be performed on specimens not derived from patients 
(electrolytes or contents of water or consumed fluids, 
cultures of environment, pets, other animals). The 
states will remain the same. 

15 Medication A medication refers to clinical drugs or chemical 
substances intended for use in the medical diagnosis, 
cure, treatment, or prevention of disease. A medication 
contains a value derived from taxonomies such as 
RxNorm. 

RxNorm 
Consider NDF-RT for 
medication classes 
UNII for medication 
components 

 

16 Physical 

Examination 

A physical examination is the evaluation of the patient's 
body to determine its state of health. The techniques of 
inspection include palpation (feeling with the hands or 
fingers), percussion (tapping with the fingers), 
auscultation (listening), visual inspection, and smell. 
Measurements may include vital signs (blood pressure, 
pulse, respirations) as well as other clinical measures 
(such as expiratory flow rate, size of lesion, etc.). 
Physical exam includes psychiatric examinations.  

SNOMED-CT for 
observable entities 
(examination 
components) 
 
SNOMED-CT for 
expected findings 
(result attributes of 
the exam) 
 
Direction will be 
helpful since LOINC 
has some elements 
that may be helpful 
(clinical LOINC – vital 
signs, etc) 

 

                                                           
4
  National Cancer Institute (NCI). Bethesda, MD: NCI; 2010. Available at www.cancer.gov/. Last accessed May 2010. (Note: No changes in the QDS Model 

Version 2 and 2.1 citations took place.) 

http://www.cancer.gov/
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17 Preference Preference refers to the healthcare treatment choices 
influenced, but not limited to, language, religious, or 
cultural preferences. Preference can be driven as well 
by utility measurement. A health utility index (HUI) is a 
family of generic health profiles and preference-based 
systems for measuring health status, reporting health-
related quality of life (HRQL), and producing utility 
scores. HRQL, as defined by Patrick and Erickson, "is 
the value assigned to duration of life as modified by the 
impairments, functional states, perceptions, and social 
opportunities that are influenced by disease, injury, 
treatment, or policy." HUI questionnaires, designed to 
elicit responses from a wide variety of subjects, make it 
easy to incorporate such a patient-reported outcome 
(PRO) and utility instrument into a clinical study. HUI 
evolved in response to the need for a standardized 
system to measure health status and HRQL to 
describe: 1) the experience of patients undergoing 
therapy; 2) long-term outcomes associated with 
disease or therapy; 3) the efficacy, effectiveness, and 
efficiency of healthcare interventions; and 4) the health 
status of general populations. 5 Preference may be 
expressed in legal documents such as consent forms, 
living wills, and advance directives. 

SNOMED-CT  

18 Procedure A procedure is a course of action intended to achieve a SNOMED CT  

                                                           
5
 Patrick DL, Erickson P, Health Status and Health Policy: Quality of Life in Health Care Evaluation and Resource Allocation. NewYork: Oxford University Press; 

1993; and 
 Horsman J, Furlong W, Feeny D, et al., The health utilities index (HUI): concepts, measurement properties and applications, Health and Quality of Life Outcomes, 
2003;1-54. Abstract available at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC293474/.  

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC293474/
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(Category of 
Information) 
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Considerations 

Clinical Quality 
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result in the care of persons with health problems. It is 
generally invasive and involves physical contact. A 
procedure may be a surgery or other type of physical 
manipulation of a person’s body in whole or in part for 
purposes of making observations and diagnoses or 
providing treatment. 6 Some of these procedures are 
not reimbursed. Note that procedure is distinct from 
intervention. 

 
In the 2010 retooling, 
CPT, ICD-9, ICD-10, 
HCPCS and 
SNOMED-CT were 
provided 

19 Risk Evaluation Risk category assessments include tools and 
calculators that suggest vulnerabilities for any given 
patient. Distinct from functional status, risk 
categorization uses findings, observations, results, and 
sometimes judgments and patient-generated 
information for use within clinical care algorithms, 
clinical decision support, and severity analysis. A time 
and date stamp is required. Examples: Braden Score 
for Predicting Pressure Score Risk, Morse Fall Risk 
Scale, Pneumonia Severity Index.7 

SNOMED-CT 
 
Note – LOINC 
differentiates some 
risk evaluation 
instruments 

 

20 Substance A chemical element and its compounds in the natural 
state or obtained by any manufacturing process (other 
than pharmaceutical drugs), including any additive 
necessary to preserve its stability and any impurity 
deriving from the process used, but excluding any 
solvent that may be separated without affecting the 
stability of the substance or changing its composition.8 

SNOMED-CT (non-
meds) 
 

 

                                                           
6
 Modified from Canada Health Infoway . 

7
  AHRQ, Pneumonia Severity Index Calculator (PSI), Bethesda, MD: AHRQ. Available at: http://pda.ahrq.gov/clinic/psi/psicalc.asp. Last accessed May 2010.  

8
  European Chemicals Agency, REACH-Registration, Evaluation, and Authorisation of Chemicals, France; 2005. Available at www.prc.cnrs-

gif.fr/reach/en/home.html. Last accessed May 2010. 

http://pda.ahrq.gov/clinic/psi/psicalc.asp.%20Last%20accessed%20May%202010
http://www.prc.cnrs-gif.fr/reach/en/home.html
http://www.prc.cnrs-gif.fr/reach/en/home.html
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Substance may or may not have a code or be classified 
by a code system such RxNorm. Examples of a 
substance may include but are not limited to: 
environmental agents (e.g., pollen, dust) and food (e.g., 
vitamins). 

21 Symptom A symptom is an indication that a person has a 
condition or disease. Some examples are headache, 
fever, fatigue, nausea, vomiting, and pain.9 Also, 
subjective of disease perceived by the patient.10 As an 
example to differentiate symptom from finding, the 
patient’s subjective symptom of fever is distinguished 
from the temperature (a finding). For a finding, there is 
a source of either a temperature-measuring device, 
and there is a recorder of the device (electronically) or 
an individual (healthcare provider, patient, etc.). 

SNOMED-CT  

22 System 

Resources 

The configuration of an organization (e.g., nursing staff 
ratios; availability of durable medical equipment; health 
information technology infrastructure and capabilities, 
such as e-prescribing; access to care systems; or 
invasive procedure capabilities. 

SNOMED-CT 
(physical object <e.g. 
ventilator>, procedure 
<e.g., e-prescribing>) 

 

23 Transfer Transfer refers to the different locations or settings a 
patient is released to, or received from, to ensure the 
coordination and continuity of healthcare. Such 
transfers involve a handoff process, whereby patient 
information and permanent or temporary medical 
devices or equipment are exchanged, and 

SNOMED-CT 
(environments and 
geographical 
locations) 

 

                                                           
9
 UMLS Dictionary, 2010. http://www.nlm.nih.gov/research/umls/ Accessed December. 2010. 

10
 National Cancer Institute (NCI), Bethesda, MD; NCI, 2010. Available at www.cancer.gov/. Last accessed May 2010. 

http://www.nlm.nih.gov/research/umls/
http://www.cancer.gov/
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accountability and responsibility for patient care are 
transferred.11 This may include the setting from which a 
patient is received or released (e.g., home, acute care 
hospital, skilled nursing) to the current location. A time 
and date stamp is required. 

 

                                                           
11

  *(i) Coleman E, Falling through the cracks: challenges and opportunities for improving transitional care for persons with continuous complex care needs, J 
Am Geriatr Soc,2003;51(4):549-555.  
(ii); Alem L Joseph M, Kethers S et al. ,Information environments for supporting consistent registrar medical Handover, Health Inform Manage J , 2008;37(1): 9-
23; Anderson C D, Mangino RR, Nurse shift report: who says you can't talk in front of the patient?, Nurs Ad Q, 2006;30(2):112-122;   
(iii) Benson E.Rippin-Sisler C, Jabusch  K, et al., Improving nursing shift-to-shift report, J Nurs Care Qual, 2006; 22(1):80-84;  
(iv) Caruso EM, The evolution of nurse-to-nurse bedside report on a medical-surgical cardiology unit, Medsurg Nurs, 2007;16(1):17-22.;  
(v) Kerr MP, A qualitative study of shift handover practice and function from a socio-technical perspective, JAdv Nurs, 2002; 37(2):125-134;  
(vi) Lardner R, Effective Shift Handover— A Literature Review, Health and Safety Executive Report, Edinburgh, UK: Keil Centre; 1996, p. 17, available at: 
http://www.npsf.org/download/Focus2004Vol7No2.pdf, last accessed May 2010;  
(vii) Manning ML, Improving clinical communication through structured conversation, Nurs Econ, 2006; 24(5): 268-271;  
(viii) Riesenberg LA, Leitzsch J, Little BW, Systematic review of  handoff mnemonics literature, Am J Med Qual, 2006; 24(3):196-204;  
(ix) Strople, B, Ottani, P, Can technology improve intershift report? What the research reveals, J Prof Nurs, 2006;22(3):197-204.  

http://www.npsf.org/download/Focus2004Vol7No2.pdf,%20last%20accessed%20May%202010

