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	Data Element Information

	Data Element Name: Laboratory Test Performed Date

	Data Element Description
	Proposed definition. Date and, when available, time when the analytical result was generated by an instrument or, for manual testing, when the laboratory professional completed and recorded the analytical determination. The timestamp is associated with the individual laboratory result or component. For repeat analysis or reanalysis, each run or result version should retain the performed timestamp that applies to that analytical determination. [4,6,8,10]
Distinct event. Laboratory Test Performed Date and Time is not the specimen collection time, specimen receipt time, or result release time. Collection describes when the specimen left the patient; receipt describes when it entered the testing laboratory; performed or analysis time describes when the analytical result was generated; and issued or released time describes when a result version became available after review or verification. These events may be identical in a rapid bedside test but are frequently separated by minutes, hours, days, or longer in referral, microbiology, pathology, genetic, and batched testing workflows. [1-6,8-10]
Recommended USCDI label and usage note. Retain the submitted element within the Laboratory data class and use the display name "Laboratory Test Performed Date and Time" to align with current USCDI naming conventions. If USCDI reuses the generic Performance Date and Time element, it should include an explicit laboratory usage note and mappings to HL7 v2 OBX-19 and the FHIR Observation AnalysisDateTime extension so that implementers do not substitute specimen collection or result release time. [1,4-6,21]

	Use Case Description(s)

	Use Case Description
	Why this data element is needed in addition to Specimen Collection Date and Time
USCDI v7 added Specimen Collection Date and Time specifically to represent when a specimen was obtained and explicitly distinguished that event from Performance Date and Time. Laboratory testing requires the same semantic precision for the later analytical event. Federal laboratory regulations likewise treat these events separately: the test request is expected to solicit the specimen collection date and time, while laboratory test records must include the date and time of specimen receipt and the records and dates of all specimen testing. HL7 v2 also separates the physiologically relevant observation or collection time in OBX-14 from the analytical result generation time in OBX-19. [1-4]
A complete laboratory chronology contains at least four different clocks:
- Specimen Collection Date and Time - when the specimen was obtained from the patient; this anchors the result to the patient's physiologic state. [1,2,4,5]
- Specimen Receipt Date and Time - when the testing laboratory received the specimen; this supports chain of custody, acceptability, transport, and laboratory queue analysis. [3]
- Laboratory Test Performed Date and Time - when the instrument or technologist generated the analytical result; this anchors the result to the actual analysis or determination. [4,6,8-10]
- Result Issued or Released Date and Time - when that result version was made available to providers, generally after review or verification. [5,19,20]
Specimen collection alone cannot calculate the collection-to-analysis holding interval, isolate receipt-to-analysis delay from analysis-to-release delay, identify which analytical run produced a value, distinguish reanalysis of an older specimen from testing of a newly collected specimen, or determine whether an analytical result had been generated before a later clinical action. Conversely, performed time cannot replace collection time because it does not describe the patient's physiologic state at sampling. Both timestamps are therefore necessary and complementary. [3-6,8-10]
Broad ecosystem use cases
1. Specimen integrity, stability, and result validity. Collection time plus performed time makes the actual pre-analytical holding interval computable. This is necessary to determine whether a specimen was analyzed within validated stability limits and whether delay could have altered the result. Published examples include delayed room-temperature processing that changed blood-culture time-to-positivity and staining results, and lactate stability that depends on the draw-to-analysis interval and storage conditions. [16,17]
2. Turnaround-time measurement and delay localization. Laboratories need distinct timestamps to separate transport and accessioning delay, queue or analyzer delay, and review or release delay. A single collection timestamp and a final report timestamp can show that a result was late, but not where the delay occurred or which team, interface, instrument, or workflow should be improved. Laboratory turnaround time is a longstanding quality indicator. [3,13]
3. Emergency department and acute-care throughput. Faster laboratory turnaround is associated with shorter emergency-department length of stay. A large retrospective cohort found that both time to testing and laboratory turnaround were positively associated with ED length of stay and that the laboratory stage comprised most total turnaround time. Performed time permits a more actionable split between analytical processing and subsequent result release. [14,15]
4. Microbiology time-to-positivity and antimicrobial stewardship. Microbiology decisions depend on accurately ordered laboratory events, including collection, loading or incubation, analytical detection, and final reporting. In one study, 98 percent of aerobic bloodstream infections were detected by 48 hours, supporting antibiotic de-escalation decisions. Exchange of the analytical timestamp improves interpretation of positivity timing and investigation of pre-analytical delay; it does not replace more specific culture incubation or detection timestamps where those are available. [16,18]
5. Repeat testing, reruns, dilution, confirmation, and reanalysis. The same specimen may be tested more than once because of instrument flags, dilution protocols, confirmatory methods, quality checks, genetic reanalysis, or a corrected result. Collection time remains unchanged, so it cannot identify which run generated which value. A result-level performed timestamp distinguishes the original determination from later reanalysis and supports review of changed or superseded results. [8,10]
6. Panels, components, reflex tests, add-on tests, and multi-stage workflows. Components under one order or report may be analyzed at different times, and reflex or add-on tests may occur hours or days after the initial panel. HL7 v2 permits observation-level dates because measurements under one report can have different times. The performed timestamp should therefore be carried at the result or component level, not only at order or report level. [4,10]
7. Result freshness before medications and procedures. Clinical decision support and care teams must distinguish a newly analyzed result from an older specimen result that was merely transmitted, reconciled, or re-released later. Stakeholders cite kidney-function testing before contrast imaging or selected medications as a concrete example. Collection time establishes physiologic context; performed time establishes when the analytical determination actually occurred; issued time establishes when it became available. [5,6,8]
8. Transfusion medicine and blood-bank timing. Pretransfusion testing and cross-institution blood-bank workflows depend on knowing when testing was actually conducted, especially when specimens are reused, testing is repeated, or a patient is transferred. Stakeholders specifically identify crossmatch timing as a high-value use case for a distinct performed timestamp. [8]
9. Time-critical protocols and quality measurement. Stroke, myocardial infarction, sepsis, toxicology, and other urgent pathways are evaluated against time windows. Collection and release times alone cannot distinguish analytical delay from verification or interface delay. Stakeholders identify stroke and heart-attack protocol adherence as examples in which performed time provides necessary process evidence. [8,13-15]
10. Point-of-care and bedside testing. For bedside glucose, blood gas, coagulation, pregnancy, infectious-disease, and other point-of-care tests, the performed time is the moment the device or operator produced the observation. It may differ from the time the result is later docked, interfaced, reconciled, or entered into the EHR. CDC stakeholder comments specifically describe bedside test time as the performed timestamp. [9]
11. Reference laboratory and cross-organization care. A specimen may be collected at one organization, transported to a reference laboratory, analyzed at another site, and released into multiple EHRs. Performed time allows receiving clinicians, HIEs, and registries to relate results generated at different institutions, assess referral-laboratory service levels, and avoid treating transmission time as analysis time. [4,8]
12. Instrument, reagent-lot, calibration, and incident investigation. When an analyzer malfunction, software defect, calibration issue, reagent-lot problem, downtime, or quality-control failure is discovered, laboratories must identify results generated in the affected interval. Performed time, paired with equipment and performer provenance, supports targeted patient-result review instead of relying on specimen collection or report release windows. [3,4,9]
13. Regulatory compliance, accreditation, audit, and chain of custody. CLIA separately requires collection information on test requests and records and dates of all specimen testing in the laboratory record system. Exchanging performed time helps preserve this required chronology when results move from LIS or LIMS to the EHR, HIE, portal, registry, or public health system. [2,3]
14. Public-health surveillance, reporting timeliness, and outbreak response. Public health programs need multiple dates to calculate timeliness intervals, identify bottlenecks, classify results in time, and assess whether electronic exchange improves response. CSTE reports that these dates are critical but may be sparsely available to health departments. CDC reports that more than 90 percent of laboratory results sent nationally to health departments use standardized ELR and that LIMS data may be entered by staff or connected instruments before standardized messages are generated. FoodCORE metrics explicitly evaluate laboratory surveillance timeliness and gaps in specimen handling and testing. [8,11,12]
15. Cancer, pathology, and disease-registry reporting. Registry workflows must distinguish specimen collection, analysis, and report release, particularly when pathology, biomarker, molecular, or amended results arrive at different times. NAACCR stakeholder comments identify the element as necessary for cancer reporting to public health. [9]
16. Clinical decision support, alerting, and stale-result detection. Rules that depend on recency should not infer analysis time from collection or release time. A distinct performed timestamp can prevent an old analysis from appearing current after retransmission and can help suppress inappropriate duplicate alerts when a result is reissued without reanalysis. This use is strongest when performed, collection, and issued times are all retained. [5,6,8]
17. Research, real-world evidence, and data-quality assessment. Researchers need to order clinical events accurately and identify pre-analytical bias. Collection time represents the patient state; performed time represents laboratory processing; release time represents information availability. Retaining all three supports reproducibility, sensitivity analyses, and exclusion or stratification of specimens tested outside validated time windows. [5,16,17]
18. Health information exchange, case matching, and deduplication. A stable analysis timestamp helps distinguish a newly performed test from a duplicate transmission, an amended result, or the same result received through multiple routes. CSTE identifies granular laboratory data as important for case adjudication, patient deduplication, and linking case data to ELR. [8,9,11]
19. Laboratory operations, capacity planning, and service-level management. Aggregated performed timestamps support workload forecasting, staffing, analyzer utilization, batch scheduling, queue analysis, reference-lab monitoring, and evaluation of automation. These operational uses complement, rather than replace, patient-level clinical exchange and can reveal outliers that are hidden by an order-to-report measure alone. [13,14]
20. Patient transparency and medicolegal chronology. Patients and clinicians often see different dates labeled "collected," "resulted," or "final." Explicit exchange of performed time supports a transparent chronology and reduces ambiguity about whether a date reflects sampling, analysis, or release. It also strengthens audit reconstruction without implying that performed time is the same as the time a clinician viewed the result. [2-5]
Requested action. Add Laboratory Test Performed Date and Time to the Laboratory data class as a result-level element. If ASTP elects to use the cross-cutting Performance Date and Time element instead, add a normative laboratory usage note, require association with the individual laboratory result or component, and identify HL7 v2 OBX-19 and the FHIR Observation AnalysisDateTime extension as the intended mappings. A generic performance timestamp without laboratory-specific semantics will continue to be confused with specimen collection, receipt, or result release. [1,4-6,8-10,21]

	Estimate the breadth of applicability of the use case(s) for this data element
	National applicability. The underlying regulatory need applies across CLIA-regulated laboratory testing, and the timestamp is relevant to hospital, ambulatory, public health, reference, specialty, pathology, molecular, blood-bank, and point-of-care workflows. Source capture is strongest in instruments, middleware, LIS, and LIMS; receiving EHR storage and standardized exposure are more variable. [2-4,8-11]
Stakeholders. Beneficiaries include laboratory professionals; ordering and treating clinicians; emergency, critical-care, pharmacy, radiology, transfusion, infection-prevention, and quality teams; health information exchanges and QHIN participants; public health agencies and registries; patients and caregivers; researchers; and health IT developers. [8-12,14-18]
Exchange scale. The broader laboratory-reporting infrastructure is already nationwide. CDC reports that more than 90 percent of laboratory results sent to health departments are transmitted as standardized ELR, and federal regulation adopts the HL7 2.5.1 ELR implementation guide for electronic transmission of laboratory results to public health. The remaining gap is consistent inclusion and interpretation of the specific performed timestamp across sending and receiving systems. [7,11]
Interoperability value. A common USCDI element would reduce local mappings, prevent the use of collection or release time as an unsafe proxy, and improve continuity when results move among LIS or LIMS, EHRs, HIEs, public health systems, registries, portals, and applications. [4-6,8-11,21]

	Link to use case project page
	- ASTP/ONC ISP stakeholder comment thread (2026): https://isp.healthit.gov/comment/13415
- ASTP/ONC ISP CDC consolidated comment thread: https://isp.healthit.gov/comment/8621
- ASTP/ONC ISP HL7 comment thread: https://isp.healthit.gov/comment/4846
- CDC Electronic Laboratory Reporting overview: https://www.cdc.gov/electronic-lab-reporting/php/about/index.html

	Healthcare Aims
	Improving the safety, timeliness, quality, transparency, and interpretability of care for individuals and populations; strengthening laboratory quality management and regulatory traceability; supporting interoperable clinical decision support; enabling faster public-health surveillance and outbreak response; and improving the validity of research and real-world evidence. [1,3,8,9,11-18]

	Maturity of Use and Technical Specifications for Data Element

	Applicable Standard(s)
	- HL7 v2 OBX-19, Date/Time of the Analysis (DTM), for the timestamp associated with generation of the analytical result; OBX-14 separately represents the physiologically relevant observation time and, for specimen tests, the specimen collection time. [4]
- HL7 FHIR Observation AnalysisDateTime extension, which explicitly represents analysis of the specimen while Observation.effective[x] represents specimen collection. [6]
- HL7 FHIR US Core Laboratory Result Observation Profile: Observation.effective[x] is the clinically relevant or specimen-collection time, and Observation.issued is the time a result version became available after review or verification. Neither is semantically equivalent to analysis time. [5]
- HL7 v2-to-FHIR AnalysisDateTime mapping extension corresponding to OBX-19. [21]
- 42 CFR 493.1241 and 42 CFR 493.1283, which separately address specimen collection information and laboratory records of specimen receipt and all specimen testing dates. [2,3]
- 45 CFR 170.205(g), adopting HL7 2.5.1 and the ELR Release 1 implementation guide for electronic transmission of laboratory results to public health. [7]
- Implementation guides and programs cited in the original submission include the HL7 Laboratory Results Interface profile, HL7 ELR Release 1, and NAACCR pathology laboratory electronic reporting. [22-24]

	Additional Specifications
	Recommended representation. Date or date-time, with date-time preferred when the source system has that precision. Preserve the source precision and time-zone offset. Associate the value with the individual laboratory result or component rather than only the order or report. [4,6]
Cardinality and support. Zero or one performed timestamp per result version or analytical determination, with Must Support behavior when known. Multiple components may share a timestamp when generated in the same run; components analyzed separately should retain their own timestamps.
Manual testing. Use the time the technologist generated and recorded the analytical determination. A verification time may be used only when it is the source system's actual analytical completion event for the manual method; it should not be substituted merely because it is easier to retrieve. [8,10]
Reanalysis and corrections. If a result is corrected without a new analysis, retain the original performed time and use the issued or version timestamp for the correction. If the specimen is reanalyzed, retain a new performed time for the new determination and preserve the prior result history.
Do not conflate events. Do not map collection, receipt, interface arrival, chart filing, review, verification, release, or last-updated time to this element unless that event is genuinely the analytical determination under the documented workflow. [4-6]
Companion provenance. Where available, exchange the performing organization, instrument or device, method, performer, specimen identifier, result status, and version or correction status so that the performed timestamp can be interpreted in context. [3,4]

	Current Use
	How the data element is captured today in laboratory and EHR ecosystems
1. Analyzer and point-of-care source capture. Automated analyzers and connected point-of-care devices generate a measurement or run timestamp as part of the result record. CDC describes LIMS data as being entered manually by laboratory personnel or automatically by connected instruments. For manual methods, the technologist records or completes the analytical determination in the LIS or LIMS. [8-11]
2. Middleware and LIS or LIMS persistence. Laboratory middleware and LIS or LIMS commonly persist the result-level timestamp together with the accession, test or component, status, instrument, and performer or verifier metadata. This supports the CLIA requirement to maintain records and dates of all specimen testing. [3,4,9,10]
3. HL7 v2 result interfaces to EHRs. The long-established field for exchange is OBX-19 Date/Time of the Analysis. It can travel in ORU and ELR result messages at the observation level. CDC stakeholder comments state that the LIMS captures the value, exchanges it in the result message, and that the receiving EHR may store it; APHL reports that most EHRs already track and can send it. These statements are stakeholder evidence rather than a product-by-product certification audit, but they are consistent with the mature v2 representation. [4,8,9]
4. EHR storage and display patterns. Receiving EHRs may retain the value in a laboratory-result detail record, interface table, audit or history view, or a local proprietary field. Some make it visible in result details; others store it without prominent display, normalize it to another timestamp, or omit it during downstream export. CSTE reports that, although date-time data are generated, their availability to public health can be sparse. [8,9]
5. Current FHIR API pattern. Published EHR API documentation demonstrates that collection and release are already separate concepts: Oracle Health Millennium describes Observation effective date/time as the collection date/time for laboratory results and Observation.issued as the date/time the observation was made available, entered, or verified; Veradigm similarly defines effectiveDateTime as specimen collection and issued as availability after review or verification. Those core fields do not represent analytical generation. [19,20]
6. FHIR representation of analysis time. HL7 provides a dedicated Observation AnalysisDateTime extension and a v2-to-FHIR mapping for OBX-19. The extension is currently trial use and is not used by the US Core laboratory profile, so analysis time may require an extension or local mapping and can be lost when an HL7 v2 feed is converted to a constrained FHIR API. This is an interoperability gap, not evidence that source systems lack the data. [5,6,21]
7. Preliminary, final, corrected, and reanalyzed results. EHRs and LIS systems already maintain result status and version or update events. The performed timestamp should remain tied to the analytical determination, while issued or release time changes when a result version is made available. A new performed timestamp is appropriate when a new analysis is actually conducted. [5,10,20]
Overall maturity assessment. Source capture and HL7 v2 exchange are mature; standardized EHR retention, display, and FHIR API exposure are inconsistent. USCDI inclusion would primarily require semantic normalization, receiver mapping, and consistent export rather than creation of a new bedside or laboratory documentation workflow. [3,4,6,8-11,19-21]

	Supporting Artifacts
	Regulatory artifacts. 42 CFR 493.1241 requires test requisitions to solicit the date and, if appropriate, time of specimen collection. 42 CFR 493.1283 requires a laboratory record system to include specimen receipt date and time and the records and dates of all specimen testing. The separate requirements demonstrate that collection and testing dates are not interchangeable. [2,3]
HL7 v2 artifact. OBX-14 defines the physiologically relevant observation time and identifies specimen collection time for specimen tests; OBX-19 defines the timestamp associated with generation of the analytical result by the instrument. [4]
FHIR artifacts. US Core defines effective[x] as clinically relevant time, generally specimen collection for laboratory observations, and issued as result availability after review or verification. The HL7 AnalysisDateTime extension supplies the separate analysis timestamp and is mapped from OBX-19 in HL7 v2-to-FHIR work. [5,6,21]
Implementation and stakeholder artifacts. ASTP/ONC ISP comments from APHL, CSTE, CDC, HL7, NAACCR, and other stakeholders describe current capture, broad clinical and public-health use cases, and the need to disambiguate performed time from collection and release time. [8-10]
Vendor-facing evidence. Oracle Health Millennium and Veradigm FHIR documentation show that EHR APIs already distinguish collection or effective time from issued or availability time, reinforcing the need for a third, explicitly defined analysis timestamp rather than overloading either field. [19,20]

	Extent of exchange
	The data originates in instruments, point-of-care devices, middleware, and LIS or LIMS; it can be exchanged to EHRs in HL7 v2 OBX-19 and onward to public health, registries, HIEs, and applications. Federal regulation adopts HL7 2.5.1 ELR for public-health laboratory reporting, and CDC reports nationwide standardized ELR at substantial scale. However, stakeholder comments indicate that availability of the specific timestamp to public health and downstream users remains inconsistent. This combination - mature source capture and messaging infrastructure but inconsistent receiver exposure - is precisely the type of interoperability problem USCDI is intended to address. [4,7-12,21]

	Supporting Artifacts
	Certification and public-health exchange. 45 CFR 170.205(g) adopts HL7 2.5.1 and the HL7 Version 2.5.1 Implementation Guide: Electronic Laboratory Reporting to Public Health, Release 1, with errata and clarifications, for electronic transmission of laboratory results to public health agencies. [7]
Existing implementation guides. The original submission identifies OBX-19 as supported in laboratory-result and public-health implementation guides, including LRI, ELR, and NAACCR pathology laboratory electronic reporting. [22-24]
Standards alignment. A USCDI element mapped to OBX-19 and the FHIR AnalysisDateTime extension would preserve the same semantic event across legacy v2 and modern FHIR exchange and reduce lossy conversion to effective or issued timestamps. [4-6,21]

	Potential Challenges

	Restrictions on Standardization (e.g. proprietary code)
	No proprietary code system is required. The principal standardization issue is semantic consistency: implementers must agree that the value is the analytical-result generation time, not collection, receipt, verification, interface arrival, or release time. HL7 v2 provides a mature field; the FHIR extension exists but remains trial use and is not presently part of the US Core laboratory profile. [4-6,21]

	Restrictions on Use (e.g. licensing, user fees)
	No data-use restriction unique to this element is known. Implementers remain subject to the terms applicable to any referenced standards and to organizational policies governing laboratory data exchange.

	Privacy and Security Concerns
	The timestamp is protected health information when linked to an identifiable patient and laboratory result, but it introduces no unique category of privacy risk beyond the result itself. Standard access control, minimum-necessary, audit, consent, data-segmentation, and secure-transport practices should apply. Because detailed timestamps can reveal encounter or testing chronology, downstream displays and secondary-use datasets should apply the same privacy controls used for other laboratory provenance data.

	Estimate of Overall Burden
	Low to moderate. The data is already generated in many instruments, point-of-care devices, middleware, and LIS or LIMS and has a longstanding HL7 v2 field, so source-workflow burden should be low. Some EHR, interface-engine, HIE, public-health, and API implementations will need mapping, storage, display, conformance testing, and FHIR-extension support. The burden is therefore primarily interoperability and receiver implementation work rather than new manual clinical documentation. [3,4,6,8-11,19-21]

	Other Implementation Challenges
	Event semantics. Document whether the source event is instrument result generation or technologist analytical completion; do not substitute verification or release merely because it is available.
Multiple analyses and versions. Retain a result-level timestamp for each reanalysis or analytical determination and preserve prior history; do not overwrite the original time when only a report is corrected.
Panels and multi-stage methods. Permit component-level values and define the event used for manual, staged, culture, pathology, and molecular workflows. More specialized timestamps may coexist when needed.
Time zone, precision, and clock synchronization. Preserve source precision and UTC offset, account for daylight-saving transitions, and synchronize instrument, middleware, LIS, interface, and EHR clocks.
Legacy and missing data. Support unknown or unavailable values without inventing a proxy. Do not populate performed time from collection or issued time unless the source explicitly identifies the events as the same.
v2-to-FHIR conversion. Map OBX-19 to the AnalysisDateTime extension or an explicitly profiled equivalent rather than discarding it or mapping it to effective[x] or issued.
User-interface burden. The element need not be prominent in every result list. It can be available in result details, provenance, audit, decision support, and data export while collection and issued times remain displayed according to clinical need.
Conformance and testing. Test round-trip preservation across instrument, LIS, interface engine, EHR, HIE, public-health, and FHIR API boundaries, including reanalysis and corrected-result scenarios.
Recommended mitigation. Adopt a precise definition and usage note; preserve time-zone and precision; bind the element to the laboratory result or component; retain version history; use OBX-19 and the FHIR AnalysisDateTime extension as canonical mappings; and explicitly prohibit substitution of collection or issued time. [4-6,21]
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