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1. Welcome and Opening Remarks

1.1. Roundtable introductions

1.2. Review of the agenda

1.2.1. Some minor additions and changes made to the agenda.   Chairs and scribes assigned

2.  Medication Domain Review
2.1. Discussion Objectives

2.1.1. Ensure all RMIMs are proper subsets of DMIM

2.1.2. Ballot Comments

3. Medication Detail Response RMIM

3.1. Lloyd provided a walkthrough of this model

3.2. Query against a drug knowledge database for all of the information about a particular drug

3.3. Ballot comment surrounding multiple SupplyDefinition structures in the RMIM

3.3.1. Lower – formulary

3.3.2. Upper – standard first fill and refill periods

3.4. FM – will eventually need to align with these structures, but these structures do not currently address that

3.5. Action: TdJ – performer association from SupplyDefinition3 can be removed from RMIM

3.6. Time ordered, time suspended – legal definition about time in between

3.6.1. Rob: can this be extended in institutional setting for stop days?

3.6.2. John H.: certain pain meds will state “this rx is only good for 5 days and then needs to be refilled/reordered”

3.6.2.1. Lloyd: maximum period you can administer the drug

3.6.2.2. John H.: order automatically stops whether I stopped it or not

3.6.2.3. Gary M.: pharmacy discontinues the supply of the drug after 5 days

3.6.3. TdJ: if a certain type of med is dispensed...

3.6.3.1. Lloyd: not dispensing interval

3.6.3.2. This is first fill period – from time drug is ordered, the patient has a certain period of time to fill it

3.6.3.3. Once filled, after a certain date, cannot be dispensed anymore

3.6.4. Garry C.: what kind of drug knowledge base will be able to provide this type of information?

3.6.4.1. Varies based on regional jurisdictions

3.6.4.2. Lloyd: would be set in drug info system by jurisdiction

3.6.5. Rob: doctor ordered it, it’s open ended

3.6.5.1. Policy w/in hospital is that pharmacy institutes an end date on the order

3.6.5.2. John H.: not talking about supply in this case, talking about order

3.6.5.3. Rob: also talking about a guideline

3.6.5.4. Gary M.: would be business rule w/in institution; applies per drug

3.7. Lloyd presented glossary of concepts; are they used/useful?

3.7.1. Regulatory Limits

3.7.1.1. Maximum interval to first fill: The maximum number of days that may elapse between the time a medication order is created and the time the first dispense occurs.  If a greater number of days elapse, the medication order becomes non-dispensable.  Varies by drug (or at least drug category).

3.7.1.2. Maximum interval to last fill: The maximum number of days that may elapse between the time a medication order is created and the last day the medication order is allowed to be dispensed.  Dispensing is prohibited after this time period has elapsed.  Varies by drug (or at least drug category).

3.7.1.3. Suggested first fill days supply: Identifies recommended “days supply” for initial dispenses for a particular drug.

3.7.1.4. Suggested fill days supply: Identifies recommended “days supply” for regular dispenses

3.7.1.5. Maximum days supply per dispense: Identifies the maximum quantity of the drug that is allowed to be dispensed at one time

3.7.1.6. Maximum ordered administration duration: Identifies the maximum duration for administration of a drug that can be ordered within a single order

3.7.2. Clinically-based Limits

3.7.2.1. Maximum administration duration per period of time: Maximum time-period over which a drug should be continuously administered – clinical (independent of rate/quantity)

3.7.2.2. Medication viability time: Identifies the time a medication remains viable from time of manufacture

3.7.2.3. Open medication viability time: Identifies the time a medication remains viable from time the container is “opened”.

3.7.2.4. Maximum recommended administration quantity per period of time: Maximum quantity of a drug that should be administered within a period of time

3.7.2.5. Maximum condition onset to administration onset duration: Indicates the maximum time-period that should elapse between the onset of a condition/set of symptoms and the beginning of the therapy.

3.7.3. MvC: some but perhaps not all are reasonable to capture in this RMIM

3.7.4. MvC: how are we going to fit these into the model

3.7.4.1. Unfortunate we cannot model these as a single construct, rather than updating the model every time a new concept is identified

3.7.5. Agreed to move forward with 6 “Regulatory Limits” concepts

3.8. Rob: is there a need for the model to contain a concept of regulatory limits

3.8.1. MvC: looking for a flexible solution

3.8.1.1. Would like clarity in expressing the various SupplyDefinition concepts

3.8.2. TdJ: can use code to handle first fill (don’t need separate class)

3.8.2.1. No code for last fill or final fill – wouldn’t use that concept unless you are talking about these time periods

3.8.2.2. Action: Lloyd – will work with Gunther to come up with a clean way of modeling this that is easily extendable

3.9. DocumentEvent

3.9.1. Is a subject of this event

3.9.2. Could include SPL document, PDF, URL, etc. inside this class

3.9.3. Rename to MedicationDocument

3.9.4. Action: TdJ – will add MedicationDocument to DMIM

3.10. MonitoringProgramEvent

3.10.1. Ballot comment – covered by Policy in DMIM?

3.10.2. Policy class code is Observation

3.10.3. Approval – contract event

3.10.4. Can rename to Policy, but class code of observation is not appropriate

3.10.4.1. Kathleen: not all policies require participation in a monitoring program

3.10.5. Drug is a subject to the Policy; MonitoringProgram is a part of the Policy

3.10.5.1. TdJ: more than one monitoring program per policy?

3.10.5.2. TdJ: many participations are required; should be optional in DMIM

3.10.5.3. Action: Harmonization proposal for new class code for Policy.  Kathleen will provide definition.  Introducing harmonization issue with SPL regarding class code for Policy

3.11. FinancialTransactionDefinition

3.11.1. Typical cost/charge for this medication

3.11.2. Rob: inpatient – most charging algorithms exist on pharmacy system; have multiple charge

3.11.3. If more than one class, work with Kathleen to discuss CMET

3.11.4. Action: Change class code to INVE; change to amount or quantity

3.11.5. Garry C.: combine with formulary?

3.11.6. Kathleen: effectiveTime – this definition is effective for this period of time

3.11.7. Action: RIM Clarification – need to understand whether effectiveTime on the definition represents when the definition is valid or the appropriate effective time that can be instantiated.

3.12. ObservationEvent2 (half life period) is no longer needed

3.12.1. Action: Remove ObservationEvent2 from RMIM

3.13. DrugStrengthDescriptionObservationEvent3 is no longer needed

3.13.1. Action: Remove from RMIM

3.14. SupplyDefnition (formulary)

3.14.1. Who is able to supply this

3.14.2. Who is able to pay for this – not covered in our model

3.15. SubstanceAdministrationDefinition

3.15.1. How the drug is intended to be administered

3.15.2. Author – according to whom

3.15.3. ObservationDefinition2 – patient characteristic – to what kind of patient can this drug be administered?

3.15.4. Action: RIM Clarification – observation in event criterion, does interval indicate applicability to the entire range, or to some aspect of the range

3.15.5. Action: Mood code should be event criterion or urg (uncertain range), not definition

3.16. CMET: A_SubstanceAdministrationRequest (Dosage)

3.16.1. Used here to define suggested route of administration, suggested quantity, etc.

3.16.2. Table further discussion until later

4. Drug Document Query Response RMIM

4.1. Is this model missing from the ballot package?

4.1.1. No, covered in SPL; need an interaction

4.1.1.1. Action: Add response interaction for “Drug document query”

4.1.2. Could do almost anything with SPL response

4.1.2.1. SPL should be subset of this

5. Drug document query - Interaction

5.1. retrieval of monograph for a med

6. Drug search query

6.1. Medication Lookup Query

6.1.1. Action: Change DrugCharacteristic and DrugCharacteristicType to associations of a new class, DrugCharacteristics.

6.1.2. TdJ: suggests changing “Drug” to “Medication” everywhere

6.1.3. Action: Hugh and MvC – change Drug to Medication throughout pharmacy domain; affects publication and modeling

7. Medication Lookup Response

7.1. TdJ is making changes to harmonize w/ DMIM

8. Medication Document Query

8.1. Intended to get monographs, etc.

8.2. Need language in order to retrieve monographs in Spanish, French, etc.

9. Medication Domain Review - Recap

9.1. Is there any objection to recommending to the SIG that this material move forward to the normative track?

9.1.1. No objection

9.1.2. Will add agenda topic to provide opportunity to comment on updated materials prior to a formal vote to move material forward
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10. Dosage CMET
10.1. Understanding

10.1.1. Intended to be derived from (and align with) Pharmacy DMIM, specifically SubstanceAdministration, and the precondition, trigger, and goal relationships to the criteria choice box

10.1.2. Medication Administration Instructions CMET

10.1.2.1. Could be request, event, or definition mood

10.2. Where used?

10.2.1. Knowledge based query (DEF)

10.2.2. Rx Order (RQO) – just in Canada

10.2.3. Rx Dispense (RQO) – just in Canada

10.2.4. Medication Statement (EVN) – just in Canada

10.3. Is it needed?

10.3.1. For ease of maintenance; when using same structure in several places

10.3.2. We are only using the structure in Drug Knowledge Based Queries

10.3.2.1. Canada repeats it elsewhere

10.4. Discussion

10.4.1. Other committees could use it

10.4.2. Would be work to change our models now

10.4.3. TdJ: lots of places where a CMET would make maintenance easier; don’t see compelling reason to use one here

10.4.4. Rob: if this approach is adopted, should also consider doing something similar with supply

10.4.5. Lloyd: If the header is removed from the DMIM, then this approach would cause grief, because sometimes you want a patient attached to the CMET, and sometimes not

10.4.6. TdJ: not opposed to creating CMET, but opposed to changing everything that would use it

10.4.7. Can create the CMET and only use it in the knowledge based query RMIM

10.4.7.1. Will be confusing to only see it one place, only in definition mood

10.4.8. Lloyd: one consideration is that it should be derived from the Pharmacy DMIM, but should be used in the Medication domain.

10.4.9. Four options have been identified:

10.4.9.1. NO CMET

10.4.9.2. CMET that is not used

10.4.9.3. CMET that is used everywhere

10.4.9.4. CMET that is used where accepted (e.g. KB Query in POME)

10.4.10. Rob: option 4 introduces inconsistency; also repeats Medication. Needs time to consider all of the implications

10.4.11. TdJ: if this is in the Medication DMIM, much of the Pharmacy domain will also reside in the Medication DMIM

10.4.12. MvC: recommend presenting to the Pharmacy SIG the Medication Administration Instruction CMET (formally known as Dosage), as described, to be used a as a CMET only in the Medication Detail Query Response RMIM and the Medication DMIM.

11. Pharmacy Query Topic

11.1. Medication Profile Generic Query

11.1.1. Intended to be a pattern that allows us to run any specific query

11.1.2. 4 parameters that are indicators

11.1.2.1. Ballot comment – essentially selecting columns, not just rows

11.1.2.2. TdJ: a lot about query parameter spec that is not clearly documented.  Are they “and” & “or”?
11.1.3. Response RMIM is incorrect

11.1.4. IMETs – CMET intended for internal use only; convenience for modeling

11.1.5. Query responses – frequently return data that is not present in the requestor update messages

11.1.6. Action: Lloyd – will take current Medication Detail Response RMIM and remove all but query-only elements, to be discussed on a future conference call on the Generic Query Topic.

11.1.7. Query topic will include 6 RMIMs (2 existing RMIMs, plus 4 generic query response RMIMs), and retain existing interactions

12. Clinical Statement Harmonization

12.1. Understanding

12.1.1. Very generic construct used to specify any piece of care related information and the relationships between those pieces

12.1.2. A condition, the procedures I will perform as a result, the medications I will prescribe, etc.

12.2. Discussion

12.2.1. Used in care transfer (sending complete EHR from one provider to another), referral orders

12.2.2. Superset of useful things that you can say in clinical practice; a pattern

12.2.2.1. A building block for a generic EHR

12.2.3. Within the clinical statement, the SubstanceAdministration and Supply acts seem to come from our domains

12.2.4. Need to identify areas where the clinical statement is exposing an attribute that we are not

12.2.5. What from our domain would you want to reference in a clinical statement?

12.2.5.1. Prescriptions

12.2.5.2. Dispense events

12.2.5.3. Administration events

12.2.6. If we identify the areas where they have lost the semantic, that may not matter to the use cases they are attempting to model. 

12.2.7. Gaps from Clinical Statement model that are not in our SubstanceAdministration:

	Attribute
	In PORX
	In POME
	In Clinical Statement

	independentInd
	Yes
	
	No

	negationInd
	No
	
	Yes

	availabilityTime
	No
	
	Yes

	languageCode
	No
	
	Yes


12.3. negationInd

12.3.1. may be helpful in an EHR to have capability that you would not have in an ordering system (patient was not administered this drug)

12.3.2. do we have a use case for this?

12.3.3. If patient is asked “are you taking this med” and they say “no”

12.3.3.1. Medication statement

12.3.4. Action: TdJ – will add negationInd to DMIM

12.4. availabilityTime

12.4.1. when did the information become available in the system

12.4.2. is it appropriate to add this to our model(s)?

12.4.3. Action: TdJ – will add availabilityTime to DMIM and query responses

12.5. languageCode

12.5.1. in what language is the act represented in the system

12.5.2. Action: TdJ – will add languageCode to DMIM

12.5.3. Gaps between Clinical Statement and Supply:

	Attribute
	In PORX
	In POME
	In Clinical Statement

	availabilityTime
	No
	
	Yes

	languageCode
	No
	
	Yes


12.5.4. Action: TdJ – will add availabilityTime and languageCode to DMIM in Header

12.5.5. Gaps between Clinical Statement and Source Of act relationship:

	Attribute
	In PORX
	In POME
	In Clinical Statement

	priorityNumber
	Yes
	
	No


12.5.6. Action Item: Notify Clinical Statement that ActRelationship.priorityNumber is missing

12.5.7. Action: What semantic meaning are we missing when we go from our model to clinical statement

12.5.8. Rob will track schedule and note when we need to send a rep to another meeting

12.5.9. Action: Gary M. – will ask for agenda time with Hans at Clinical Statement meeting in September

12.5.10. Action: Gary M. – will identify gaps / information we might be losing if we try to use Clinical Statement to report pharmacy data

13. Dispense RMIM Correction

13.1. Medication Dispense (PORX_RM020070UV)

13.2. Looks like changes for May ’06 ballot were made to wrong version of RMIM

14. Institutional Materials

14.1. Rob [See supporting documentation]

14.2. Understanding

14.2.1. Visio sequence diagram

14.2.2. Provider System, Pharmacy System, and Nursing/Admin System

14.3. Rob’s interactions:

14.3.1. Fill prescription request (Provider to Pharmacy)

14.3.2. Agree to dispense and administer (Pharmacy to Provider)

14.3.2.1. Promise may be lite or heavy

14.3.2.2. Pharmacist has looked at order

14.3.2.3. I will fulfill this order, and this is how I will do it

14.3.3. Request rx administration (Pharmacy to Nurse/Admin)

14.3.4. Drug administration performed (Nurse/Admin to Pharmacy)

14.3.5. Drug administration performed (Nurse/Admin to Provider)

14.3.6. Action: MvC – when this material is brought forward to the ballot, create both request and notification messages

14.4. Discussion

14.4.1. All are combined orders

14.4.1.1. Maybe when implemented could be simplified

14.5. Could you have a dispense message coming back from pharmacy to provider, in lieu of promise?

14.5.1. May happen, but rarely

14.5.2. Need to have dispense messages coming from Pharmacy to other systems (to automated dispensing system, etc.)

14.5.2.1. Rob suggests this is close to an admin

14.5.3. Two things are being recorded at once: dispense and administration

14.6. Rob: these materials are being brought forward as existing requirements in his environment

14.6.1. John H.: other requirements that represent what is being done currently in other settings

14.6.2. MvC: would our dispense be radically different from an institutional dispense?

14.6.3. John H.: unit dose dispensing of meds – can this be met with our model?

14.6.4. Action: John H. – will compare unit dose dispensing from an institutional perspective against our model

14.7. Rob’s administration messages do not have supply

14.7.1. If they had supply, would be combined order and belong in order topic

14.7.2. Order, Dispense, Admin – 3 topics

14.7.3. Lloyd: admin and dispense should be completely different topics

14.7.3.1. Different application roles

14.8. Old RMIM Walkthrough and Harmonization w/ DMIM

14.8.1. Combined Medication Administration Lite (PORX_RM034004)

14.8.1.1. Was in Jan ’06 ballot, but not in May ‘06

14.8.1.2. Renamed/renumbered in Exeter to: 

Administration With Dispense Reference (PORX_RM030080)

14.8.1.3. TdJ is making changes and documenting in model

14.8.1.4. Rob: this is “I gave it”

14.8.1.5. This should not be called “...With Dispense Reference” (Removing dispense)
14.8.1.6. New name (same number):

Medication Administration Event (PORX_RM030080)

14.8.2. Action: Remove precondition act relationship, remove goal act relationship, remove precondition recursion (inside choice box)
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15. Institutional Materials: Encoded Order

15.1. Understanding

15.1.1. Outbound from the pharmacy system to auto dispensing system in fulfillment of the original order. 

15.2. Discussion
15.2.1. Discussion between Rob, Lloyd, Garry and Michael about the use case, with Rob presenting the scenario and the model.  

15.2.1.1. Action: Confirm that we have a fulfillment request with no receiver responsibilities

15.2.1.2. Action: Create the encoded order as a new message type, with appropriate interactions and with a mandatory inFullfillmentOf act relationship with 2 optional concepts : ID , Author.  With either the ID or Author needing to be specified.  

15.2.1.3. Action: Create a new RMIM to support the encoded order.    

15.2.1.4. Action: Rob will need to update artifact names, interactions and storyboard. Michael will work with Rob on this.  

15.2.2. In the Institutional setting we have scenarios where the order will need the Supply act.  

15.2.2.1. Action:  Rob will need to investigate further and assess if we need to make any other changes to materials to support this requirement. 

16. Institutional Materials: Promise

16.1. Understanding

16.1.1. Order #1 is sent outbound from the order management system to pharmacy system, then the pharmacy system sends order #2 back in fulfillment of order #1 (potentially updated but not required); in addition the pharmacy system will also send out order #2 to the Nursing System.   
16.2. Discussion
16.2.1. Discussion between Rob, Lloyd, Tom and others about the use cases associated with Promises.   
16.2.2. The discussion was very broad and many different use cases were brought up.  
16.2.3. The variety of use cases may end up with both Orders and Promises being supported.    
16.2.4. The discussion about whether we need a new RMIM is under evaluation.  

16.2.4.1. Action: We are treating the Institutional materials as Pending, with no formal decision made at the OOC. 

16.2.4.2. Action: Rob will lead the Institutional pharmacy topic on the conference calls (peer reviews – tentatively scheduled for June15, 22 and 29) and draw on the committees’ participation in preparing the materials. 

17. Policy Vocab

17.1. Understanding: 

17.1.1. Kathleen is requesting new vocabulary in ActClass that would result in new act classes.    

17.2. Discussion
17.2.1. Discussion with Garry, Michael and Lloyd on the concepts being suggested and their definition. 
17.2.2. Several examples are:  “policy”, “scope of practice”, and “standards of practice”.  
17.2.3. Kathleen is aware of the need to reach clarity and understanding of the definitions.  

17.2.3.1. Action: Kathleen will also add PM as one of the affected HL7 committees to discuss this with. 

17.2.3.2. Action: Kathleen will  also explore/clarify the definitions and understanding of the definitions and categories associated with the Policy Vocab changes.    

17.3. Next steps
17.3.1. Possible scheduling time on he Rx SIG weekly conference calls.  Also follow up with Julie James, the pharmacy sig’s Vocab facilitator.  

18. Device 

18.1. Understanding

18.1.1. Discovered that it is common practice within substance ordering that other types of items will be included in an order – e.g. devices – syringes, etc.

18.1.2. NHS is treating these types of orders as additional substance admin order items. 

18.1.3. Met with Implantable Device group but they stated this was not their domain. 

18.1.4. O&O suggested that Rx was the best group at this time to address these requirements.  

18.1.5. Garry posted his thoughts on the list serv, received some feedback.  See March 7 conference call notes for resolution and recommendation.  

18.2. Discussion

18.2.1. General discussion on the instructions for use and how they should be modeled.

18.2.2. Suggested definition of a device:  any physical object used in the delivery of patient care.  

18.2.2.1. Action: the “instructions for use” should be modeled as an Act.  

18.3. Review Materials

18.3.1. See Garry’s document describing the Required Artifacts.  

18.3.2. Review CMET s for devices.  See Garry’s artifacts. 

18.4. Discussion about what is the right level of constraint for these materials.  Issue resolution most likely will happened during Peer Review of these materials. 

18.4.1. Action: Garry will make recommendations for the Device universal CMET, starting with the Device minimal CMET.  

18.4.2. Action: Peer review is desired for this material.  

18.5. Order Device artifacts reviewed.  

18.5.1. Action: Add Verification Event Criterion act in a Precondition actRelationship to the header in the Pharmacy DMIM.  And assess if this is included in the order RMIM.  

18.5.2. Action: Review Device artifacts and the DMIM and RMIMs to assess if any classes or attributes and associations are missing or whether constraints need to be relaxed.  In conjunction with this assessment we should also identify if any changes need to be made to the DMIMs and RMIMs.  

18.6. Device Dispense artifacts reviewed.  

18.6.1. Action Add recordTarget association to the header of the Pharmacy DMIM and any associated RMIMs.  In conjunction with this Garry will document the use case for using the association.  

18.7. Device queries

18.7.1. Discussion about the need to support device orders and dispenses in our queries.  

18.7.2. Action:  add support for device orders and dispenses in the queries. 

18.8. Ownership”

18.8.1. Tom asked who should own the “Devices” domain/topic?  Garry responded that O&O felt it was appropriate for Rx to own this content – this may result in a new domain being created.  
18.8.2. Action: MvC stated that subject to a Peer Review we may need to talk to Publishing and others to create a new domain for devices. 

18.9. Recommendation

18.9.1. Action: Setup a Peer Review over two weeks that will cover device content including queries.  Dates tentatively being discussed are June 8th and 15th.   

19. Meeting Adjourned

19.1. The chairs thanked the committee members for their time and efforts over the past week.
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