Patient Care working Group, Rio de Janeiro, 
For attendance list see the separate spreadsheet. 
Minutes: Scribe – Monica Harry, GP Informatics. 
Monday May 17th, 2010
Q1 
1. Motion to approve previous minutes from Phoenix WGM January 2010.


2. Discussion of agenda and changes to agenda: Added Glossary project and Primary Care Services Project to be presented by David Rowed. 

Added Canadian Vocabulary items to be presented by Monica Harry.


3. We have to identify future work items and plan the process for getting them into the ballot. Identify who will be responsible for which items and what will be balloted in the future. E.g. the following balloted items have to be moved to DSTU status, Health Concern and Care Composition materials are required in order to achieve this aim. D-MIM, transfer, record and so on need to be moved to Normative in 2011. see Action Items.


4. The group completed a SWOT analysis for Patient Care as a working group.

· Motion to accept this plan was approved.

5. Performed Gap Analysis between Patient Care Product Matrix, HL7 staff documentation and Patient Care 3 year Workplan. Need to have Project Scope Statement for all items on the Matrix. For Patient Care, some items have scope statements, some legacy items never had one so have to be completed for future work on in. 
· Discussion of Care Statement – Would like to allocate time at WGM in Sept. to look at this in detail.
i. Care Statement DSTU as a part of the Care Provision DMIM; fits into the Care Record requires specific adjustments. Is it a subset of the Clinical Statement? 

ii. Clinical Statement is a pattern which is broader and came originally from the UK project and is used as the Right Hand of the CDA and of Care Provision. 

iii. Where does Care Plan fit and is it in alignment? 

iv. Look at Clinical Statement updates in care statement and decide what is needed in Care Statement.

· Need to have joint session with Patient Safety and Pharmacy regarding the Adverse Reaction topic.
Monday Q2 
Continue reviewing the PC Product Matrix and identifying what has to be done to get topics moved into the ballot.

Discussion with HL7 administration – Don Lloyd offered guidance on items on the Workplan which have been approved as work items but no one is working on it or has a need for it, can be archived on the DSTU site. 
Care Transfer Query Topic is being considered for archiving for the stated reasons. Isobel Frean will be asked if there is still a need to move it further. If yes, a new PS is needed.

Any topic which becomes DSTU is sent to ANSI as a notification of proposed standard so,  if we do withdraw or archive this, have to let ANSI know. 
Lynn Laakso will check the final matrix to be received by end of the week, and clear up the formal HL7 documentation on projects.
Assessment Scales was part of Care Structures Topic, is now a separate Topic. It can be used in clinical statement. We need to discuss with Struct. Docs to see if it meets their requirements before going to normative in 2012. 
Health Concern is a new project on its own. 

Professional Services Topic – Ideally, need comments from implementers in Canada as this is going to be moved into the Normative Ballot in 2 years. 

Please refer to Patient Care Product Matrix for full details of topics, discussion and resolutions which occurred during this quarter; includes material for reballoting.
Motions:
	Motions 
	Approved 
	Abstained
	Against

	1. Accept Phoenix WGM minutes.
	8
	0
	0

	2. Accept SWOT Analysis as written May 16th, 2010.
	6
	1
	0

	3. Accept Patient Care 3 year Workplan as amended today. 
	6
	0
	0


Action Items:
	Action Items
	Responsible Person
	Action 

	1. Balloted materials for Assessment Scales, Health Concern and Care Composition.
	Jean Duteau
	Balloted materials for Assessment Scales, Health Concern and Care Composition have been approved. Give to PC WG for insertion into DSTU

	2. Assessment Scales
	William Goossen
	To be discussed with Struct. Docs. to determine suitability for use. 


Monday Q3  

Scribe – Anneke Goossen, Results 4 Care.

Q3 Joint meeting. Patient Care Hosting Health Care Devices

Patient safety requested involvement. Yes PC and Devices agree. It can be done in the same manner as with the clinical statement.

R-CaredEntity in the Care Provision Model:

The model is explained as is the  place in Care Provision Model. There are use cases for the model. The model needs review, since it is there from 2005. It needs handling in relation with the evaluation of CP. Would WG Health Care Devices like to do that? Question is addressed to Todd Cooper who agreed to have a look at it. This is not the medical device in patient care that brings data in thye EHR, but a tool cared for, e.g. at patients home.

Software is it a medical device or not? Software used in patient care is a medical device. For example, the bloedglucosemeter. This material will probably in the common product model.

In the joint project we try to achieve the following main topics.

Medical devices-> DAM

MD in the clinical environment -> DAM

For each observable coming from a medical device -> DCM
Monday Q4 joint with O&O and CDS

See O&O Minutes for the details. 
************************************************************************

Tuesday May 18th, 2010

Tuesday Q1
Scribe – Monica Harry, GP Informatics.
Discussion and resolution of ballot comments and required clean-up actions for the following topics which are DSTU:  Health Concern; Assessment Scales; Care Composition 

There were RMIM changes required to these artifacts which are in the DSTU Ballot 2009. The agreed and reconciled changes have been done so this material can go in the Normative Ballot as DSTU.

1. Still some typos and editing required in the Introduction and walkthrough write-up sections on Assessment Scales.

	Action Items
	Responsible Person
	Action 
	Status

	1. Rewrite Intro and walkthrough for Assessment scales.
	William Goossen
	Find and correct errors in the write-up as it exists currently in the 2010 ballot.
	Finished during the week

	2. Assessment Scales 
	William Goossen
	Will request that this moves into the Normative Edition 2011.
	Filed to HQ during the week

	2b Assessment scales
	Jean Duteau
	File the R-MIM whith changes to HQ
	To be done asap.

	3. Care composition
	William Goossen
	Will request that this moves into the Normative Edition 2011.
	The request is complete and now materials have to be published in the DSTU site. 

Materials filed to HQ during the week

	Publish Care Composition to the DSTU ballot site.
	Jean Duteau
	Send materials to the appropriate people to ensure this gets published. 
	


Tuesday Q 2. Health Concern: Scribe – Monica Harry, GP Informatics.
Is going to be pulled from 2010 Normative edition. It is DSTU however requires modeling changes and Storyboards are required. Canada brought this material forward but was not complete in terms of support materials. 
Jean will sort it out and bring it to PC meting next time in Cambridge. In meantime conf calls can be used to work on parts.
Target 2011 Normative. Has already passed Ballot; this work is to reconcile all the negative comments. Until storyboards are included and modeling changes done, this will be out of the ballot. If the changes were done, this would be added to the DSTU site and later the Normative edition 2011.

Tuesday 18-5  Q3 Joint with SD  
Scribe – Anneke Goossen, Results 4 Care.
The motion: Remove the current material Clinical Document Topic from the current Patient Care ballot material and ask Canada what the purpose is and if necessary write a new project scope statement.  
Motion by William Goossen, seconded by Calvin Beebe / Bob Dolin.
All for: 16.  Negative 0, abstain 0
CDA and CP and DCM harmonization. To some people it is the same (templates, DCM). But the e-measures are difficult. For that we need to create something in criteria mood. Bob explains what the difficulty is. Some issues are included in the RIM, others are not. It has not been prepared for today, so it is hard to give examples.  It is a challegenge to solve the issue in the moodCode hierarchy.  There are insufficient options to handle criteria mood. This is similar to the definition mood. 

Another issue  is that in several ballot materials there is a reference to a template base don the templateId. But the de template itself is not included. Beacause HL7 misses an agreed template formalim it is difficult to create templates and to develop tools for it. CDA creates templates and a methodology to do it. Currently an implementation guide and templates are partly created from a database tool.  
What is the relationship with DCM to HL7 templates?   DCM is usually more abstract, HL7 template is one type of instantiation of DCM.  Bob illustrates a CDA implementation guide, that has templates on 4 different levels. The clinical Statement templates are probably on the same level as the DCM. Bob explains the differences with the other templates. For instance, supporting templates. Are this the templates that can be reused in any clinical template, such as the DCM try to establish.  Bob explains further that there are Organizer templates,  nesting templates etc... What is the status of the templates in CDA? In the example it is a US Realm status. Other high level templates focus on international application. 
We need to sort out the relationship between DCM and templates, but also between the two standards, messages and CDA, and the differences between the ballot status such as informative versus DSTU. All CDA templates are stored in a database. An overview of the used templates is included in each implementation guide. Templates are organized in different patterns: topic, alphabetic, and so on. Further, a list of usable metadata to search templates is included in the database. Experience shows that the best way so search is not the metadata, but the Snomed CT code or another concept and code from other  terminologies/classifications. Is de database available for everybody? Bob uses it for internal projects. Indirectly it might be available via the CDC.
Bob illustrates the discussion with an example of a clinical statement template. It is both defined and a primitive constraint. It is possible to use both a dynamic (flexible) or a static (fixed)  value set binding.
William discusses the commonalties and the differences with DCM. The commonalties are the explanation what the clinical concept is, the linkage to terminology for the concept, the linkage to value sets, and the type of data (R2 based in DCM). The differences are mainly in the HL7 specific attributes.  Containment relationships are common again, e.g. the total score can be based on several subscores. Common is the use of one template in another template. The DCM tries to show the content of a template as a UML representation via a link in the document. 

William presents the origin and an example of the DCM. The relationship with the R-MIM in HL7 is explained, in particular the clinical statement as used in care provision. He illustrates the Glasgow Coma Scale (GCS) in Enterprise Architect software (EA) (information model) and the different clinical components of the DCM. He motivates why all these elements are included in DCM specifications.

Bob ask why you need a DCM if you can create directly a HL7 template that can be more precise. 

Answer William..... a RIM based UML model can be transformed easily to a HL7 template against clinical statement pattern. And, we still have no agreement on the exact formalism of HL7 templates. 

Why shouldn't we use directly a reference model to link the DCM to? 
William illustrates the same GCS in de archetype editor. There is a need to discuss the clinical content matter first before modeling it. The discussion of the clinical content with professionals is often difficult with UML models. William disgrees, there are several projects in which he has used UML with clinicians, and Tim Benson has a similar experience from different projects. 

The discussions continue why to create DCM if you can move directly into specific formalisms, e.g., an HL7 template. 

Mark refers to the HL7 HDF in which it is suggested that UML is to be explained to the care professionals involved in modelling. He refers to the NHS where the 13606 model is constrained, and which can be transformed to HL7 templates. It is apparent that we need different views on the same model. Care professionals do not have to read all views. William illustrates the views we are creating for DCM: 1] clinical view on purpose, evidence and data element specification, including slot binding to codes. 2] XMI output, for the modelers and message developers, also a widget output to illustrate a possible user interface. 

A remaining question is if the DCM is exported as XMI, is it possible to import that in the static model designer (SMD)? That is a question that remains. If this would be possible, a lot of work can be made easier. 

Tuesday Q4
New projects discussed. 

V2 project proposal (David)

Glossary project

Patient Care Primary Care Services

Vocabulary proposals from Canada (Monica)

Project planning for DIM to include clinical statement changes

1. Discussion about v2. Is it maintenance or a new project.  There is no new PS from Australia at this moment. When a concrete request PS is received, we will discuss it.
2. Glossary project (Glossary International). We can work on the key words in the CP materials, and generalise these and add definitions. It can be send to other WG for feedback. Is this going to be our project, or a project of other group, e.g. HL7 Vocabulary where we can contribute. PC will only do our own terms and definitions. We will work both with HL7 Glossary, and the international glossary. Review existing definitions in those is the best start so we do not have to reinvent. Do we need a PC project scope statement is not clear at the moment. In fact, we think that it should be a HL7 international level project, to which PC can contribute. We will ask if there is a PSS with the vocabualry group. Nonetheless, we can start the work. We can discuss a section from our ballot materials and generate the terms from that. Ian will ask Susan to lead this as our vocab faciliator. William suggests other sources to e used, for instance the the international glossary (link is www.skmtglossary.org). 
3. Patient Care Primary Care Services: there is no PSS for this. It will be developed before the next WGM meeting. David summarizes the project. In the beginning it was broader, but for primairy care the need is urgent. David suggests a conference call about it. William suggests to do this based on David's analysis of the need and progress. In addition we need to think about a conference call about v2 materials. 

4. Vocabulary harmonisation proposals from Canada: the documents are not available, it is hard to discuss them in detail, so they are projected. Monica asks about the procedure for vocabulary harmonisation proposals. Monica presents from the proposal different terms and definitions that are approved by the workgroup in Canada. It is a terminology worksheet. 
One is about the definition of severity observation. It is not clear what it tries to say, but also the proposed change leads to confusion. 

The motion to accept the new definition of severity observation was proposed by Monica and Seconded by William: 3 abstain, 1 against,  2 for. We decided the motion is not accepted this way, due to much confusion.There is no suggestion yet from members, due to lack of preparation. It is recommended to submit the proposals before the WGM, so it can be prepared. It is suggested to include the severity observation  in the discussion about Care Plan Topic. Another suggestion is to include it in the list of PC for the Glossary. David asks Heather G how to handle this. 

Observation Intolerance Type discussion. PC cannot come up with a proper suggestion. It is no wonder, many experts have a problem with this concept. The discussion is postponed to the next WG meeting. 
Monica stresses the urgency of proper definitions for problem and diagnosis. These terms will be discussed in the context of the Care Plan Topic.  Stephen Chu will get involved in the concepts around adverse reaction and allergy and intolerance. 
Wednesday May 19th,  Scribe – Monica Harry, GP Informatics.
Joint meeting between Community Based Collaborative Care (CBCC), Patient Care, Clinical Interoperability Council (CIC) and Public Health Emergency Response (PHER), 
Patient Care Hosting, Chair, Ian Townsend 
Q1 May 19th:
Updates:

CIC Update:

1. Successfully balloted Emergency medical services domain analysis model – 
PASSED first time with no negative votes. 

Next Step: Will be published as a Normative Standard. There are some substantive changes which will happen in Version 2.

There will be a new project scope statement to create messages; DMIM, RMIMs to follow; will look at existing RMIMs and Interactions to determine if any meet Use Case requirements. If yes, then leverage and augment existing. 

Request international review of the DAM for Emergency Medical Services. 

Continued collaboration required to do some mapping and work on common areas. Plan to schedule another joint meeting in Cambridge Wed. Q4 tentatively suggested; CIC hosting. 
2. Liaising with NCI regarding data repository requirements.

3. Cardiovascular: Acute Coronary Syndrome DAM, Release 2 will be more broadly applicable, dropping the Acute Care Syndrome name tag specificity, will be reviewing data element and clinical definition work.

4. Tuberculosis DAM – will incorporate requirements from FDA for data elements. 

5. Also working on Anesthesiology and Diabetes DAMs.

PHER Update:

1. DAM passed realm and ballot reconciliation work is ongoing. Considering next steps and which parts to focus on.

2. Collaborating with EHR on Vital Records Functional profile; EHR workgroup will be working on an international version of the vital records Functional profile.

3. Working on PHER Functional Model.  

4. New Initiative in the US to carry out Certification of EMR systems by the National Institute for Standards in Technology. They have approached HL7 and asked for simplified Implementation guides; focusing on V2 messages.

5. Reference Architecture Framework project - Practical guide for SOA Project: Services Aware Enterprise Architecture Framework project – Looked at EHR functional model and IS 10 for Immunizations HITSP artifacts and IHE profiles adopted a mixed approach, both top down and bottom up. Need Common Information Model to map legacy systems and platforms and identify data elements. 

CBCC Update

1. Human Services Directory

2. Version 2 work – referral message, 

3. Privacy and Security 

General discussion:

Proposal – Wednesday Q2 suggestion to consider joint sessions on DAMs; e.g. how to create according to Style Guide being created by CIC. 

PC Update
Product Matrix - Have been clearing up Product Matrix and identifying work activities going forward including removal of stale items from the ballot. 
DCM – some will push to ballot for comments. 
Glossary project.

Primary Care Services Project – Attempt to describe components, functionality and interactions. 

Wednesday 19-5  Q3 and Q4 Care Plan Topic Scribe – Anneke Goossen 
1. William should file the PSS to the steering division.

2. Projectnumber and status to go on  wiki Care Plan Topic.

3. ISO standard Continuity of Care part 1. Available? 

4. Definitions from  HL7 Glossary, CKM of openEHR, EHR-S FM glossary, (coordination plan), IHE

5. Use cases en storyboards. In IHE a lot of work has been done. Also, there are presentations available. IHE representatives Audrey and Keith allow PC to use this. 

6. Definition for Care Plan, conceptual, contextual and structural definition. It is both a process and a plan. 

7. The model in IHE profile can be used as input to define the different parts of care plan.
8. Action: Audrey will provide the IHE examples of use cases and storyboards. David will create an example of primairy care. Monica will ask in the Canada infoway. Anneke will collect and put it on PC wiki for next meeting. 

9. Modeling Care Plan from different existing models. Action: William and Stephen in EA. The model from article in Jamia about the Nursing Process 2004 Goossen et al, is baseline for it. 

10. In R-MIM of Care Plan in the ballot the parts are defined in a particular way. Maybe this needs review after sorting out definitions and models. In HL7 moodCode is used for the process. 

11. Mapping from model to R-MIM in the ballot should reveal if R-MIM is complete. 

12. Risico components are represented in a certain manner in HL7. If  a risk applies follows assessment.  riskMood can be used. Some risk scan be expressed in terminology, but many cannot (ICD-10  not). Then the riskMood in HL7 can be used. An observation in riskmood asserts that a patient is at risk for something. 

13. The structure of HDF to be used to explore Care Plan Topic further. 

14. Definition on the care plan -> Stephen and David.

Thursday 20-5

Q1 Joint meeting PC hosting Templates Scribe – Anneke Goossen.
1. Preparation of ballot on DCM

The current DCM creation is briefly explained. There is still a discussion on copyrights. One is about the copyright of source materials, e.g. scales that are worked into DCMs. Jane asks if we need to include metadata to the registry for this. E.g. is it allowed to publish the DCM if the source material is copyrighted.  2 aspects are relevant: source material and the DCM content itself, for each permission needs to be identified in template registry.
Other topics for registry are the search of the concept, what are the implications for users to find it. What will be template identifiers, do we need two? Versioning is also important and needs to be addressed in the registry.  

We can also distinguish between the definitional, implementational and usable templates.
A Definitional DCM needs to contain all data elements. The implementaional DCM / template can be a constraint of the definitional, but will include the context. For instance  class 3 medical devices, thus they carefully need to follow the rules.
The DCM bloodpressure is used as illustration. We consider currenty in creating two a simple and a complex one. But is the simple one a constraint of the complex one? We need to prevent too many versions of blood pressure. It is always possible to link two to each other in the registry.

Also, the context can be used to explain the relationship between templates and DCM. DCM is derived from, is/ has a part of, is a composition, is a inheritance, has annotation, has reason, has context etc. 

How should we refer to terminology in DCM? It is always about searching the borders of the information model and terminology model. We can always request new codes for new concepts with e.g. IHTSDO. In the US several codelists exist per state. What is useful in practice? Jane suggests that pre-coordination is a local implementation and should not be in Snomed CT. E.g., the patient can walk a flat surface can be coded in Snomed. The number of meters can be defined in PQ data. We need to clarify for vendors that the integrity of templates needs to remain in tact. But that does not be shown to users.  
Other options are the users template, the author who created the template etc.
Template, algorithm and terminologie can be part of the DCM model. Sending a score can be used in care, or just in the context of the instrument. Interpretation for these two uses can differ. 

PC created a sjabloon for creation of DCM. The components are presented. We use different kinds of output of the DCM creation process. Outputs include XMI, html and HL7 v3 clinical statement XML. Derivation expression must be added to the HL7 version. 
Whn HL7 adopts DCM into registry, an HL7 representation should accompany it.  There is a need to know the typ of tempate. 
The DCM can also be used to arrange the IP of content. In particular it might be a business model to register the assessment instrument with HL7 and to have it represented in IT processable format.  There might even be opportunities for a business model around it. 
The format for DCM ballot will be a pdf format. It will also be used in the registry in this format. 
There is a question about use the EA plug in. It might be an option to distribute it via HL7 Int. William will discuss this with Karen Van Hentenryck. 
2. Presentation by Nicholas Oughtibridge, 
A standard structure is important, but you need content to make it worthwhile!
Nicholas presents the NHS project for the logical record architecture. It is based on the CEN 13606 standard and defines clinical content in format of archetypes. Also user interface specifications are based on this, including a terminology binding to Snomed CT. All elements are linked to technical standards. 

Members discuss how it relates  to CDA. CDA R3 is directly linked to HL7 RIM, without the Clinical Statement.

Data elements as Observation (property, finding), Activity (investigation, substance activity, general activity), Relationship Definer the different parts. This is a UML presentation, bases on 13606. Transformation to HL7 v3 seems doable. NHS looks at the requirements for tooling. 

Do we need a joint meeting next time? Yes, in particular about tooling.  
 Finally, it is recommended to subscribe to www.openhealthtools.org for that what is based on open source and for the IP related tools. Find out how this works. 

Thursday Q3 and Q4.
Clinical Statement meeting. CS Hosting PC and O&O and SD and PHER.

Discussed in general: removal or simplifying of unnecessary components on the right side of CS pattern.

Further in Q3 discussed the review and update of Care Statement. In general  advise to PC is to completely use the current CS in case of moving to normative ballot early 2011. Review original use cases for Care Statement and see if current CS meets this.

