Patient Care WG 

Orlando WGM 15-20 May 2011

Meeting Minutes

Monday Q1 16 May 2011
	Name
	Organisation
	Email

	Stephen Chu (Chair, Scriber)
	NEHTA, Australia
	stephen.chu@nehta.gov.au

	Charlie Bishop
	HL7 UK
	charlie.bishop@isofthealth.com

	Kai Heitmann
	HL7 Germany
	hl7@kheitmann.de

	David Rowland
	HL7 Australia
	david.rowland@direkt.com.au

	Catherine Hoang
	VA
	catherine.hoang2@va.gov

	Elaine Ayres
	NIH
	eayres@nih.gov

	Yu Ting Yeh
	HL7 Taiwan
	yutingyeh@mail2000.com.tw

	Kevin Coonan
	Deloitte
	kcoonan@deloitte.com


Orlando meeting agenda reviewed, minor updates made to accommodate discussions on pressure ulcer topic and medical device topic. Updated agenda circulated via email.

Co-chair (S Chu) to confirm with Structured Doc on joint session to be held on Tuesday Q2. Email sent, awaiting Structured Doc response.

Meeting minutes of January 2011 Sydney WGM – the draft minutes was circulated on the Patient Care List shortly after the Sydney meeting. It was circulated again on the Patient Care List on Sunday 14 May. No change request to draft minutes was indicated by all present at Q1 meeting. Charlie Bishop proposed that the draft minutes being accepted as accurate record of January 2011 Patient Care WGM. Motion was seconded by David Rowland. Voting result: 0 oppose, 0 abstain, 7 positive. Minutes accepted.
Decision Making Process (DMP) – the generic DMP document published by HL7 HQ was briefly reviewed with specific focus on to topics quorum required for meetings. It was agreed that the quorum specified in the generic DMP document should not be changed (i.e. one co-chair + at least 2 members), and that the chair/co-chairs of any meeting (including conference calls) would determine the minimal required for a quorum (in excess of the chair+2) on a topic by topic basis
Motion (1) proposed by Kai – to accept the generic HL7 DMP as standard practice for Patient Care after global replacement of “<WorkGroupAcronym>” with “Patient Care Workgroup”. Seconded by Charlie Bishop. Voting result: objection = 0; abstain = 0; support = 6; motion carried.

Motion (2) proposed by Kevin – Patient Care WG to add the following as addendum to DMP: “to include online polling mechanism for public polling to solicit wider Patient Care WG member opinion on major Patient Care/HL7 issues and projects. The polling should be open to all members registered on Patient Care List but to exclude votes from those not registered on this list. Notice for polling should be issued by emails to members on Patient Care List 2 weeks prior to opening of polling.” Motion seconded by Catherine. Voting result: objection = 0; abstain = 0; support = 6; motion carried.
Monday Q2

	Name
	Organisation
	Email

	Stephen Chu (Chair)
	NEHTA, Australia
	stephen.chu@nehta.gov.au

	William Goossen
	Results4Care
	wgoossen@results4care.nl

	Kai Heitmann
	HL7 Germany
	hl7@kheitmann.de

	Jay Lyle
	VA
	jay@lyle.net

	Catherine Hoang
	VA
	catherine.hoang2@va.gov

	Crystal Kalleu
	AHIMA
	crystal.kalleu@ahima.org

	Max Walker
	DoH, Vic Australia
	max.walker@health.vic.gov.au

	Yu Ting Yeh
	HL7 Taiwan
	yutingyeh@mail2000.com.tw

	Kevin Coonan
	Deloitte
	kcoonan@deloitte.com


1. DAM pressure ulcer. Spreadsheet by Susan Matney was handled and negatives where reconciled: Jay moved, William 2nd. Vote 8 for, 0 against, 0 abstaining. All text will have to be handled in conf calls on Mondays 3 pm

2. Spreadsheet Donna DuLong was handled and negatives where reconciled. Jay moved, Catherine / William 2nd for different items. In general 8 for, 0 against, 0 abstain, except the last negative 7 for, 0 against and 1 abstain.

3. All text items and other items need to be handled in a conf call.

4. Other spreadsheets with Comments on DAM pressure ulcer need to be handled in conf calls or later meetings.

5. DCM spreadsheet attached. Several items that were unclear for William and had negative where handled. Moved by Jay / and 2nd by Catherine or William for different items. Votes in spreadsheet, all marked with vote numbered items are accepted. 

6. Motion to have a 5th co-chair for PC Jay moved; William 2nd  5 in favor, 0 against, 0 abstain (3 left the room at this point).

7. Motion to appoint Kevin Coonan as interim 5th co-chair William Moved, Max 2nd  5 in favor, 0 against, 0 abstain (3 left the room at this point).

Monday Q3

Joint with MnM, MnM hosting. 
Attendance: refer to MnM attendance list

Refer to MnM meeting notes for completeness

Joint meeting convened to address the apparent lack of methodology to guide DCM development

DCM handles the clinical requirements for data structures at the conceptual level and can be used cross domains. The data structures can be expressed in a logical model, independent of implementation, using UML for instance. This platform independent format has advantages for re-use and still can be transformed for implementation in different technologies, including HL7. PC is mostly working towards a transform into the clinical statement pattern. The method to transform DCM to v3 templates is currently explored. 

Concept = focus on capturing requirements

Logical = model not being bound to any implementation technology/platform

Implementable = bound to specific implementation platform, including HL7. This follows current HL7 speak.  From SAIF perspective, DCM = conceptual, cross domain; hence it is an analysis information model. PC should not confuse this with DAM which is a much broader model, capturing business needs, processes and actors, among others. 
Data elements, with types, relationships and code binding can be represented in UML. Alternatives are archetypes. 

An interoperable spec must be bound to a specific terminology.
There are large of confusions on what DCMs are. It appears that DCMs can include:

Analysis information model, which is conceptual, clinically accurate and understandable, cross domain, terminology agnostic, platform and technology agnostic, can be represented in uml but does not have vocab and conformance assertions.
Logical information model, which is agnostic of terminology and agnostic of standards
Standard specific model -> that is bound to implementation platform, (e.g. data type standards, exchange standards (HL7)) but agnostic to terminology, or that is bound to terminology, e.g. SNOMED-CT but not to implementation platform, e.g. HL7 v3

Implementable model, which is constrained to specific use case and bound to specific terminology, e.g. SNOME-CT, and/or specific implementation platform, e.g. HL7 v3.
UML is currently used and not to be considered methodology, but just notation specification. 

There is ongoing discussion about whether methodology is part of the ISO 13972 standard. Perhaps not if meaning is UML as normative. But many items like how to involve clinicians and how to model data elements are still methodology. 

DCM work to look at chapter 5 of the terminology guidance in HL7.

Action items: Kevin Coonan to write discussion paper on models in DCM space. William and Kevin to determine which type of models (of the 5 DCMs) in the DCM space are being balloted.

In summary PC is advised to look at HL7 approach to vocabulary, explain design patterns, prevent permutational explosions (i.e. the reason for DCM existence instead of R-MIM collections), methodology (provided next WGM), better naming in relationship with DAM and work from the maximum dataset and explain how to constrain. 
Monday Q4

Joint with O&O, O&O hosting
Attendance: refer to OO attendance list

See OO meeting notes for completeness
Monday – Q4, May 16, 2011

Patient Care/Orders Observations

Agenda,

Hands on Model of the Patient Care Care Provision D-MIM.

Reviewed care provision D-MIM and assess whether it is feasible/desirable to replace the care statement component in care provision with a universal clinical statement pattern CMET.

The last DMIM is dated May 2006. The care provision model should adhere to the clinical care statement model. And because it needs to go to normative, now is the time to change it.

Intended to use this meeting to develop the model with Patrick and Hans, but because they are not here, we will do the best we can. (Patrick comes in later).

Is the old model still good, or after 5 years, does it need to be updated? When the Care Provision DMIM was created there were no CMETs completed, now we have several CMETs for e.g. clinical statements.

Reduce the DMIM by using CMETs that have already been approved.  There is work going to create CMETs that have been used for years and this work needs to be adopted to support this in the CareStatement CMET universal.

Make the changes to support the CMET Universal and then lay the two models side by side and see what is missing.

Need to walk through the entire model to check how current it is based on work going on the Clinical Statement Model.

CareEntry fully replaced by the CMET – the care statement is the support of different inputs and outputs; this will need to be adjusted because there are methodology issues.

Patient care will reorganize the patient care domain into two focuses, one being clinical content and the second into infrastructure; Motion 1 by: William Goossen; Second Patrick Loyd. Abstain:  0 not in favor:  0 Favor: 14

· The work brake down is the following:

· Need to more clearly define the clinical content –, assessment scale, vital signs, allergy etc. 

· Infrastructure - concern list, statement collector, care entity, care plan, concern tracking

· may need to improve the work based on ongoing project for Domain Analysis Model for Care Plan.

Not seeing entry points for allergy and intolerance, and what to do with existing entry points to care statement?

Template for the clinical care statements – need a discussion on this by including a person from patient care and Patrick Lloyd should be able to build the models and they use Kai Heitmann to help with the clinical work and also William Goossen.

Will use a temporary CMET shortcut

Motion 2 : going to replace the care statement with the SupportingClinicalStatementUniversal  CMET (DSTU version) and will note that the CMET indicating that entry point for RMIM will need to have another solution. Are RMIM now.  

 Patrick Loyd, second Kai Heitmann. Abstain:  0 not in favor:  0 Favor: 14

Motion 3: Do a review and then when there is a missing participation there will be a change request to the clinical statement, when there are a difference in class, validate all of them. By William Goossen. Seconded by Kai Heitmann.  Abstain:  2 not in favor:  0 Favor: 12

Modeling Point – Care Plan RMIM – Care plan is an infrastructure and part of the DMIM, it is rollout of the care statement. 

· Need to constrain this – can it be done with mood code

· How should it be done

· Needs further discussion

Action: to assess the adequacy/desirability of clinical statement pattern in meeting patient care requirement. If considered adequate, then replace “care statement” with “clinical statement” pattern.

Note by William Goossen PC co-chair: after the Steering Division Meeting Patient Care was invited to sponsor the templates DSTU project scope statement. Finding the solution for motion 2 can be part of this. Will be discussed during the week. 

Tuesday 17 May 2011
Q1 Joint with PA, PC hosting: 
topic "Encounter" model harmonization.

The minutes and sign up sheet from this meeting have gone lost. Apologies. Those who confirmed via the email are listed below. The minutes are taken from personal notes provided by Alex de León and Gregg Seppala. Many thanks indeed. 

	Name
	Organization
	Email

	
	
	

	William Goossen
	Results4Care
	wgoossen@results4care.nl

	Gregg Seppala
	
	gregg.seppala@gmail.com

	Alexander Henket
	Nictiz
	alexander.henket@enovation.nl

	Aspen …
	HL7 Norway
	

	Max Walker
	DoH, Vic Australia
	max.walker@health.vic.gov.au

	Alex de León
	KP
	Alexander.J.Deleon@kp.org

	
	
	

	
	
	


The joint workgroups recognized that this is a continuation of the discussion in Cambridge (Oct 2010) and Sydney (January 2011), however; the main stakeholders do not seem to be present at this WG. Gregg stated that Irma Jongeneel is willing to volunteer to address any issues that arise regarding the encounter models between the WG. 

Both WG agree that an encounter is a specialization of care provision.  PA put forth that the WG’s intention is to deal with the administrative view of encounter, leaving the clinical portions of the encounter to the appropriate other WGs. PC agrees to this and in principle will handle the clinical representations.

The patient care WG would like to link encounter/episode of care to concern (health concern). That is a requirement for some of our PC use cases. 

Within healthcare concern tracking, there can be multiple encounters that encompass both the administrative and clinical areas. 

The WGs compared the DMIMs created by the two workgroups. 

Patient Administration will change patient participation in encounter from subject to record target. (Motion approved). 

Patient Care will propose changes to the Clinical Statement to add attributes and associations that are in the Patient Administration encounter RMIM. (Motion approved). 


A suggestion was made to include reason code and activityTime into the encounter DMIM / Clinical Statement.  (Motion approved).
Next round, the different participations and relationships need to be carefully compared and traced. That is the agenda for next WGM.
http://wiki.hl7.org/index.php?title=CSCR-106_Include_ReasonCode_and_ActivityTime_in_Encounter_in_CS 

Q2
Meeting

"1/2 hr Pressure Ulcer DAM/DCM discussion

Several issues around the pressure ulcer DAM/DCM where dealt with. These have been captured in the reconciliation spreadsheet. 
Q3
PC meeting cancelled
This meeting was cancelled where individual PC members where actually carrying on to do D-MIM modeling work. The Clinical Statement CMET has been included in the D-MIM Visio, the change log on the Visio has been redone for 2011 work, and consent was added. This will be continued in later meetings. 
Q4
Allergy, Intolerance, Adverse Reaction

"Meeting not been confirmed with CDS nor PHARM, Joint with CDS and Pharmacy

PC hosting.  Allergy, Intolerance, Adverse Reaction discussion to organize joint meeting with CDS. Stephen Chu summarized this meeting in his email at the end of the week.
It was agreed at that meeting that this is a topic of key importance and interested to the following groups: Patient Care, Patient Safety, RCRIM, Potentially Pharmacy, And many other health care agencies.

It was also agreed that weekly conference calls should be established to discuss and progress work on this topic, and that the first conference call should start two weeks from now.

This email attempts to establish a day and time convenient to all parties who are/may be interested in participating in the conference call and contribute to further development of the topic.

Currently, Patient Care has recurrent conference calls organized for the following time slot

Patient Care projects (Care Provision D-MIM; DCM) conference calls scheduled on Wednesday, US eastern time 4:00-5:00pm

Care Plan topic weekly conference calls scheduled on Wednesday, US eastern time 5:00-6:00pm

This leaves Monday, Tuesday and Thursday afternoons, US eastern 4:00-5:00pm or 5:00-6:00pm.

I recommend that we schedule the following day and time for the Allergy topic weekly conference call:   Tuesday, US eastern 4:00-5:00pm

This is a better time for the Netherlands/Europe, although a bit too early for Australia east coast.

The first conference call will commence Tuesday 31 May 2011.

Wednesday 18 May 2011

	HL7 Patient Care WG signup sheet for WGM meetings
	 
	 
	2011
	 
	Orlando

	 
	 
	Wednesday
	Date
	May 18 / 2011

	Name
	e-mail
	Q1
	Q2
	Q3
	Q4

	Co-chairs
	 
	 
	 
	 
	 

	William Goossen
	wgoossen@results4care.com
	x
	 
	x
	 

	Members
	 
	 
	 
	 
	 

	Anita Walden
	anita.walden@duke.edu
	x
	 
	 
	 

	John Rhoads
	john.rhoads@philips.com
	x
	 
	 
	 

	Ioana Singureanu
	Ioana.Singureanu@va.gov
	x
	 
	 
	 

	Charlie Bishop
	charlie.bishop@isoftplc.net
	x
	 
	 
	 

	Max Walker
	Max.Walker@dhs.vic.gov.au 
	x
	 
	x
	 

	Margaret Dittloff
	mkd@cbord.com
	 
	 
	x
	 

	Michael Rossman
	michael.k.rossman@kp.org
	 
	 
	x
	 

	Michael van der Zel
	m.van.der.zel@ict.umcg.nl 
	 
	 
	x
	 

	Hugh Leslie
	hughleslie@oceaninformatics.com
	 
	 
	x
	 

	Coonan Kevin
	kcoonan@deloitte.com
	 
	 
	x
	 

	 
	 
	 
	 
	 
	 

	Larry Reis
	larrywreis@cs.com
	 
	 
	x
	 

	Hugh Leslie
	hugh.leslie@oceaninformatics.com
	x
	 
	x
	 

	Steve Hufnagel
	hufnagel@acm.org
	 
	 
	x
	 

	Jane Curry
	janecurry@healthinfostratys.com
	 
	 
	x
	 

	Avinash Shanbhag
	avinash.shanbhag@hhs.gov
	 
	 
	x
	 

	Serafina Versaggi
	serafina@eversolve.com
	x
	 
	 
	 

	 
	 
	 
	 
	 
	 

	Michelle Williamson
	mwilliamson@cdc.gov
	x
	 
	 
	 

	Michael Flyn
	mkfog@healht.state.ny.us
	x
	 
	 
	 

	Jon Farmer
	jfarmer@apelon.com
	x
	 
	 
	 

	Suzanne Gonzales-Webb
	suzanne.l.gonzales-webb@saic.com
	x
	 
	 
	 

	Abdul Malek Shakir
	ashakir@coh.org
	x
	 
	 
	 

	Richard Thoresen
	richard.thoresen@samhsa.uks.sn
	x
	 
	 
	 

	Diane Reeves
	reevesd@mail.nih.gov
	x
	 
	 
	 

	Jay Lyle
	jay@lyle.net
	x
	 
	 
	 

	Stacy Berger
	sberger@coh.org
	x
	 
	 
	 

	Yu-Ting YZH
	yutingyeh@mail2000.com.tw
	x
	 
	 
	 

	Alean Kirnak
	akirnak@swpartners.com
	x
	 
	 
	 

	Paul Schluter
	paul.schluter@med.ge.com
	x
	 
	 
	 

	Jan Wittenber
	jan.wittenber@phillips.com
	x
	 
	 
	 

	Lori Havener
	jhavener@naaccr.org
	x
	 
	 
	 


Q1
CBCC, CIC, Healthcare Devices and PHER joint PC hosting

Presentations of other groups work and discussion to harmonize ongoing projects. 

Second half quarter: Joint with Healthcare devices - medical devices DAM/DCM discussion. In particular the differences and commonalties between DAM and DCM where discussed. Jay Lyle will upload his presentation. 
Q2
Meeting cancelled. 
Time used to clear up ballot materials for Assessment Scales. This has been submitted for inclusion in future Normative Edition. 
Q3
Meeting joint with SOA, SAIF, ArB, PC hosting
Ken Rubin presented how the SOA groups work in HL7 and close together with OMG. HL7 groups define the needs and the requirements piece is brought to the OMG community. Here, solution providers develop one or more solutions to the service. These are put of for vote and the best wins. HL7 messages are content. Instead of HL7 that specifies the content, SOA specifies the behavior. 
July 13, 14, 15 there is a SOA / OMG conference in Washington Area. 

Patient Care wants to have a service project. Ken’s guidelines are helpful, since they are a set of criteria to take into mind. 

1. 
We need on behalf of PC a clear PSS. 

2.
Criteria are that there is one project leader. PC needs 2 leaders because not everyone can be there everytime. 

3.
A minimum of three organizations need to test / use it. It must be a real world project.

4. 
The maximum scope is 12 to no more than 18 months. If more, then the project has to be broken down

5. 
The HL7 WG will take responsibility and SOA will be involved as consultant. 

6.
It will be checked if the project that is suggested can be done as a profile of an earlier achieved result. 

David Rowed will be asked by Max Walker to deliver a full PSS, and have that prepared with SOA input before the next PC WGM in San Diego.

Perhaps the normal 90 min conference call (discovery call) to go through the needs and possible solution. A vertical approach for coordination, referrals, continuity of care could be considered, built around the core Topics of PC (refer, care record etc).

Q4
"Patient care hosting DEV

Joint with CIC has been cancelled, because it was not confirmed in time, hence the topic Emergency Care DAM mapping to Care Provision was not discussed. 
The Pressure Ulcer DAM and plan for DCM work was presented by Jay Lyle. 
Thursday 19 May 2011

Q1
PC meeting

Care Plan topic discussion

 
	Presence ThQ1 Name
	Organisation
	Email

	Stephen Chu
	NEHTA, Aus
	stephen.chu@nehta.gov.au

	Laura Heermann
	Intermountain
	laura.heermann@imail.org

	André Boudreau
	 
	a.boudreau@boroan.ca

	William Goossen
	 Results4Care
	wgoossen@results4care.nl

	Catherine Hoang
	VA
	catherine.hoang2@va.gov

	Elaine Ayres
	NIH
	eayres@nih.gov

	Charlie Bishop
	HL7 UK
	charlie.bishop@isofthealth.com

	Anneke Goossen
	 Results4Care
	agoossen@results4care.nl

	Susan Campbell
	NIH
	bostoncampbell@mindspring.com

	Hugh Leslie
	 
	hugh.leslie@oceaninformatics.com

	Seam Heard
	Ocean Informatics
	sam.heard@oceaninformatics.com

	Brett Esler
	Pen Computer Sys
	brett.esler@pencs.com.au

	Luigi Sison
	 
	 


 
During this meeting all content and discussion was kept in the powerpoint presentation. Please look at HL7_Care_Plan_WGM_Meetg-20110519f-with WGM notes-DRAFT at the PC website.

Q2
joint with Templates and SD Patient Care hosting  

	HL7 Patient Care WG signup sheet for WGM meetings
	 
	 
	May
	2011

	 
	Orlando
	Present
	Thursday
	 

	Name
	e-mail
	at WGM
	Q2
	 

	 
	 
	 
	 
	 

	Co-chairs
	 
	 
	 
	 

	Stephen Chu
	stephen.chu@nehta.gov.au
	 
	 
	 

	William Goossen
	wgoossen@results4care.nl
	 
	x
	 

	 
	 
	 
	 
	 

	Members
	 
	 
	 
	 

	Charlie Bishop
	charlie.bishop@isoftplc.net
	 
	x
	 

	Michael Tan
	Tan@nictiz.nl
	 
	x
	 

	Kai Heitmann
	kai@kheitmann.nl 
	 
	 
	 

	Austin Kreisler
	AUSTIN.J.KREISLER@saic.com 
	 
	x
	 

	Hugh Leslie
	hugh.leslie@oceaninformatics.com
	 
	x
	 

	Liora Alschuler
	liora.alschuler@lantanagroup.com
	 
	x
	 

	Anie Luthra
	aluthra@episconsultants
	 
	x
	 

	Rob Hausam
	vrhausam@gmail.com
	 
	x
	 

	Ann Wrightson
	techart@hl7.org.uk
	 
	x
	 

	Doug Pratt
	douglas.pratt@siemens.com
	 
	x
	 

	Juggy Jogannake
	juggy@medquit.com
	 
	x
	 

	Thomson Kuhn
	tkuhn@acponline.org
	 
	x
	 

	Sean Muir
	sean.muir@va.gov
	 
	x
	 

	Ted Ryal
	tryal@cerner.com
	 
	x
	 

	Shawn Myers
	smyers@healthwise.org
	 
	x
	 

	Bob Dolin
	bob.dolin@lantanagroup.com
	 
	x
	 

	Gaye Dolin
	gaye@lantanagroup.com
	 
	x
	 

	Gaby Jewell
	gjewell@cerner.com
	 
	x
	 

	John Roberts
	john.a.roberts@tn.gov
	 
	x
	 

	Sarah Gaunt
	sarah.gaunt@nehta.gov.au
	 
	x
	 

	Steve Fine
	sfine@cerner.com
	 
	x
	 

	Laura Heermann
	laura.heermann@imail.org
	 
	x
	 

	Heather Grain
	heather@lginformatics.com
	 
	x
	 

	David Hay
	david.hay25@gmail.com
	 
	x
	 

	Chris Peck
	chris.peck@lantanagroup.com
	 
	x
	 

	David Parker
	david.parker@evolvent.com
	 
	x
	 

	Grahame Grieve
	grahame@healthintersections.com.au
	 
	x
	 

	Lloyd McKenzie
	lloyd@lmckenzie.com
	 
	x
	 

	Rik Smithies
	rik@nprogram.co.uk
	 
	x
	 

	Sasha Boijac
	sboijiac@infoway.ca
	 
	x
	 

	Kent Stevenson
	kent.stevenson@evolvent.com
	 
	x
	 


During this joint meeting the following four topics where discussed:

1. 
Project Scope statement templates DSTU: PC sponsoring decision (Goossen). 

Patient Care has some change request for the Templates DSTU Project Scope Statement. These include a short sentence on need, including an implementation partner (Nictiz), and adding specific criteria for nesting templates and referring to R-MIMs that will be expressed in template formats. 
Motion for PC, Struc Docs and Templates to accept the changes by patient care, including wordsmith the PC need section and success criteria broadened. See the specific description in the uploaded PSS.  

Motion forwarded by Stephen Chu PC, seconded by John Roberts (Templates). 30 in favor, 0 against, 0 abstentions. 
See the updated PSS and see the Friday motion for additional adaptations. 

2.
S&I Framework and Templates DSTU (StrucDoc).
There is US realm specific work ongoing in the S&I Framework area for ONC. This needs the Templates DSTU as well. Both projects are independently organized but will keep each other informed to keep both consistent. 

3.
Tooling for templates (Dolin)
Bod Dolin presented his templates tool which has been presented in earlier meetings and which helps to keep track of templates in CDA. It is now an open source tool and available in the HL7 tools section on the website. The ER diagram is also with it, showing options for different relationships, including nesting. 
4.
Whitepaper on HL7 templates and OpenEHR archetypes (Grieve)

Grahame Grieve spoke to his whitepaper under construction in which he compares HL7 RIM and OpenEHR Rim. Some aspects are similar, like the use of a RIM, constraining and specifying exchange of information. Differences include governance, architectural approach and OpenEHR has a much cleaner design due to 3 architects only working on it and not hundreds. 
Tooling is a constraining factor to both. Goossen pointed to an analysis carried out by the Dutch mirror panel for CEN and ISO, that concluded that at the level of an Entry in Open EHR and one single Clinical Statement in HL7 and how each specify data elements, codes and datatypes is almost not differing. 

The white paper still has to be finished and Graham did not suggest a specific deadline. 

Thursday Q3 and Q4 Joint with Clinical Statement. 
No further PC relevant topics discussed, except ballot reconciliation of comments by William Goossen satisfying original use cases from patient care (2006). The ballot comments where accepted, William to provide the proper text changes to Rik Smithies during CS ballot material preparation for next round, which will be DSTU. 

 Friday May 20, 2011
Q1 PC joint with Templates, T hosting.

See the templates minutes for the attendance list. 

The Templates DSTU PSS was discussed again, as short update of decisions by PC for the D-MIM, and of the PSS changes of Thursday. 2 Additional changes where approved: see the templates minutes for wording. Changes include the use in v2 be considered and that Canada Infoway be listed as sponsors.

