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Monday Sept 12. 
Q1 and Q2 where plenary meetings. 
Q3 meeting with MnM on the methodology of DCM.
1. Initiator for the meeting from MnM was not present. 
2. Group discussed the ballot, used approach, link to ISO documents and their status. 
3. Important distinctions: focus of DCM is the conceptual model: should allow clinicians to review its content. However, we do specify slot bindings to terminologies, define data types, and make relationships between data elements explicit, eg., for total scores derived from underlying individual scores. That kind of logic is included, however on a agnostic level: it facilitates implementation in a full MDA process, but is not directly implementable. The third step is the transformation of the DCM conceptual model /logical parts into for HL7: a clinical statement representation. 
4. Using meta information is sometimes confusing. We should identify that DCM has in fact three levels of meta information: Top level: the meta information that help identify use and quality of the DCM. Specified in ISO 13972 working draft part 2. Intermediate level: specification of each data element, including the code binding slot, data type specification and constraints. Lower level: constraints on the data type, e.g. the unit for a PQ, or the enumeration and coding of value sets. 
5.Given the discussion and presentation, it seams there is a real reference model ‘hidden’ behind the DCM approach. Might be possible to flesh that out, e.g. using the approach CDS has taken with the Gello classes.  
Q4. Joint with O&O and CDS. 
Discussed the Composite Order message from O&O. This uses the clinical statement
Tuesday Sept 13: 	PC Q1 
Present: Hugh Leslie, 
Motion to approve minutes of last WGM: Kevin moved, Audrey seconded, 0 against, 2 abstentions, 3 in favor
Motion to approve the DMP of last WGM:  Kevin Moved, Helen 2nd
5 for, 3 abstaIn, 0 against. 

PRPA_RM900351OU

PC is moving to use COCT_M530000UV. This one is reviewed. 
Included are 
- Informant. Not necessary for PA
- Performer. Is not necessary, but there might be use cases. 
- Author. Is not in PA D-MIM, but in the wrapper
(EventRequest Wrapper has this Human initiated patient specifc. )
Would the legal authenticator be available in that as well? Does PC need this attached to CS or is wrapper sufficient. 
 Data Enterer => PA in wrapper
Verifier => PA wrapper
Responsible Party => PA wrapper
Location = similar, CS health care facility uses the same vocabulary as PA model. CS is probably a proper subset.
Source of Target of relationship allows many CS to be linked to many CS. 
PC would schedule an Intent of an Encounter. Goes in Care Plan. Mechanism to create the appointment is dealt with by PA. 
PC is using summary information in CS from other domains. Helen asks if the wrapper information from e.g. lab order, and in particular PA encounters would go into the CS information, e.g. author. And if so, how is this mechanism. 
Motion:  we stop comparing these models, since we do not have stakeholders present and the actual change request are not available. Suggest that stakeholders write up a specified change request. 
Jay
Norman 2nd
Stakeholders will be informed, new meeting scheduled when there is a need. 
8 for, 0 abstain, 0 against. 
Some issues are documented here:
http://wiki.hl7.org/index.php?title=Three_PC/PA_harmonization_issues 
Kevin asks for a joint project on SOA for services. He will create a proposal and seek interest from PA for that. 
William will contact René Spronk for the submitter input. 

Q2. 
Stephen, Hugh, Jim, Susan, Kevin, Harry
Reviewed the project overview and planning
Kevin motion to accept
Susan 2nd
5 in favor, 1 abstain

Harry Solomon will seek support from PC, DEV and CDS for report messages from CDS machinery in V2 format. 
Monday Q4 in next WGM

Q3.
Motion Jay to accept 156 project group approved items of the ballot. 
Susan.
Discussion: review some examples before en bloc voting. Some Neg MJ and Min where reviewed.
6 for,  1 abstain, 0 against
Line items where handled. 

Q3 / Q 4. Some modeling work was carried out on the D-MIM: 
Add the reason for Care Provision to the CP Act and link it to the supporting clinical statement CMET.


CIC
4 ballots
Cardiology DAM, Anesthesia DAM, Emergency DIM, and CDA ballot for Emergency Services 
Thursday business meeting, Wednesday Q3 joint meeting on Style Guides. 
CIC is working on more formal use of vocabulary.
Work on how to inform
Future item for discussion to use the use of Snomed CT for the Common Good as in DAM and DCM. How can 
Pher could use some items from the Emergency DAM in their work. 
PHER
· Immunization message
· Immunization DAM
· Vital records reporting DSTU.
Meaningful use and electronic reporting is of interest to PHER.
Immunization V3 message will need another cycle. 
CBCC
Currently a DAM for behavioral health in preparation. Effectiveness is an issue which would potentially be determined based on comparable data. Request to have this also linked to vocabulary.  Relationships with Primary Care are investigated
Other work is on security information, including the confidentiality codes. There is a DAM in preparation for e-measures, it did not pass ballot on May 2011. You must have consent for secondary data use. 
There are other initiatives such als query health that are querying about 90 million records for specific concerns such as relationship of a particular medication with a heart disease. 
Q2 EHR
Some work on EHR profiles was discussed. See the EHR minutes for the details on it. 
Crystal presented the Diabetes Data Strategy white paper. This is available for review at this moment. 
William presented the Patient Care ballot proposals for 4 items. 
Discussion started on how to relate this to DCM, to DAM and to EHR functional models. Interesting to follow up on .

Q3 PC joint with CIC and PHER 








Wednesday

Q3 – Patient Care
How DAM and DCM relates to each other
CIC has developed a DAM style guide
Want to see some commonality between different domains’ DAMs

----------------------------
Q4 – Patient Care
Allergy/Intolerance topic meeting
Co-Chair: Stephen Chu	Scribe:  Margaret Dittloff
Participants: Please contact Margaret Dittloff (mkd@cbord.com) or Stephen Chu (co-chair) in case your name or e-mail is misspelled, or the attendance is not accurate. (It is our belief that there should be more names listed.)
	Name (email)
	Organisation

	Stephen Chu (stephen.chu@nehta.gov.au)
	Co-Chair

	Andre Boudreau
	Boroan (a.boudreau@boroan.ca)

	Ian Bull 
	ACT Health Australia

	Russell Leftwich
	via phone

	Heather Leslie 
	Ocean informatics (via conference call)

	Wendy Huang (whuang@infoway.ca)
	Canada Health Infoway

	Tom de Jong (tom@nova-pro.nl)
	HL7 The Netherlands

	David Rowed (drowed@bigpond.nte.au)
	Ocean Informatics

	Margaret Dittloff (mkd@cbord.com)
	American Dietetic Assoc./The CBORD Group, Inc.

	Kevin Coonan
	Deloitte Consulting

	Hugh Leslie (hugh.leslie@oceaninformatics.com)
	Ocean informatics

	Charlie Bishop (cbishop25@csc.com)
	iSOFT

	Panagiotis Telonis (panagiotis.telonis@ema.europa.eu)
	

	Nick Halsey (nick.halsey@ema.europa.eu)
	

	Laura Noirot (lnoirot@bjc.org)c
	

	Clayton Curtis (clayton.curtis@va.gov)
	VA

	Scott Boite (scott.bolte@ge.gov)
	

	Will Gordon (William.gordon@oracle.com
	

	Harry Solomon (harry.solomon@ge.com)
	

	Kensaku Kawamotu (lensaku.kawamoto@utah.edu)
	

	Keith Boone
	

	Bruce Bray (bruce.bray@utah.edu)
	

	Susan Matney
	



Stephen called meeting to order.
Agenda Review (see slide deck)
· Brief History 
· Identify the stakeholders for the allergy and intolerance project (based on stakeholder business needs matrix)
· Add patient care impact
· Add health system impact
· List information needs
· List other needs
· Compare these categories to currently available storyboards from past work 
· Next Steps for today and going forward . . . 
· There are a number of concepts which we need to qualify better define and differentiate – establish a glossary.
Brief History of Topic 
· DSTU is up for review--need to determine if we want it to continue as is or if it needs updating.  
· Orlando meeting – Tom walked thru the current DSTU model and a work group was formed.  Over series of meetings this summer, the work group reviewed other models including the Australian model, US Federal Health Information Model (FHIM), Canadian model, and UK model.  Lots of discussion on whether we should have an allergy/ intolerance list or use the health concern.  
· Kevin Coonan – Explained more background on the existing DTSU model; harmonizing pharmacy, patient care had 2 models, and RCRIM another domain model plus the CCD. 
· Call for any new ideas or items to add to the agenda
Discussion
· Margaret – From nutrition/food service in-patient feeding perspective, we absolutely need all food allergies and food intolerances regardless of whether they are clinically confirmed or classified as true allergies or not.  If there is a chance of risk of reaction or simply an intolerance that might interfere with nutrient absorption, we need to avoid serving it.
· Ken (CDS WG) VMR ballot added a comment on the adverse event and they made some changes to address the comments submitted.
· Tom – Let’s keep our terminologies straight—allergy and allergic reaction (adverse reaction) are not the same thing
· Wendy – Canada is also tracking the agents of the adverse reactions
· Andrew McIntyre – Important to differentiate the intolerances from true allergies so CDS system is not overwhelmed, e.g., Morphine followed by vomiting doesn’t mean that you would put that on the allergy list
· Kevin – Asserted that we should instead by using a generic Health Concern model 
· Tom De Jong – the Netherlands Allergy messages are based on the Condition Model (used for all contraindications/problems); allergies are just a subcategory of those; 
· Keith – Assessed the discussion as a need to capture use cases for different levels and in detail for the specific cases e.g., for diet we need the top level (both allergies and intolerances related to food) so we don’t give this to the patient because there is a chance of an issue.
· Clayton - VA Health lessons learned:  didn’t adequately differentiate allergy and intolerance because CDS was telling them pts were allergic; ineffectiveness as an adverse event (be careful); Question – Is it Propensity or Events?  Don’t do them in the same place!  
· Andre’ – Different entry points into the model/ would it be useful to a set of use cases e.g., ER cases of severe adverse reaction . . . Pt. comes into the ER . . . in a storyboard, and another storyboard for ‘Pediatric intolerance to food’ / Suggestion:  Identify 4-5 storyboards that would help us when we revisit the information model 
· From CDS perspective (Andrew McIntyre):  People get alert fatigue because of too many warnings; need a way to filter the lists with a severity or some method of filtering out
· Kevin:  Referenced the Detailed Clinical Models work being done by a separate group (outside HL7); we will have a standard for what a Detailed Clinical Model is and what is to be included.  Must include terminology bound with its value sets.
· Example:  Health Concern (allergy to Penicillin); Model as ‘Some Risk for Something Bad’ – linked to a ‘ContraindicationToSomething’
· Andre – we need an Information Model to go with the EHR-S functional model; HL7 needs to align with the ISO models so these things work together.  (ISO - Health Issue)
· Stephen – We need to look at and gather all the detailed requirements to see if these models fit all the stakeholder needs.  We have reviewed all the various models, now we need to look at this new one from Kevin.
Stakeholders and Business Needs Regarding Allergy, Intolerance and Adverse Reactions  - Page 1


Storyboards (see slide deck)
· Collection of storyboards gathered from Patient Care Archives and Pharmacy; time did not permit review of all these storyboards so they will be distributed with the session minutes.
Suggestions/Further Discussion
· Tom – Suggests pick a model as a starting point and then see what is missing.  Do you start with the DSTU or go with Kevin’s model Health Concern Topic?
· Susan – Expressed concern that switching from the DSTU might cause problems and it is not really fair to just throw that out and start over without soliciting feedback. 
· Stephen – Agreed; Need to be sensitive to those who have already implemented the DSTU. Gather lessons learned from those people.  
· Andre’ – if the project scope is to do a DAM, but our storyboards are not technology agnostic.
· Charlie - What is the status of Health Concern DSTU?


Allergy Topic Action Items:
· Circulate Slide 1  as Excel Format add column for contributor name/email
· Action Item:  Send the table out in Excel format (slide 1) to fill in and include name for who provided the information
· Collect information from DSTU implementers for both Allergy/Intolerances & Health Concern
· Need to determine who owns this action item (topic for next conference call)
· Clarify the status of Allergy/Intolerance DSTU  Note that this is included in Normative Edition 2011; however, Health Concern is in 2011 Ballot Pkg as DSTU being still under discussion (not yet passed DSTU ballot)
· Develop glossary to disambiguate related concepts: allergy, intolerance (as conditions and propensity to conditions); adverse reactions (resulting from exposure to allergens or substance of intolerance vs adverse events)
· Key goal – to assess adequacy of Allergy/Intolerance topic adequacy against use cases/stakeholder business requirement matrix
· International models can be mapped to Patient Care Allergy/Intolerance topic DSTU model which can also assist in determining adequacy of DSTU model
Clinical Decision Support - Topics
· Current vMR Ballot Reconciliation Discussion
· Severity of adverseEvent and severity at the affectedBodySite:
· How important is it to say the person had a severe rash and it is a severe rash on right arm and moderate rash on left arm?
· What does it mean to have a denied severity for an affectedBodySite? 
· Deny a severe rash on a particular location?
· Need to differentiate denied allergy/intolerance vs denied signs/symptoms on bodysite
· V2 IG mapping to vMR – being able to represent more complex data--Does Patient Care have an interest? 
PC is responsible for chapters 11 & 12. 
Motion - Amend the PSS for CDS v2 IG project to include PC as co-sponsor. By David Rowed/Susan Matney  
Vote:  For 25 |Against – 0| Abstain – 0





Thursday 15 September
Q1 – Patient Care, SD, OO, Template joint
Stephen chaired

--------------------------------------------------
Q2 – Patient Care – Care Plan
Denise
Russell Leftwich
Susan Campbell
Luigi Sison
Jane
To schedule conference call – fortnightly beginning 28 September

Welcome and introduction
Update on work progress
Discuss structure of storyboard
Identify and agree on storyboards being and to be developed:
· Perinatology (ready for WG review at WGM)
· Home Care (drafted and ready for another review by WG)
· Chronic Care (drafted)
· Pediatric and Allergy/Intolerance (drafted)
· Stay healthy (drafted)
· Acute Care
Discussion on whether there is a need for a primary care storyboard. View expressed that it would be covered within chronic condition SB. Would need someone (e.g. David Rowed) to lead the development if it is to be developed.
Perinatology SB reviewed and discussed

SB validation and approval processes discussed and agreed:
· Clarify the guidelines and quality criteria for the Care Plan Storyboard – see next slide
· Assign a Care Plan ‘owner’ for each SB
· For each SB, identify a validation group (3 to 5) of SMEs that include
· At least one physician, one nurse, and one other type of clinician that is described in the SB
· Representation from at least 2 countries 
· Where possible and relevant, include a care coordinator/manager
· Recruit SMEs and obtain agreement to participate
· Communicate the criteria and the specific SB to the appropriate group of SMEs
· Obtain individual feedback from the SMEs
· Consolidate feedback from individual SMEs and update the SB
· Review the updated SB with the SMEs at a regular meeting
· Finalize and ‘publish’ the SB

Quality criteria discussed and agreed:
· Focused on one typical story, not on exceptions
· Is written in common clinical term, not in technical or IT terms
· Focused on the exchange of information about care plan
· Distinguish clearly Care Plan information from medical record / EHR data and other non care plan specific data (e.g. patient profile, referral request)
· Identifies what should be a best practice in the exchange of clinical information
· Is at the conceptual level
· Is architecture, implementation and platform independent
· Notes:
· Do we need to make explicit the state transitions at this stage?
· We will need to clarify the criteria for what is being sent in the information exchange, especially for patients with a long history
· We will exclude application services related to care plan information exchange
· Who are the HL7 SB SMEs? MnM, Lloyd, Graham

Concluding notes:
· Terms to use
· See ISO and HL7 in Appendix
· Health Issue Thread (similar to HL7 Health Concern)
· Multiple encounters and multiple providers for one health issue
· Encounter
· One patient contact with one provider
· We will not use Episode of care
· Applies to multiple encounters with the same provider for one health issue
· Target for next WGM in January
· Complete and validate 4 SB
· First set of use cases and information model
· Validation of SB
· We will request through our meetings volunteers from multiple countries
· We will place requests on the meeting invitations posted to the Patient Care list

---------------------------------------

Q3 – Clinical Statement
September ballot reconciliation to address updates to CS based on change requests
Latest version of CP is driven based on change requests

Pattern:
New name IMDP – information model design pattern. Official, MnM approved nuggets of modelling
Discussion wehther CS is an IMDP, Lloyd believes the entire CS pattern today would not fit IMDP, but parts thereof
CS topics would be close to this

An IMDP (information model design pattern) could be a template for its intended use for modelers

Topics don’t seem to fit with CS pattern as it sits today
A motion to remove did not get quorum
Unclear what the rules would be to make a pattern an IDMP
Current topics are inconsistent with the current pattern in terms of scope and approach
Rather we should consider them as potemtioal IMDPs
We are not sure what MnM considers an IMDP vs SAIF’s composite.
Until such time the motion is to remove the topic from the clinical statement model, but keep them on the shelve (on wiki)
Ownership of IMDP unclear

Next Steps 
· Finalize DSTU 
· Wrap-up ballot reconciliation. Feedback from Mead and Charlie 
· Deprecate SupportingClinicalInformation - When can we remove words beyond stating it cannot be used anymore? Rik will work with Isobel to chase this down. 
Future Topics 
· End State 
· Normative is a challenge, but need to have some level of completeness. DSTU expires. 
· Still not clear how the CS pattern impacts domains. 
· After DSTU is done, work with MnM to establish what the next state is for the CS pattern as a DSTU would run out, so it needs a better "end state". We need some enforcement/conformance function to have a valuable end state. Also need to determine what CS then needs to do to reach that end state. 
· Set up joint session with MnM for January, assuming we can finish the DSTU. 
· Change Request 
· Need to check whether we can change DSTU to a next version prior to the 2 years. 
· Invite new Change Requests. 
· Harmonize with Domains 
· Start to work with other domains. Prioritize work groups, focus, etc. during conference calls. 
· Focus on CDA 
· Harmonize with Rx 
· etc. 
· Create XML examples. 

-------------------------------------------
Q4 – Vocab
Resources for health – need to define concepts and relationships between concepts in models
tendency to move towards ontology space
But should be in vocab space: mostly definitional
Requires a logical schema quite like snomed
Proposal to create the concepts in HL7 namespace
Need to get a namespace first (needs to be an IHTSDO affiliate to get a namespace, HL7 needs to establish affiliate relationship)

OIDs
Documentation needs clarity – who can subassign
Outstanding item to improve documentation on OID registry
Informative document on OID implementation guide currently under public comment reconciliation, when completed, will be published

Registration curation – volunteer curation process does not match up obligations imposed in users resulting in duplicates of OID


Registration – needs automated API to registration authority given the large number of registration
Proposal sitting in implementation queue
Needs resources 





Friday 16 September

Q1 – Template
Template reuse
Discovery – what is available, where can they be found (trusted source)
Anaylsis/selection criteria
Collaboration – who? What is the community?
Change management – how to provide feedback? How to modify? And how to keep interested parties informed

Support template sharing and reuse:
Registry informs the wider community of: template availability; identifies use cases, data collection and use, collaborative opportunities and change management
Registry information – provide full information about template lifecycle
Stakeholders: registration organisation (executive committee, registrar, control committee, templates registry admin, annotator, supplier); submitting organisation (supplier, annotator, distributor); responsible organisation (approver); template consumer
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