Patient Care WG –Cambridge– Meeting Minutes
Monday 3 October 2010

Q3

Chair: William Gosseen

Scribe: Stephen Chu

Minutes of Rio AGM

Motion by: Luigi Sison

Seconded by: Charlie Bishop

Approved by all present

See attendee list in spreadsheet
1. Agenda of week 

Reviewed and modified

2. David Rowed raised the importance of the following for DAM/DCM development:
· Methodology: a pattern/set of pattern
· An abstract model and processes that are applicable to DCM development. There is confusion about the responsibility of this WG on the DCMs.
William explained that this WG is responsibility for validating the DCMs that have been developed.
Questions raised on what methodology and standards criteria that can/should be used to assess the validity of the contents of the developed DCMs
William indicated that “methodology” is the responsibility of M&M and ISO. Next step will be to submit to JIC the work on the ISO proposal on Quality Criteria and Methodology on DCM development and the HL7 work that is to be submitted.
Question raised on the format of the artifact required/allowed for balloting. 

HL7 requires for the current situation that the artifacts are to be in PDF format.

Members expressed concern to engage in the ISO/JIC processes. William advised members interested to contact Mark Shafaman for details regarding processes on behalf of HL7.
3. Question on v2 project was raised at the Rio meeting. It was advised that formal proposal on v2 could be submitted on project by project basis. Australia has requested a discussion on v2 project which will be discussed in Q4 (Tuesday).

4. Canada raised the need to clarify and guidance regarding modeling and use of concepts such as condition, problems/problem list, diagnosis.

William suggested that these could be discussed within “glossary” work (Wednesday Q3) and to create a glossary of these terms and a new project to progress the modeling and usage issues

Patient care will contribute to the “glossary” work

Canada has a project to create a robust glossary which will contribute to the HL7 “glossary” work.

5. Adel, Ghna and William will make sure that the assessment scale RMIM gets published as normative edition in 2011

Charlie will provide modeling support if necessary

6. Balloting of care provision DMIM R2

First topic: Care Provision/Care Statement. 

Care statement should be moved towards normative

Charlie raised the question of which version of the RIM should the new “Care Statement” should be based on.

Also need align with Clinical Statement.

How are all these related to data type R2.

William reported three current implementation of the current “care statement”: NICTIZ, IHE, continuity of care in Ontario. Backward compatibility issues need to be addressed for these stakeholders

The following motions will need to be raised:

Is the latest RIM to be used (update context conduction)?

Should the current Clinical Statement patterns be used instead of the Care Statement?

Should the data type R2 be used?

7. Discussion on/Review of Patient Care Product Matrix
Patient Care Monday Q4
Joint meeting with O&O. See minutes of O&O.

Tuesday Oct 4. Q1
1. Health concern:
Canada will take this item back to Canada to ask a mandate. There is no other volunteer to do the last work on the topic. I no one has a interest in the topic than let it be on the list to finalise.

2. Glossary:
Heather is joining Patient Care for the last 30 min of Q2

3. Evaluation Care Provision:
Presentation of the evaluation. The document will be distributed after the meeting.

4. Motion 1, Monica Harry:
Can we take into account the comments the feedback of this evaluation of Care Provision when we working on the different topics. 

Second? Adel Ghlamallah

Voting:

14 for the motion

0 abstain

0 against

5. Questions: 
Is there overlap between the PC R-MIM with DCM in the case of Allergy? Yes, theres should be, first is the description of the clinical content, second is the HL7 message representation of it. There are other overlaps!

A lot of work in HL7 is based on volunteers efforts. This is a problem HL7 is facing, to move some work forward.  There is confusion on what is going in Patient Care. Where to start? What to do first? No overlap! Make a choice! 

 Is the Normative Edition of CP backwards compatible with the old CP? -> no. Because there is changed a lot within HL7.

 Are we consistent in all the existing projects? For the R-MIMs this is certainly the case, they are all derived from the Care Provision D-MIM.  The core artifact for Patient Care is the D-MIM Care Provision and the Care Statement attached to it. Changing something in one of the Topics does require consistency with the D-MIM!

 Having different editions is normal in HL7. When a edition needs to change then HL7 needs to find resources to support this changes. But leave the former edition in charge as a release 1.

Now is the time to start with new material. A migration strategy is needed for patient care. WG PC needs to keep the consistently. There are different levels of consistentcy. On which levels does the PC work need consistency? Only on the level of sharing data.

Motion 2:
Motion by Charlie Bishop:

PC WG realize that there might be inconsistencies between PC D-MIM (Care Provision) R1 and current RIM, R2, Clinical Statement.

· The existing DSTU will remain based on old RIM, R1 and Care Statement. And all that belongs to it will remain unchanged.

· That in order to move PC materials to normative we need the DSTU to go to normative based on the existing D-MIM and R-MIMs. 

· Create a R2 version of D-MIM and Topics aligned with current RIM, CS and R2 data types. (2010). 
· Ensure that all R2 materials in future conform to a new D-MIM reflecting all the RIM, R2 and CS changes and from there on all Topics / R-MIM be updated accordingly.

 Recommendation to take the cross working group issues of this to TSC.

 The motion took some discussion with amendments to be clear, in order to prevent future confusion. Important is to address the problems of the overlap between different WG. 

 Care Provision R2 will be the normative. The R1 version stays as the current DSTU and will remain available for existing implementations.
Hence, the task for normative CP R2 is to use the existing RIM, CS and other artifacts. However, changes will be carried out according to the evaluation and required changes such as the CONC classcode.  
 A plan for this is needed, because a problem is that we don’ t have a publisher and a modeler facilitator. This has consequences for the ballot in January 2011. Maybe the TSC will accept a delay because of the lack of the facilitators.

Action => André Boudreau will talk to people in Canada if they can help Patient Care with provision modeling and publishing resources.
Abstaining 0

Against 0

For 15

Tuesday Q2.
Joint with Patient Administration

Project scope Statement Care Provision DIM and Care Statement R2

Why joined meeting?

Some overlapping issues and problems with encounter in PA and PC. -> presentation Rene Sprong is on the patient care documents folder HL7.org site.

Different levels of encounter where found in a project in Norway. They looked at encounter in Care Provision. There is some overlap, but also some differences. Can we solve this? 
Norwegian use case on the wiki http://wiki.hl7.org/index.php?title=OUH_Encounter_Model.

Discussion on the differences of the Norwegian model and Care Provision. Explanation about the encounter in PA. What is exactly the question from Norway? Different model for each encounter type. Different constraints, instances etc. Can we harmonize?
De we need a code attribute to identify which kind of encounter it is? It is in the model, but it is fixed. Is it already presented in the PA D-MIM, but in a different way. The existing CMET (PCPR) A_CareEvent [identified] is not sufficient for the different use cases.

Editing of the CMET can be done without editing the D_MIM of PA. Norway has a proposition for the CMET. It has however some consequences for Care Provision. The question is thus also one of interest for PC.

Author and performer are handled different than in Care Provision. -> issue for PC to tackle in the review and normative ballot. Semantically the possibilities are different. There is English implementation guide of the Norwegian model explaining more details.

Query the encounters was not possible without getting also the procedures. Which Norway doesn’t want.

Care Provision act in the D-MIM has a reference to an Encounter.

Example of a lifetime cycle of concern. On the level of the Organizational Encounter (Norway) and the Organizational Care Provision (CP) we are talking about the same. This means that both PA and CP D-MIM must handle the encounter in the same way.

Proposal: we PC can handle this in the project of editing the D-MIM CP. Joined with PA? Who is leading?

The action is added in the project scope statement.

Author and performer in CP against responsible party in PA.

Joined action item of PC and PA. The project Scope is going to the TSC as soon as possible. Discussing it in teleconferences.

Intention is to ballot this editing in the ballot of may 2011.

1.       Analysis of the author and performer versus responsible party and the CMET of the encounter -> Rene is taken this in action. Resolving overlap, inconsistency etc.

2.       Redefine the CMET A_CareEvent [identified] is the second action, but needs more time and action.

3.       Adding the reason to the CP as a third item, as part of editing the D-MIM of CP.

Motion 1 Rene Spronk:

Include the three actions in CP D-MIM CS PSS.

Seconding: Jay Zimmerman

Abstains 1

Against 0

For 16

Motion 2 by Rene Spronk:

To identify and solve the conflicts and overlap in the encounter in CP and PA.

Seconding: Andre Boudreau

Abstains 0

Against 0

For 17

Question: Is there a risk when working on the 1e motion and then the second one. Identify the risk factors before the decisions on both proposals. Irma is leading.

Glossary work

Official HL7 project.

David summaries how PC handles working on the Glossary. Publisher and Vocabulary are working together on putting all the concepts of HL7 in the skmt Glossary. This is harmonization work!

Before you develop a definition, look in the HL7 Glossary and the skmt Glossary first. It doesn’t mean that you have to use the definitions in there, but you do not need to redo work. If we decide to develop a new definitions, there is a procedure how to do that. Heather will provide this procedure.

General context to feed the need.

For the context PC handle we choose  this definition.

Process for approval within HL7 must follow the ballot procedure.

If it is broader than the harmonization template needs to go to the relevant groups. Publishing committee is responsible for that.

HL7 has no maintenance process of the Glossary. International skmt has a process. Skmt dump everything in there! The template for submitting the terms PC working on will be send to David by Heather.

Canada wants to bring in their glossary. André will do that.

Tuesday Q3 Patient Care

Care Provision Project Scope Statement

Motion per PSS – to progress to normative. Proposed William Goossen, Seconded Monica Harry

Affirmative: 15 Abstain: 1; No: 0

CDA use of Care Plan – Gay Gianone

Still an agenda item between the two groups. Not much to update. Need to stabilize models between the two WGs before developing a CDA. Meeting reviewed the Plan of Care wiki. Storyboard for Jan 2011 ballot is target.

Anneka Goossen – we looking for use cases to support plan of care.

Keith Boone to send ~IHE use cases. Australia also has use cases (John Hilton).
GG is a project that has been in train a while but somewhat inactive.

AG background: the US National Quality Forum asked for this project to be continued. 
Likely target should be May 2011 (which will knock back several of the other dates). SC main reason for delays is lack of assignment of people to tasks.

GG has developed a straw man diagram to illustrate how the components link in but has not been working on it further.

Actions: 

Keith Boone to send IHE use cases to AG. [N.B. Australia also has use cases (John Hilton)]

SC to set up a call immediately after Boston to detail the roadmap and deliverables. (SC to mobilize the Australians, others to mobilize colleagues in affiliates to attend.)

Canada update scope statement for CDA – Adel Ghlamallah. 
Canadian use of CDA is different (embed CDA blob within the message) so does not align with CDA R2. Want to discuss the triggers for use of the CDA. The intent is to have interactions defined that used the CDA as a payload where the trigger events were specific to particular actions e.g. creating a referral. 

This is different than the usual document management function in that the receiver would need to look inside the CDA structures to identify. 

KB concern of SD is to use a simplified CDA. Other issue is the question of V3 messaging for communicating CDA from the medical records domain (less of a concern). At the least the model should not be duplicated inside the message, should use the existing messages to attach the content [of the CDA].

Differences to CDA R2

Added some extensions and tightly constrained the rest – so does not align with CDA R2. There is no plan to align with CDA R2.

Discussion – it would be possible to align. KB RIM compliant extensions can be made to work.

Plan is to get the extensions to the CDA

KB this is not a CDA it is based on CDA.

Question - why not conform?

KB CDA does not use CMETS and does not have trigger events and control acts. If you do want to convey a CDA in a wrapper, there is a place for an ED in which can load the CDA (just not in the message XML). The more extensions you have the more agreements you have with communicating partners.

KB re extensions to the CDA process did you make formal proposals when SD was doing R3? No!

KB need to understand the issues that created problems for Canada Health Infoway – very little can’t be done with CDA.

Action: Infoway to list and discuss extension requirements with Structured Documents.
Guidance on symptom, diagnosis, problem – Wendy Huang (Infoway)

Infoway is seeking guidance from PC on how to relate diagnosis, symptoms and indications on the models. Should there be a correlation between the concepts in the model and how should this be represented?

For e.g. “represents the relationships 1…*”

With reference to the Health Concerns models - symptom and diagnosis both seem to below to the main class but feel these are different.
AB and DR – this is a recurring problem around definitions. 

SC agrees need to get definitions sorted. 

DM – these are just means to pointing to other parts of the model.

AB – is there not a need to align with SNOMED CT?

KB – do you need to represent the flow of going from symptom to problem to diagnosis?

DM – as a clinician not interested in the process but in the information that informs me about what I know now and what I need to do with this information. Relates to the use case / purpose for communicating with other clinicians. So problem lists will be different for each clinician.
AB – proposed we confirm a task that guides the key definitions that Infoway uses/needs and that PC uses. Vocab needs this clarification.

SC the definitions only help in part, need to clarify the reasons for communicating so without this information the definitions debate will go in circles.

AB – this should be led by Patient Care – needs a leader so it gets progressed.

DR – Heather Grain (Vocab) will be providing a template for submitting terms to the HL7 glossary for use for this purpose.  AG to publish the template on the wiki and everyone works with this.

SC – happy for Canada to lead, Australia will support (DR).

Action:  Canada to lead exercise to progress documentation of definitions using the vocabulary template provided by Health Grain (Vocab), to be posted on the wiki. Australia to contribute. 
Tuesday Q4 Patient Care

Detailed Clinical Models (DCMs) ballot reconciliations

250 comments to be addressed on the 5 DCMs, so will start with major negatives first

Ballot results (informative). Ballot did not pass (required 54 affirmatives but only go 42).

UK suggestion to ballot each separately – WG proposes this approach

Motion 1: PC re-ballots each of the ballots separately and in English only in the next cycle and that all future DCMs will also be balloted as separate documents: 1WG, 2Katherine Hoang: Abstain: 1, Affirm: 14; Neg: 0

Motion 2: DCM authors are asked to complete all textual, grammar and editorial issues in the ballot and ask PC members who have English as a first language to assist in this, after all content, format and modeling issues on the models have been addressed.

1WG, 2 Holly Miller. Abstain 2, Neg, 0; Affirm 12

WG suggested address the specific issues with the respective scales be considered on calls, extending to other groups like the CIC.

Hugh Lesley – concern at the process for producing DCMs, needs to be more flexible. Questions balloting these. It will take 50 years to get through all the models required. 

WG feels we can cope with the 20 models identified in the remaining ballot process – almost as a proof of concept.

HL this process needs the engagement of more clinicians or the models will not be accepted.

WG – these have been looked at by at least 10 different clinical groups. VA has widely consulted so feels there has been significant clinical input.

DR – problem with the clinical input to date they have been hand picked.

SC there is a few issues with DCMs that can’t be dealt with today. Need to look at the modeling formalisms for these and the clinical content. The work at hand we need to manage is to focus on the 5 we have balloted that need to be reconciled and then to find an agreeable mechanism for going forward. There are issues with scalability and reviewability.

WG the other 5 also need to be balloted according to the project plan.

SG will focus on the clinical content by calls and the technical issues here.

VA comment re use of coding attributes in DCMs at this level – because of the relationship with DCMs (which VA wants to keep as ‘clean’ as possible for clinicians).

See further the ballot reconciliations in the table. This is in de minutes section of PCWG on the HL7.org website. 
Debate about the methodology and lack of use of one for DCMs. WG reported he has discussed this with the TSC the need to access the ISO documents in order for HL7 membership to engage in the methodology work for DCM. Until this is addressed by TSC and JIC and ISO, Patient Care needs to take responsibility for the balloted materials and comments.

HL which methodology is it that ISO has developed?

WG expresses frustration with the questions given the task of PC re dealing with the ballot.
GG these are valid questions. PC could decide to pull the ballot.

WG there is no reason to withdraw, since PCWG decided on project in 2007, agreed to go through different steps of PSS, started work, had discussions with TSC, got the PSS reapproved, and decided on the ballot of these five examples. 
DR does the PSS describe the approach? WG this has been addressed in the PSS. The last request from the TSC was to progress with the ballot in order to make the models available.

WG only getting these comments now, even though we did not get them in the ballot itself.

WG it is good to have these methodology discussions, and meetings will be planned. However, we have a plan since 2007, which has never been challenged.  

SC as chair brought meeting to order. The issue is these models need to be reballoted. How do we reconcile the task without the agreement on the methodology? In the absence of a clear methodology, the sentiment is that it is not possible. 
Motion WG:  Do acknowledge there are methodology issues that do need to be taken into account. We leave the outside the scope of the current reconciliation work and we proceed with the current work. Seconded Catherine Hoang.

Discussion ++

DR amendment: That we deal with each of these comments in the context of ensuring the people who made the comments be made aware that amongst some members in the committee there is no agreement on the methodology of the DCM approach. 
Final motion: We do acknowledge there are methodology issues that do need to be taken into account, but that we deal with each of these comments in the context of ensuring the people who made them are made aware that amongst the committee there no agreement on the methodology of the DCM project. Neg. 1 Abstain 2 Pass 12.
WG agree about the methodology not the scope.

DR are they different? WG yes

Continued to review - question 263 (GG comment re methodology/models). GG on behalf of MnM reported that MnM wishes to engage with PC on the methodology. On the basis that PC engages with MnM on the methodology prior to the re-balloting, GG would withdraw this comment. That we deal with each of these comments in the context of ensuring the people who made the comments be made aware that amongst the committee there is no agreement on the methodology of the DCM project.

HL if we continue to ballot these and MnM is not happy with the methodology how does this work?

WG these are only informative and we are 2 years away from a standard, by which time many of these other issues should have been resolved.

WG reported the methodology issue was raised with TSC, who have advised that the two projects on clinical modeling form ISO and HL7 will be brought closer together. This will be the task of the expert group in ISO in Rotterdam.
< Comment after the meeting? This has been dealt with at ISO in Rotterdam and the ISO draft materials have been sent out to the PC list in early October>
6 October 2010 Wednesday Q1

CBCC, CIC and PHER joint 

PC hosting

CIC – in process of developing process guide for DAM development

Presenting what CIC has been doing in DAM development

Mead Walker presenting

Components of DAM from CIC perspective and how they fit together

CIC acknowledges the importance of how to model at conceptual level

Guidelines are developed within the perspective of CIC

Details see ppt presentation from CIC

The guideline is considered to be complementing the HDF methodology chapter

Follows the HDF/SAIF process

To be balloted as normative document

Discussion on what concept name to be used for “story board” – agreed that the name should fall within “comfort zone” of target audience. Can be “story board”; “clinical scenario”; “case report”

The DAM is perceived to contain components that are relevant/important to clinicians and engineers. These components form important “bridges” between these two stakeholders

Delegates emphasized that the level of details and preciseness of the DAM components must be adequately defined for the components to be useful.

Next step – complete modeling guides for each model component; work with development teams to use and improve the modeling guide; support fuller implementation of DAM building into the HL7 processs.

Medical Device presentation

Goal – to model clinical processes completely and consistently to support use downstream

Start with use cases, decompose into workflows, analyse information with analysis model

Performed comparative analysis of DAM vs DCM

Device DCM project has identified 3 decision criteria

See presentation for details

There is a suggestion for PC to initiate a project to replicate the process for DCM development

Action item: PC to work with M&M to take the Medical Device presentation to further making explicit the methodology for DCM development.

Wednesday Q2. EHR joint
See minutes of EHR

PCWG Q3 Wednesday Oct 6, 2010

1. Care Plan project


Stephen chairs. He summarizes the project and scope and identifies the work involved. Rosemary is unable to attend this meeting, but group members want to proceed with the work. 

William hence suggests a motion to have interim leadership to move on.

Motion by William: the Patient Care WG to appoint Laura Heermann as interim project facilitator for CP topic in close collaboration with Rosemary Kennedy and until Rosemary is able to facilitate again. 

Audrey / Andre 2nd 

Discussion lead to specify temporal nature and include a person.

Against 0

Abstain 1

Affirmative 19

How to move this further, we need a modeling and publishing facilitator? At this stage we have a RMIM which is based on current R1 D-MIM and Care Statement. 

Charlie Bishops suggests a motion: To update the PSS for the existing care plan topic project 651 once we will move it to ballot to include a statement that the next ballot of CP is to be based on DMIM and R-MIM CS R2, which are planned for 2011 as first in the series. 

William 2nd 

Discussion related

Against 0

Abstain 1

Affirmative 19

2. VA presentation

Patricia Greim presents on the VA work on skin assessment. The group discusses and states that it is excellent work and already a Domain Analysis Model on Skin assessment. The question on what are the next steps leads to a discussion in the committee about the responsibilities of PCWG, HL7 purpose, and methods. The discussion on methodology (e.g., how and why DAM, DCM etc), is - given earlier motions of this week - deferred to the meeting to be organized with MnN. Potential options include:

Ballot this DAM in PC

Map this DAM to the PC artifacts such as the Care Record message and Referral message and query. 

Care Plan continuation work.

Motion by Laura that we break down the details of the project plan for Care Plan Project by the next PC conference call on this topic, identify action items, and attach an owner for each action and a time line.

Andre 2nd
Discussion lead to more precise formulation of the motion. 

Against 0

Abstain 1

Affirmative 19

Wednesday Q4. CIC hosting
Emergency DAM has been discussed and ballot reconciliation took place. See CIC minutes. 

Thursday Oct 7 Cambridge PC WG Q1.

Patient care discussed the DCM ballot and made progress on the different modeling questions. See the ballot spreadsheet for the details and votes per line item. 

Thursday Q2 joint session

Joint with templates and SD. See minutes by templates. 
Thursday Q3 and Q4 joint session
See the clinical statements workgroups minutes. 

Friday Oct 8 Cambridge PCWG Q1, Q2.

Q1-2 no meetings, except individual members joining templates meeting. 
