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· Agenda Setting for Week
· Mon Q2: 
· V2.8 discussions
· Mon Q3:
· Approved change: Joint meeting with MnM (Principles of convertible models and use in DCM development – room 6.06)
· Mon Q4:
· Joint with O&O (Room 2.06)
· Tue Q1: Identifying which concrete changes to make in PC D-MIM and Care Statement 
· Tue Q2: (Continuation) (1) Joint meeting with PA, (2) Identifying which concrete changes to make in PC D-MIM and Care Statement. (3) DCM discussions if time permits. (4) Approval of Cambridge minutes. Planning for May 2011 meeting.
· Tue Q3: <To be confirmed> Joint meeting with Structured Doc and Patient Care (hosts). CDA and Care Provision Model (Action: Stephen Chu to confirm with William and SD)
· Tue Q4: Allergy, intolerance, Adverse Reaction project scope
· Wed Q1:  Joint with CDC, CIC. Presentations of the different groups. 60 mins DAM Development Guide Process (CIC)
· Wed Q2: EHR to host. Room 2.05
· Wed Q3: Patient Care Services Project: Requirements discussion. (Invite SOA group to join)  David Rowed to liaise with SOA.
· Wed Q4: <To be confirmed> Emergency Care DAM Mapping to Care Provision
· Thu Q1: Discussion Care planning topic (inform Canadian and US delegates; set up go-to-meeting session)
· Thu Q2: Patient Care host joint session with Templates and SD
· Thu Q3: Joint with Clinical Statement (CS hosting, joint with O&O, SD, PHER)
· Thu Q4: Joint with Clinical Statement (CS hosting, joint with O&O, SD, PHER)
· Fri Q1: Joint with Templates
· Fri Q2: Joint with Templates

· Projects from Product matrix: Status and further planning
· Discussed in Rio, but wasn’t revisited in Cambridge

· Motion (from Max Walker): The co-chair send out an email to the Patient Care List, following this meeting, stating that “ If this group does not have any further input from the project proposer of Skin Assessment Standardisation Analysis Model (KP and VA), this item will be dropped from the agenda. ”
· Seconded by Charlie Bishop.
· Motion carried (All 10 for)

· DCM:
· Motion (from David Rowed): To look at Australian DCMs for patient care during agenda, and introduce a methodology
· Charlie Bishop: Proposed that archetypes be used rather than DCMs. If we are going to do DCMs within the HL7 space, we need a full methodology.
· Charlie Bishop: Each subdivision of patient care should have a separate DMIM.
· Heather Leslie: ISO work has been restricted to general quality principles.
· Max Walker: Confusion over role of ISO versus HL7 in the DCM work.
· Hugh Leslie: Should be learning from all modeling work, not just DCM work. 
· Charlie Bishop: DCM work doesn’t necessarily represent HL7’s position
· David Rowed: TSC had discussed Patient Care’s involvement being pulled out of DCM. However, Patient Care and MnM have currently been left to work out a methodology for DCM. Suggested working out requirements of methodology
· Charlie Bishop: Patient care should be coming up with HL7 v3 templates for clinical statements. We need a methodology to go from DCMs to templates. They’re currently not an HL7 artefact.
· Heather Leslie: Doesn’t understand why there are so many different ways of representing clinical information.
· Charlie Bishop: Yes, every work group is doing their own thing. We have the clinical statement pattern, but this needs to be templated down to specific use cases. Blood pressure has several templates, as each domain needs different attributes.

· Max Walker: Proposal – To view the original project scope statement. 
· Max Walker: Query if there is anything to discuss regarding v2.8
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HL7 v2.8 proposal to insert a new “OBX” segment immediately after PID segment in immunization message specification discussed.
It was concluded that:
This is a ballot issue for OO
Whether the proposed new OBX segment includes a preceding OBR segment will need to be reviewed.
Meeting adjourned at 11:55 am. 
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MnM hosting
HL7 static models are fairly abstract in clinical content (e.g. observation), but these are too abstract to be useful in the context of creating sets of data, reports, for use in a particular clinical setting.
The DCM is intended to fill this function

History: 
The development and balloting of DCM instances ahead of approved/accepted methodology caused considerable confusion and disagreements
MnM was requested to provide some rigor to the DCM modeling methodology at Cambridge meeting.
The question is to understand the intended function in the world of interoperability, therefore to discover the relationship between the methodology and interoperability, especially in HL7.
Suggestion to develop a methodology to be discussed and endorsed at May 2011 meeting.
Concerns raised regarding confusion on what DCM actually is and the differences between the DCM and instances of DCM. Where and How DCM fit into HL7?

Questions:
Where do these fit in the interoperability space?
How do we keep them aligned across settings?
Hoew does clinical statement related (as a model against which the “templates” that derive from a DCM can be applied).

Patient care to undertake as part of PC business between now and Orlando:
Develop a set of requirements and expectations for the use of DCMs within interoperability

Feasibility demonstration project (team to be assembled):
Start with archetype as the base framework
Establish adornments that map these to the v3 ontology (structured vocab and RIM)
Create tools that the consume these to produce useful HL7 v3 artefacts (templates, etc)
Demonstrate each of these in Orlando (May 2011)
Volunteers for feasibility demo project – Grahame Grieve, Stephen, Jared, Heather, Patrick, David
Grahame to lead

Meeting planning:
Monday Q3 – May 2011 – Joint Patient Care MnM meeting to review/discuss demo project
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OO hosting
Australia provided an update on current works on v2.x specifications.
Issues of document versus message discussed.
Detail minutes – refer to OO published minutes

================================================================
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Charlie Bishop conducted a walk through of the Care Provision DMIM.
Question raised on whether the current Care Provision DMIM is a superset of all Patient Care RMIMs. Validation checks will need to be performed to provide concrete answer to this question.
The Care Provision DMIM consists of the care provision context details (left hand side of model) and relationship to the care statement (right hand side of the model which is a constrained version of an older version of Clinical Statement pattern)
There is also a need to obtain feedbacks from implementers of Care Provision DMIM DSTU.
Revision of Care Provision DMIM -> care statement should be replaced by reference to latest version of Clinical Statement pattern.
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Joint with PA, Patient Care Hosting
Topic: Universal Encounter Model from PA domain
Rene introduced Universal Encounter Model from PA
Hospital encounter -> multiple departmental encounters
Care provision has a relationship with hospital encounter (i.e. each care provision has one or more hospital encounter(s), each hospital encounter has one or more departmental encounter(s)
Encounter Act is a specialization of patient care provision 
Task from Cambridge meeting:
To perform a delta between encounter act and care provision act
PA (Rene) proposed three harmonization issues (different modeling between encounter act and care provision act):
Participation (author, performer, responsible organization [for focal act, i.e. for provision of care in Care Provision Act)
Proposed changes:
(1) Add responsible participation to Care Provision Act in patient care D-MIM (need to examine the definition in care provision model and impacts on the narratives)
To investigate 
PC: ! <= PCPR
what is care provision, what is an encounter
Whether “responsible organization” should be included in the patient care DMIM

Author: require discussion by domains (PA and Patient Care) – to distinguish between the Author and the (encounter specific participations) Attender or Admitter 
Patient Care to investigate the Care Provision DMIM for required status of “participation”

Performer: needs to discuss with PA to distinguish between the Performer and Attender or admitter of the encounter

(2) “Encounter Context” CMET defined by Patient Care
The A_CareEvent[Universal] CMET as used in PA is used to identify the ‘context of the encounter’
Proposal: this CMET should be modified to allow for the proper identification of the context of the encounter 
[bookmark: OLE_LINK3]Action: Patient Care to investigate (to ensure that the proposed change does not adversely affect something else in the Care Provision model)

(3) Add “Reason” to Care Provision D-MIM
Alternatives considered/rejected: the clinical statement pattern could be used to model the reason for an Act X (inclusive of that Act X itself). This set of objects in turn is associated with the CareProvision through act relationship – this is however not the same semantic concept as the “reason for CareProvision”
Action: Patient Care to investigate (to ensure that the proposed change does not adversely affect something else in the Care Provision model)

Orlando meeting planning – Tuesday Q1 joint with PA to progress “Encounter” harmonization work.
Patient Care to host.
Action – Patient Care to request joint meeting room

Minutes of Cambridge Patient Care WGM
Charlie Bishop – move to accept/approve
David Rowed – second
Discussions – nil
Objection – nil
Abstain – nil
Affirmative votes – 6 (not including chair)
Minutes of Cambridge meeting approved.
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Meeting with Dietetics
Dietetic care planning processes:
Assessment
Diagnosis
Intervention
Monitoring and evaluation
Developed terminology to support the care plan processes
On progress to have terminologies published in SNOMED-CT
Submitted “Nutrition Care Process Functional Model” for ballot (voted upon before Sydney) – currently in DSTU status (Curt to confirm)
Wants to work with Patient Care on “Care Plan” model
Second area of interest is “allergy and adverse reactions”
Charlie (Bishop) asked the question of how much/well the nutrition model is aligned with the clinical statement pattern.
Nutrition group will investigate and work with Charlie on this.
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Canada – showed work done on Allergy/Intolerance, adverse reactions, including:
Storyboard: recording patient allergic reaction with interaction diagram and HL7 v3 interactions

Canada currently has a set of v3 Allergy/Intolerance, adverse reaction models in use in various jurisdictions. 
 
Canada uses 7 concepts in information models to describe allergy/intolerance and adverse reaction events:
Allergy
Allergen 
Intolerance
Uncategorized intolerance
Adverse event
Adverse reactions
Adverse drug reactions

Canada plans to define the concepts formally to ensure consistency of use in clinical community, and to review its allergy/intolerance/adverse reaction models.

Australia is defining the clinical concepts to capture adverse reaction details. The model was discussed.

Action: Patient Care to schedule conference calls to progress work on Allergy/Intolerance and adverse reaction topics.

==================================================================
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Joint with EC, CBCC, CIC, PHER
Emergence Services (from CIC) DAM balloted last cycle and DMIM has passed ballot this cycle
Plan to develop interoperability specification, need to determine whether it should be a message or a document. Current thinking is to use document-centric approach – using CDA.
CDA chosen – CDA L3 will meet long term objective; US -> greater acceptance of CDA; minimize the need to resolve some complex vocab (e.g. what is the problem list – no need to resolve what the code systems for the problem list – not required in L1 and L2)

CIC – DAM development guideline presentation.
Seen as both an extension and restriction of presentation given to this group in Cambridge
See slide deck from CIC
Drafting of chapters in progress since Cambridge meeting
Question – how does the DAM and DAM development guideline/processes fit with other components of HL7 v2.x, v3, SOA, SAIF? How does DAM of one domain relate to DAM of another domain?
Idea of the DAM is to model the requirements of a particular domain
HL7 has different kinds of specifications
The only way to guarantee interoperability is that everyone does their things in the same way
Semantic interoperability demands more than just the same contents but also the contents in the correct context


ECCF:
Reality
CIM
PIM  (HL7)
PSM  (concern of RIMBAA)
Execution  (concern of RIMBAA)

Question – does DAM and DAM principles help the more adequate development of all these levels of models and facilitate more accurate transformation (and determine inter-relationships) between these levels of models?
One would hope that they would.

Goal – to share with other domains outside CIC to receive feedbacks and to determine how they may be used by other domains

Vital records DAM – developed using US standards certificates for birth, death registration, etc
There is a class model and activity model
Successfully balloted and now approved as HL7 DAM
The work now is to determine what work is required to achieve interoperability
Question – whether to define a CDA document or message specification
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Joint with EHR (EHR Hosting)


No co-chair available for this meeting hosted by EHR.  
There was no PC input to this meeting.  
EHR presented current work program for EHR II and then broke into smaller work groups to progress particular items of work.

Refer to EHR Wednesday Q2 meeting notes/minutes for details
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Patient Care Services Project (David Rowed leading discussion) with SOA support.

David Rowed
Patient Care services project – Health Care Facility Service Composition Project.   “Dynamic process integration of Modular Care Services.”
· Application optimization
· Business flexibility
· Provider/Consumer Data ownership
· Special purpose add-ins
· CDS
· Secondary use gathering
· Referral, service directories
· National programs
· NEHTA PCEHR interfaces, GP vendor interfaces
· Meaningful use

SAIF – as SAIF is maturing, ArB has asked SOA to do a refresh of a SOA process to bring it into SAIF alignment and also to test compliance and governance process.

Use case – GP computing specs.  Over 500 function points.
Technical framework  - needs to be bought out into SOA.  Governance important.

Next steps:
· Revise rationale
· Team and sponsors
· HL7 framework – SOA, SAIF
· Revise project scope
· Requirements
· Implementation independent standard
· Compliance testability

Ken Rubin – project needs – project champion, at least 3 organisations that want to play, a scope that can be done in 12-18 months, and an attitude and willingness to work with the SOA WG.

Discussion around how this project should work – does it look like an application?  
	
Needs to be an implementation independent standard.

Scope statement – David Rowed is happy to lead the scope statement.  Bring up to date and circulate it.
Ken Rubin – need to put together a real world use case to explain to others including industry what we are trying to do i.e. “the vision”.  “If we had this today we would be able to do…”

David Rowed happy to have a go at “project scope” and “vision statement”
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Joint with EC, CBCC, PHER cancelled

Meeting Topic: Update on the "Healthcare, Community Services and Provider Directory" standard.

This Patient Care work group meeting was scheduled as hosting a joint meeting with EC, CBCC and PHER, however PHER cancelled their participation. 

Max Walker outlined the HL7 Version 3 standard:  Healthcare, Community Services and Provider Directory, Release 1.  February 2010

Quick update – CBCC is doing a few projects around privacy and consent domains.  Minutes from recent teleconferences cover this well.  R2 CDA consent template.

The Healthcare, Community Services and Provider Directory, Release 1 artifact passed ballot and is now a normative standard.  See HL7 website: http://www.hl7.org/documentcenter/private/standards/v3/HL7_V3_HCSPDIR_R1_2010FEB.pdf

Max Walker discussed the content of the standard and then informed the meeting that he was working with SOA to produce an RFP for system vendors in the USA to build instances of the standard.  The current Victorian Human Services Directory is 90% compliant with the standard.

The meeting adjourned at 15:25.

===========================================================================
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Care Plan Topic
Update on the two previous conference calls in December 2010
Update from various groups on their status of development/works on care plan topic
Australia: Peter MacIsaac (need to get inputs from Brett Esler)
Canada: Andre/Adel
Swedish: Ian
US: Laura and Rosemary
David Rowed: summary on primary care storyboard on care plan
Request has been made to each group to provide written summary for inclusion in meeting minutes
Note – Brett Esler (Pen Computing, Australia) and his group have done considerable amount of work on v3 care plan models and implementation. It will be very useful to engage Brett’s group in Patient Care work on Care Plan topic 

Document sharing:
Considerable volumes of documents have been produced by various international groups. It was suggested that each group share any of these documents with members/groups within Patient Care who have interested in and are contributing to Care Plan work development.
IHE: happy to provide link to its resources for inclusion in HL7 Patient Care Wiki (Peter MacIsaac and Jon Hilton to action)
Canada – blue print yet to be published, details to follow
Ian – to provide details
US – Rosemary and Laura to investigate and follow up

DAM approach:
Care Plan modeling needs a framework/structure for requirement analysis
Suggestion was made to adopt DAM process as a framework to guide the requirement analysis leading to Care Plan contents and dynamic behaviours modeling.
Common view:
It takes too long
This approach was endorsed at January 2010 meeting but little progress has been made since
Amended  motion: 
To review current Care Plan project scope statement [approved by TSC in January 2010] with a revise date of completion of the project
Proposed by: David Rowed
Seconded by Rosemary: 
Abstain vote: nil
Oppose: nil
Affirmitive: 15
Motion carried

Leading team:
It is proposed that a small team be established to lead the Care Plan project work
Volunteers
Peter MacIsaac
Laura
Jon Hilton
Common view: needs more volunteers to allow work to be done within reasonable time frame

[bookmark: OLE_LINK4][bookmark: OLE_LINK5]Agreed actions:
Initiate email thread to discuss revision of care plan project scope statement
Establish fortnightly conference calls, first call to start 2 weeks after Sydney meeting
Use Patient Care – Care Plan topic wiki as resources as intensively as possible
Establish agenda before each conference call
Develop work plan for Care Plan project

Topics not discussed at today’s meeting will be carried and addressed at conference calls:
Care Plan Structure
Questions on how care plan should be used and how to update and track changes

NOTE: BIG thank you to Hugh Leslie for setting up the “go-to-meeting” session for this meeting.

HDF v1.5 (jan 2010) on gforge:
http://gforge.hl7.org/gf/project/hdf/frs/
Section 3 is on Domain Analysis Process (DAP): Analysis and Requirements Documentation (Pages 34 to 52).
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Joint with SD, Template, Vocab (patient care Hosting)

Announcements, sign in sheets
Project PC and M&M archetypes
	Involves template registry / catalog
	Include Templates
Bob: Growing interest in
	Archetypes, DCM, Templates, others
	At what point do they converge?
Mark: Templates DSTU
	Propose that the DSTU update, coordinate lessons learned from multiple projects PC - DCM
	Are they all the same? No, but collaboration is good / possible / necessary Pilot project; Template registry Templates of different methodologies should be listed 
	Approvals - distributed management - concept
	Bad news - Keith Boone cycle shortage, 
		but will try to get support in MDHT space to add registry capability, 
		but can’t lead the project
Mark; Jane rep from Tooling has pointed out MDHT artefact registry
	And NCI RFP for something similar
GG: Templates DSTU was written as statement of belief (by M&M) 
	both implementations don’t follow DSTU
	maybe we should document what people are doing Evaluate utility of doing DCMs / Archetypes / mapping to RIM But Notion that DCMs are leaf concepts to HL7 DCM project speaks to Templates but DCMs are not Templates
Bob: don’t know what DCM or Archetype is, so proposal is to define the three and the relationship between them
Mark: maybe DSTU failed but Templates are implemented all over the place
Keith: suggestion as defined we are implementing Templates but failed in describing the metadata that is useful in a repository / registry; What is canonical format of Templates / Archetype / DCM? One will probably lead to failure - maybe documentation of common tools, etc. may be useful
Charlie: remember what DSTU is - draft for trail, need discussion
Mark: registry would help to reduce near duplicates
Charlie: DCMs generate Templates
GG DSTU DOES define canonical representation of Template - no one used it
	Can’t hurry consensus
Bob Again, how do templates, archetype, DCMs relate to one another? 
How about a white paper? (project 1)  We need a template interchange format for SD  (project 2) Keith “Template” used in the triplet sense - noted the DSTU definition GG that is the successful bit Joint analysis CED, ISO, HL7 - look at the appendix Keith Proceed with DST but cleave off metadata GG have metadata summary section 3.1 should revise update;  definition ok but might be revised slightly openEHR vs. HL7 template; Rip out some of the details, move apppendix; openEHR also has a definition of Template Lawrence - still need distinction between the three People want not papers but software to implement OpenEHR also had definition of template an extension of archetype might be contensious GG will volunteer to lead white paper project ; don’t; need open HER at this point Keith Google healthcare standards triplets Open EHR templates are larger structures of archetypes Mark
1.	agree with Keith
2.	bartender family therapy
3.	white paper needs multiple authors but small  group
4.	what open EHR calls a template is a construct
Keith agrees with Keith open EHR is a subset of hl7 templates Actually just an archetype Bob - white paper is to get definition for communications of labels, for HL7 use Lawrence please clarify what an archetype does; overarching perspective white paper Clem - is that a subset of the triplets?
Keith - need to define for HL7 use? Solely, problem is that we can’t communicate with others; may need to coin new terms; HL7 will be more effective if we build more effective communications with others Larry - violent agreement of white paper but still don’t understand the scope GG - purpose is to come forward at Orlando map archetype into templates going forward Bob - strongly support GG proposal Should include all terms that we use within HL&; more than a glossary, document relationships between triplets GG will have a dra ft read for tomorrow (laughter) will have a outline, straw man Family therapy requires a therapist à Mark is our family therapist Need expression of the conflict; comfort that GG draft will reflect concerns

How many candidate templates formats?
From v3 point of view if model is defined, multiple expressions can exist but not really count XML style is wide use PC DCMs in v3 ITS couple of flavors NSH through static model designer couple of more i.e. 3 to 5 or CDA, DCM, NHS a couple each?
Question DSTU feedback methodology, website, etc?
GG Templates WG should actively solicit feedback from anyone who has used a template by any definition, format, etc.
Expression of template presently mostly as text A text constraint against clinical statement model checked by Schematron MDHT has a tool based on UML models (open health open source tooling) Lantana use a tool built on access db

Issues:
SD? 
Vocab?
Bon - 3 items: 
	Vocab binding rules supportable by cts2? à no change, working
	Conformance testing? 
	Missed third item

Even with white paper, we still need template interchange format “platform independent model for templates”

Tomorrow morning?

Requirement analysis for canonical format

Orlando same group same quarter? Yes if not communicate to co-chairs



Minutes – Patient Care Working Group (Thursday Q3 + Q4)
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	




Joint meeting with Clinical Statement
Clinical Statement hosting
Last workgroup meeting:
Continued evolution of a clinical statement model in the way which will easily work with other domain, especially CDA

Q3
Where CS model is at?
Refer to change list since Cambridge meeting
Review and discuss harmonization with Pharmacy models/CMETs
Discussions on whether CS should just include “orderable” and “administrable” product CMETs/models vs the entire Common Product Model
Outcome of discussion: keep current pharmacy CMETs in CS for now. Pharmacy will review its models, including Common Product Model, factoring into consideration ballot comments from Gunther and will provide resolution recommendations and/or improved CMETs to replace current ones in CS.

Q4
CDA right hand side and CS
CDA R2 has a constrained “right hand side”
CDA R3 -> right hand side of the CDA will be the RIM normative contents (with some governance on how the RIM should be used)
It is anticipated that this will lead to proliferation of templates
Conclusions:
Any new templates will need to demonstrate comparative analysis of similar existing templates
Tooling (or the lack of) is the major issue
Also need to investigate the SAIF based development processes

=========================================================================


Friday – Q1 and Q2

Joint meeting with Template SiG
Template SiG hosting

Minutes – refer to Template SIG meeting minutes
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