Templates - Q3 Monday

1 Attendees
Ken Rubin - Ken.Rubin@med.va.gov- VA

Craig Parker - craig.parker@ihc.com - IHC

Brett Esler - brett@pencs.com.au - HL7 Australia

Russell Hamm - hamm.russell@mayo.edu - Mayo

Mark Shafarman - mark.shafarman@earthlink.net

Martin Kernberg - mkfrad@aol.com - UCSF

Ken Luna - kenneth.luna@npfit.nhs.uk

Laura Sato - laura.sato@npfit.nhs.uk

Jennifer Puyenbrook - jenni@hl7.org - HL7

2 Wiki Intro
2.1 http://informatics.mayo.edu/wiki/index.php/HL7_Templates_SIG
The HL7 Templates SIG is charged with the task to define a set of provisions to facilitate production, implementation and comparison of HL7 V3 Template structures. The intent of this set of pages to gather requirements and associated discussion regarding the HL7 Templates specification, and assist in developing an HL7 Draft Document.

2.2 The wiki is a collaborative environment for content development.  Normative content is on hl7.org
3 HDF Approach Discussion
KR - Jane suggested taking project infrastructure assets and adopt them to development of project assets

MS - Interested in seeing the merger of Archetypes and Templates

MS - Different approaches to Templates (ADL, OWL, GELLO, etc.)

KR - Identify the Project Charter, and put together a ballot that will capture use cases for templates, assertion of requirements, etc. 

CP - Committees succeed when participants have a rich interest in a deliverable, or using the content being produced.

KR - VHA needs something like Templates immediately. Specific to Services.  Templates are the payload carried across the interface.

Clinical Statements may have a use case (natural synchrony.)  Lots of "templaty" stuff is happening.

4 Motions
4.1 Motion: To create a project charter and plan that will:
1)  Identify metadata that will be useful to HL7 members to find templates of interest.

2)  Collect from within HL7 and the broader healthcare community, candidate "templates" in whatever native form they are expressed into a format with supporting metadata

3)  Review the template collection from #2, and identify those of high-interest or relevance to the HL7 community.

4)  Formally document Template functional requirements of the HL7 methodology, artifacts and tooling to pass to the appropriate communities to address (i.e. MnM, Tooling, relationship to static models, constraint mechanisms etc.)

5) Identify potential candidates for ITSs.  Development of these ITSs is out of scope.

Moved: Ken Rubin
Second: Laura Sato
For: 7
Against: 0
Abstain: 0
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5 Attendees
Rahil Qamar - qamarr@cs.man.ac.uk - Univ of Manchester

Russell Hamm - hamm.russell@mayo.edu - Mayo Clinic

Ken Lunn - kenneth.lunn@npfit.nhs.uk

Ian Mansell - ian@ramseysystems.co.uk - Ramsey Systems

Martin Kernberg - mkfrad@aol.com - UCSF

6 Scope of Templates SIG
6.1 There must be a well defined architectural hierarchy of the HL7 Static Information model (SIM) from the RIM through the LIM that permits:
6.1.1 classification of balloted objects
6.1.2 unambiguous determination of subsumption among the HL7 artifacts
6.1.3 Elimination of redundancy among message and document types and their constituents
6.1.4 Proper support by tooling
6.2 M&M will:
6.3 Motion: Draft into inclusion (of the above) into the static information model draft  
6.3.1 Move:Ken Second:Rahil For:4 Against:0 Abstain:1
7 Motions
7.1 Motion: Draft inclusion (of the Scope of Templates SIG discussion above) into the static information model draft  
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8 Motions
8.1 Motion: Ken Rubin
8.1.1 Move to adopt amended PIC Decision Making Practices
8.1.2 Second: Angelo Rossi Mori
8.1.3 Will be on HL7 web site shortly.
8.1.4 For: 7 Against:0 Abstain:0
9 Attendees
Martin Kernberg - mkfrad@aol.com - UCSF

Brett Esler - brett@pencs.com.au

Harold Solbrig solbrig.harold@mayo.edu

Angelo Rossi Mori - rossimori@itb.cnr.it

Jari Purrasmaa - jari.virkanen@aku.fi

Hannu Virkanen - hannu.virkanen@aku.fi

Ken Rubin - ken.rubin@med.va.gov - VA

10 Elections
10.1 Results
Angelo Rossi Mori

Russell Hamm

11 Agenda
11.1 Summary of what has occurred
Gather templates from different societies

Articulate them into a formalism to develop the functional rqmts of templates

Move the constraint specification for HL7 to M&M The static information model, developed by Templates and Ramsey Systems will move to M&M.  It will need to be peer reviewed and balloted.  This division of labor was accepted

Ken Lunnd presented an approach.  Is developing a paper over the next several weeks for consideration, using standard UML processes for Templates.

Technical approach by Patient Care and Structured docs. SDTC and PC presented a document.

Possible CEN, openEHR collaboration with the Templates SIG.  

11.2 PIC Decision Making Processes
11.3  Templates Specification Development
12 Room Request for Thusday
Q3 and Q4.  B 31

13 ARM View
13.1 ARM - Develop frwk for ourselves, for a common vision, common language.  A formal doc discussing what is needed, and developing project teams to tackle.  The umbrella is the SIG, with specific topics that have their own life.

13.2 The idea is that there is the real world, sharing information, using some technology.

13.3 Collect information about what information is being shared.  Collect the free text info, databases, etc.  This information is collected as experiences.

13.4 Round table at looking at these experiences.  We need to get the right people involved, and normalize the information.

13.5 openEHR is developing Archetypes, but there is not a process to build them.  We need to define classes and families of Archetypes.  Need to collect the ancestors.  These ancestors need to reflect the needs of the real world.

13.6 Do not ballot the left side (real world.)  Like in Vocab TC, there is a form to register Vocabs.  We need to register the .  Initialy no standard for submitting content, but later a stander submission form would be good.
13.7 Not proper to fix the metadata process early.
13.7.1 KR - Some metadata needs to be collected early.  List desired elements.  We can add metadata later.
13.7.2 ARM - 1st phase collection.  2nd phase, decide what metadata is required.
13.7.3 KR - If it looks like the relationship is long lasting, then good, but some may be short term.
13.7.4 ARM - Need a document defining what we want.  HL7 Version 3 is in it's maturity, now we need to consider it's clinical side.
13.7.5 We do not have the resources currently, so we need to attract these resources.  We are at the starting point now.  Dedicated full time people (in Europe.)  It is not something that organizations like HL7 can do voluntarily.
13.7.6 ACTION ITEM - ARM - to update document discussing involvement of specialty societies.
13.7.7 Russ has metadata examples.       
14 Approach Discussion
14.1 Touch base with Ed Hammond, to formalize the relationship with the specialty societies.
14.2 Dipak will discuss metadata formalisms from CEN.
14.3 RH - DC vs CEN?
15 PIC Decision Making Practices Overview
15.1 Developed document outlining how committees run.
15.2 Templates chose to inherit the M&M practices.
15.3 Quorum
15.3.1 quorum is 1/2 (average attendance) +1.
15.3.2 KR - suggest Templates co-chair +3
15.4 What does it take to revisit a decision?
15.4.1 A higher threshold is required to change a decision.
15.4.2 Usually 75% of quorum.
15.5 Notification
15.5.1 At WGM
Two quarters notice, need to use 2 of 3 methods

Announcement

Board

Listserv

15.5.2 Between WGM
We decide what is proper

15.6 Decisions made at non-working group meetings (conference calls and special purpose meetings) are summarized during the next working group meeting. 
15.7 Amend PIC Decision Making Practices for suitable for Templates.
Templates Wednesday Q3

16 Attendees
Martin Kernberg - mkfrad@aol.com - UCSF

Ken Rubin - ken.rubin@med.va.gov - VA

Steve Wagner - steve.wagner@med.va.gov - VA

Angelo Rossi Mori - rossimori@itb.cnr.it - CNR, HL7 Italy

Russell Hamm - hamm.russell@mayo.edu - Mayo Clinic

Liora Alschuler - liora@the- word-electric.com - 

17 Motions
17.1 To appoint Russ Hamm as the formal liaison M&M
Moved: Ken Rubin
Second: Martin 
For: 4
Against: 0
Abstain: 0
18 (Before San Diego WGM September 2005)

18.1 ARM - Update process paper on re-revise process paper on what the Templates SIG goals are. Charter Revision of SIG after the completion of updates to the process paper.

18.2 Documentation Peer Review Document

18.3 Metadata

18.3.1 Old List (Russ)

18.3.2 CEN List (Dipak)

18.4 Functional Requirements of Templates

18.5 Proposals for Template and Archetype definition

18.6 Project Charter/Plan

18.6.1 Goals

18.6.2 Timeline

18.7 AMSs Goal - European Health Alliance meeting.

19 Long Term Goals (next 12 months)

19.1 Establish links outside groups.

19.1.1 Include vendors such as IHE, EICP to provide clinical "Templates"

19.1.2 Establish links to specialty societies, and physician organizations, CIOs.

19.1.3 Enumeration of Template functional requirements

19.1.4 Metadata for the acquisition of clinical data.

19.1.5 Template Registry requirements

20 IHE Relationship

20.1 Can bring collaborators to the table

20.2 IHE will build interaction profiles to 
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21 Attendees
Q3/Q4 - Alan Rector - rector@cs.man.ac.uk - University of Manchester

Q3 - Angelo Rossi Mori - rossimori@itb.cnr.it - CNR

Q4 - Steve Wagner - steve.wagner@med.va.gov - VA

Q4 - Joadrin Dudeck - jwd@uni- guessen.de - HL7 Germany

Q3/Q4 -Dipak Karla - dkarla@chime.ucl.ac.uk - CEN/openEHR

Q3 -Craig Parker - craig.parker@ihc.com - IHC

Q3/Q4 -Martin Kernberg - mkfrad@aol.com - UCSF

Q3- Ed Hammond - hammo001@mc.duke.edu - Duke

Q3- Brett Esler - brett@pencs.com.au - HL7 Australia

Q3/Q4 - Gerard Freriks - gfrer@luna.nl - CEN/TC251WG1

Q3/Q4 - Sarah Ryan - sarah@hl7.org - HL7

Q3/Q4 - Russ Hamm - hamm.russell@mayo.edu - Mayo Clinic

Q3/Q4 - Jacob Hofetsh - j.hofetsh@minvws.nl - CEN

Q3/Q4 - Rahil Qamar - qamarr@cs.mn.ac.uk - University of Manchester

22 Presentations
22.1 Angelo Rossi Mori
22.1.1 Clinical Interoperability and co-operation.
22.1.2 Discussion
Difficultly of implementations and clinical cooperation.  Should policy dictate the cooperation of the exchange of information?

NL has contracts between Hospitals and he Ministry deciding evaluation criteria.

US has COBRA requirements for pt. transfer from ERD to ERD.  Would be nice to define the standards for the content of the transfer.  This can attract people to bring templates and gather feedback on templates.

GF - Needs to be an organized effort to attract people to the table : Quality Criteria for Tele-medicine Services document (Gerard Freriks)

HE - Important points were made in this presentation.  Medicare/Medicaid has requirements for evaluation criteria.  Not necessarily for pt care.  Pt. care and performance indicators should be coordinated.  Our role is to develop model and technology that is easy to use for the domain experts to use.  Important for international acceptance.  It is appropriate to get definition of clinical content, and vet that information internationally.

Idea is to take any format (PDF, Word, etc) and connect the people.  Make it clear that the general problem is the same for everyone.  Have a methodologist to assist in coordinating the problem.  Bring the people together.

AR - Heard Angelo indicate that this is a locak problem, but heard Ed's take aas being more international.  Capture information as a resource.  Local use of information is is contrast of inernational standardization of infor.

ARM - The problem is not just local.  The local problems are the same as the international one.  Start locally, then move up to the national societies.  Need understand the national and international topics.

GF - With groups developing all kinds of messages, these different groups define things in different ways.  There is a need for harmonization / harmonization process.

EH - The reason for doing this internationally is that the world is becoming more global.  Avoid the redundancy of duplicate process of tooling and methodology.  There are many reasons for doing this internationally that are in line with local needs.

-Australia imposts much of it's health s/w.  Internationalization makes sense.  Involvement of professional societies has been built for administrative reporting (aggregated, not communicated.)  Comm reqmts to make care decisions is different.  The quality of the admin data is fine, bit not always useful.  Need active involvement of clinicians to get the data that we need.  Professional ethics will ensure quality.

DK - The difficulties is in resources.  Resource go to administrtive info systems, but not that empowers clinical shared care.  The purpose of the local work is if we have to look where the data sets are for the needed info is in local setting, often on paper.  The purpose of this excersise is to pull out richness of locl  and harmonize them.  The data sets are accidentally different. We should offer the opportunity to harmonize, but not impose cultural restrictions.  Like Chris Chutes description of the global realm as an optional realm.  Offer back to local organizations a harmonized model with the option of diversity.

HE - What is the best way to package and transmit this data? 
22.2 Dipak Karla
22.2.1 Archetype/Template Requirements
Assets

PPT Slide on Template BNW

22.2.2 Discussion
Archetype Knowledge Framework Document (Get from DK)

23 Sarah's Minutes 2
23.1 Templates SIG Holland ThQ3
23.2 Attendance
23.2.1 Ed Hammond
23.2.2 Russ Hamm
23.2.3 Craig Parker
23.2.4 Dipak Kalra
23.2.5 Girard
23.2.6 Jacob
23.2.7 MK
23.2.8 NHS
23.2.9 Sarah Ryan
23.2.10 Alan Rector
23.2.11 Angelo Rossi-Mori, CNR: Istituto Tecnologie Biomediche
rossimori@itb.cnr.it

Consiglio Nazionale delle Ricerche

23.2.12 Dipak student
23.2.13 Australian
We import requirements and software

Professional colleges produce data for administrative reasoning and aggregation

Communication standards are distinctive

23.3 Angelo Rossi-Mori
23.3.1 Generic standards for transfer for care
HL7-CDA-ASTM:CCR

CEN EHR EN 136-6 in

23.3.2 Challenge of document names and sections
23.3.3 Describe the generic clinical content
23.3.4 How documents are organized into folders
23.3.5 Multi-source registries
23.3.6 Define a set of patient baseline profiles (aka a patient summary)
23.4 Intermediate context-based clinical data sets
23.4.1 Collect and harmonize clinical data sets form evidence-based clinical pathways
23.4.2 Proper capture
23.5 Challenges
23.5.1 How to start?
23.5.2 Harmonization of clinical data
23.5.3 Terminology and information model interaction
23.5.4 Safety in the expression of clinical and organizational context for decisions
Context of the original document

The actual text of the original document

23.6 Policy factors
23.6.1 Fitting into deployment
23.6.2 Solutions for cooperability (physicians) and interoperability (systems)
23.6.3 MK: Cobra requirements in the United States
International communities in the United States

Standards between ESC and ACC

Dialect variants can be integrated

23.7 Gerard:
23.7.1 Formal links to government agencies
23.7.2 Quality criteria for telemedicine services
Recent report for quality criteria developed by Gerard

Forcing market to adopt these standards

23.7.3 HL7 V3 tools are used, but still require harmonization
Vocabularies differ

Need for harmonization process

23.8 Ed Hammond
23.8.1 Patient care requirements
23.8.2 Data collection and performance indicators
23.8.3 How to transfer data to referring physician or hospital, eg, breast cancer
23.8.4 Collection of fundamental building blocks
23.8.5 Acquire definition of all items, and their value
23.8.6 International domain and electronic movement of information
23.8.7 Global trends for global standards
Disease is disease

Savings by elimination of redundant effort

23.8.8 Culture should be recognized
23.8.9 International travel
23.9 Alan Rector
23.9.1 Are local and international needs distinct
23.10 Dipak
23.10.1 International cooperation is clear
Paper requirements are ubiquitous

Need for harmonization and digitization

23.10.2 Funding is limited however
23.10.3 Clinical shared care
23.11 HL7 Templates
23.11.1 Focus of Templates
Collating and collecting of templates from real world

Formalize clinical representation which can be shared

with HL7

with non-HL7 communities

23.11.2 Archetype Exchange and Requirements (openEHR)
23.11.3 Model: paper template from a local community:
Definition

globally unique identifier

id or repository maintaining this archetype

health information domain (eg EHR)

underlying reference model

concept (scope  code or phrase

natural language

parent archetype

predecessor, reason for revision, successor

Description sets

providing party and organization

natural language

scope: concept code, clinical specialty, types of patients and keywords

intended use, potential erroneous uses

reference to knowledge source (eg url)

detailed explanation of purpose ,notes

url or references to explanatory materials

Publication status

tentative

draft

private public

preferred

former

deprecated

suggest adding test

date, authorizing party, and organization

review validity date (time out)

Node constraints

Explicit node

Reference:

To part or all of another arch type

Internal

External

Constraints defining an inclusion or exclusion set

Reason for encounter (25 possible archetypes)

Cardiology excludes obstetrics

Explicit node constraints

internally-unique ID

Reference Model class

Inclusion or exclusion constraints

Logical

Related to environmental parameters (year, setting)

Related to other EHR node values to be instantiated within the same archetype (active forms, that yield subforms if the answer yes).

Related to EHR instance data or workflow or care pathway process

Binding to terms

principal concept (mandatory: the meaning)

term binding

synonym

language translation

for each term:

code, rubric, coding system and version, language in which mapping made

Attributes and associations

common label

attribute/association name

optionality

multiplicity

if ordered (list)

if unique

data value constraints (if leaf node: quantity, units)

other dependencies and constraints

includes constraints on contextual information

subject of information

Potentiality (present , absent, possible, probable, risk, goal, expectation, etc.)

Process (done, is in progress, is planned to be done, has not been done…)

Data value constraints

include and exclusion criteria

null, null flavor values

default value

fixed value

list of values

data type

specific constraints

eg, value range , units, terms ste , data ranges

logical conditions and other constraint rules (and formalism used).

References to EHR data

the archetype identifier

the archetype node identified

the attribute or association name

the occurrence in the instance hierarchy (eg, first, most recent, any, nor ordered by y, highest value, lower value, one or more instance within a definable recent

the intended relationship between their specificied instance value and t

23.11.4 Dipak:
Neutrality of expression

Above openEHR, rMIM, CEN 13606, … formalism

Proxy for reference model:

For clinical archetypes, constraints are 1/3 of 13606

Dipak provides the subset

Folder

Composition

Section

Entry (analogue of clinical statement level) MK thought: deep structure is Group, all else is mappings that are governed by conservation of information

Cluster

Element

HL7 Templates Draft review

Library is a service application (repository)

Green is our requirement set

Role of metalanguages to be discussed in the future

Template registration: repository

Metadata

CEN Work Item proposal

Archetype ontology map to individual archetypes to a generic knowledge framework – to enable their use alongside other knowledge resources

Domain base concept models, enabling sharable archetypes to be written

Rules about binding terminology values to archetype nodes (the “TermInfo” problem)

Library of archetypes conforming to the above, held within a public domain repository

Guidance on how to map EHR system data conforming to each archetype to EN13606-1 (and other RMs – reference models).

Proposals

CEN archetype requirements for formally representing clinical business objects in the Templates SIG, for communication M&M

Agree that this clinical content synthesis work can be harmonized with CEN and open EHR, provided that no assumption is made about which RM is to be used

Review CEN archetype model as a candidate for a data repository and authoring tools

Collaborate with M&M on mapping this to its evolving HL7 methodology

Bidirectional arrows

Archetype Knowldege Framework

CEN Work Item used as scope for joint project

Order in which they may be tackled

Agreements, scope (from Dipak), admin, MOU, administrative

Requirements first, with appropriately (over the course of the summer: September 1 (HL7 meets September 11)

Archetype/Template model (UML by September 31)

Completion of tabular and graphical representation (proxy reference model), December 25, 2005

Tools and editors to develop post completion of model.

Team:

Archetype tool of Ocean Informatics

Java editor

Mayo eclipse editor

Visual OWL

111179

Metadata standards

Content sources

Clinical content project

Ed Hammond: data element pool

Proposal for joint outreach by September 11

Ontology of archetypes

Teams to develop by September 11

Terminology

Teams and TermInfo by September 11

Repository: one page summary proposals

NIST?

NLM?

Synthesis, Harmonization, and Quality Criteria: initiate at 2006

Overlapping and conflicting

Summary

Demonstrations and evaluations

IHE Italy: special projects

UCSF

Sites of interest

Publications

24 Additional Archetype Requirements
24.1 Node meaning must have string value in the plain text value of the original language.
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Definition
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parent archetype

predecessor, reason for revision, successor

Description sets
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reference to knowledge source (eg url)

detailed explanation of purpose ,notes
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deprecated

suggest adding test

date, authorizing party, and organization

review validity date (time out)

Node constraints

Explicit node
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To part or all of another arch type
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Constraints defining an inclusion or exclusion set

Reason for encounter (25 possible archetypes)
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Explicit node constraints

internally-unique ID

Reference Model class

Inclusion or exclusion constraints

Logical

Related to environmental parameters (year, setting)

Related to other EHR node values to be instantiated within the same archetype (active forms, that yield subforms if the answer yes).

Related to EHR instance data or workflow or care pathway process

Binding to terms

principal concept (mandatory: the meaning)

term binding

synonym

language translation

for each term:

code, rubric, coding system and version, language in which mapping made

Attributes and associations

common label

attribute/association name

optionality

multiplicity

if ordered (list)

if unique

data value constraints (if leaf node: quantity, units)

other dependencies and constraints

includes constraints on contextual information

subject of information

Potentiality (present , absent, possible, probable, risk, goal, expectation, etc.)

Process (done, is in progress, is planned to be done, has not been done…)

Data value constraints

include and exclusion criteria

null, null flavor values

default value

fixed value

list of values

data type

specific constraints

eg, value range , units, terms ste , data ranges

logical conditions and other constraint rules (and formalism used).

References to EHR data

the archetype identifier

the archetype node identified

the attribute or association name

the occurrence in the instance hierarchy (eg, first, most recent, any, nor ordered by y, highest value, lower value, one or more instance within a definable recent

the intended relationship between their specificied instance value and t

25.11.4 Dipak:
Neutrality of expression

Above openEHR, rMIM, CEN 13606, … formalism

Proxy for reference model:

For clinical archetypes, constraints are 1/3 of 13606

Dipak provides the subset

Folder

Composition

Section

Entry (analogue of clinical statement level) MK thought: deep structure is Group, all else is mappings that are governed by conservation of information

Cluster

Element

HL7 Templates Draft review

Library is a service application (repository)

Green is our requirement set

Role of metalanguages to be discussed in the future

Template registration: repository

Metadata

CEN Work Item proposal

Archetype ontology map to individual archetypes to a generic knowledge framework – to enable their use alongside other knowledge resources

Domain base concept models, enabling sharable archetypes to be written

Rules about binding terminology values to archetype nodes (the “TermInfo” problem)

Library of archetypes conforming to the above, held within a public domain repository

Guidance on how to map EHR system data conforming to each archetype to EN13606-1 (and other RMs – reference models).

Proposals

CEN archetype requirements for formally representing clinical business objects in the Templates SIG, for communication M&M

Agree that this clinical content synthesis work can be harmonized with CEN and open EHR, provided that no assumption is made about which RM is to be used

Review CEN archetype model as a candidate for a data repository and authoring tools

Collaborate with M&M on mapping this to its evolving HL7 methodology

Bidirectional arrows

Archetype Knowldege Framework

CEN Work Item used as scope for joint project

Order in which they may be tackled

Agreements, scope (from Dipak), admin, MOU, administrative

Requirements first, with appropriately (over the course of the summer: September 1 (HL7 meets September 11)

Archetype/Template model (UML by September 31)

Completion of tabular and graphical representation (proxy reference model), December 25, 2005

Tools and editors to develop post completion of model.

Team:

Archetype tool of Ocean Informatics

Java editor

Mayo eclipse editor

Visual OWL
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Metadata standards

Content sources

Clinical content project

Ed Hammond: data element pool

Proposal for joint outreach by September 11

Ontology of archetypes

Teams to develop by September 11

Terminology

Teams and TermInfo by September 11

Repository: one page summary proposals

NIST?

NLM?

Synthesis, Harmonization, and Quality Criteria: initiate at 2006

Overlapping and conflicting

Summary

Demonstrations and evaluations

IHE Italy: special projects

UCSF

Sites of interest

Publications

26 Motions
26.1 Motion to adopt the content of openEHR presentation as the core content for a joint project between CEN, openERH and HL7.  The appropriate contacts and processes to fulfill the proposals mandate.
