TermInfo Oct 2005 London Minutes/Agenda

1. Define & refine criteria for code vs value discussion

Introduction: 

EC goal of discussion

BD: set criteria. Not solve problem. Time box discussion.  Till 10am

Does #1 go to code/value ? no 
Where does it go to issue? 

KS: what problem are we solving? Info model w/ SCT or msgs w/ SCT.  

Jim C: these criteria too broad

BD: these are too general – not telling how to store SCT on a doc, but how recommend how to do it. Could say C or V. 

DM: looking at problems and make a recommendations. C or V okay. Can not let semantics be modified. 

KS: in SD one solution needed or more than one allowed. 

EC: one solution not required. 

KS this list is for one solution – use the criteria to get to one solution. 

Harold S : one comm. Not ERH
JC different msgs. 

EC communication of a clinical statement, so it is broader. 

KS from the general guide we can have multiple solutions

 - HL7 says  options are 4 letter words – generally

BD don’t adopt rule vendors can not build – bad to allow both. 

JC: if SCT has requires Obs for value to have meaning – if we are merging SCT in to RIM therefore observable goes into code. Why not be consistent.  

DM: goes in code for observable goes in code for procedure  - do not but in code something that alters context then I have a big problem. If  Observable  

BD do not invent new ways. People invested in all in code. No one invested in all in value. 
EC there is a group invested in all value. 

BD we have it forever

EC we have to cut it off – test these criteria – 

BD made it thru 2 patterns and accepted them.  

JC: finding is Asthma. How est context discharge v admitting diagnosis? 

EC create complex structure? 

DM v3 primary vs admitting is a separate clinical statement.  

JC but only implemented version is 2

DM we re working on V3

BD look at procedure – appendectomy- how know context? You will want more – statements. 
JC: people focus on OBX msgs

DM V2 can not do interoperability

BD – favor implemented solutions in recomendations

DM equal in other respects means it is too vague. Against cutting off options. This is not a STD but an implementation guide. 

BD no guide here
BD don;t like it cause it requires a distinction. Like fining method. 

EC Implicit relation is “has value” 

KS err on side of integrated representation to aid interoperability. People confuse model of use w/ model of meaning. 

EC example? 

KS blood type: code blood type value A or blood type A value pos or ...principle is model of meaning SCT “blood type A”

KS QA not reproducible so have only one question. Use model of meaning. 
DM goes to single common model not single way. 

KS principle To achieve semantic interoperablity it is better to send single integrated model of Meaning. Instead of model of use. 

 : msg have to carry how they answer questions. 

KS that is the problem – translate from local implementation. 

 : need single pre-coord expression

EC: can have model of post coord

: Are you saying large number of models of use mapped to single model of meaning. ? 

KS model of meaning has to have entities w/n it. 

DM Arminis asked how SCT does models goes to CMWG – dip stick test – other ways: it is a test for ph in urine, method dip stick result normal. We are looking at how to change SCT as well
Harold Solbrig: A antigen present? Y/N how represent that in model of meaning. 

KS Yes is finging is positive v finding is negative= clinical statement negated, 

HS it is not obvious that it is true that clinical questions have a consistent meaning. 

: is this tech feasible? Which is least risk? 

KS reliability is risk. 

HS options – fewer moving parts is better. 

Arminis: as long as the context does not change. Little risk. 

DM context is what is presented. It has model of meaning. So fewer transforms better. If searching for renal failure don;t need lots of different ways to represent it. 

: apply criteria  iteratively – get longer better doc. 

Mike – like examples – understand it better. Problem list example. Add to document

DB where 1.3.1? 

 EC Can Alan Rector do it. 
AR maybe. Volunteers for a paragraph to a page. 

2. Common pattern

   a.
source of information
BD important source of info. How do you know? Mom said: or patient said, etc. Options to define sources
SCT: finding methods 

JC these SCT codes are not in SCT yet! 

KS they should be present when we release them? 

DM at least note they are not there yet. Highlight the gaps. 

BS other (than SCT finding methods) representations are RIM attribs RIM participants and RIM act relations. 

BD: source is previously recorded info - headache known from excerpt from this other Act.

DM use GUID not  root id. 

JC source (how  vs who)? 
BD wait for example

: Why? As well 

BD Why is not source. Add another statement. 

EC is how part of source? 

BD how known? 

EC previously recorded is a who. 

BD med history – electronic  source vs. patient 

DM also record is accessible. If prior source is paper 

BD still an excerpt. 

DM include doc reference or include the data, additional participant. Act.reference

JC can we extent to include source 
: simpler repesentation? 

BD no

DM say “source is directly referenced previous recorded info”

BD other patterns source is patient, direct exam, cognitive process. 

EC we will be quiet while you do it. 

BD source patient has father.  2 patient say I have hiccups. Finding method of history taking. Is this a symptom? It is used differently? 

DM symptom will be moved – it is approved. 

BD source is direct exam – measurement method direct exam

BD CT scan finding method CT chest exam. w/ subject relation to CT scan. 

BD source is a cognitive process

: can you use one thing for all 4 examples? 
JC: source of informant – how will it promote interoperation ? 

DM this is HL7 post coord not SCT post coord 

DM info model construct allows who said it SCT does not. Recommend SCT  not RIM FTH but SCT father. 
As: 

DM: family history – needs SCT participations. It will be cleaner. 
BD roles for finding need to be nested? 

DM – that was an error in SCT that is now to be fixed. Delete this example. 

BD point is informant adds context dependant category concept. 

KS patient says has no headache – that is okay. 

BD informant has to be nested in the finding statement

JC deal with simple example first. Fig 5 source informant is father. Not context dependant. Keep 1st version as bad example, no transform. 

DM SCT wont show informat 

AR should there be a marker in the Snomed code for father said (J.Smith Sr.) 

DM same as subject history – agree. Always use SCT subject. 

EC transform should pick it up. Can be light wt. in code, and pick up informant from RIM? If we take heavy wt. approach then father has to be embedded.  

: why not use it? 

EC might be too long – 

Neal: prior record say GMS, father says I saw GMS, Doc saw GMS, Father says diagnosis is GMS. I  doc do not want to say GMS is the diag yet. 
DM model use and meaning again – do not force into record. Allow it in record if you think it is significant. 
AR peter johnson: for DSS 2 cats. Doc believes and doc does not believe. 

BD 2 sections of doc – common patterns – most of this in section 1 (DM) if in overlap 

Judy: what is believed – use cases where informant is unknown [telephone] This will be more important.

HS is there some implication on informant? 

BD no

JC – this section needs overlap – not so complex – say we expect the needed qualifiers should be (except for prior ref). 

: DSS is not really an issue yet. Focus on what people need to record. 

EC do we pick the DSS boundary? 

Deb: SCT sees having list of informers linked to problems. It is in structure not in vocab. 

DM: Alan’s issue – is this info something to use – then use fining context –known possible, not known present. 
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   b.
allergy / adverse reactions
1:18 – 

BD: HL7 & SCT consistent – disorder diff than reaction. 2 diff value sets- substances = products and findings. Substance value set example. 

With manifestation adornment. Allergic disorder not quite right if someone has a bad reaction. 

Mike: Reactant and reaction.

KS aspirin sensitivity – i.e don’t give them aspirin again.  – We can put a primitive above it in the model. 

DM: want a common root Adverse reaction, not propensity.
AR: things patient might be reactive to. Use case is what not to give patient. 

Mike: propensity is what we are documenting not that it is happening now. Even when it is happening don’t know if it is allergic or not. 

...

Judy propensity to adverse reaction – not distinguish

DM reaction is not a subtype of allergy – use manifestation to link them 

KS OWL sensitivity – model subsumes advers reaction and propensity to adverse

Neal: poisoning and overdose are reactions
BD: no

Neal need historical event definition vs conditions. 

DM: reaction is in past is observation not condition. 

EC adverse-agen is in code. 

DM need to be transformable to having it somewhere else. 

JC: w/n SCT hives are definitional manifestation –role attribute – a qualifier to the code. 

BD I chose to link 2 event

JC have both examples

EC at moment you can not refine the qualifier. 
DM not refine-able – but substance is refine-able.

EC explains hierarchy refine-able issue discussion.  
JC – these issues come up in post coord

BD we recommend it not be a single code. Observe rash and assert allergic reaction. 

JC yours overriding source

DM relationship table 

Judy  - core use case is don’t give this drug, so keep them separate. More you nest the more difficult it is. 

KS presumption that one can anticipate use cases. Can not keep them at top level. 

- link is a risk, put them together

EC need to be able to depend on links

DM are these 2 events? 

JC dont second guess assertion (even if it is single concept) 

   c.
assessment scales
We have a scale with an SCT code. Scales have score numbers which equal a description. Need to send both sometimes. 

Code with nested observation and component observations with link derived.  Stan “use coded ordinal” which I do not understand. 

Deb: who decides it is motor response. 

Neal: what if there is a 3rd way to asses? Your embedding how test is done? 
BD: test A observation 3 description is a SCT concept, some of which SCT will need to define. 

Debbie: institutions define more. 

JC it is a coded ordinal part of the scale can not use integer 3. 

Deb: SCT has pre-coord scales 

BD need integer – do not pre-coord

Paul: scales are form filling not derived from record.? True. 

HS there is an interest in doing assessment from the record. Mixed

AR: if the overall score is ordinal is not issue, individual scores need to be numbers that can be added up. 

BD and add to the msg the “not divisible” so the description does not get included. 
Malcom: where dose it [need for integers] leave pre-coord apgar scoeres?

BD: like this ...

EC trend to deprecate – there are only 3 apgar, Glasgow coma, and ? 

Judy if you see a illegal score you know something is wrong. Apgar of 12. 

BD just another transform. Definition mood – Glasgow of 7 means whatever. 

DM – purpose is to put into a category. If you need more detail go into the record. Don’t embed it in the score. 

Deb most common question from application builders – how build app with assessment scales.  Compare mobility to something else and can’t. 

Tito: missing values – how do it? Msg says can’t some missing?  Add null flavor on value. 

Nigel: simple need is scale/value. Otherwise we are maintaining object model. 
EC dont what to have 1000’s of mappings 

AR use cases to do need a few requirements. Some descriptions don’t mean what you would think. Option 1 is nested code, summary. Option 2 is a series of statements linked together. We need to 

BD: we did that on the telecon. Move on

DM: CMWG agenda item. Can SCT populate this model correct (not just same words) 

Deb conclude with how order

BD with mood code – event is done - request is to be done.  In SCT use context model. 
   d.
observation / condition / diagnosis
BD: make the distinction complete. Problem list is now a condition. SCT not distinguish between condition and observation. 
DM SCT disease – finding that is abnormal – not same as observation. Only distinction between them is class code. 

AR falls on granularity of time. Recommend, we not do it at level of terminology. Leave it in Act code. 

DM if in doubt but it in observation. 

Neal: in SCT all below observation is below diag?  

DM all disease are a finding. These 2 hierarchies were merged. 

BD patient care committee – Problem list is condition  not observation. 

AR why? 

JC issue is Prob List applies over time – that is why patient care is interested. 

DM: problem over time need not be a condition can be an observation. PC issue. 

All: not in terminology

KS it belongs in the local model. Not the terminology. Why force them to choose between it is a problem or a condition. 

JC semantic classes are different – extract problem from condition/observation. 
Dan: anything on problem list is a condition – 

All circular definition. 

JC what are SCT semantics in problem list? May have more in it than you want. 

DM ProbList can have anything. The pointer to it can be anything. Pregnancy can be problem but can not look to the heirarcy except that it is in the problem list. 

SCT should not represent Problem list. RIM can. 

JC don’t leave it that Problem List is only observable/disorder. Could be anything. 

Neal: derived from a record. – say you can put SCT statements on problem list, do not say problem lists can only be SCT statements. 

BD: asserting a diagnosis – CMAT in HL7 – do you assert it is a diagnosis or do a qualifier. Cognitive process finding method? 
DM example is confused by translation. 

BD clincial observation linked to diagnosis or embed diagnosis as finding method. 

Malcom: soft context? Is this the default? 

BD: no. why? 

Malcom: some are only possible to be a diagnosis? 

BD: no. most of these could be observations as well. Or what you bill for. 

DM keep bill for out of it. Do finding method of cognition – I thought of it – no one told me. Basis of my claim may not be cognition - they said they had this condition. 

Neal: completed discussion 

AR you are not to pre-cord all this.

BD no. 

BD tried to link billing things to diagnosis. In the assesment section they do not have to be a diagnosis, just to get paid for it. Shall we remove all dependency on billing. 

DM biz process [not HL& or SCT] decide billing. We can allow SCT or HL7 item in it. 

BD Diagnosis is a cognitive process 

3. IHE Demo Priority Issues – Should we provide a caveat for non SNOMED users?
BD – severity & diagnosis use cases. Are we obliged to talk about non SCT? Do they right their own constraint list. 
IHE Demo – HIMS conf. Vendors demos. HL7 demo’s IHE integrated health care environment. One interoperable demo – connect-athon. This year Dan has tried to write guidelines – they speak ICD or CPT, what do I do if I don;t speak SCT ? 

RK: assumption – the msg has SCT? BD yes

BD: include narrative

AR  if we do – it is important that HL& needs not be put in SCT codes. So that HL7 mechanisms still work. 

BD: that might be outside out scope. 

EC: negation?

EC should we scan the doc, DM’s section? 

DM: be careful, we find ourselves starting over.  Use text or understand SCT.  There is a problem with translation in HL7. But we should march on. 

BD/DM we are missing the advocates – 
BD – add a scope paragraph – 

DM don’t get them permission to violate our guidelines. 

4. Optional OWL
Lots of constraints on the RMIMs in comments in the RIM. And SCT in XML templates. So can we translate these constraints into OWL ? 
Feasibility study. Request for medication – NHS 9a – a representation was built. It seems to work. Some things that cannot be expressed, but most can. Because it is in OWL it can be validated and factored. All requests have to have mood code from this list, and or this SCT hierarchy. For example. This kind of thing works fine. This kind of object should have this kind of thing until you get the XML template. So we should captue more semantics in OWL. And pieces as well.  

Q can you take rules from UML? A yes if like cardinality? Mechanically can keep in sync. 
Q did you look at the rules you could not map? A we did not find any. They may exist. – There was one – if you have not given a time, we can’t insert one. 
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Q limited to subjects? A no there are properties. We found a bug in the OWL tool. 

5. Reiterate Telecon schedule. Oct 11, every 2 weeks, 7am Pacific /8am Mountain / etc.
Accepted.
Reconvene 

Dove 19 Upper Mall on the riverside. 

