HL7 Attachments Workgroup (ASIG) Minutes    (Draft)

January 18 – 22, 2010       Phoenix, AZ

	ASIG Co-Chairs
1. Durwin Day, BC/BS Illinois (present)
2. Jim McKinley, BC/BS Alabama (present)


	Attendees
· See file: ASIG 2010 Phoenix Sign-in Sheets Final.xls, and (if reading these minutes  as a PDF, the final page below)




The ZIP file containing the referenced presentations and other documents are available on the “Meeting Minutes” section of the www.hl7.org/asig web page.

Note 1:  The end of this document contains a quick summary of motions, presentation file names, and new action items.   
Monday (Jan 18) – Q1 

Administrative Activities
Discuss Co-Chair Elections.  Rob Root has been reassigned within his organization and will no longer be able to participate in HL7 activities.  Durwin Day’s Co-Chair terms ends this working group session.  Durwin is seeking re-election for the ASIG and opened the floor for another Co-Chair volunteer.  Jim’s co-chair position runs through May 2010 and he has not stated is he will run for re-election.

Mattie Brown has volunteered to Scribe for the ASIG.  Marguerite Galloway, previous ASIG Scribe, is not longer attending HL7 so has relinquished her duties as scribe.  
Agenda Review 

Re-evaluate the Agenda

Move Monday Q4 item, Review of Clinical Reports Guide (previously Ambulance) to Tuesday Q1.  This was the only agenda item impacted.  
DDCP Update

Mary Lynn Bushman – Data is continuing to overlap from X12, 278, 837, etc.  WE need to identify one location to send this information.  CMS has volunteered to assist but we need to perform industry outreach and coordinate with both HL7 and X12 and collaborate on this project effort.  Currently from X12 Mary Lynn, Laurie Burkhart and John Bock are all active participants from representing X12.  HL7 (unofficial) representatives are Sue Thompson, Durwin Day and Jim McKinley.  This group started meeting about a year ago and have calls twice a month on Tuesday afternoons at 1pm Eastern time.  Currently they are discussing documents for guidelines, rules and policies this includes guidelines for new request.  There is an official document on how to get the consensus, but this still need to be approved by HL7 and X12.  
X12 has provided approval; they are currently waiting on HL7’s approval as well.  HL7 will be discussing this item during this working group meeting so we are looking to hear the final outcome.  We are still waiting on the outcome of the final rule, but until then we need to determine if we can start using the criteria and follow the process.  Currently at this time, we are not sure what our next steps should be.  We need to make sure the industry is on board even before the final rule is in place.  A concern was brought up about HL7 ASIG representation in the workgroup.  At this time, actual representation has not been established, but those that attend both HL7 and X12 have not identified any impacts that would affect the ASIG.  
Today we are reviewing the issue of overlapping data for the 837 and 278 content.  This includes Drug, Clinical Reports, Rehab, etc… Suggesting was brought forth stating we can start by defining how much of the actual data is overlapping because the issues are not clearly identified.  The question was raised that If any modifications are made, will we need to create another NPRM process?   The ASIG will continue to discuss where this document is and how the Co-Chairs of the ASIG can get access to the project plan.  Maria states she has a copy and will submit it to the Co-Chairs..  
Monday (Jan 18) – Q2
Review 3 Year Plan
3 year plan was sent to previous Co-Chair for assistance in reviewing.  Mike has provided his comments/suggestions/updates and all suggestions are reviewed with the ASIG  one by one.   We need to identify resource who is familiar XML.   A suggestion was made to use the LinkedIn network for a resource.  
Concerns were brought up about Regenstrief and how they handle request.  A request was made to change the data set for a LOINC Code and in one instance we received a new LOINC code, another instance, we received a new data set, which was the original request.  We will consult with Daniel Vreeman on the correct process.  The ASIG needs to find out the correct process to request changes for a LOINC code so we don’t have conflicting data in our booklets. 
Monday (Jan 18) Q-3

Continue to review 3 year plan and comments/suggestions/updates from Mike.  

DDCP discussion resurfaced and we have identified Don Mon as our external agreement POC.  The DDCP Guidelines and Rules draft as of 9/08/09 and the ASIG needs to review the document to see what was actually agreed upon between HL7 and X12 representatives.  
Monday (Jan 18) Q-4

DDCP discussion continues….

The document was presented to HL7 for review to Don Mon.  This was supposed to occur during Q2, but this didn’t occur.  Pending the outcome of this document and we receive approval, we can finalize all pending actions items with X12.  This is still pending until we hear back from Don.  

Regenstrief discrepancies are affecting our process to update and finalize our booklets.  We need to compare LOINC codes to what we have in the guide.  We didn’t hardcode all codes into the guide, thinking they would be in the database.  From the looks of it, it looks like they are currently NOT in the database at Regenstrief (at least from what we are seeing today).  Need to verify if the guides have LOINC codes identified with the correct data type.  If description in the guide doesn’t fit what’s in the table, then we need to figure out how to correct it.   
Discussion surrounding NPI vs Other Provider Identifier may cause conflict if we do not clearly identify the difference.  Need to determine if it would be useful to identify the definition of Other Provider Identifier.  
UPIN and OID ID’s discussion  

Could replace UPIN information with A Typical ID’s and explain what that is?

Patient ID, Payer ID, Provider ID - none of them are unique so why should this be unique per Deb?  Deb - Is there an OID for patient ID?  Whoever is assigning that ID, need to have the OID ID.  The provider needs to know which OID to use.  

Tuesday (Jan 19) Q-1
Durwin Day provided updates from last night’s Co-Chair meeting.  There were several conversations about the HL7 Project Insight and Project Management Tool.  Mattie Brown has signed up for the tutorial and will provide details/updates to the ASIG.  

EHR’s  

Currently there are incentives to exchange EHR information between consumers and providers, but no mention of Payers at this time.  Don Mon was originally scheduled to come in and discuss EHRs functional systems.  The EHR workgroup defined the system functions that a EHR system was designed do.  They took that criteria and created it for certifications.  We also need to know what the data content is determine what is our parent workgroup, Structured Document, CCD, created for.  Durwin spoke to Keith Boone, and there are documents out there.  Keith has taken our work (lab, clinical, etc…) including the LOINC codes and placed them in the document that would be part of the CCD.  Keith has been invited to join us Q2 Wednesday and asked him since we have been identified as child work group of SD, what we can do to put this in place for our WG.  In the meantime there are other ideals that maybe Claims Attachments can be utilized.  

There is a place for us with Claims Attachments.  Nothing has been mentioned about the provider payer piece just yet, but it needs to be included.  Providers will implement a EHR system, which is the big piece with all the data is convenience for the provider.  The vendor wants to just pull out the information needed.  For an interim step, the 275 in the Claims Attachment work can still be used until all to other EHRs stuff is clearly defined.  The other use case that needs to be kept in mind is it varies by location (geographically).  There has to be a way for EHRs to communicate with each other.  Most people don’t see the same provider groups and there will be multiple EHRs and approach fit from that perspective and we can get our arms around this issue.  Mary Kay said they are doing about 1000 claims today with attachments.  Mostly using PIUC mechanism and as time goes on they will be using this format.  She may stop by and give an update to discuss the progress of their program.  SD Q2 and she can hear what is being said.  

Tuesday (Jan 19) Q-2

During the break Jim was able to speak with Rob Root about the Implementation Guides update

and suggest we take this is a two step approach:

Review of the Implementation Guide

1.  Go through the document and update it.  

2. Take printed copy and apply the updates completed by Rob.

Continue to review Implementation guides and Mike Cassidy’s comments with is suggested changes.  

Tuesday (Jan 19) – Q3
Review CDA Documents

Reviewing CDA Documents and discovered we need to download XML Spyware as it will assist us in reading XML Strings
Potential issue identified with LOINC Request to Kathy Mercer.

When we asked Kathy Mercer to change the data type she didn’t change the data type but gave us a new LOINC code.   She has done this on several occasions.  If someone else is using that LOINC code and we change the definitions, then you are changes someone’s definitions of that particular LOINC code.  In the past, Penny has requested to change the title and she requested a new LOINC code from Kathy Mercer.  

Mary Lynn Bushman suggestion is we are going with what is requested, which is same code new data type.  Need to work with Kathy Mercer to find out what she did?  Also what are the guidelines are for making request changes for Codes, Data Type, verbiage, etc… so we will know for future reference.  Daniel Vreeman is our POC for Regenstrief, so we can contact him to see if we can get in touch with her.  

Tuesday (Jan-19) Q4
Continue to Review CDA Documents

LOINC 18671-8 is now 52105-4 in the LOINC DB.  This example must also be coordinated with the code used in the REHAB guide, after contacting Kathy Mercer.

Mikes comment, we need to confirm that the FINAL CDA R2 V3 data types list TX as a valid data type.  

CDA R2 V3 R1 Data Types Table (complete table as of 2009 disc)

	Name
	Symbol
	Description

	DataValue
	ANY
	Defines the basic properties of every data value. This is an abstract type, meaning that no value can be just a data value without belonging to any concrete type. Every concrete type is a specialization of this general abstract DataValue type. 

	Boolean
	BL
	BL stands for the values of two-valued logic. A BL value can be either true or false, or, as any other value may be NULL. 

	BooleanNonNull
	BN
	BN constrains the boolean type so that the value may not be NULL. This type is created for use within the data types specification where it is not appropriate for a null value to be used 

	Encapsulated Data
	ED
	Data that is primarily intended for human interpretation or for further machine processing outside the scope of HL7. This includes unformatted or formatted written language, multimedia data, or structured information in as defined by a different standard (e.g., XML-signatures.) Instead of the data itself, an ED may contain only a reference (see TEL.) Note that ST is a specialization of the ED where the mediaType is fixed to text/plain. 

	Character String
	ST
	The character string data type stands for text data, primarily intended for machine processing (e.g., sorting, querying, indexing, etc.) Used for names, symbols, and formal expressions. 

	Concept Descriptor
	CD
	A CD represents any kind of concept usually by giving a code defined in a code system. A CD can contain the original text or phrase that served as the basis of the coding and one or more translations into different coding systems. A CD can also contain qualifiers to describe, e.g., the concept of a "left foot" as a postcoordinated term built from the primary code "FOOT" and the qualifier "LEFT". In cases of an exceptional value, the CD need not contain a code but only the original text describing that concept. 

	Coded Simple Value
	CS
	Coded data in its simplest form, where only the code is not predetermined. The code system and code system version are fixed by the context in which the CS value occurs. CS is used for coded attributes that have a single HL7-defined value set. 

	Coded Ordinal
	CO
	Coded data, where the coding system from which the code comes is ordered. CO adds semantics related to ordering so that models that make use of such domains may introduce model elements that involve statements about the order of the terms in a domain. 

	Coded With Equivalents
	CE
	Coded data that consists of a coded value and, optionally, coded value(s) from other coding systems that identify the same concept. Used when alternative codes may exist. 

	Character String with Code
	SC
	A character string that optionally may have a code attached. The text must always be present if a code is present. The code is often a local code. 

	Instance Identifier
	II
	An identifier that uniquely identifies a thing or object. Examples are object identifier for HL7 RIM objects, medical record number, order id, service catalog item id, Vehicle Identification Number (VIN), etc. Instance identifiers are defined based on ISO object identifiers. 

	Telecommunication Address
	TEL
	A telephone number (voice or fax), e-mail address, or other locator for a resource mediated by telecommunication equipment. The address is specified as a Universal Resource Locator (URL) qualified by time specification and use codes that help in deciding which address to use for a given time and purpose. 

	Postal Address
	AD
	Mailing and home or office addresses. A sequence of address parts, such as street or post office Box, city, postal code, country, etc. 

	Entity Name
	EN
	A name for a person, organization, place or thing. A sequence of name parts, such as given name or family name, prefix, suffix, etc. Examples for entity name values are "Jim Bob Walton, Jr.", "Health Level Seven, Inc.", "Lake Tahoe", etc. An entity name may be as simple as a character string or may consist of several entity name parts, such as, "Jim", "Bob", "Walton", and "Jr.", "Health Level Seven" and "Inc.", "Lake" and "Tahoe". 

	Trivial Name
	TN
	A restriction of entity name that is effectively a simple string used for a simple name for things and places. 

	Person Name
	PN
	An EN used when the named Entity is a Person. A sequence of name parts, such as given name or family name, prefix, suffix, etc. A name part is a restriction of entity name part that only allows those entity name parts qualifiers applicable to person names. Since the structure of entity name is mostly determined by the requirements of person name, the restriction is very minor. 

	Organization Name
	ON
	An EN used when the named Entity is an Organization. A sequence of name parts. 

	Integer Number
	INT
	Integer numbers (-1,0,1,2, 100, 3398129, etc.) are precise numbers that are results of counting and enumerating. Integer numbers are discrete, the set of integers is infinite but countable. No arbitrary limit is imposed on the range of integer numbers. Two NULL flavors are defined for the positive and negative infinity. 

	Real Number
	REAL
	Fractional numbers. Typically used whenever quantities are measured, estimated, or computed from other real numbers. The typical representation is decimal, where the number of significant decimal digits is known as the precision. 

	Ratio
	RTO
	A quantity constructed as the quotient of a numerator quantity divided by a denominator quantity. Common factors in the numerator and denominator are not automatically cancelled out. The RTO data type supports titers (e.g., "1:128") and other quantities produced by laboratories that truly represent ratios. Ratios are not simply "structured numerics", particularly blood pressure measurements (e.g. "120/60") are not ratios. In many cases the REAL should be used instead of the RTO. 

	Physical Quantity
	PQ
	A dimensioned quantity expressing the result of measuring. 

	Monetary Amount
	MO
	An MO is a quantity expressing the amount of money in some currency. Currencies are the units in which monetary amounts are denominated in different economic regions. While the monetary amount is a single kind of quantity (money) the exchange rates between the different units are variable. This is the principle difference between PQ and MO, and the reason why currency units are not physical units. 

	Point in Time
	TS
	A quantity specifying a point on the axis of natural time. A point in time is most often represented as a calendar expression. 

	Set
	SET
	A value that contains other distinct values in no particular order. 

	Sequence
	LIST
	A value that contains other discrete (but not necessarily distinct) values in a defined sequence. 

	Bag
	BAG
	An unordered collection of values, where each value can be contained more than once in the collection. 

	Interval
	IVL
	A set of consecutive values of an ordered base data type. 

	History
	HIST
	A set of data values that have a valid-time property and thus conform to the HXIT type. The history information is not limited to the past; expected future values can also appear. 

	Uncertain Value - Probabilistic
	UVP
	A generic data type extension used to specify a probability expressing the information producer's belief that the given value holds. 

	Periodic Interval of Time
	PIVL
	An interval of time that recurs periodically. PIVL has two properties, phase and period. phase specifies the "interval prototype" that is repeated every .. 

	Event-Related Periodic Interval of Time
	EIVL
	Specifies a periodic interval of time where the recurrence is based on activities of daily living or other important events that are time-related but not fully determined by time. 

	General Timing Specification
	GTS
	A <dt-TS>, specifying the timing of events and actions and the cyclical validity-patterns that may exist for certain kinds of information, such as phone numbers (evening, daytime), addresses (so called "snowbirds," residing closer to the equator during winter and farther from the equator during summer) and office hours. 

	Parametric Probability Distribution
	PPD
	A generic data type extension specifying uncertainty of quantitative data using a distribution function and its parameters. Aside from the specific parameters of the distribution, a mean (expected value) and standard deviation is always given to help maintain a minimum layer of interoperability if receiving applications cannot deal with a certain probability distribution. 


Durwin and Jim made changes to the CDA R2 Rehab doc pg. 66 added LOINC 52415-7  to section 52268-LOINC where it previously stated LOINC TBD. 

Wednesday (Jan-20) Q1

Discussion of Out of Cycle Meeting
Several people have volunteered to host an out of cycle meeting at their facility.  Deb has suggested we could use conference rooms at her facility in Nashville.  Bertha has also suggested offices at Kaiser to hold the meeting in California.  This is a topic still up for discussion, but we are tabling this at this time.  

Continue to Review Booklets

Wednesday (Jan-20) Q2

Review the email David Feinberg sent to Jim and Keith Boone joins us to provide an update from the SDO.  
Keith Addresses the ASIG
This group has been working for more than 10 years to get Attachments part of US regulation.  Their work was done on time.  The specifications were ready shortly after CDA Release 1.0 became a standard more than 8 years ago, and they were updated again about 4 years ago to support CDA Release 2.0.  We've simply been waiting for the powers that be to finish the regulation required by the HIPAA laws.

It is because of the work of this group that we have the narrative structures and codes for more than 10 different kinds clinical documents already specified when HL7 and IHE began the work on CDA Release 2.0 Implementation guides 4 years ago.  Their efforts contribute the standardization of Discharge Summaries, Referrals, Consultations, History and Physicals, Laboratory Reports, ED Reports, Nursing Notes, Operative Notes, Procedure Notes, Progress Notes, and yes, even the CCD.  These have appeared or soon will appear in numerous implementation guides from HL7, IHE and ANSI/HITSP.

Even though the attachments regulation has never been finished, implementation guides that are compliant "computer-decision variants" (otherwise known as Level 3 documents) of the Laboratory claims attachment implementation guide are being exchanged today in at least three different states (one state-wide), and similar documents are being exchanged world wide!  The same is true for human decision variants (Level 1 and 2) for at least three different document types in the Clinical Reports guide.  The only thing holding Clinical Reports back from being "computer-decision variants" are differences between the attachment requirements for use of billing codes and minor structural variances from the CCD work that followed after those guides were done.

Continuing the spirit of recognition from yesterday, these are results to be very proud of.  I'd like to commend the committee on a job very well done.  In the ten years since your inception, you've very quietly and very much in the back group changed the healthcare landscape.  The tables in the AIS guides of LOINC codes for different document types are the very same tables that I and others used in HL7 and IHE in creating our very first (and second and third) implementation guides.

As it stands today, the most recent proposed regulation is two years old, and there is no known date when it will be final.  The Health Reform bill now in jeopardy has provisions in to bring this back in both the House and Senate versions (with different dates).  My hope is that some useful form of the Healthcare reform bill passes, and that it does set forth a reasonable deadline for the Claims Attachments regulation that many of us have been waiting for.

What I recommended to this group for a direction to move forward in was to revise the Clinical Reports Attachment Implementation Guide to:

1. Reference existing specifications from ANSI/HITSP, IHE and HL7, and as the basis for the reports that can be exchanged for either the Human Decision Variant (Level 1 and 2) or Computer Decision Variant (Level 3) 

2. Reference the templates in the CCD specification for use with the Computer Decision Variant 

3. Document how to add billing codes to the clinical content in a way that will allow existing documents used in clinical exchanges to be created so that they 

1. Can easily have billing codes added to them (using the translation code mechanism of CDA) 

2. Or can be easily produced in a way that they can be used both for clinical and administrative purposes.

However, to accomplish this goal, the Claims Attachment Workgroup will need the help of EHR Vendors.  The group is currently composed of mostly payers and a few providers, with little EHR vendor representation.  Given where we stand on Healthcare reform and proposed timing, the time to start on this project is now.  Attachments needs to take advantage of all of the work that is being done for meaningful use, and needs to have new guides ready for a new regulation should Healthcare reform pass.  Please consider sharing your time with this workgroup in HL7. 

I know we all have our heads wrapped around the impacts of the meaningful use NPRM and IFR, and the pending certification NPRM.  However, we also need to be looking forward to the future when meaningful use is real.  I'd very much like to see alignment of CDA implementation guides across both the administrative and clinical spectrum.  You may feel like it’s too soon to consider now, but I know that if we don't think about it, we'll certainly be scrambling to deal with it later.  I've been there and done that several times, and I'd rather not have a year like the last one where everything that needs to be done with standards is needed yesterday.

We also discussed issues outside of the scope of attachment content, but certainly of interest to this community.  Several people expressed interest in exploring how healthcare information exchanges could readily support the exchange of attachments between payers and providers instead of, or in addition to traditional models using X12N transactions.  There are a lot of ways this could be made to work, and it could very well bring together some very powerful synergies between payers, providers and patients.  

Wednesday (Jan-20) Q3 

Guest Speakers from the EHR Workgroup

EHR/PHR- ambassadors

Lenel James
Gora Datta – gora@cal2cal.com

What an EHR system will do. – Functional model

Current status
EHR - Legal record.  Episodic first, could be longitudinal

PHR - Not a legal record

Overview of model
· Functions describe the behavior of a system

· Security included

· Interoperability

· 117-125 functions

· Conformance criteria to determine if a function is meet

· Includes mandatory and option conformance criteria

· Each function includes a ID, type, name, description, see also, conformance criteria.  

Filtering capability

EHR- systems can conform to a profile.  Profiles are built from the EHR- functional model.

In the USA CCHIT certifies EHR- systems.  Other organizations may start certifying EHR systems.

· Models that are under development

· Emergency Department

· Child health

· Long term care

· Behavioral health

· Records MGMT

· Regulated – 

· Diabetes

· Vital records

· CIC diabetes data strategy

· Others

Diabetes Project

· EHR is the sponsor

· Clinical interoperability council – co-sponsor

· Patient care workgroup co-sponsor

· RCRIM- co-sponsor

· Interoperability workgroup co-sponsor

· Stakeholders EHR vendors

· EHR users

· Secondary data users

· Others
To develop a process to identify a core or common set of data elements I the center of overlap for a given domain.

Project Goals

· Develop a small set of data elements

· Collect data once

· Document lessons learned

· Set the stage for T1D (Type 1 diabetes) stakeholders

· There are related industry initiatives from many organizations

· Other data must be collected outside the EHR.

Next steps

· Update project deliverables

· Complete prototype

· Assess the process

· Summarize progress

· Project intent was worked on by HL7

· Data exchange using CDA and HL7 v3 messages 

Method and process used for diabetes may be extended for other models.  To be determined how that extension will be completed.  That is a work in progress.  Is the American Diabetes Association involved?  They think so, not at this time.
A Walk through of EHR was demonstrated by Lenel.

Additional discussion took place
LOINC code CDA R1 to CDA R2 

Is a new LOINC code under R2 needed?  No, but we (Regenstrief) might be out of sync of what we are referencing.  A data type switch may necessitate a new LOINC code.  Capability for data type override for LOINC may be available.  
Wednesday (Jan-20) Q4
Daniel Vreeman provided Jim with details about how to identify V2 and V3 data types via the detailed view.  We are not that off track but we will have to validate the data types on all of the documents. 

We need to ID a POC for each Guide and make this person responsible, with a team, to update the documents/guides and have them completed prior to the next session.  This means working via conf. calls, virtual meetings, etc…  There are a total of 6 guides, Med, Clinical, Lab, Modifier, Implementation, and Ambulance.

Need to verify references, Syntax, and make sure it’s referencing it form the point of view as if we were an implementer.  Open discussion on thoughts about this process.  

POC;s for each Guide are listed below:
Ambulance – Mary Lynn, 

Clinical Report – Tammy and Meledie, Lynn

Impl guide –Jim, Bertha, Mary Lynn

Medication – Larry, Mattie 

Modifiers – Robin Isgett, Bertha

Laboratory – Durwin, Craig

Rehab – Jim, Mindy

Continue to review documents and data types.  Completed Implementation Guide, Jim will go back and review to make sure they all make sense.  
Thursday (Jan-21) Q1

We are proceeding as if we are NOT meeting in Rio and work on an out of cycle meeting.  Open the floor for discussion on thought/comments on our Guest Q2 and Q3 with Keith Boone, and Lenel James. 

We want to make sure the PIUC Booklet is complete.  Jim will work with Mike to confirm. Maria Ward will look for the ASIG form already established and we can move forward from there.  

Continue discussion about the 275 Bin Implementation Issues.  We are not sure if the Clinical and Billing sides are talking to one another.  We have confirmed that Mary Kay is getting the data from the 275 transaction and parsing out that wrapper piece.  The templates are our reality.  Putting it as a reference under the CDA statement is what needs to be done.  We have seen our lab results, taking it out of the AIS booklet, but not actually calling it that.  Durwin’s major concern is having to make some decision, short term, sooner than later.
Clem McDonald joins us – Next generation of the workbooks and where we are headed in this workgroup.  SNOMED will be used for Labs, LOINC’s for diagnosis is primarily where the industry is going.  Jim wants’ to know where that impacts our guides?  DICOM is starting to send them codes for information.  There are some French, Portugal, Germany translations for LOINC codes.  In the lab are, they want to talk the entire request, generate the SNOMED codes.  

1.  Have you been abused and used?  With all the work on CDA, it isn’t easier to follow; it has to be simpler and easier to read.  People complain about v2 but it’s really the vocabulary that’s difficult.  The advantage for these things will take a while in this conservative world.  The CCD, CCR has its advantages and disadvantages.  The things that are sent that you want, needs to be made simpler as much as possible for claims attachments.  Try using spreadsheets, it’s easier.  Labs are going very well.  It’s going to take some time, so we are looking at about 5yrs.  ASIG challenges are content, non routine that are being shifted around.  Ex, Newborn records, all those docs have a place, but we need to find ways to send them.  Faxes are good, but they are not very well indexed and scanned.  But it’s not locatable quickly and people are constantly moving stuff around.   

2. 2nd request response cycle – implied in CCR is the physician would get the drug dispenses, and there is no way to go through all that.  If the reports are not well coded, then we will have to ask for all reports.  You still need to look at the request response process and get it down to a science.   Not sure how people are doing it, but we need to figure it out to make this work for us.   There is still the workflow issue, and the only thing that works is when patient check in the ER/ADT records, we they send prescriptions records and they are able to filter what they need out and it takes about 20sec.  The request system is what does not work.  The message machines work, but it’s tougher to pull as well.  This affects attachments and others as well.  There is no labor left in primary care.  Think about pushing back sometime; don’t try to take on every and all requests.  

Thursday (Jan-21) Q2
Out of Cycle Meeting Discussion

· Jim will send options to the list serv on dates for an out of cycle meeting.  He will provide 3 options to choose from for this OOC meeting.  
· Complete Agenda for next meeting, TBD.  

Mattie Brown provided a demonstration on how to access the Project Insight Project Management Tool.  

Adjournment

MOTION Marguerite Galloway moved to adjourn the WGM meeting. Mindy Deluca seconded.  Discussion: none.  VOTE  10-0-0.  MOTION CARRIED. 

Meeting Adjourned

MEETING SUMMARY
TBD Meeting agenda items / conference call discussions / parking lot issues
· Review Booklets in groups.  Primary POC’s and teams identified for each booklet
· Identify formal process to request LOINC Code or Data Type changes with Regenstrief
· Utilizing the Project Insight Project Management Tools available for our use
· Prepare for the Final Rule when the decision is made and be ready to move forward.  

·  Mary Kay (Arizona Medicaid) is using the PIUC based on the human decision variant. Confirm the PIUC booklet is final
· Ensure the 3 year plan identified is on track and accurate
· Reach out for an XML expert to assist with our documents

· Collaborate with EHR  Vendors for assistance to continue with our ASIG efforts
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