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Quarter 1

Agenda Topics
1. Administrative Items
2. Updates: WEDI, S&I, NCVHS, etc.
3. Determine firm project timeline, including Ballot considerations
4. Discuss Status of unpublished Guides (Projects)
5. Update 3 year plan


Supporting Documents 
· Open Issues Presentation (also posted on AWG page)

  
· Gap Analysis Templates
·  Agenda

Minutes/Conclusions Reached:
1. Administrative Items: 
· Introductions were made
· The agenda was reviewed 
· Tasks for  this week is to complete the gap analysis (details in the presentation above)
· Complete the gap analysis for the remaining attachment types.  This analysis will help us determine if the CCDA will meet our needs or if we will have to develop separate guides.
· Evaluate if the identified gaps are still needed by the industry.  
· Industry outreach will be helpful
· There was discussion about creating a survey and presenting it at the WEDI winter forum.  The survey would be distributed to the industry for input as to what the industry sees as priorities for attachments. This survey would be for current content, not adding new content.
· Medicaids have specific requirements.  Separate outreach may be needed for this.
· Is discreet element level still needed?
· The original attachments work was done with the idea that requests and responses would be done at the element level.  The CCDA is done at the document level.
· Document level seems to work for most entities.  CMS has a need to be able to transact at the element level.  Mary Lynn will follow up with her contact to determine what the need is and how it can be met.
· 
· Identify other attachment types that are not in the CCDA
· Review the Regenstrief HIPAA LOINC codes
· Review the solicited model at the document level
· An informal poll was taken to determine Vancouver attendance.  It appears a good number of workgroup members will be able to attend.
2. Updates: WEDI, S&I, NCVHS, etc.
· NCVHS
· Hearings held last year on Attachments were very productive.
· There was a  consistent message that there is a need for standardizing attachments
· Testimony was presented about the use of HL7 CDA,  277 request, and the 275 wrapper.
· NCVHS is preparing a summary letter/report to secretary about the  hearing and indentifying key messages and the importance of standards . This should be  out next month or  so.
· Next hearing is not yet scheduled, The hope is to hold it by end of this year or early 2013 – depends on timing of development.  
· Hope to have standard(s) to recommend
· Hope to have operating rules recommendation
· Rulemaking starts 2013
· Operating Rules – HHS will convene a summit of key players (within next month) for Operating Rules to discuss how to proceed.  The belief is that it is not efficient to determine operating rules one by one for each transaction.  They are looking at a streamlined process for all remaining transactions to be done by end of this year.  
· CMS is scheduled to publish final attachments regulation in 2014.    Not sure if it will be an NPMR or IFR because the 2005 NPRM was withdrawn
· Discussion:  the schedule is tight.  We have 2 ballot cycles to stay on schedule.  We have to come out of September with an affirmative ballot. Can re-ballot in January if needed based on comments.  NCVHS can work with an affirmative ballot w/comments.
· WEDI
· At the Fall WEDI Forum there were 3 sessions on attach:  One was a basic overview with X12 and HL7 interaction, the other two were interactive to address questions form NCVHS hearings
· Don Bechtel testified on behalf of WEDI at NCVHS
· There will be a winter forum in February with an all day session for attachments.  The sessions will address business needs, show examples, review solicited vs unsolicited attachments, prepay/post pay, EsMD project, HL7 and the new consolidated approach.  The last session will be how to reach out to everyone impacted and determine if it  is implementable.
· Work is underway for the May conference.
· It was suggested to use the May conference time going over HL7 so that they become familiar. 
· The WEDI Board meeting is next week.  John Quinn is attending for HL7.  He can take our request for a PAG to the board.
· S&I Framework – EsMD Project
· They are making progress
· The first phase focuses on using NHIN as transport to send data from providers to CMS.  No work has been done on the request.  They have also focused on security and creating a profile for the 275 through NHIN
· Phase 2 will include work on request
3. Determine firm project timeline, including Ballot considerations
· The goal is to have the attachment guides balloted in September
· Timeline
· By the end of this meeting
· Need a list of data elements that are not in the CCDA template
· Consensus on the solicited  request  at the document level
· Define the structure of the LOINC database for unstructured docs
· By March
· Need a list of required attachments/documents to determine next steps
· Need feedback from organizations  as to attachment needs
· Need feedback from other organizations for priority of attachment types
· By June – need to be writing requirements
· By September – prepare ballot
· After September ballot – review comments, then determine if we need to re-ballot in January.
· Keeping to this timeline is important to meeting the operating rules schedule
4. Discuss Status of unpublished Guides (Projects)
· We have to determine what to do with unpublished guides.  Do we delete them or publish as is?
· There was much discussion as to how to handle the unpublished guides.  
· The thought was originally to publish them as a backup plan in case we could not complete the current CCDA work.  This could be a problem as the guides are not quite finished and additional work would be needed to get them ready for publication.  It was decided that the workgroup did not have time to do this work and if the guides were to be published, HL7 would have to provide the resources to complete them.
· It was noted that if the project/guide is withdrawn, it is archived and can be retrieved if necessary
· A motion was made to go to HL7 with a request for resources if we must publish the document.  After much discussion about the reality of HL7 doing the work, the motion was withdrawn.
· It was determined that  we can request a variance from  the technical  committee f to remove the guide publication from our metrics
5. Update 3 year plans
· Not discussed

Quarter 2

Agenda Topics
1. Review Gaps to be done, determine priorities
2. Discuss "Entry Level Requests" 
3. Coordinate with Regenstrief (continued 1/18/12 Q4, all captured here)
(What to do about entry level stuff on the database?   i.e., deprecate or leave as is.   Also, static vs dynamic (lab/medication) status of LOINC’s)
4. Discussion on unstructured, vs 275 with IA
5. Review SDWG joint content (moved to Q3)

Supporting Documents  
· Gap Analysis Templates


Minutes/Conclusions Reached:
1. Review Gaps to be done, determine priorities
· Not discussed
2. Discuss "Entry Level Requests" 
· The only entry level requirement we are aware of is CMS.  However, we are not sure of the exact need.  Mary Lynn is following up on this.
· The current model is at entry level however we have abandoned the plan to ask at this level going forward.  The request will be at the document level and the payer will have to extract the information needed.
· The unsolicited is strictly at the document level
· We need consensus:  if we adopt the CCDA guide, can we as payers accept requesting/receiving attachments at the document level?
· It has to be made clear that the request is not the whole medical record, but a specific  part (like op notes) constrained by time frame, etc
· Concern was voiced about Minimum Necessary - if we ask for discharge notes and get discharge notes, min necessary requirement is met.   Minimum necessary is from the provider’s view.  
·  CMS says they need to be able to ask for specific data elements.  If this is the case, we can’t use CCDA the question was asked if EHR systems robust enough to return what CMS wants.
· It was noted that the industry does not have a common understanding of definitions of attachment types/core elements.  We may have to identify core elements so that they are consistent
· In CCDA every field is optional. Only the piece of data requested could be returned, but EHR systems are probably not ready for this.  
· We could  also look  at requesting a specific element and suggesting where it may be found (op notes, etc)
3. Coordinate with Regenstrief (Daniel Vreeman) 
(What to do about entry level stuff on the database?   i.e., deprecate or leave as is.   Also, static vs dynamic (lab/medication) status of LOINC’s)
· Using the Regenstrief database for HIPAA LOINC codes as  external code set solves the issue of creating new versions when new attachment types are  added.  
· A 3 level concept was presented:
· 1. Entry level(PIUC like- using unstructured piece of CDA), unstructured, not mandated, mutually agreed TPS
· 2 mid tier, unstructured, mandated by HIPAA, minimum data set content as determined by requesting stakeholder and industry outreach.  Would use CDA unstructured section for this
· 3 Advanced level, structured, mandated by HIPAA, minimum data set defined by requesting stakeholder and industry outreach
· Instead of creating new guides (previous model) when codes are added, we can use the  unstructured document  and have it available  within 6 months of need expressed (based on Regenstrief update cycle)
· A request was made to add effective and cancel dates to the codes in the database to support this
· It was suggested that a spreadsheet of attachment types currently maintained by us and on our website be turned over to Regenstrief to be maintained as an external code set. This firms up the process and identifies what is needed in the structured content
· The implementation guide will include the process for requesting new attachment types
· Dan asked how conformance to the 3 levels would be tested.  No answer currently.  
· The key is the HIPAA mandate. Codes recognized as part of the mandate would have to used.  An entity cannot use codes not approved by the AWG and in the database.
·  Walter envisions both #2 and #3 as being part of the mandate.  #1 is voluntary but not governed by AWG or NCVHS.  It covers attachment types not named under HIPAA. The mandate has to specify codes in the HIPAA panel, not all LOINC codes.
· OESS has final approval over adding attachment types to the HIPAA panel
· After analysis, there may be reduction in the number of HIPAA codes
· There are unique codes for each element within each type of rehab.  240 codes for core elements (24 core x 10 types).  This was done because of the original plan to request at the data element level in order to identify which therapy. Does it make sense to reassign a unique code for each discipline?
· Need to resolve using the word ‘attachment’ in the code description.  Should be more clinical in nature
· The goal is to have the Regenstrief database as the master list with a subset of HIPAA LOINCs for attachments to use as an external code sets.  The HIPAA codes do have an indicator.  
· In the past, anything could be used for clinical reports, which left a gray area.  Now we are being more precise.  Only the codes advanced through this workgroup can be used in the HIPAA code set
· Using this database is a way to assist the industry in avoiding delayed use of new clinical codes, etc.  since it is updated twice a year (June and December)
· Updating of codes is the duty of this workgroup and there is a process for adding new attachment type codes
· Debbi asked about oversight committee and noted that we need to have representation on the committee – Jim noted that this was addressed and is being looked at. John Q said there is something similar in the Terminology WG
· Additional flagging may be needed since everything comes in as unstructured initially.  We could add value/flag to the code indicating that it can only be used for unstructured attachments until a structured template is developed.   Then it could be used for structured and unstructured attachments.  There will be no mandate to use the structured template when it is available, can always use the unstructured.
· It was suggested we make a recommendation for Operating Rules as to how LOINC codes should be viewed – medical code set or not.  John Quinn suggested talking to Dan about tracking code effective date.  
· The work flow is a two way communication between the  workgroup, Regenstrief, OESS, and other stakeholders
4. Discussion on unstructured, vs 275 with IA.
· Not discussed
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Agenda Topics
1. Discuss gap work, present overview of each then split into WG Sub-Groups (moved to Q4)
2. Establish Recon Teams for Gap Analysis (moved to Q4)

Supporting Documents  
· Gap Analysis Templates

Minutes/Conclusions Reached:

Quarter 4

Agenda Topics
1. Gap Analysis Continued
2. Discuss gap work, present overview of each then split into WG Sub-Groups (from Q3))
3. Establish Recon Teams for Gap Analysis (from Q3)
4. Review SDWG joint content (from Q2)

Supporting Documents  
· Gap Analysis Templates

Minutes/Conclusions Reached:
1. Gap Analysis Continued
· Not discussed
2. Discuss gap work, present overview of each then split into WG Sub-Groups
· Durwin reviewed the gap analysis templates that are posted as referenced in Q1
· The AWG broke up into subgroups to perform gap analysis on each attachment type
3.  Establish Recon Teams for Gap Analysis
· Teams of two were established for each template
4. Review SDWG joint content
· SDWG Discussion items (joint session not held at this meeting).  These will be discussed at a future date
· General overview  of how we expect attach integrate with CCDA
· Determine AWG use of CCDA vs creating their own guide.  
· How to leverage and/or stay informed about the work that SDWG and/or other WGs have done?
· Vetting process for new attachment types to determine which guide it belongs in, including WGs beyond SDWG
· Use of external LOINC code set
· Discuss the use of LOINC modifiers
· If Gap analysis reveals content in SDWG is inconsistent with AWG needs, what to do?
· What is the source of data (EHR system, ambulance run sheets, etc)
· We will need an oversight committee or liaisons to ensure SDWG and AWG are aware of each other’s work to report back to their own group. 




	HL7 Attachments WG Meeting Minutes
Location: San Antonio, TX
	Date: 1/17/12
Time:9:00 – 5:00

	Facilitator
	 Durwin Day, Jim McKinley
	Note taker(s)
	Penny Probst

	

	Quorum Requirements Met:  Yes 
 



	First Name
	Last Name
	Affiliation

	William
	Alfano
	BCBSA

	Bertha
	Ambriz-Crespin
	Kaiser Permanente

	Laurie
	Burckhardt
	WPS

	Mary Lynn
	Bushman
	National Government Services

	Lynn 
	Chapple
	Ingenix (UHG)

	Lloyd
	Chumbley
	ACORD

	Jennifer
	Collins
	VIPS, INC

	Durwin
	Day
	HCSC  ***co-chair***

	Craig
	Gabron
	PGBA ***co-chair***

	Robin
	Isgett
	BCBS of SC

	Matt 
	Klischer
	CMS

	Mary Kay
	McDaniel
	Cognosante

	Jim 
	McKinley
	BCBS-AL ***co-chair***

	Debbi
	Meisner
	Emdeon Business Services

	Meledie
	Meyer
	WPS Insurance Group

	Penny
	Probst
	Highmark, Inc

	Rita
	Scichilone
	AHIMA

	Larry
	Shorey
	BCBS of SC

	Sue
	Thompson
	NCPDP

	Serafina
	Versaggi
	Eversolve

	Daniel
	Vreeman
	Regenstrief Institute, Inc



Quarter 1

Agenda Topics
1. Joint with SDWG
2. Examine the CCDA and isolate/remove references to existing AIS’s. (moved to 1/19/12 Q3) 
Determine firm project timeline, including Ballot considerations
3. Discussion/decision on split between CCDA and New AIS (clinical or administrative in nature)

Supporting Documents - none


Minutes/Conclusions Reached:
1. Joint with SDWG
· This meeting was not held in SDWG room. A few members of SDWG attended our session to address questions/concerns
· Durwin brought the SDWG group up to speed on what we’re doing
· Discreet data elements:  the suggestion was made that soliciting discreet elements can be addressed in a supplemental document so that the CCDA can still be used
· The codes are created at high level then the procedure is specified at the header level
· Diagnostic Imaging SIG (IISIG) has created an implementation guide (diagnostic imaging report) that we could use as reference.  It may be too general for us.  
· Decision:  Need to have a 3 way conversation between SDWG, AWG and IISIG)
· SDWG requested a list of what we need and can’t find.  
· AWG and SDWG worked through the diagnostic imaging as example of our analysis work.  In this example ordering practitioner name would be a generic participation.  CCDA does define some roles.  In this case we would have to use generic participant in the header and indicate ordering.  
· As the gaps are identified, some things will be new sections and will have to be modeled.  Some will be entries that we have to find section for.
· It was noted that after all gaps are identified, industry outreach has to be done to determine if the information is still needed before decisions can be made on how to move forward.
· SDWG made the recommendation for going forward we may want to go to other WGs for their work/IG that may include the data needed. 
· SDWG discussed versioning of CCDA. They recognize that vendors can’t keep up with less than a 12 month cycle.  We have to keep that in mind for change requests. After late 2012, they will most likely go to annual updates.  
· While there will be a way to point to a discreet element within a section, data exchange at element level gets complicated.
· The original goal was to use xpath to request at element level.
· The group discussed the original expectation vs reality and the unrealistic expectation of EHR system capabilities.
· The vision is to add document types as they go so systems should be ready.
· The question was raised about the use of LOINC HIPAA codes database and referencing an external code set in CCDA. Conceptually, this can be done.  
· We may have to look at phased approach to get where we need to be. 
2. Examine the CCDA and isolate/remove references to existing AIS’s.
Determine firm project timeline, including Ballot considerations
· This was done on 1/19/12 Q3 as part of Gap Analysis
3. Discussion/decision on split between CCDA and New AIS (clinical or administrative in nature)
· The easiest way would be to use only the CCDA, but it is unlikely that this will meet all of the attachment needs.
· Depending on the scope, an implementation guide for attachments, in addition to the CCDA, may be needed.
· The results of the gap analysis will drive the publication decision
· Implementation Guide
· Should include direction for solicited vs unsolicited attachments
· May include transport information
· Use caution to not cross the line into operating rules
· We should develop a list of operating rules regardless of whether they are included in our implementation guide or the operating rules
4. General Meeting Follow-up
· It was noted that Steering is cracking down on workgroup activity and ensuring all deliverables are completed on time.
· Durwin noted the lack of technical resources across HL7

Quarter 2

Agenda Topics
1. Host EsMD Presentation with Gary and Michelle
2. GAP Analysis (Continued) 

Supporting Documents  
· EsMD presentation 


· Gap Analysis Templates


Minutes/Conclusions Reached:
1. Host EsMD Presentation with Michelle Dougherty
· This presentation was given at the EsMD face to face kickoff and is listed above in supporting documents.
· They are currently focusing on data integrity issues and attributes important to payers
· RM-ES WG is the Records Management and Evidentiary Support subgroup of EHR WG
· RM-ES Standard is a functional profile derived from the HL7 EHR-S FM Release 2
· The next release will go to ballot in May
· There is multiple interest in the ballot cycle ( a 5 way battle, so to speak)
· WG Meetings are Monday noon ET and the Wiki is under the EHR WIki
· Reviewed purpose of EHR-S RM-ES Profile Standard  (details on slide)
· Priority Areas:  user authentication, info attestation and authorship, amendment, correction, alteration process, record lifecycle mgmt, minimum metadata set and retention, health record output
· User authentication and authorship are big issues for EsMD because the are  using NHIN instead of EDI transport
· High Priority Areas
· User Authentication -  Authenticate EHR-S user
· Most common authentication is username/password
· It is critical to monitor activity, access
· There is a question as to adequacy of username/password. It is believed that the industry will migrate to more trustworthy authentication
· Information Attestation – signing content by an author
· Who is considered an author?
· Technology for signing
· Systems have to have mechanism for attestation
· Decisions about info is dependent on who signed (doctor, nurse, etc)
· Roles of multiple authors is complex – transcriber is not attesting to content, for ex.  Doctor  attests to content
· Authentication vs Attestation
· Some systems consider when you sign on, you are attesting.  Very weak process.  Signature/attestation process should be separate.
· Purpose of signature is to denote intent to sign, identity and integrity of content.
· A lot of challenges in determining good signature process
· There has been a lot of discussion about best plan for signature process
· Integrity of Content 
· Should be versioning or at least a link to original entry.
· Some systems overwrite the original with no indication that it was changed
· Minimum Metadata – 
· Describes how content was created, modified, etc
· Necessary to proof authentication/integration of records
· Systems capture audit data in a variety of ways for a variety of reasons
· They are trying to identify a minimum set of metadata
· They are still in the beginning stages of reviewing metadata
· There are audit trigger events that create metadata that will be looked at for future development
· ‘External’ is defined with this group as outside of your organization. They haven’t tackled the sharing of information between systems within an organization.  In addition, they recognize that there are many organizational models and thus organizations can decide what they consider internal/external.
· ONC identified a minimum set of metadata as date and time stamp, author, view and amend/change record
· Health Record Output has been a challenge
· ICCDA has limitations in that it allows for only single legal authentication at header level (used example of meds – each person who administered is legal author)
· CCDA doesn’t contain provenance data from the original source
· Some access limitations, confidentiality status issues
· New EsMD Project Scope Statement
· S&I newsletter is available and can sign up
· S& I Authorship WG is scheduled to kick off March
· S&I WGs have resources gathering data from multiple entities therefore it is an opportunity for our groups to utilize this for some of our consolidation effort.
· RM-ES goal is to provide evidencing process for authentication/attestation, not to tell organizations how to do their business.
2. GAP Analysis (Continued)
· Not discussed
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Agenda Topics
1. Guest - David Parker, MD (Chief Medical Officer, Evolvent Technologies Inc.) with lessons learned from DoD Implementation of HITSP C32 and addressed in S&I Consolidated CDA 
2. GAP Analysis (Continued)

Supporting Documents  
· Gap Analysis Templates

Minutes/Conclusions Reached:
1. Guest - David Parker, MD (Chief Medical Officer, Evolvent Technologies Inc.) with lessons learned from DoD Implementation of HITSP C32 and addressed in S&I Consolidated CDA 
· Virtual lifetime electronic medical record project(VLER) is the DoD/VA implementation of NHINC standards
· The Focus was on interoperability using HITSP C32. The use case is point of care exchange
· Challenges for interoperability  was the prompter for the consolidation effort
· Most organizations s have taken HITSP C32 and displayed narrative blocks.  VLER differs in that they ignored the narrative, they only parsed blocks of structured data.    The first attempt was not very successful.  About 60 % fields displayed empty.  Findings:
· This was not driven by certified EHRs. It was developed using either VA or DoD EHRs or by HIE developing interfaces.  
· Discovered that some entities didn’t follow the standard, which is difficult to use (points to other docs, etc).  CCDA helps in this as everything is in one place.
· Most problems were how to deal with textural representation of data.  
· DoD created a business rule hierarchy for use of original text, then display name then code
· Most interoperability issues went away after the above issues were addressed
· Handling conflicts with HITSP was a challenge as HITSP no longer exists.
· There are challenges in using the NIST Validator as a lot of people don’t know how to use it.   Also, you can get zero errors and still not be interoperably compliant.  There are usability issues with the validator depending on how it is run.
· The CCDA project solves multiple document issues
· Most of the above challenges have been directly incorporated
· Still outstanding – how to deal with comments that are needed in addition to codes.  The answer is to add a comment template.  This just isn’t addressed directly in each template.
· It is to be noted that this project works in the very controlled environment of the DoD/VA and will not work if released to the industry.  It was also noted that the DoD EHR system is centralized while the VA system is localized.
· SSA has a use case and is interested in getting on NHIN and getting the same information to auto adjudicate disability claims.  They started with C32 as well. 
· VLER has been adding unstructured docs to accommodate this
· HITSP C62 (unstructured document) added
· The challenges have not been with content/payload
· The real challenge is at the request/response level and metadata assoc with it
· Using NHIN to exchange standards
· There are required query parameters: patient id, document  class (LOINC), and optional parameters: format, date range, practice setting (LOINC)
· The ran into issues with document class code – HITSP identified a subset of ‘class code’ at a high level (discharge summary, for example)
· LOINC document codes are a challenge because there are many and they are at various levels.  Most systems don’t go to a level of specificity
· C80 class codes are a major problem that needs to be resolved because the requestor can’t know how responder codes a specific document.
· They took a one to many approach to requests based on overlap, etc
· Selecting the correct level of granularity for LOINC codes is a challenge.  Who owns this problem? LOINC?  SDWG? NHIN?  IHE? Standardization is needed.
· A concern was voiced that needed structured content may not be included in unstructured documents.  It was noted that we have to offer guidance on what is expected.
5. GAP Analysis (Continued)
· The group discussed some issues that were encountered as gap analysis was being done
· Because we are not clinicians, it is hard to determine if the AIS and CCDA are actually the same, just using different terminology
· Rehab seems to have the biggest gaps.  There does not seem to be an equivalent to the Plan of Treatment in the CCDA
· It was noted that for the purposes of gap analysis, if there is not an exact match, mark it is a gap to be reviewed.
· A question will be posed to the modelers as to whether there should be a document template or a section template for rehab
· The subgroups continued gap analysis work on their individual templates

Quarter 4

Agenda Topics
1. Gap Analysis Continued


Supporting Documents 
· Gap Analysis Templates

Minutes/Conclusions Reached:
1. Gap Analysis Continued
· The subgroups continued gap analysis work on their individual templates
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Quarter 1

Agenda Topics
1. GAP Analysis (Continued)


Supporting Documents  
· Gap Analysis Templates

Minutes/Conclusions Reached:
1. GAP Analysis (Continued)
· Subgroups broke up to continue work on Gap Analysis


Quarter 2

Agenda Topics
1. Discussion about AWG and Operating Rules (moved to 1/19/12, Q3)
2. GAP Analysis (Continued) 
3. Additional Discussion – concerns about CCDA for Payers

Supporting Documents - none

Minutes/Conclusions Reached:
1. Discussion about AWG and Operating Rules
· Moved to 1/19/12, Q3 
2. GAP Analysis (Continued)
· Not discussed
3. Additional Discussion – concerns about CCDA for Payers
· Concern was voiced that payer organizations do not have developers with the expertise to use the CCDA as it stands. It is not a straight forward document like the X12 guides.  The links to needed information have the reader bouncing all over the document and it is easy to lose where you were.
· It was noted that it can be rendered to an xml browser for ease of use for coders.  It was then noted that it is not only developers who need to be able to use the document, but customer service, QA etc will have to use it as well. Even if developers understand the xml, business analyst cannot write requirements if they can’t understand the document.
· It is a major culture shock for the payer community
· It was suggested that an output document may make things clearer.  CCD/CDA schemas are available.
· The question was raised about HL7 creating payer-specific training.


Quarter 3

	FIRST NAME
	LAST NAME
	COMPANY

	William
	Alfano
	BCBSA

	Bertha
	Ambriz-Crespin
	Kaiser Permanente

	Laurie
	Burckhardt
	WPS

	Mary Lynn
	Bushman
	National Government Services

	Lynn 
	Chapple
	Ingenix (UHG)

	Jennifer
	Collins
	VIPS, INC

	Durwin
	Day
	HCSC  ***co-chair***

	Craig
	Gabron
	PGBA ***co-chair***

	Robin
	Isgett
	BCBS of SC

	Matt 
	Klischer
	CMS

	Clem
	McDonald
	Nat'L Library Of Medicine

	Jim 
	McKinley
	BCBS-AL ***co-chair***

	Debbi
	Meisner
	Emdeon Business Services

	Meledie
	Meyer
	WPS Insurance Group

	Penny
	Probst
	Highmark, Inc

	Rita
	Scichilone
	AHIMA

	Larry
	Shorey
	BCBS of SC

	Walter
	Suarez
	Kaiser Permanente

	Sue
	Thompson
	NCPDP



Agenda Topics
1. GAP Analysis (Continued)
2. Additional Discussion

Supporting Documents - none

Minutes/Conclusions Reached:
1. GAP Analysis (Continued)
· Not discussed
2.  Additional Discussion – LOINC codes with Clem McDonald
·  If we could use the title of a report as a code,  it would be great
· Clem was not really sure why we would want to break down requests to the element level. From a clinical standpoint it doesn’t make sense.  Durwin explained the original thinking 13 yrs ago.
· The only real need expressed for the ability to request at the element level came from CMS 
· The only discreet level data requested should be data that is not in a report.
· The question was raised as to why there are unique LOINCs for core rehab elements and can we use one and for each and link it to the document.  Clem responded that we can do t his.
· Clem agreed that there will still most likely be a need for us to add some of our requirements to CCDA.
· A question was raised as to how third party holders of reports would be contacted for attachments.  Example:  A surgeon sends a surgery claims that requires X-rays that were done by a diagnostic lab.  How do we request those x-rays?  The discussion basically resulted in the thought that the surgeon would most likely have the x-rays.

Quarter 4

Agenda Topics
1. Gap Analysis (Continued)
2. Continued LOINC discussion from 1/16/12, Q2

Supporting Documents - none

Minutes/Conclusions Reached:
1. Gap Analysis (Continued)
· Not discussed
2.  Continued LOINC discussion from 1/16/12, Q2
· All notes are included in 1/16/12 Q2 discussion
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	BCBS-AL ***co-chair***
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	WPS Insurance Group
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	Highmark, Inc
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	AHIMA
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	BCBS of SC
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	Sue
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Quarter 1

Agenda Topics
1. Gap Analysis (Continued)

Supporting Documents  
· Gap Analysis Status



Minutes/Conclusions Reached:
1. Gap Analysis (Continued) – Results Review
· See above reference document for further details
· Clinical reports 
· OB Ultrasound and Cardio Echo study are in CCDATG but EKG and X-rays are at document level
· There are 8 different Xrays that all have the same content.  These may be examples and the list may be dynamic.  If the LOINC is at the document level for X-rays then the section level for type, the content would be same.  We will ask to have this added
· This could become a dynamic list (external code list – LOINC HIPAA panel), which appears to be necessary as these 8 seem to be arbitrary and outdated.
· Result - This attachment type is in good shape overall
· Labs (currently dynamic)
· Frieda Hall has agreed to review this as part of the S&I F L&I initiative.  She is going to verify our 17 types are included in the S&I list of 200 labs.  We will confirm that she is aware that labs found within the LOINC database are to be considered
· Result – have to see if SDWG will allow this to be dynamic
· Medications
· The Medication Section of CCDA may take care of the Current section of the AIS
· CCDA uses OID, the AIS uses LOINC
· Overall it appears that the data is basically there 
· Vocabulary and value set appear to be more current than and/or at least as appropriate as our AIS. This was noted as a gap.
· Result: Open questions for SDWG for Current section
· Ambulance
· It was suggested that, since much of the ambulance information is in the X12 837, we work with X12 837 to add anything missing instead of using an attachment.  We could use the EMS Run Report Template for future if a structured document is determined to be necessary.
· This only impacts ambulance providers, which makes it easier to use only the 837 CRC segment
· Action Item: Laurie Burckhardt will take the request  to X12 WG2 on our behalf

Quarter 2

Agenda Topics
1. Additional Discussion:  Periodontal Attachment – Pat Van Dyke
2. Gap Analysis (Continued)

Supporting Documents  
· See Q1
Minutes/Conclusions Reached:
1. Periodontal Attachment – Pat Van Dyke
· There was a joint ADA and HL7 meeting to discuss this attachment.  ADA accepted it.
· They do have notes in latest version as to what needs to finish it.
· There is a request to move the document to a template to promote its use 
· It was suggested that, since this is out of the scope of our project, that they may want to publish the current version then move it to an attachment template.  A separate project will have to be created.    
· Pat is going to ADA Informatics meeting in February and would like to report back on progress of this.
· Pat requested a list of the steps to be completed to move this forward. Steps:  Perform gap analysis first. AWG does not have a resource to do this.  We can commit to the project, but need to determine timeframe. It was suggested to be no earlier than Jan 2013, after we have our attachment templates complete, unless other resources are made available. If it is needed sooner, the current document would have to be finished  to be used as base for review.
2. Gap Analysis (Continued) – Results Review
· Rehab
· Most information under the disciplines is related to treatment plans 
· Question if treatment plan is the same as plan of care?   
· Action Item:  Ask SDWG their intent. 
· There is still an issue of where to enter treatment date span
· Clinical information is pretty much in the CCDA
· Results:  Have to ask questions to SDWG about dates, treatment plan, etc
· It appears that there really aren’t a lot of gaps in the clinical information   What if anything do we need to take back to our organizations for needs analysis?
· Action Item:  Craig Gabron/Laurie Darst discuss/present outreach for attachment types at the WEDI Forum in February. Create a survey that can be sent to HL7, WEDI and X12 membership.
· Survey:  1)What do we no longer need and 2) what additional information do we need (advance to AWG for future review)

Quarter 3

	FIRST NAME
	LAST NAME
	COMPANY

	Laurie
	Burckhardt
	WPS

	Mary Lynn
	Bushman
	National Government Services

	Jennifer
	Collins
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	Craig
	Gabron
	PGBA ***co-chair***

	Robin
	Isgett
	BCBS of SC

	Matt 
	Klischer
	CMS

	Jim 
	McKinley
	BCBS-AL ***co-chair***

	Debbi
	Meisner
	Emdeon Business Services

	Meledie
	Meyer
	WPS Insurance Group

	Penny
	Probst
	Highmark, Inc

	Larry
	Shorey
	BCBS of SC

	Sue
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Agenda Topics
1. Gap Analysis (Continued).
2. Revisit and resolve status of unpublished Guides (Projects)
3. Discussion about AWG and Operating Rules ( from 1/18/12, Q2)

Supporting Documents - none

Minutes/Conclusions Reached:
1. Gap Analysis (Continued)
· Major gap – Attachment control # is needed for Claims Attachments.  Need to determine where it can be housed.
· Review of CCDA  Content/References
· Section 1.1 – add ACA Attachment mandate
· Section 1.2 – add AISs to harmonized guides
· Section 1.8.3 – ensure conformance statements adhere to our needs.  Need to be sure shall/shall not works for us.  May/need not – how this impacts us.  This needs to be addressed as an education opportunity. We have to keep in mind what is needed for processing.
· Section 2.2.6 – information recipient needs to include something about health plan
· Section 2.8 – Rendering Header is too focused on EMR instead of attachments
· Section 3.3.1.4 – same as 2.2.6 but at the document level.  It may be okay at this level
· Appendix I – this text is taken from specific guide. It may be invalid.  We may want to review the entire appendix.
· Appendix I – Reference Documents: Should the X12 reference be here (and change to ASC X12 if needed)?
· Appendix I – the references in the last paragraph need to be reviewed
· Appendix J – referencing AIS guide
2. Revisit and resolve status of unpublished Guides (Projects)
· Can request a variance from the technical committee to remove the guide publication from our metrics
3.  Discussion about AWG and Operating Rules
· The Operating Rules cannot force the use of electronic attachments
· Ideas for Operating Rules Content:
· Guidance on solicited attachments
· Guidance for unsolicited attachments
· Guidance on transport
· Definitions about metadata requirements
· Payload file size
· Acknowledgements, error  reporting
· number of attachment requests per claim
· Requirements for ‘optional’ i.e. provider doesn’t have the data vs the provider chooses not to send
· The scope of the rules will be developed this year. 
· A decision has to be made as to what goes in the Implementation Guide and what goes in the Operating Rules. 

Quarter 4

Agenda Topics
1. Admin planning
2. Deliverable - Develop Implementation Guide Criteria (with/without instructional guide)
3. Parking Lot Items/Remaining Work
4. Adjournment

Supporting Documents - none

Minutes/Conclusions Reached:
1. Admin planning
· It was determined that there would not be a need for a March Out of Cycle Meeting.  
· We may look at an Out of Cycle Meeting between May and September to work on the writing of the guides.
· The Thursday project calls will be suspended as they conflict with the SDWG calls. The AWG chair swill try to notify AWG members of SDWG agenda items that may be of interest
· We will use our bi-weekly calls to complete follow-up items from this meeting.  Reminder that this call is scheduled for 1.5 hours.
2. Deliverable - Develop Implementation Guide Criteria (with/without instructional guide)
· Implementation criteria will depend on the outcome of our gap analysis discussions with SDWG and the criteria for Operating Rules
3. Parking Lot Items/Remaining Work
· Initial review of the CCDATG
· Identify content that doesn’t make sense for AWG
· We may have to insert alternative language for our attachments
· Need operating rules discussion – we need to better understand our role in this.  
· Vote on OOC March – decided to postpone this and revisit for the May through September timeframe
· Vote on Request/response
· AIS  WG vote
· New project conf call time or is bi weekly call enough – decided to work with bi-weekly calls for now.
· Develop new process for new attachment types – refine it
· Draft general information to be included in Implementation Guide
· Naming our guide – our Implementation Guide, our own version of CCDATG
· Send guides to Clem
4. Adjournment 
· Adjourned at 4:03 CT
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About the HL7 RM-ES Workgroup

What is RM-ES?

Records Management and Evidentiary Support

Sub Workgroup of the HL7 EHR Workgroup

Developing EHR-S Functional Model Standards

EHR-S FM Release 1; EHR-S FM Release 1.1 (ISO); 

Under Development – EHS-S FM Release 2 (Ballot planned December 2011 – April 2012)

RM-ES Standard

Functional Profile derived from the HL7 EHR-System Functional Model release 1

RM-ES Projects:

Advance RM-ES Functions in the HL7 EHR-S FM Release 2

Record Infrastructure

Metadata Framework

Begin development of RM-ES Functional Profile Release 2 (after EHR standard complete)

Metadata for HIE Functional Profile

Evidentiary Medical Record Ballot – environmental scan of other HL7 standards 

Interoperability/Lifecycle Model - CDA – RM-ES Crosswalk

Support esMD Project – requirement development 

Workgroup Leads:

Michelle Dougherty, MA, RHIA, CHP, AHIMA

Reed Gelzer, MD,  MPH, HIT Policy and EHR Specialist, Provider Resources, Inc.

Meetings:

Open Meetings Every Monday Conference Calls at 12 Noon EST 

Wiki (Under Development and Being Updated)

http://wiki.hl7.org/index.php?title=EHR_RM-ES

Member Expertise

HIM, HIT, Compliance (regulatory and billing), Medical Record 
Auditors, Legal, Clinical, Case Management, Record Management, Interoperability





Background:  HL7 EHR System RM-ES  Functional Profile Standard

2004-2005 HL7 EHR TC had a Legal Record Workgroup

2006-2007 new workgroup developed functional 
profile based on the EHR-S Functional Model R1

Public comment in June 2007

Ballot as a draft standard in Dec 2007

Final standard published  August 2010

Focus system functionality regardless
 of clinical content collected in an EHR-S

Addresses core concepts of records management 
and evidentiary support

Universal profile -- provides a foundation for jurisdictions to tailor based on specific rules, regulations or laws

RM-ES profile added 16 new functions to the EHR-S FM
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Purpose of EHR-S RM-ES Profile Standard:

An EHR-S must be able to create, receive, maintain, use and manage the disposition of records for evidentiary purposes related to business activities and transactions for an organization. 

Profile provides a framework of system functions and conformance criteria as a mechanism to support an organization in maintaining a legally-sound health record.

Since legal validity is at stake for uses of electronic records for evidentiary purposes, including admissibility of medical records, the RM-ES profile is important to health care operations and to interoperability. 
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Priority Areas:

User Authentication 

Information Attestation and Authorship

Amendment, Correction, Alteration Process

Record Lifecycle Management

Minimum Metadata Set and Retention (Provenance)

Health Record Output











Care Management

Ops Mgt & Comm

Care Management

Ops Mgt & Comm

Care Management

Ops Mgt & Comm

Care Management

DC3.0	Ops Mgt & Comm

DC1.0	Care Management

S3.0	Admin & Financial

S2.0	Measurement, Analysis,

	Research, Reporting

S1.0	Clinical Support

Direct

Care

Supportive

Information

Infrastructure

DC2.0	Clinical Decision

	Support

Ops Mgt & Comm

II7.0	Workflow

II6.0	Business Rules - Administrative Functions

II5.0	Interoperability

II4.0	Support for Health Informatics & Terminology Standards

II3.0	Unique Identity, Registry, and Directory

II2.0	Information and Records Management

II1.0	Security
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Structure of RM-ES Standard based on EHR-S FM R1











Functional Requirements and Conformance Criteria Format



Excerpt from HL7 EHR-S RM-ES Functional Profile Standard R1





Standard: IN.1.1 Authentication

Description:

Authenticate EHR-S user and/or entities before allowing access to an EHR-S.

Examples of authentication include:

Username/ password

Digital certificate

Secure token

Biometrics



Legal Rationale:

Authentication is a critical component to maintaining the legal integrity of the health record contained within the EHR-S.

Identification of the users and authors is a legal underpinning

Authentication mechanisms will evolve as the bar is raised 

Today: User ID and Password
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Standard: IN.1.8  Information Attestation

Description

Manage electronic attestation of information including the retention of the signature of attestation (or certificate of authenticity) associated with incoming or outgoing information.



Legal Rationale:

Legally it is critical that the author of an entry (including all contributors or co-authors) be accurately identified and that every entry has an author who is responsible for the content. 
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Authentication vs. Attestation

Authentication of Health Record Entries (data)



Authentication (security function for users/devices):



Attestation:
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Purpose of a Signature






an electronic signature is a symbol that signifies intent such as an approval of terms, confirmation that the signer reviewed and approved the content, or the signer authored the document and approves the content. 

Identity: the signature identifies the person signing. 

Integrity: a signature guards the integrity of the document against repudiation (the signer claiming the entry is invalid) or alteration.2 

Smedinghoff, Thomas, and Ruth Hill Bro. “Electronic Signature Legislation.” FindLaw Library. January 1999. Available online at http://library.findlaw.com/1999/Jan/1/241481.html. 
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Intent





Identity





Integrity



















Author Signature Event Types in Today’s Healthcare Providers 

Wet Signature

Digitized Signatures (signature pad)

Signature based on system authentication

Push a Button

Signature Action includes PIN, Biometric, Token

Digital Signature (PKI, Certificate)



AHIMA E-HIM Workgroup and Practice Brief E-Signature, Attestation & Authorship
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Standard: IN.2.5.3.2 Amended, Corrected, & Augmented

Description:

Updates to health record information made after finalization (or the signature event/attestation) will be handled as an amendment, correction or augmentation.

Legal Rationale: 

When an amendment, correction or augmentation has been made, principles for documentation practices require that the original documentation must be accessible, readable, and unobliterated. 







14
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Standard: IN.2.2.1 Minimum Metadata Set & Retention

Description:

Metadata provides electronic evidence that describes record characteristics such as the origin, usage and modification.  EHR-S information must maintain a minimum set of metadata on medical record information for the legally prescribed timeframe in accordance with organizational policy to retain legal validity of the record.

Legal Rationale:

Metadata helps to validate the authenticity, reliability, usability and integrity of electronic information over time and enable the management and understanding of electronic information (physical, analogue or digital).  

The capture and retention of select pieces of metadata provides support for the validity of the record and is necessary to establish the trust by a receiving party in data that is being exchanged. 
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Foundations of Digital Evidence

Metadata is critical in establishing the authenticity of the record	

Identifies who, what when where for record actions

The audit record/metadata can fail

Altered without record

Inconsistent

Not well defined

May Inaccurately reflect 







Metadata Identification & Management

Minimum Metadata Set:

Date stamp

Time stamp

Author

View

Amendment/Change



Metadata provides the context for record creation & use and gives an electronic record integrity and validity.  Update planned with EHR-S FM R2
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How long should it be retained





How should it be maintained & why





What is metadata associated with EHR clinical content

















EHR-s FM Release 2 Advances Understanding of Audit Processes

Audit Trigger Events

Security

Authentication

Record Actions (through Lifecycle Events)

HIE

System

Metadata

Core set of metadata is collected for each trigger

R2 is identifying the triggers and minimum set of metadata





Under Development: Audit Trigger Events

Security

Authentication – begin user session

 Authentication – prompt for password change

Log Out

Access

Attempts to access data

Extraordinary access

Permission authorized

Permissions changed

Health Information Exchange (external systems)

Receive Query

Respond to Query

Send  Query

Receive Response

System

Business Rule





Record Action

Object Data Creation

Object Data Amend

Translate

Map

Attestation

View

Generate a report

Output

Transmit

Receive from an external source

Redact

Merge

Unmerge

Archive

Preserve/Legal Hold

Deprecate

Restore
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		 ID		What
(Trigger)		Who		When		Where 		Why

				Data Creation		Patient (Shall)
User (Shall)		Date (Shall)
Time (Shall)		Application 
Network  (Should) Address
Terminal ID (Should)		

				Data Amendment

Metadata reference to the original data ID (Should) 
		Patient (Shall)
User (Shall)
		Date (Shall)
Time (Shall)
		Application 
Network  (Should) Address
Terminal ID (Should)
		

				Transmit

Data/Document ID (May)
		Patient (Shall)
User ID who initiated transfer (Shall)
Org ID for Origination of data (Shall)
		Date (Shall)
Time (Shall)
		Location data exported to (Should)
Application 
Network  (Should) Address
Terminal ID (Should)		



Under Development:  Metadata Set for Audit Triggers 





Standard: S.2.2.1 Health Record Output

Description:

Support the export of data or access to data necessary for report generation and ad hoc analysis. 

Support the definition of the formal health record, a partial record for referral purposes, or sets of records for other necessary disclosure purposes.

Legal Rationale:

Report generation functionality is important to provide an output of relevant information from EHR systems for legal proceedings. 

Systems should also have the ability to provide a report of audit record and metadata for disclosure if required for litigation.
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Interoperability/Lifecycle Model – CDA – RM-ES Crosswalk Project 





Findings	

Improved consistency between Interoperability/Lifecycle Model and RM-ES

Identified areas of reconciliation with CDA:

Single Legal Authenticator (potentially too narrow)

CDA doesn’t contain provenance data from the original source

Date/time/User ID of information creation, alteration, signature event, etc.

Explored access limitations, confidentiality status, etc.







New esMD Project Scope Statement

Started discussions a few months ago

Project:

Help identify requirements 

Authorship

Content

Agnostic to the mechanism used to exchange/transport (requirements will help to inform this work)

Working on storyboards

Identify requirements and link to current RM-ES/EHR-S functional requirements and conformance criteria





Thank You 

HL7 RM-ES Co-Facilitators

Michelle Dougherty

Michelle.dougherty@ahima.org

Reed Gelzer

rgelzer@provider-resources.com


EHR WG Chair and RM-ES Liaison

Gary Dickenson

gary.dickinson@ehr-standards.com
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Gap Update Status  Jan 2012 .docx
· GAP UPDATE

· Clinical Reports (currently dynamic on some….all?   may confirm with Clem)

· OB Ultrasound and Cardiac Echo Study are in CCDATG

· Need to add EKG and 8 X-rays to CCDATG (X-ray/Images need to be re-visited for completeness of list)

· X-rays are:

· Cervical Spine

· CT Head

· CT Extremity

· MRI Head

· Mammogram

· Nuclear Medicine Bone Scan

· CT Guidance for aspiration 

· Ultrasound of Neck

· Labs (currently dynamic)

· Frieda Hall has agreed to review…instructions were to review against S&I work, but may need to be clarified with her that this also means CCDATG … we will also confirm that she is aware that LABs found within the LOINC DB are considered.

· Medications (currently dynamic)

· Everything in CCDATG appears to be institutionally oriented, and didn’t seem to accommodate non-inpatient (i.e.,  current vs admission meds)…original AIS may have been developed to accommodate both with generic naming of current to reflect non-admitted as well as prior to admit)

· Vocabulary and value sets appear more current and/or at least as appropriate as our AIS did….not a gap.

· Rehab

· Information in AIS seems to want information at a high level on treatment plan.

· Is treatment plan and plan of care same clinically?   We believe it is, but need to confirm with SDWG.

· Need help to verify data of treatments, next plan date, date range of treatment and which template does it make sense to put our need in. (specifically, actual start date of care, date range certifying plan of care, date range of hospitalization leading to treatment, date range of treatment, visit frequency)

· Is type of rehab service defined specialty or LOINC code for discipline (to accommodate more than one report in same report)

· Ambulance

· Because there appears to be many ambulance items in the X12 837, and the EMS Run Report is the major information piece that didn’t make sense to include in the claim, propose we approach X12 837 to include using the CRC’s for everything except the EMS Run report, and accept this as an unstructured attachments and consider EMS Patient Care report (sept 2011 ballot)Templates for inclusion in CCDATG or Attachments CDATG in structured format.





· Remaining Items to Complete

· Review CCDATG for content that doesn’t make sense for attachments and/or AIS references that should be removed / replaced.

· Operating Rules Discussion

· Finalize(vote):  

· OOC decision

· Request/Response (solicited) at the document level

· AIS Booklet Status (WG Vote)(decision from HL7 is to request a waiver on ballot to publication requirements)

· New project conf call time? (not re-instated for all WG now, co-chairs will use time to participate with SDWG or hold co-chair

· Develop new process for new attachment types (i.e., for WEDI outreach), to include review of existing “request for attachment type” on the website.

· Develop general list of information to be included in IG for attachments (i.e., guidance on usage of solicited/unsolicited, Information on utilization of external codeset (Regenstrief), how to obtain new attachment types, rules for inclusion in CCDATG vs ACDATG, Acronym’s, navigation within document with links), with respect to conformance verbs could we address criteria for re-requesting, etc)

· Naming our guides?

· CCDATG – Consolidated CDA Template Guide

· ACDATG – Attachments CDA Template Guide

· ACDAIG – Attachments CDA Implementation Guide

· Send guides to Clem, look at section 3 in Clinical reports, lab and medications for content …

· Deeper dives on AWG Tuesday calls.
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1

First slide



Tasks for this week

Complete gap analysis for remaining current types

Evaluate if any of identified gaps are still needed

Identify other attachment types being requested, that are not included in CCDA templates

Collaborate with Regensteif on LOINC list for unstructured attachments

Review/restructure solicited model (request at document level)
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2012 timeline 


By end of Jan. meeting

List of data not in CDA Consolidate Templates

Consensus on solicited request -document level

Defined structure of LOINC DB for unstructured

By March (OOC meeting?)

List of Attachment needs

Response of needs from gaps and current types

Updated list of new types

By June meeting

Writing template requirements

By September meeting

Prepared ballot
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 Gap analysis: AIS / CDA Consolidated Templates

Medications vs CCDA 

Ambulance with EMS Patient Care Report and X12 837 vs CCDA 

Clinical Reports (Diagnostic Studies) vs Diagnostic Images in CCDA

Clinical Reports (Care provider notes and chart sections) vs CCDA (focus on progress, procedure and consult notes)

Rehab vs CCDA (focus on progress, procedure and consult notes)

Lab Studies vs CCDA (research with S&I)
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LOINC Codes for Unstructured?


Regenstrief Database

Build list of attachment types for the unstructured only document (PIUC now)

Changes to existing HIPAA LOINC codes?

Leave ALL (use for request)?

Deprecate those NOT consistent with CCDA?
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Solicited request and response:
what is the appropriate level?
Document, section, element 

Difference in format impacts request and response:

AIS use LOINC codes to identify the discrete elements that comprise a document and the documents

CDA Templates use LOINC codes to identify documents and the sections that comprise the document

For the Request:  Is it a requirement to request an element of a clinical document? Or the document?

For the Response:  Can the payer accept the document level and parse for the components needed? Or is it the responsibility of the provider?
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Underlying issues:    Original Rule, only ask for info 1 time.   Simplifies request.    Minimum necessary?    What about workflow?   Architectural impact …. To get to entry level, CCDA uses template ID, not LOINC.

6



 Are these still the high priority attachment types?

Original Attachment Types developed through industry participation

 Ambulance

 Lab Results

 Medications 

 Rehabilitative Services

 Alcohol-Substance Abuse, Cardiac, Medical Social Services 	 

	Occupational Therapy, Physical Therapy, Psychiatric,	 

	Respiratory Therapy, Pulmonary Therapy, Skilled Nursing, Speech Therapy

 Clinical Reports

Cardiac Diagnostic Studies:  Cardiac Echo Study, EKG Study	

Obstetrical Studies:	OB Ultrasound Study	

Clinical Notes/Reports	

Physician Hospital Discharge Summary 	

Operative Note	

Provider Unspecified History and Physical Note	

Radiology Studies 
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Do any of these take a higher priority?
All are ‘unstructured’, but do we need to publish Periodontal and CPHS for codified guides?

Additional Attachment Types that can be exchanged (with LOINC code identifier and using the unstructured model)

Periodontal

Newborn Screening

Pharmacy Prior Authorization

Home Health

Children’s Preventative Health Services

Consents

Durable Medical Equipment (DME)

Explanation of Benefits (EOB)

Letters/Reports

Skilled Nursing Facility (SNF)
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Will these guides (documents) satisfy current claim attachment needs?




CDA Consolidation 

History & Physical 

Discharge Summary

Operative Report

Consultation Notes

Progress Notes

Procedure Note

Diagnostic Imaging Reports

CDA with Unstructured Body
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What Guides need to be published?

CDA Consolidated Template Guide only

Includes all Attachments needed (Rehab therapies, Ambulance)

Attachment Implementation Guide for definitions on request/response, solicited/unsolicited, structured/unstructured 

CDA Consolidated Template Guide Plus:

Attachment Implementation Guide for definitions on request/response, solicited/unsolicited, structured/unstructured 

Attachments Template Guide for types not included in CDA Consolidated Templates ( types without clinical information, such as, consent forms, etc; and/or Rehab therapies, etc)

Attachments only guides:

Clone or reference documents from the CDA Consolidated Template and add on the attachment documents.
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Should there be an Attachment Implementation Guide?  If so, what will be the content?


Discussions underway  regarding role in development of operating rules for attachments.  

Attachments WG reviewing AIS’s and Implementation Guide for potential operating rules input

Areas for operating rules could include:

Guidance for unsolicited attachments (e.g., business rules)

Guidance for solicited attachments (e.g., specific requests-LOINC modifiers)

Guidance on transport (e.g., NwHIN, Direct, Connect, NDM, FTP, CORE)

Definitions about metadata requirements (transport envelope)

Payload file size 
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ESMD transport neutral?


Metadata content

Same in X12 275, CDA Header, IHE XDS

Attachment Control Number
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Would you be pursuing designation as an Operating Rule authoring entity?


Which is your choice? 

A)  HL7 is open to being designated as the authoring entity or working in collaboration with a named authoring entity to develop Operating Rules for Attachments

B)  HL7 is not interested in being designated as the authoring entity, however we would expect to work in collaboration with a named authoring entity to develop Operating Rules for Attachments
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Other Questions?
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