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Agenda

Usage Notes Review – Rik Smithies

Pattern Approach – Charlie Bishops

Change Request Update – Hans Buitendijk

Ballot Preparation – Isobel Frean

PA CMETs – Hans Buitendijk (time permitting – did not get to it)

Administrative Topics – Hans Buitendijk (time permitting – did not get to it)

Usage Notes Review
Rik Smithies stepped through the current draft of the proposed Usage Notes to help clarify how CSP should be used by other domains.


[image: image1.emf]Clinical Statement  Pattern Usage Notes (draft v0 3).doc


Challenge is that some want Clinical Statement to do everything.  Question is what is Clin Statement and what is beyond its scope.
There is a high value of Clinical Statement, but need to know both the generalized and specialized constraints.

A concern was raised that “the arrow heads are pointing the wrong way”.  Domain models should start with CSP and constrain from there, rather then attempt to harmonize afterward.  How can we achieve that shift?
Need to better promote CSP better as the starting point.  Steering Divisions should re-enforce/drive this.

Unfortunately to date we cannot trace which class, relationship, or participation is derived from what pattern.  Would be nice!

In the mean time, there are no objections to move the materials into the ballot package.
Pattern Approach

Charlie Bishop provided an overview of a proposal he wants to progress with the Facilitators and MnM to clarify and simplify what a pattern looks like.
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As we attempted to include new CRs into pattern, it became more and more difficult to include them and figure out the right choice boxes in particular.  The model is getting more complex.

It is also confusing that a pattern is modeled as a RMIM, rather then recognized as something unique.
In essence the major focus is to remove the end points of the participations with stubs where a domain model can fill in what is best for them, while the stub in the pattern would provide general constraints on what could be allowed.

In effect, this would replace the “right-hand side of the model” with stubs/interface rather then all the choices.  

· Reduces complexity.  

· Formalizes how to extend.

· Stubs would have some constraints to indicate what attributes it can have or attach to.

· Could it be un-constrained?  Probably not
· Abstract

Such an approach should be brought back into SAEAF into the appropriate boxes.

Is it closed world assumption or a open world assumption?

How about choice of CMETs rather then act classes?

Can we have an at-least have?  That makes it an abstract class.
Going to an at-least with open, or at-least with RIM that can be constrained.  But will want to pursue approach/tools.  Concern with tactical not strategic.

As far as the “middle of the model”, we will wait for CDA-R3 to re-address.  But recognize that HL7 Netherlands would like to have a direction in 2010 for 2011.

We agreed that Charlie should move forward with the proposal to Facilitators/MnM, but in the mean time we’ll continue with current approach.  That still would be informative as to how to best describe/constrain stubs.

Change Requests

Proposal 97 – Still waiting.  Patrick to push.  Rx and PA making independent decisions.
Proposal 99 – William to review remaining CMETs and will have an update for conference calls.

Proposal 105 – Waiting for Mead’s input.
Ballot Preparation
Isobel stepped us through the ballot preparation steps to take.
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Motion to re-affirm that we will go normative with a May 2010 target to submit.  
Isobel Frean, Rik Smithies
Against: 0; Abstain: 12; In Favor: 17
Hans will submit a project statement to ensure Clinical Statement Pattern DSTU is extended to bridge the gap to normative.

We assume that we will use the current modeling approach until MnM informs us that we can go to the new “stub” approach.[image: image4][image: image5][image: image6]
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Clinical Statement Pattern – Proposal

Charlie Bishop – 24 September 2009



What is a pattern?

A model that can be used either in its entirety or as a validly constrained subset as a part of another model where there is a requirement to represent the class of information to which the pattern refers. A pattern will typically have a single entry point but may have zero or more ‘exit points’. Exit points are denoted in the pattern as stubs that constrain the type of class that can be used and may impose constraints on selected attributes of that class type. Attributes may be added (as allowed by the RIM) by the domain model and this class may have any domain specific target/child classes associated with it unless the model re-curses back to the area covered by the pattern when the rules imposed by the pattern must be observed.




Impact on the Clinical Statement Pattern

During its development, the Clinical Statement Pattern (CSP) has been steadily extended to include significant quantities of domain specific information. While there has always been (and continues to be) much debate about the scope that should be addressed by the CSP it is clear that the pattern has really evolved beyond its original intent to provide a common representation of clinical content across multiple domains.

One option is to continue extending the pattern to accommodate requirements of domains that wish to make use of the CSP. However, this will inevitably result in a more unwieldy and potentially even less accessible model which results in an increased risk of failing to meet its original objective.

The preferred approach would be to undertake a significant review of the model with a view to removing content that is domain centric and replacing these components with a stub (or stubs) that would allow the user domain to use the core pattern and support domain specific information.
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Clinical Statement Publishing

		DSTU expires Dec 2009, options for next step:

		Stay informative – not recommended

		Extend DSTU – advisable

		Revise Project Scope Statement 

		Include revised timeline:

		Rationale – e.g. because we are going normative

		Set target date for going normative – e.g. May 2010 (can go earlier if ready)

		Go to Structured & Semantic Design Steering Division first (Calvin Beebe, Greg Seppala)

		Send form to Dave Hamill, cc Lynn Laakso









Other publishing deadlines:

		Current Ballot Cycle Information Forms due October 4

		List Work Group’s intent for each of that work group’s active ballot documents 

		for the current ballot cycle and any previous ballot cycles).

		New Project Scope Statements Due Sunday, October 4









Work effort required:

		Complete attribute descriptions

		Isobel to do first pass using excel table

		Gaps to be posted on wiki  & addressed via list/calls

		Completion deadline: 1st week Nov?

		Revise User notes

		Needs to clearly (carefully) describe what it means for HL7 to have a normative Clinical Statement Pattern

		Need to propose CS WG plans for who/how compliance with use of CSP will be managed

		Shall, Should, May…?

		Completion deadline: 1st week Nov ?
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Clinical Statement Pattern Usage Notes, draft v0.3

Theory of Pattern Usage


As stated in the scope of Clinical Statement, the purpose of the pattern is to allow consistent design of clinical models. In use, the pattern is similar to a D-MIM. It is never used directly but is a model that other models or parts thereof are derived from. 


The concept of a “pattern” is not properly defined in HL7, but the difference between it and other models is mainly one of coverage. A model derived from a D-MIM can only have content that is in that D-MIM. With CSP your model can be fully derived from the pattern, or just a part of your model may be, that part that is considered “clinical”. The Clinical Statement Pattern is only intended to apply to “clinical” parts of a model. This is a somewhat circular definition, and the word “clinical” has different meanings. 


The CSP model diagram appears to be “exclusive”, because, like all current RIM models, it has no “exit points” pictured. In the case of CSP this is an illusion created by the conventions of the current tools. CSP only applies to parts of models. It applies to groups of classes that are "clinical", notwithstanding the difficulty of defining "clinical". Naturally, this definition has gray areas, but models or areas of models that are "not clinical" or are clearly not modelled in CSP are not forbidden in any way by CSP. They are just not mentioned. 


Where CSP does apply (or is applied) the intention is it should apply perfectly. You either conform to the pattern, or declare that the pattern doesn’t apply to your model or model fragment. It is not intended that you use the Clinical Statement Pattern, but then vary the class definitions and attributes to suit. The concept of model conformance and derivation is covered in other HL7 references, the Refinement, Constraint and Localization guide, with extra information in the HDF, and Core Principles documents.

If a model has areas that are similar to Clinical Statement, then the intention is that those be modelled consistently with CSP. This should be a fully conformance, with no extra attributes or cardinalities. 

CSP is not meant to replace the RIM. CSP exists to illustrate good practices of modelling. It is not meant to exclude anything from the RIM, but does only include RIM features that have been encountered in the clinical domains brought forward to the CS WG. The RIM has multiple ways of doing the same thing and some concepts and combinations of concepts appear unnecessary for clinical data. CSP evolves however, and additional RIM attributes and classes can be added, at the appropriate points of the model where they are shown to be necessary, via a change control process. No RIM attribute is forbidden in principle, but many are only appropriate in some circumstances. It is allowing these known good combinations and downplaying others that CSP is about.


Unfortunately at this time there is no tool based way in HL7 to check conformance of one model to another. There is nothing unique about CSP in that respect. It is a manual task to ensure that your model is a true derivation, with the difference that CSP may only apply to some parts of the model. (Unofficial tooling does exist however to let you constrain one model down to another, thus implying true derivation, but this is limited in coverage of the full derivation method.)

Although the typical way to use CSP is similar to a D-MIM, other methods are possible. In particular CSP can be used as a CMET (several similar CMETs are defined by CS), and plugged into your model directly. These are really CMETs that have been derived from the CSP “D-MIM”, but with no changes. They are the CSP instantiated as a usable model rather than a pattern to derive from. The CSP CMETs act exactly like any other CMETs, albeit large ones. For most uses the CMETs are overkill and a more constrained model appropriate to the specific domain is preferred. In practice people create CMETs that are CSP conformant, and use those for the clinical parts of wider models. An alternative is just to model part of a wider model as CSP conformant. Essentially CSP is just being used as a strict guide to modelling the clinical part of your model.

CSP can be used as the source for a template HL7 Template, or more likely can be used to create a more specialised HL7 template. This is not the place for a full description of HL7 templates (see the HL7 Template specification “Specification and Use of Reusable Constraint Templates”), but in basic terms an HL7 Template is a RIM based model that is applied on top of another RIM model. It can be in the form of a series of RIM compatible assertions (commonly seen in CDA templates eg. CCD), or it can be a graphical RIM based model. Any RIM model can be used as a template. All HL7 CMETs for instance are capable of being used as templates, as is the CSP as a whole, or any model derived from it. 


To use an HL7 graphical template on an existing model, the Care Provision model for example, you simply create another RIM based model that is a true constraint of Care Provision (for example, a lab test battery). Your implementation guide then states that all messages must conform to the Care Provision model in the normal way, and additionally, the parts of message instances that deal with lab tests, must conform the diagram of the lab test battery template. This does not mean that all parts of a Care Provision must look like lab tests, only the parts of it that you specify. 


Following this analogy, you can use the whole of CSP as a template and apply it to just clinical parts of other models. Or, more likely, you would derive a clinical model from CSP and apply it as a template onto some part of a larger model. A whole series of different CSP derived templates can be used on top of a compatible model (such as CDA) to describe the various clinical data sets that are needed. 

Unfortunately there is no tooling that directly supports checking of the clinical part of the message against the template, although it is possible to create XSD schemas to do this second stage validation in addition to the normal HL7 XSD check. 

The Boundaries of the Pattern


A mechanism exists for a model that does not claim overall Clinical Statement conformance to connect to and use parts of the Clinical Statement Pattern. This is accomplished by using ActRelationships and Participations as interfaces between the CPS and models that are not part of CSP.

The following diagram illustrates the rules given below:
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These rules defines the “interface” between those elements of a model that claim conformance with CSP and those elements of a model that do not claim conformance with CSP: 


1. Components of a model claiming clinical statement conformance should be contained within the logical focal boundary labelled “Clinical Statement Conformant” above. This boundary does not appear on any real model but is a conceptual limit of where the pattern applies.

2. ActRelationships may cross the boundary under the following circumstances: 


· ActRelationships associating an Act outside CSP with an Act inside CSP may be traversed in either direction if the clinical statement Act is contained in the ActChoice in the clinical statement pattern. 


· ActRelationships associating an Act outside clinical statement with the ActReference in clinical statement may be only be traversed from outside clinical statement to the ActReference in clinical statement. 


· The following attributes shall be included on the ActRelationship crossing the boundary: 


· contextControlCode: CS CNE [0..1] required, default AN 


· contextConductionInd: BL [1..1] mandatory, default “true” 


· All other attributes of ActRelationship are optional and outside the scope of clinical statement. 


3. Participations may cross the boundary under the following circumstances: 


· Participations associating a Role outside clinical statement with an Act inside clinical statement may be traversed in either direction if the clinical statement Act is contained in the ActChoice in the clinical statement pattern. 


· Participations associating a Role outside clinical statement with the ActReference in clinical statement may be only be traversed from outside clinical statement to the ActReference in clinical statement. 


· The following attributes shall be included on the Participation crossing the boundary: 


· contextControlCode: CS CNE [0..1] requires, default AN 


· All other attributes of Participation are optional and outside the scope of clinical statement.


Checking a Model Against the Pattern


The process of checking a model for conformance to CSP can be summarised as follows

Summary of steps to check a model is “CSP conformant”


· Decide which part(s) of your model M need to be conformant with CSP

· Other parts of these usage notes show how to identify those areas


· For every class in the model, check that it is a valid constraint of the equivalent CSP model class. Follow the rules documented in the HL7 standard “Refinement, Constraint and Localization” guide.


· Every attribute (property) or every class, must be checked against the CSP model attribute, to see that it is the same, or is more strict a condition. Hence an instance confirming to M would also be a valid instance conforming to CSP. Attributes are checked for conformance in regard of cardinality, HL7 conformance (required, optional etc), allowable datatypes and vocabularies or code systems.


· One technique for achieving this task is to make a spreadsheet with two columns. One has all the classes and attributes in M, the other is the equivalent class and attribute from CSP. Misalignments can be documented and considered in this way. (see diagram below for an example).


· Where a model includes a CMET and that CMET is to be checked, the process is repeated, treating that CMET as a model in its own right. In other words, if a model uses 3 CMETs, check that those CMETs are independently CSP compatible, as well as checking the model that uses them is CSP compatible. Then the complete composite model will be CSP compatible. Another way to consider this issue is that when checking conformance you can treat the CMET as “transparent”, and it is as if the CMET contents were cut and paste directly onto the model that uses them. The CMET boundary is not a boundary when checking conformance – checking continues into the body of the CMET. This also implies that a CMET does not need to appear in CSP itself, in order to be used by a CSP conformant model. If the CMET is itself conformant, it is already allowed to be used in CSP.
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