	Meeting Name
	HITSP Technical Committee Leadership Meeting

	Meeting Date and Time: 
	April 18-19, 2006

	Location:
	Hilton Garden Inn- O’Hare Des Plaines, IL.

	Objectives: 
	Task 5 Identify, Analyze and Resolve Gaps and Duplications 

	Next Meeting Scheduled:
	May 31- June 2, 2006


	Participants 

	Attendee Name
	Present
	Org.
	E-mail Address

	LeRoy Jones, Program Manager
	· 
	ANSI
	Leroy.jones@gsihealth.com

	John Halamka, HITSP Chair
	· 
	HITSP
	Jhalamka@caregroup.harvard.edu

	Joyce Sensmeier, Implementation Manager
	· 
	HIMSS
	JSensmeier@himss.org

	Jack Corley, Contract Management
	· 
	ATI
	corley@aticorp.org

	Rosemary Nelson, Facilitator
	· 
	MDM Strategies
	RNe5696621@bellsouth.net

	Ioana Singureanu, Facilitator
	· 
	Eversolve
	Ioana@eversolve.com

	Gene Ginther, Facilitator
	· 
	Stellar Systems
	Ginther@stellarsystems.com

	Kimberly Ingram, Project Management Support
	· 
	HIMSS
	kingram@himss.org

	Jessica Kant, Project Management Support
	· 
	HIMSS
	JKant@himss.org

	HITSP Biosurveillance Technical Committee

Leadership
	· 
	HITSP
	See  ANSI Public Document Library for the TC RSVP list

	HITSP Consumer Empowerment Technical Committee Leadership
	· 
	HITSP
	See  ANSI Public Document Library for the TC RSVP list

	HITSP EHR Technical Committee Leadership
	· 
	HITSP
	See  ANSI Public Document Library for the TC RSVP list


· indicates participant attended the meeting via phone

	HITSP Technical Committee Issues


	Active
	Policy Issue
	Resolved
	Issue Statement

	· 
	
	
	Low level implementation guides are needed to complete the gap analysis, Yet we have high level use cases. 

	
	
	· 
	Standards may need to be identified at the transaction level to complete the gap analysis phase. Resolution: 1st Draft for Gap Analysis is complete.

	
	
	· 
	Mechanism is needed for communication between the HITSP Technical Committees, ONC and AHIC. Resolution: call with ONC scheduled for 4/14/06.

	
	
	· 
	Need to consider the option of providing a license for the Enterprise Architecture software to be available to all HITSP Technical Committees. Resolution: TC leadership was provided licenses for the Enterprise Architect UML Modeling tool.

	· 
	
	
	Who will pay for Standards that will be requested form the SDO’s to fill the gaps?

	
	· 
	· 
	Consumer PHR capabilities e.g. should a patient be able to delete a portion of their PHR or should a patient be able to revoke consent? Resolution: Provided by Lisa Carnahan- The Standards should provide the functionalities by supporting capabilities that could enable the flexibility of these policies. This Use Case should look at the broadest capabilities in order to support the broadest set of policies. Policy is out of scope for the Technical Committees.

	
	· 
	· 
	Privacy & security policy issues with respect to Behavioral health & HIV. Resolution: Because this is a matter of state regulation/ Federal pre-emption, this issue should be noted, described briefly as the barrier/accelerator it represents in the use case and move on. This issue will eventually have to go to ONC, Policy makers & other standards groups outside healthcare.

	· 
	· 
	
	Need to address the issue of user/ consumer literacy. Who will address this issue?

	
	
	· 
	Availability of Aggregated Use Cases – Resolution:  Received 3/19/06

	
	
	· 
	Availability of Tier 2 criteria- Resolution: Draft received 5/4/06

	
	
	· 
	Need seamless usage and availability of Technical Committee Collaborative tools (list serve, polycom, NetSpoke, Enterprise Architect Software) Resolution: Access to Collaborative tools provided to HITSP Technical Committee Participants. 

	· 
	
	
	Would like to have suggestions/input from the SDO’s regarding standards for the three breakthrough areas.

	
	
	· 
	What is the HITSP definition of a Standard? Are we using the definition of a standard outlined by John Halamka?   Resolution: HITSP Working Definition of a Standard- A Standard specifies a well-defined approach that supports a business process and: (1) has been agreed upon by a group of experts; (2) has been publicly vetted; (3) provides rules, guidelines, or characteristics; (4) helps to ensure that materials, products; (5) is available in an accessible format: and (6) is subject to an ongoing review and revision process.
“Harmonization is required when a proliferation of standards prevents progress rather than enables it.” 

	
	
	· 
	Is there an expectation that the HITSP Recommended Standards will be ANSI approved Standards. Does ONC think the same? Resolution: See Draft Tier 2 Criteria.


	HITSP Technical Committee Leadership Meeting Notes 


The HITSP Technical Committees met April 18-19, 2006 in Des Plaines, IL. at the Hilton Garden Inn. The HITSP Technical Committee Leadership meeting consists of the Facilitators and Co-Chairs from all three Technical Committees. A total of 26 people were in attendance for the meeting. The objective of the meeting was to harmonize and finalize the Standards Gap and Overlap Analysis document for the Biosurveillance, Electronic Health Record and Consumer Empowerment AHIC Harmonized Use Cases. During this meeting the TC Leadership worked closely with the HITSP Chair, John Halamka on keeping within the scope and charge of the Technical Committees while defining the overall process. The leadership agreed to work through the building blocks, develop common definitions and understanding, and put them into their gap analyses.  The TC leadership made a big break-through with building blocks that will pay large dividends in developing the interoperability specifications. While the actions and standards inherent in building blocks, such as user authentication or record locator, were addressed atomically in the gap analyses of EHR and BIO, agreement was reached with the Consumer Empowerment TC leadership to group these into the common building blocks. Also, the gap analysis was modified with input from the TC leadership and a peer review process was documented. 
· May 8, 2006:  A form will be created for  panel comments with line numbers.

· May 9, 2006:  Staff will consolidate comments.

· May 10, 2006: Staff will forward HITSP comments to TC Leadership

HITSP Technical Committee Meeting Schedule

	Effective Date
	Meeting Location/

Teleconference
	Meeting Activity
	Scheduled Time

	4-21-2006
	T-Con Only:

Dial-In: 1-877-352-0183

Passcode: 199280#

Intl: 1-602-462-1021
	Gap Analysis editing planning session to develop a strategy of editing & review for the Gap Analysis document.
	10:00am-10:30am

EST

	4-21-2006
	T-Con Only:

Dial-In: 1-877-352-0183

Passcode: 199280#

Intl: 1-602-462-1021
	Co-Chair/ Cross Team Integration

Call
	10:30am-11:30am

EST

	5-4-2006
	Sheraton National Hotel Arlington, VA
	Co-Chairs will be discussing the

Gap Analysis as it pertains to their Technical Committee Breakthrough areas.
	10:00am-5:00pm
EST

	5-12-2006
	T-Con Only: 

Dial-In: 1-877-352-0183

Passcode: 199280#
Intl:  1-602-462-1021
	TC Leadership will discuss Gap Analysis comments received from HITSP.
	10:00am-12:00pm

EST

	5/15-18, 2006
	T-Con Only: TBA
	Technical Committee t-cons should be scheduled in this timeframe to relay HITSP comments. 
	TBA

	5-31-2006
	Hilton Garden Inn-O’Hare

2930 South River Road

Des Plaines, IL. 60018
	TC Leadership Face to Face Meeting to begin Standards Selection.
	10:00am-5:00pm

CST

	6-1-2006
	See Above
	Full HITSP Technical Committee Face to Face Meeting
	10:00am-5:00pm CST

	6-2-2006
	See Above
	Full HITSP Technical Committee Face to Face Meeting
	8:00am-12:00pm CST


Consumer Empowerment
	Mr. Soloman I. Appavu (Co-Chair)
	John H. Stroger Cook County Hospital

	Elaine A. Blechman, Ph.D. (Co-Chair)
	Professor, U. of Colorado-Boulder

	Charles Parisot  

(Co-Chair)
	EHRVA 

	Michael Glickman (Facilitator)
	Computer Network Architects, Inc.

	Gene Ginther (Facilitator)
	Stellar Systems

	John Donnelly (Facilitator)
	IntePro Solutions, Inc.


	Consumer Empowerment Technical Committee Gap Analysis Open Issues 


	Event Code
	Event Description
	Open Issues 

	2.1.1.0
	Select a provider of PHR services
	· Open Issue: Handling of PHR account in case of custody dispute of incompetent patient.

	2.2.1.0
	Create Account
	· 

	2.1.5.0
	Modify registration and medication data
	· Open issue: Would EHR import from PHR meds and allergies. 

· Open Issue: maintaining consistency between source provided information and PHR maintained information especially as a result of annotations.

	2.1.6.0
	Close Account
	· Open issue: We have assumed that a consumer may at any time, not only at the time of closing an account, obtain an integral extract of its PHR content on a piece of interchange media, for a nominal cost (account portability).

· Open Issue: There is a need for a policy to require that a closed PHR account data be destroyed. 


Electronic Health Record
	James Ferguson 

(Co-Chair)
	Kaiser Permanente 

	Dr. John Madden 

(Co-Chair)
	SNOMed International

	Steve Wagner (Co-Chair)
	Department of Veterans Affairs

	Johnathon Coleman (Facilitator)
	Security Risk Solutions

	Bob Yencha (Facilitator)
	Alschuler and Associates, LLC


	EHR  Technical Committee Gap Analysis Open Issues 


	Event Code
	Event Description
	Open Issues 

	
	Unsolicited results –result Transmission (patient Id, results)
	We need to support all types of results



	
	Unsolicited result notification
	· Missing a subscription from EHRS to Data Repository for lab notifications. How are the receivers for Data Repository updates identified?

	
	“carbon–copy” in the context of sending results to any entity other than the requestor
	· See assumptions above on definition of carbon copy. The definition raises issues relative to support for lifecyle of such records across multiple systems (archive, destroy, etc.)

	3.2.1.4
	Clarification of pre–condition or response state (cut from location service in exhibit 1)
	· The receiving system must merge the results with the medical record. If the automatic merge fails, a manual system is needed.

	Section 8, item 5
	Clarification sought from ONC/AHIC, as specified in Harmonized Use Case: Viewing capability of data repository when no EHR system
	· –Validate our working assumptions: Data Repository must provide the web application (not necessarily a browser); it is the ability to render stored images; ability to interpret codified information using a controlled vocabulary.

· 3.2.3.3 – Is it really necessary to query locater service based on unique order number vs. category code? (query Lisa Carnahan) 

· 3.2.4.3.b – Steps missing in direct query / view from web browser e.g. authentication is missing, is this intentional? Is there an intention for repositories to support both synchronous and asynchronous interactions?

	Shared MPI, patient matching services
	Mapping of all interactions with MPI
	· Issues expected to be exposed as system interactions with MPI are mapped

	Discuss with CCHIT
	
	· We assume that EHR Scenarios include merge, combine, and resolve discrepancies of results from multiple repositories

	HITSP/AHIC?
	
	· Use case raises issues of various concerns re: jurisdiction issues for pushing unsolicited results (those cases where receiver is not the ordering clinician) (see assumptions

	Scope of lab results
	
	· Hematology, cytology, molecular pathology


Biosurveillance
	Floyd P. Eisenberg, MD MPH (Co-Chair)
	SIEMENS Medical Solutions Health Services

	Dr. Peter L. Elkin 

(Co-Chair)
	Mayo Clinic College of Medicine

	Dr. Shaun Grannis 
(Co-Chair)
	Department of Family Medicine Indiana University School of Medicine

	Lori Reed- Fourquet (Facilitator)
	eHealthSign, LLC

	Anna Orlova  (Facilitator)
	Public Health Data Standards Consortium


	Biosurveillance Technical Committee Gap Analysis Open Issues


	Event Code
	Event Description
	Open Issues

	1.1.1.0 
	Filter existing data to identify data required by public health agencies 
	· For this event, are we transmitting only lab data to the BIS, or are other types of data required? If other types of data, can they be enumerated?

· Are there specifications for the lab data to be sent (specific lab tests, or “all”)?

· Lab – orders captured preferably from clinical setting, but we need to keep open the possibility of collecting orders and results from the laboratory system

· Lab – current information flows have significant free-text representations of results

· Lab – gap in standards for filter definition

· Lab – opportunity to improve prevalence of discrete coded order type (e.g. microbiology). Current biosense systems determine interesting data by type of lab destination code – gap in content/vocabulary to express order type

· Lab - Reportable conditions reporting different process/workflow/content from biosense routine data submissions

· Lab – There may be multiple HL7 versions/formats defined for the transaction

· Lab – X12 has a follow-up message 278 that would be applicable for authorization, follow-up/notification that secondary procedure is taking place, and referencing original diagnosis/eligibility criteria, Perhaps could be screened for patterns of referrals to specialists

· Biosense – variance – observation identifier – maximum field length has been increased to support this field for description. Abnormal flags – data type changed from IS to CWE data type and recommended maximum field length increased to support the sending of local values. 

· Need to capture the ability to represent in standards the real world implementation requirements, granularity of data, and data lengths. Standard needs to conform, in some cases for practicality – strict parsing, can inadvertently drop the data. 

· 1.1.1.2 Definition of aggregation unclear. Assumption that this is patient-centric aggregation (linking) of e.g. vital signs. Linkage is not on pseudonymized data. Question the validity of including an aggregation step 

Visit:  Vitals

· 1. Home monitoring/non-clinician captured BP? 

· -Assume it is a professionally verified BP

· 2. Which BP/Temp 

· 3. Maximum? Minimum? How many?    

· -For BP for multiples – which of the multiple measures to send as a result of the encounter

· 4. Practical issue – is this too much data? Some of the initial ‘data dictionary’ fields are not necessarily practical to include

· X12 856 would be beneficial for transportation/shipping quantities/carries movement of resources

· We have requested clarification for ‘aggregation’ – is this packaging the resulting records or is this transforming data variables into aggregated elements (eg LOS, age, etc). 

	1.2.1.0 
	Filter existing data to identify data required by public health agencies 
	

	1.1.2.0 
	Anonymize data required by public health agencies 
	· Recognize that free-text fields should not be used in anonymized data. In that case, no standard gap. Possible need for process standard to manage free-text.

· Limitation as to how HL7 and other standards manage unstructured data 

· ISO TC215 Health Informatics DTS 25237 Pseudonymnisation (standard in progress) – need to monitor/review/contribute. 

	1.2.2.0 
	Anonymize data required by public health agencies 
	

	1.1.3.0 
	Format data required by public health agencies 
	· Message (biosense uses HL7 V2.3 order/results), vs report (e.g. CDA-2)

· Need to determine what type of radiology results are desired (machine-generated/human-generated) to identify HL7 vs DICOM message.

· Assume that formatting is at the vocabulary translation level rather than the data formatting

· The following requirements for a Bed Availability report have come to our attention: 

1. Bed location 
2. Service - standard vocabulary would be needed e.g., surgical, ICU, pediatric, burn unit etc 
3. Bed Type: regular hospital bed, crib, special 
4. Accommodation code: telemetry available; isolation; multipurpose (can be flipped between ICU and CPU e.g.) 
5. Info about other occupants in room: diagnosis, gender, age

· HL7 V2.6 is not yet normative work.

· HL7 Reference Information Model (model from which HL7 v3 RMIMs and HL7 CDA R2 are derived); 
HL7 v2 messages do not have a model per se. Lab content is “grouped” into segments of which the ORC and OBR carry information pertaining to the lab order; OBX and SPM carry information about observations and specimens, respectively; the TQ segments format timing information. 

· We need a standard data dictionary of biosurveillance data elements/ontology.

· We need more clarification as to what data is to be transformed. In the absence of clarification of what specific types of data, we can’t give a good response. Can’t know where starting from, but should be able to know what to transform to. 

· Medicare/Medicaid CMS database?

· HL7 V2 – Bed availability GAP define that segment for census, clarification from HL7 as to preferred approach for resource availability) ADT^A20 Bed Status Update; 
ORU^R01Unsolicited Observation Message; 
MFN^M05 Patient Location Master File; 
Query/Response

· X12 – 852 product activity (on hand quantities)

	1.2.3.0 
	Format data required by public health agencies 
	

	1.1.4.0 
	Identify Public Health Agencies that must be notified 
	· Laboratory – how to optimize opportunity to leverage existing reporting systems in this step

· Law and policy issue – Don’t expect a data standard for deciding to whom the data is sent

	1.2.4.0 
	Identify Public Health Agencies that must be notified 
	

	1.1.5.0 
	Transmit relevant data to public health agencies 
	· HL7 Reference Information Model (model from which HL7 v3 RMIMs and HL7 CDA R2 are derived); 
HL7 v2 messages do not have a model per se. Lab content is “grouped” into segments of which the ORC and OBR carry information pertaining to the lab order; OBX and SPM carry information about observations and specimens, respectively; the TQ segments format timing information

· Lab – different data content collected for biosense, and for Labcore components

· Need more requirements for RHIO constraints, requirements:

Data movements/transfers

Data confidentiality

Data integrity

Source Authentication

· Need Risk Assessment for security standards

· Need to identify maximum data set for Public Health reporting to validate content/vocabulary/message standards

· NEDSS – CDC defined HL7 V3 message – for reportable communicable disease

· HL7 V2/V3  

· HL7 V2.6 is not yet normative work.

	1.2.5.0 
	Transmit relevant data to public health agencies 
	

	1.3.1.0 
	Provide listing of required biosurveillance data 
	Do not need a standard for this. Typically done through interactive communications. Initial notification through preliminary fax/phone/meetings. MMWR – CDC publication formal way to communicate. If needed electronically then there may be a gap

	1.3.2.0 
	Receive biosurveillance data 
	· See Full list of identifiers. Probably PHIN MS, Certificates from PHIN MS

· No standard needed – this is an internal process

· The referenced standards may overprescribe as the clinical content may not be needed in the log.
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