	Meeting Name
	HITSP Technical Committees Meeting

	Meeting Date and Time: 
	March 28-30, 2006

	Location:
	Sheraton Crystal City Hotel  Arlington, VA

	Objectives: 
	Task 5- Identify, analyze and resolve gaps and duplications 

	Next Meeting Scheduled:
	April 18-19, 2006


	Participants 

	Attendee Name
	Present
	Org.
	E-mail Address

	LeRoy Jones, Program Manager
	· 
	ANSI
	

	Christine Fantaskey, Project Manager
	· 
	Booz Allen
	Fantaskey_christine@bah.com

	Kimberly Ingram, Standards Implementation 
	· 
	HIMSS
	KIngram@himss.org

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

	Jolie Salvano, Project Management Support
	· 
	Booz Allen
	Salvano_jolie@bah.com

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

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

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

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


· indicate 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.

	
	
	· 
	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?

	
	· 
	· 
	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 – Received 3/19/06

	· 
	
	
	Availability of Tier 2 criteria

	· 
	
	
	Need seamless usage and availability of Technical Committee Collaborative tools (list serve, polycom, NetSpoke, Enterprise Architect Software)

	· 
	
	
	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.” 


	HITSP Technical Committee Meeting Notes 


The HITSP Technical Committees met March 28-30, 2006 in Washington, D.C. at the Sheraton Crystal City Hotel in Arlington, VA.  The HITSP Technical Committee membership consists of 157 individuals, 84 people were in attendance for the meeting. The objective of the meeting was to Continue Standard Mapping and Gap Analysis regarding the AHIC Harmonized Use Cases for the Biosurveillance, Electronic Health Record and Consumer Empowerment breakthrough areas. In the absence of a populated list of Inventories of Standards Inventories each Technical Committee used a different approach to identify gaps and overlaps in Standards to populate the Gap Analysis template. The Project leadership team introduced the new Program Manager from ANSI, LeRoy Jones, who discussed his vision of the HITSP process, product, and schedules to identify standards gaps and overlaps. The Technical Committees were updated on the completed tasks and next steps of the overall process. Participants were also reminded that the foundation for the “HITSP Process” is being created through the efforts of everyone as participants work together to resolve issues and benefit from the lessons learned. The outcome of these collaborative efforts should result in the documentation of a business process for Standards Harmonization that has sustainability with long lasting deliverables.

Below are the meeting notes for all three HITSP Technical Committees.
Biosurveillance
	Dr. Peter Elkin (Co-Chair)
	Mayo Clinic

	Dr. Floyd Eisenberg (Co-Chair)
	Siemens

	Dr. Shaun Grannis (Co-Chair)
	Regenstrief Institute

	Dr. Noam Arzt
	Public  Health Data Standards Consortium

	Lori Fourquet  (Facilitator)
	eHealthSign, Inc.

	Dr. Anna Orlova (Facilitator)
	Public  Health Data Standards Consortium


	Biosurveillance Technical Committee Meeting Notes, Decisions/ Actions


On March 28, 2006 the Biosurveillance Technical Committee (Bio TC) reviewed the ONC harmonized use case with the focus on its infrastructure issues. The meeting began with the educational presentations on Populating Biosurveillance Information System (BIS): Integrating the Healthcare Enterprise (IHE) Work on Retrieving Forms for Display (Landen Bain & Charles Parisot); Cross Enterprise Document Sharing (XDS/XDI) (Charles Parisot); and The IHE Approach on Biosurveillance (Bill Lober). Presenters discussed the use of the Retrieve Form for Data-capture (RFD) concept that could maximize the ability to map data from a remote system into a prescribed data collection format to achieve interoperability between disparate systems. During the discussion, members emphasized that clinicians, while taking care of patients, do not want a requirement to enter data to multiple systems/databases. Members also discussed the IHE process and IHE integration profiles that can be relevant to the biosurveillance use case, e.g., cross-enterprise document sharing, lab results and request form for data-capture.  

The educational presentations followed by the discussion on the BIS technical framework functionalities and processes related to the integrated environment & a single setting environment. This included the work status update on the development of the sequence diagrams (Task Leader:  Richard Frank). He stated that the original HITSP Biosurveillance use case scope was broader that the ONC use case and therefore the sequence diagrams developed to date could be viewed as a master set. He highlighted the areas/actions that are out of scope in the ONC use case. The next step involves generating the diagrams to include only areas/actions that are within the ONC use case scope, and identifying building blocks within these areas that are common across all three use cases.

In addition, members worked on the Pool of Standards Required for Biosurveillance as a part of the standards gap and overlap analysis. Specifically, they reviewed standards relevant to the actions on data filtering and aggregation; data anonymization and pseudonymization; and data transmission security. Members discussed the action on identifying a public health agency to be notified and agreed that this is a policy not a standard/technology issue and that there is a process/implementation gap. Clarification from the ONC is needed on identifying a public health agency to be notified.

On March 29, 2006 the Bio TC meetings were focused on the use case scope, content and terminology standards. The discussion started with the update on the Electronic Laboratory Reporting (ELR) Data Capture Task (Task Leaders: David Dobbs and Michael Davission). Mr. Dobbs described the ELR component of the CDC Biosense system. Members discussed AHIC Biosurveillance Work Group dataset that includes the Biosense’s lab data. They also discussed commonalities between HL7, LOINC, SNOMED-CT  ELR data vocabularies; needs for standards for lab orders related to biosurveillance, e.g., who orders the test; test names/identifiers, anatomy list and test results standards; needs to build upon existing ELR work by public health agencies and to learn about other activities on ELR, e.g., VA-Lab, ELINC, IHE.  Members agreed on the need for ELR vocabulary standards to enable data transmission. They agreed to use AHIC dataset as a tentative list and a working document. Clarification from the ONC is needed on the biosurveillance dataset.

Members also agree to identify contacts in the ELR standard development efforts (VA, ELINC, IHE) and ask them to present at the future Bio TC meetings. Members agreed to share ELR implementation guides that are relevant to biosurveillance, e.g., Biosense implementation guide and others. Members continued to work on the Pool of Standards Required for Biosurveillance as a part of the standards gap and overlap analysis relevant to the ELR. 
The meeting continued with the educational presentation on the Harmonized Biosurveillance Use Case - HITSP/AHIC Biosurveillance Vision Overview and Mayo Clinic Project (Peter Elkin) that described clinical perspectives on the use case, i.e., the routine process of care that generates data stream to public health. There was a discussion on data sources for public health, e.g., administrative data and medical records, and their value specifically for biosurveillance use case scope and public health in general in the future; The need for standardized data exchange on presumptive diagnosis was discussed. Members continued to work on the Pool of Standards Required for Biosurveillance as a part of the standards gap and overlap analysis relevant to filtering data and identified/de-identified data exchanges.
In the afternoon there were two educational presentations on Biosurveillance: Indiana Health Information Exchange (Shaun Grannis) as an example of clinical and public health exchanges and Business Pandemic Planning (Floyd Eisenberg) on business preparedness and response initiatives related to pandemic flu.
The Reportable Conditions Task Group (Task Leader: Arturo Coto) provided an update on the work status and t-cons of the Task Group with participation of representatives from the Centers for Disease Control and Prevention (CDC) and the Council of State and Territorial Epidemiologists (CSTE) who described their work on notifiable/reportable conditions lists and their standardization efforts. Members discussed reportable conditions detected through lab test reports and physician reports, variations of those lists by regions and type of data for event detection needed for biosurveillance, e.g., presumptive, suspected, known diagnosis. Members discussed CDC notifiable diseases list standard, datasets mandated for reporting by state legislation and a need for a dataset to be shared across jurisdictions. They identified a need to map SNOMED and LOINC standards relevant to reportable conditions. They also discussed communication back to provider for follow-up, e.g., response data. They discussed the use case scope with regards to the reportable conditions reporting and existing biosurveillance systems, e.g. IN, that will continue their work the way it is done today. There was a discussion on NHIN contracts and regions they cover to build NHIN prototypes, the existing biosurveillance systems in those regions and the relation of the Bio TC work and NHIN contractors work as well as the relationship of the Bio TC work and CCHIT. Members agreed that the Bio TC work will inform the CCHIT and NHIN prototype efforts and regulation development efforts, e.g., lab reporting regulation to public health. 

Members discussed proposed Scenarios for the biosurveillance use case as follows: 1) Flu – example of the Nebraska Health and Human Services Systems (Arturo Coto); 2) Anthrax  - example of the Mayo Clinic project (Peter Elkin); 3) Cryptosporidium  - example from Wisconsin (Ed Barthel). Members discussed data needs for case identification (data filtering) and existing event detection capabilities. There was a suggestion to start with syndromic surveillance and than build event detection capacities further based on when EHRS will be implemented in clinical settings. Volunteers agreed to develop the descriptions of the presented scenarios and provide them to the full Bio TC for review. There was a discussion on additional scenarios, e.g., pharmacovigilance which may be out of scope, and a need for an ambulatory care scenario. Members agreed that flu can be described as both ambulatory and hospital scenarios.
On March 30, 2006 the Bio TC meetings were continued to focus on the content and terminology standards related to the EHR/EMR Data Capture (Task Leader: Ed Barthel) and Resources Utilization Data Capture (Task Leader: Ed Barthel). Members worked on the Pool of Standards Required for Biosurveillance as a part of the standards gap and overlap analysis relevant to these two areas. Under the EHR/EMR, they discussed vital signs data capture, data needs for single encounter and/or a continuum of care and relevant terminology standards, e.g., ICD, SNOMED, HL7 ORU, OBX; and standards for capture demographic data including race and ethnicity. Under the resources, they discussed resources availability in health care standards, bed availability message in Biosense and other agencies relevant work, e.g., VA and DoD. Members also discussed HL7 RIM and X12 for encounter context and visit data.

Members discussed the acknowledgement message that has technical/physical (did you receive it) and meaningful (did you understand what was sent) levels. Members agreed that this is business processes that can be organization-specific. Clarification from the ONC is needed on the levels of acknowledgement message and business processes.

Actions:

1. In preparation for the April 26 deliverable, review the next version of the Standards Gap and Overlap Analysis document to be developed based on the meeting discussions (Lori Fourquet) 

2. ELR Data Capture Task Group (David Dobbs & Mike Davisson):

a. Held an informational  t-con on public health laboratory reporting data (Mike Davisson, presenter)
b. Share implementation guides for ELR, e.g., Biosense (David Dobbs)

c. Follow-up on relevant ELR activities (VA, ELINC, IHE)

3. Reportable Conditions (Arturo Coto)

a. Finalize the list of reportable conditions for selected states

b. Continue to engage CDC and CSTE on working on the notifiable diseases/reportable conditions standards
4. BIS Technical Framework

a. Update sequence diagrams with information on standards (Richard Frank)
b. Develop the building block diagrams in the work after April 26 ((Richard Frank)
c. Develop the descriptions of scenarios and their data dictionary (Arturo Coto, Peter Elkin, Ed Barthel, Floyd Eisenberg)

5. Post all educational presentations at the HITSP Bio TC site (all presenters)
6. Request clarifications from the ONC on biosurveillance dataset, public health agency to be notified, and acknowledgement message
Parking Lot Issues:

Standards for:

Presumptive diagnosis

Anatomy list

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

	John Donnelly (Facilitator)
	IntePro Solutions, Inc.


	Consumer Empowerment Technical Committee Meeting Notes, Decisions/ Actions 


The group reviewed the Harmonized Use Case in order to ensure that there was a consistent understanding of the revised scope among and between the committee members. After considerable discussion, it was decided that the membership is comfortable that the Harmonized Use Case (HUC) includes sufficient scope to allow consideration of the requirements from a CE perspective.

The group reviewed Tech Tool V3 in light of the HUC. It was decided to use the work that had been completed prior to the release of the HUC by combining it in the Tech Tool and relating it to the new Events and Actions. Then the Building Blocks (BBs) that are applicable will be identified and the result will be a mapping of the BB by Event. 

Also, John created tabs to manage the process that are organized by the four perspectives provided in the HUC. The members divided into sub groups to identify candidate standards, gaps and overlaps. The X-TC template was reviewed.

Charles provided an analysis of the Building Blocks including which are X-TC and those that are CE centric. This BB documentation along with the CE Tech Tool v4 and the Gap Analysis Template will serve as the basis for documenting the subsequent analysis to be performed by the CETC.

For the analysis leading up to the next F2F meetings, we decided to divide into groups organized around the 3 BB items that are specific to CE. Then we added the remainder of the BB items to this subgroup structure.

It was also decided that a number of t-cons would be scheduled to do the work.

Also, BB Models are to be returned by COB, Friday, April 7, 2006 and CE must have its work done by or on 4/18/06.
Work Plan
We will consider the existing BBs as a starting point and categorize them as those having CE Specific implications vs. those that are general. (A dichotomy BB-CE and BB-X-TC)

Then we will go through the 3 new Perspectives and incorporate the old actions in the new actions. This will create a set of engaged BBs using the dichotomy from above.

Next, we will focus on the specific to CE BBs with the standards identification and Overlap/Gap analysis.
We will identify important missing Events/Actions that are not defined and more representative of the original richness.

John will develop a scenario configured revision of the template using only the new events/action.

KS 

2.1

Scott 

2.2

Soloman 
2.3
Work Program
Break into 3 groups to support CE-BBs 9, 10, 16 and then X-TC BBs 22,25,26.

(Leaders indicated in bold)

CE-BBs
9-  Share Patient Demographics across Enterprise
Our Title- Share Demographics/Registration information of identified patient across Enterprise

Greg, Monique, Lois, John

10- Manage and Control Data Access
Alison, Scott, Lynn, Margret

16- Share Patient medication history across Enterprises
Tim, Kiang, Ross, Mike

X-TC BBs
22- Maintain Consistent Time across Enterprises
Tim, Kiang, Ross, Mike

25- Node authentication and secure communication channel
Greg, Monique, Lois, John

26- Manage user credentials
Alison, Scott, Lynn, Margret

BB Model to be returned by COB, Friday, April 7, 2006
EHR

	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

	Ioana Singureanu (Facilitator)
	Eversolve

	Bob Yencha (Facilitator)
	Alschuler and Associates, LLC


	EHR  Technical Committee Meeting Notes, Decisions/ Actions 


1) Review of AHIC consolidated use case
· Read-through to establish common understanding of scope, etc.

· A number of assumptions are required to work through the use case (See the UML diagram artifacts for full list.)

· Clarification of “preconditions”

· These items are in-scope for the TC to deal with per LC
2) Model the use case
· Agreed – will complete the modeling without considering all error conditions that may occur except where specifically called out by the use case. Restatement of goal to limit granularity of model per the use case to the level where standards can be identified.

· See parking lot issues: as modeling progressed, further issues with the use case became evident, group agreed to move forward using reasonable assumptions agreed to by the attendees.

· Items where no consensus could be achieved will be forwarded for resolution via available channels (conversations with Lisa Carnahan, TC Chair/Cross Committee Coordination call, inclusion in the Gap Analysis document)
3) Continue modeling of use case
· See parking lot items

4) Begin filling out Gap Analysis document
· Discussion on what standards to include 

· Inclusion of non-US – can be used to feedback to US SDO/other organization to include or cover in future activity

· General queries will be generated to all SDO’s/other organizations on topics e.g. What do you have that covers demographics? Security, etc?

· At this stage the process is inclusive, need to apply criteria to define final pool

· What is a standard? See John Halamka's definition, not limited to SDO's, therefore W3C, IETF, etc. recommendations are valid.

5) Completed use case modeling
· EA Diagrams completed, will be distributed as artifact documents in HTML, Word, native EA files as well as UML model interchange format. 

· Final models will be incorporated into the working Gap Analysis Document for reviewers convenience, but will NOT be included in the final deliverable.

·  along with final meeting minutes in case changes occur as gap analysis document is completed.
6) Housekeeping
           New weekly call schedule and duration

· Monday, 3:00PM-5:00PM EDT

· Primary Agenda item will be to complete the gap analysis document

· Reminder to co-chairs that interim report is due to HITSP Thursday, April 6.

7) Gap Analysis document

· Definition of standard per Dr. John Halamka, Chair of the Health Information Technology Standards Panel (HITSP), explained that:

· 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, processes, and services are fit for their intended purpose; (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."
· Thus, organizations such as W3C, IETF, etc. are pool candidates, along with OASIS, etc.
· Inclusive process at this point, next round will begin to apply criteria (cast a broad net)

· Completed the standards matrix table (some offline editing required)

· Began to address assumptions, issues sections

· Bob Yencha will address boilerplate items (title, use case description, etc.)

· Review versions to be posted prior to Monday EHR TC telecon

· For ease of tracking as file dates are unreliable across systems, a simple versioning scheme will be attached to the file name, i.e. EHR_Gap_Analysis_v1.doc, EHR_Gap_Analysis_v2.doc, etc. – please reference version when posting comments/feedback

Priority Issues
· Concern that labs may be under-participating on EHR-TC 

· Will need Inventory taxonomy, Readiness Criteria, Inventory of Inventories, Gap Analysis Template

· Authorization Management needs to be considered as a separate service.

· Provide Topic of patient location as part of patient identification.

· Who will ultimately own/leverage the lab results? Patient or Lab? Reference: Use of term “Data Repository” in use case should be reconsidered.

· Concerns about the ability to adequately address pre-conditions in AHIC use case, which were determined to be the responsibility of TC. Sense is that this significantly increased scope of deliverable at a late date in the process.

· There will be no time for any organization to react to request for changes to standards by September deliverable.

Parking Lot issues:

a) Persistence and indelibility of lab results – unclear in use case
b) RESOLVED: Definition of “carbon copy” as used in use case – group has adopted working definition in order to proceed (carbon copy = cc = a copy of the item which is sent to any non-requester who may also have a need for the results, or whom the original requester felt should be an additional recipient of the results)

c) Need to ID scope of lab tests to be included, esp. anatomical pathology

d) Definition of “preliminary results” in context of use case
e) RESOLVED: Functionality “provided” in the use case vs. external services vs. preconditions e.g. Patient matching – in scope for TC to id standards

f) May want to spawn sub-committee to deal with key functional components based on expanded scope of use case (per Lisa Carnahan – preconditions are within scope, not assumed to be existing)

g) Need to clarify what is the “viewing capability” for data repositories in context of use case

h) Need definition of query parameters for location query for results query (metadata in locations services)

i) Use info from (h) to determine sequence for clinician interaction for results query

j) Error flows and error conditions will not be captured in EA diagrams – will revisit after optimal flows are defined

k) Determine if “shared MPI” (definition needed) is in or out of scope

l) Identify patient matching service combinations with other actors e.g. Locator service and alternate actions

m) Assuming EHR Scenarios include merge, combine, and resolve discrepancies of results from multiple repositories

n) Clarification: is it really necessary to query locator service based on unique order number vs. category code.

o) Clarification on steps missing in direct query view from web browser e.g. Authentication is missing, is this intentional? Was intention for data repositories to support both synchronous and asynchronous interaction?

p) May wish to aggregate all notification actions into a notification service (Event 3.5.3.0)

q) How does a locator service know who is on the notification list? See Event 3.5.3.0, does it need a prior subscribe function?

Group working concept of a locator service is a simplified one where such a service maintains a list of valid URLs to locations of relevant records, or the minimal information required to contact the holding organization, it does not encompass subscription services or RSS-type feeds. 
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