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Healthcare Information Technology Standards Panel (HITSP) 

ER-EHR Care Delivery Technical Committee Meeting Agenda

October 29-31st, 2007
The Westin Lombard

70 Yorktown Shopping Center 

Lombard, IL 60148
(630) 719-8000

All ER-EHR Sessions are in Lilac A
Web Access: https://www.gotomeeting.com/join/946572297 

Audio: 1-866-469-3239/ 57455041

Meeting Objective: 

· SME Review and Analysis of Issues Listed Below (p 4)

· Develop Roadmap for ER-EHR Use Cases Gaps and Overlaps

· Verify and validate ER-EHR Interoperability Specification (IS-04) Table 2.2.2 Business Actors to Use Case Events, Actions, Requirements and Associated Notes and Table 3.2.1 Business and Technical Actors Mapped to HITSP Constructs

· Finalize the Interoperability Specification constructs including Clinical Summary Document and Security And Privacy

Monday, October 29th

12:00
–
1:00 pm:
Lunch -Jr. Ballroom A
 1:00
-
4:30
pm
ER-EHR Use Case Breakout Lilac A3*

12:30
-
1:00 pm: 

Informal Discussions 

 1:00
–
1:10 
pm

Welcome, Meeting Objectives, Introductions

 1:10
-
1:45 pm
Overview of Current Pre-Hospital Data and Exchange Standards NHSTA 2.2.1 and NTDS 1.2 (NEMSIS and Trauma)
HITSP Overview

 1:45
-
2:15 pm

HITSP ER-EHR Interoperability Specification

 2:15
-
4:30 pm
Review of Work Flows
Roadmap and Next Steps

 2:45
-
3:00 pm


Break

 5:30
-
8:00 pm
Thank you Reception at Harry Caray’s
Tuesday, October 30th
 8:30
–
9:00 am
Breakfast/Registration  

 9:00
–
9:30 am
General HITSP Updates/TC Report Out -Joyce Sensmeier/TC Co-chairs 





Joint Session Jr. Ballroom A1*


    

 9:30
-
5:00

ER-EHR Use Case Breakout Lilac A3*

 9:30
–
10:15 pm

EMS Roadmap Plenary
10:15
–
12:00 pm

Law Enforcement SME Session

12:00
–
1:00 pm

Lunch -Jr. Ballroom A
 1:00
–
5:00 pm
Clinical Summary Document Discussion including Nursing Implications
 2:45
–
3:00 pm


Break  
Wednesday, October 31st
 8:30
–
9:00 am
Breakfast/Registration  

 9:00
–
9:30 am
General HITSP Updates/TC Report Out –Joyce Sensmeier/TC Co-chairs 





Joint Session Jr. Ballroom A1*


    

 9:30
–
12:00 pm 
ER-EHR Use Case Breakout Lilac A33*
Review New Templates, including Security and Privacy


(SPTC to join ER-EHR CDTC)

Security and Privacy Construct Discussion

 12:00
–
1:00 pm  
Lunch -Jr. Ballroom A
 1:00
–
3:00 pm
ER-EHR Use Case Breakout Lilac A33*
Next steps and planning for November 2007 Document Deliverable

 3:00 Adjournment –
Shuttle Service is not available, must reserve taxi 30 minutes in advance.

	Subject Matter Expert (SME) Session 

Emergency Medical Services Pre-Hospital -Hospital 
	Health Information Technology Standards Technical Committee –
Emergency Responders-Electronic Health Record (ER-EHR)- Special Session
 10/29/07 –12:00pm CST to 4:30 pm CST

	Contacts:

Jessica Kant: 312-915-9283 or

E-Mail: JKant@himss.org
M Glickman MGlickman@CNAInc.com
	Hotel – The Westin Lombard, 70 Yorktown Shopping Center. Lombard Illinois

Phone: (630) 719-8000 - Reference HITSP

Stephen Hufnagel – HITSP ER-EHR , Chair

Mike Glickman – HITSP ER-EHR Facilitator

	        Item
	Notional Agenda (all times approximate)

(The schedule will be adjusted for the convenience of the SMEs) 

	Welcome Reception
	Lunch and Greet –HITSP 12:00pm.  We will begin our informal discussions 12:30.   We will wrap up NLT 4:30 pm.  Afternoon Break is 2:45 – 3:00 

	Welcome, Meeting Objectives, Introductions
	Michael Glickman/ Dr.Clay Mann      1:00 pm
	 10 minutes 

	Overview of Current Pre-Hospital Data and Exchange Standards NHSTA 2.2.1 and NTDS 1.2 (NEMSIS and Trauma)
	Dr Clay Mann                                        1:10 pm
	10-20 minutes

	HITSP Overview

-The value of Interoperability
-Current Status

-SME Objectives and Concerns –EMS and Law 
	Michael Glickman/ Steve Hufnagel     1:20 am


	 30 minutes

	HITSP ER-EHR Interoperability Specification

-Review Document Construction

-Develop a Shared Understanding Interoperability –Tools and Vocabulary
	Michael Glickman/ Steve Hufnagel     1:40 pm

	30-60 minutes



	Review of Work Flows

-Flow of Information, Data/Information Sharing, Interoperability Requirements
	Michael Glickman/ Steve Hufnagel      2:40 pm             


	 1.5 Hours

	Roadmap and Next Steps

-Identify Gaps 
-Closure and SDO Discussion
	 Michael Glickman/ Steve Hufnagel     3:30 pm


	1.5 Hours


ER-EHR IS-04 Issues List 

Compilation of Items to be addressed at the October Face-to-Face Meeting in Chicago

Version of OCTOBER 22, 2007

Issues from Last Disposition Review

1
Section 6.1.1.1


Public Health agencies and ECC/9-1-1; Dispatch of all kinds including EMD; Emergency Operations Center, messaging and data systems need to be interoperable. Moreover, data need to flow both ways. EM response requires public health agencies to be consumers and providers (e.g., Event Driven)
Issue: This is a GAP.

NEMSIS defines all of the data going to/from the ECC to On-Site personnel regarding the patient information at the scene not the location of the scene (probably OGC, GIS).

There are three groups of candidate standards…. 911 stuff (not well developed), NEMSIS in EMS world (Definitive care crowd)

The NEMSIS standard would have to be vetted against SNOMED and  DEEDS.

The 911 and NEMSIS community would work together.

DEEDS is data in the ED managed by the HL7 ED SIG (POC: Kevin Coonin, Ann Pollock.

Harmonization of Incident type is an overlap.

Should we declare NEMSIS as an interim standard.

2
Section 6.1.1.1
This action should support Decision Support using data such as telematics data. [Action: David to provide an example in addition to telematics]
Issue: David will provide an example in addition to telematics

OASIS EDXL Distribution Element (DE) is a candidate for the envelope. VEDS is a candidate for the telematics content.

The ECON standard can be a payload.

3 Section 6.1.1.2
Situation Awareness needs to be addressed in real time for messaging and taxonomy It was being addressed by EBXL Hospital Available Speciality Beds and Overall Status (HAVE). 

We have determined that we need to describe the situation, the patient and the resources. This deals with a subset of the latter.

EBXL Resource Message (RM) has 14 message queries.

Situation: OASIS Common Alerting Protocol (CAP) - was designed as an alerting mechanism.

Situational Messaging (SM)- We need to get emergency communities with the Justice community taxonomy (National Information Exchange Model (NIEM) Emergency Exchange Model).

Use  (Open geospatial consortium) OGC Standards GIS standards for all Spatial location information. 

The previous DHS disaster management group work was based on EDXL. The DHS DM has restarted their efforts. HAVE has sent out an OASIS request for comments.
Issue: This is a GAP.


We should investigate whether OASIS DE is a useful transport mechanism.

4
Section 6.1.1.3
From our discussion of Incident Command Structure (ICS), we recognize that we are lacking specific SME in this area and want to ensure that the material is correct from that perspective.

Action: David to provide an ICS subject matter expert to review the entire document, after the face-to-face meeting.

5
Section 6.1.2.1


The phrase “continuity of care record” that is used in the text has a different specific meaning in ASTM and HL7 parlance.

Action: Change the phrase to avoid confusion.

6
Section 6.1.2.1


The on-site care support system must support both transfer-of-care summaries (e.g., to the ED) and also after the fact run reports. There is an interoperability gap between the current “Run Reports” (and software similar to “Run Reports”) with subsequent systems in the continuity of the flow.

Issue: This is a standards GAP.

7
Section 6.1


Review NEMSIS as a reporting standard in light of patient care. Can the candidate NEMSIS data standard support real time clinical care summary and associated messaging?
Action: Discussion at F2F.

8
Pre-hospital & ED Clinical Summary Document (to care providers)

There is no pre-hospital & ED definition of the minimum data set requirements for a PHR. It should be noted that the concept of a minimum data set is not singular. Each domain of use has its own requirements and is different. The patient, situation and time determine, what is needed. Uniquely, identifying the patient is key. A unique ID ( e.g., next-of-kin, med alert bracelet number, or vehicle ID) may be a proxy in a record locator service, for the patient.
Action: This is a GAP.

9
SECTION 6.1.2.1


There is a requirement to collect manual or automated monitoring information and include it in the Encounter Record. Glasgow coma scores might be an example of data. This data is necessary to calculate trend lines.

Action: This is a potential GAP.
10 The GAP/overlay standards scope resolution roadmap of IS04


Discuss ways to visually present the GAPS and scope of the GAPS. We need to focus on low hanging fruit.

11 EMS present and future view of authorization and authentication, including break the glass access for emergency responders.

Discussion: Mavis system in IL. Alarm system for a type of incident.

Mutual Air Box Alarm System (MABAS).

Incident type and size, gr\eographical scope and Role, type of government.

Organizational Credentialing is also important, not just individual credentialing.

Move from static MOUs to RBAC. Electronic and role based version of what is done today. Start Triage has a bar code that is put on the patient.

12
National Law Enforcement Telecommunication System (Nlets) 


Discussion on the appropriate interoperability of emergency responder information and Nlets. Nlets has been in place for around 40 years. Need strategic vision for interoperable traffic transport across potential networks. (e.g., Nlets may be an initial gateway for patient identification and next-of-kin notification.) ECC/9-1-1 dispatchers have access to Nlets. Nlets should NOT be scoped to a particular purpose; but, as an interoperable transport network. We need to discuss functions and core services.

Clinician is too comprehensive a term to use for physicians, nurses 

Four Components

Chief Complaint

Triage Note

Nursing Note

Discharge Summary from ED to Hospital or Home

Clinical Care Classification 2.0

Developed by HCFA

Records from 8,967 cases

646 Facilities

70K Interventions/Actions

45K Diagnoses and Problems

NEMSIS, 911 and CCC community should  compare there efforts.

Quality has identified the notion that we want to accept them all.

There are 12 recognized nursing languages ( 6 are represented in SNOMED) (3 or 4 not in the public domain) 

CCC- Standardized system

Omaha System- different structure. 42 problems 63 interventions with different groups

North American Nursing Diagnosis Association (NANDA) - Dx

Nic- Nursing interventions that are not codable

NAMA tried to link the three which does not map well.

Desireta criteria there are differences

Omaha and CCC where picked by Quality during their liberations. We have not done due diligence. The nursing function should be addressed and a group should make the case.

We need to develop a roadmap that will address the creation of a harmonized or selection of a single nursing terminology to address the requirements of the ER-EHR Use Case.

The Clinical Care Classification (CCC) System serves as a standardized coded terminology for nursing and other allied health providers. CCC provides a unique framework and coding structure for capturing the essence of patient care at the point-of-service in all health care settings. The CCC Systems consists of two interrelated terminologies: the CCC of Nursing Diagnoses and Outcomes and CCC of Nursing Interventions and Actions -- classified by 21 Care Components. The Care Components provide the stanfardized framework that links electronically the CCC terminologies to each other and enables them to be mapped to other health-related classification systems. The CCC terminologies consist of flexible, expandible, discrete atomic level concepts/data elements. The data elements have been coded and designed for computer processing in the health information technology (HIT) systems and data collected only once can be used many times for a variety of care delivery and data mining purposes. The CCC System is designed to be used: (a) with electronic health record (E.H.R.) systems that include applications to support clinical documentation and planning of care; (b) with nursing management systems used to determine workload, resources allocation, and cost; (c) in nursing education software to teach cliniciains how to document and code nursing practice in the E.H.R.; and (d) in nursing research for analysis of patiient care with specific disease conditions. The CCC System can help improve quality, safety,and outcomes measurement, and can help determine the cost of patient care provided by nurses and allied health providers. It can enable tracking and measuring patient care holistically over time across settings, population groups, and geographic ;locations. It can be used to help design decision support. evidence-based and expert systems to advance nursing knowledge.
*Teleconference Information:

1) Joint Session Dial in: 1-866-469-3239 Passcode: 84057041#

3) ER-EHR Use Case Session Dial-In: 1-866-469-3239 Passcode: 57455041#  
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