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Author: Kensaku Kawamoto, MD, PhD (kawam001@mc.duke.edu) 
- Attendees:
[ ] Joel Amoussou, Efasoft
[ ] Scott Bolte, GE Healthcare

[ ] Keith Boone, GE Healthcare

[ ] André Boudreau, Chair, Canada Standards Collaborative Working Group for Individual Care 

[ ] Leon Cameron, IPO

[ ] Clayton Curtis, Veterans Health Administration

[X] Guilherme Del Fiol, Duke University

[ ] Jean-Charles Dufour, LERTIM – University of the Mediterranean
[ ] Jim Cimino, NIH Clinical Center
[ ] Robert Dunlop, InferMed

[ ] Mark Diehl, American Dental Association

[ ] Bill Friggle, Sanofi-Aventis
[ ] Emory Fry, DOD

[ ] Pat Gunther, Duke University

[ ] Teresa Hall, Indian Health Service

[ ] Rob Hausam, Hospira

[X] Nathan Hulse, Intermountain Healthcare

[ ] Vojtech Huser, Marshfield Clinic 
[ ] Ari Kaliannan, New Tech Global Solutions

[X] Ken Kawamoto, Duke University

[ ] Stephanie Klepacki, Indian Health Service

[X] Austin Kreisler, SAIC

[ ] Thom Kuhn, American College of Physicians

[ ] Charles Lagor, Philips Research North America

[ ] Zhijing (James) Liu, Siemens
[ ] Saverio Maviglia, Partners HealthCare
[ ] Jim McClay, University of Nebraska Medical Center
[X] Andrew McIntyre, Medical Objects

[X] Chris Melo, Philips Healthcare

[ ] Galen Mulrooney, VHA

[ ] Shawn Myers, Healthwise

[ ] Dale Nelson, Zed-Logic Informatics, Co-chair, HL7 ITS
[ ] Scott Robertson

[ ] Beatriz Rocha, Partners Healthcare

[ ] Joe Rock, Philip Healthcare

[ ] Matt Sailors, The Methodist Hospital Research Institute

[ ] Elvino Saldanha, Active Health
[ ] Harm Scherpbier, Main Line Health
[X] Peter Scott, Medical Objects
[X] David Shields, Duke University

[ ] Luigi Sison

[ ] Howard Strasberg, Wolters Kluwer Health

[ ] Parag Someshwar, CitiusTech
[ ] Peter Tattam, Medical Objects

[ ] Jens Weber, University of Victoria

[ ] Thomas White, New York State Office of Mental Health, Columbia University
[ ] Carla Wood, Altos Solutions

- Action Items from Last Call:
· [ ] Keith: will send out most recent VMR model

· [ ] Andrew: start process of identifying specific RMIMs that should be ideally reflected in vMR

· [ ] Ken and Dave Shields: post OpenCDS VMR when ready

· [ ] Keith: forward Ken URL to Intermountain DCM work

- Meeting Notes/Discussion Items:
· Input model ( fairly mature in scope of  current discussions

· E.g., Observation, Problem, Medication

· Intermediate state model (logical building blocks for CDS)

· Description of intermediate state model

· Conclusions used to draw other conclusions

· “local variables”

· Clinical concepts that clinicians think in terms of (e.g., clinician rule authors)
· Examples

· “patient has diabetes”

· “patient is on an ACE inhibitor”

· X is patient’s most recent HgbA1c test result

· Potential options
· Use the output model, as output from one rule can become an input for another rule

· Use the input model

· E.g., “patient has diabetes” ( Problem with top-level SNOMED CT code for diabetes mellitus, status = active,  observed date-time = now, data source = inferred

· Andrew: in GELLO-GLIF work, had idea of parameters for calls.  Could be any type of parameter/concept in that context.  Represented in that work as context with parameters.

· Austin: working on example where looking at microbiology data to see if a patient has MRSA, which is then used to identify whether patient has a hospital-acquired infection (among other infections)

· Example use case

· Goal: identify whether patient appears to have a hospital-acquired infection

· Process: 

· Look at laboratory results, see if patient has a Methicillin-Resistant Staph. Aureus (MRSA) infection

· Look at microbiology results, see if patient has infection Y, Z, etc.

· If patient appears to have MRSA, Y, Z, etc., that is of new onset, then conclude patient appears to have hospital-acquired infection, and provide relevant supporting details

· Primary source data:

· Laboratory Observations – tests to determine if MRSA, etc.
· Other observations

· Potential intermediate states/conclusions:

· Patient does/does not appear to have MRSA

· + relevant supporting details, e.g., source Laboratory Observation(s)

· Patient does/does not appear to have infections Y, Z, etc.

· + relevant supporting details, e.g., source Laboratory Observation(s)

· Patient does/does not appear to have hospital-acquired infection

· + relevant supporting details, e.g., data above
· Potential approaches to represent first item above (“patient does/does not appear to have MRSA”)

· Option 1: 

· Problem
· Code = MRSA

· Status = Active

· Problem statement date/time = now

· Problem effective time = depend on analysis of source data

· Source information (potentially could use A, B, or A + B)
· Option A: Source = “inferred”

· Allows this problem to be distinguished from if a clinician had recorded this problem in the problem list

· Option B: 

· Provider relationship to Act = author/creator

· Provider = CDS system

· Option 2:

· Observation

· Code = Has MRSA

· Value = Boolean Value, true/false

· Option 3:

· Output model that has, e.g., name-value pairs, where values can be complex objects

· Output

· Name = “patientHasMRSA”, Value = Boolean Value, false

· Output model that is simply a Boolean

· E.g., false (assumes rule invoker knows the rule returns a true/false)

· Discussion

· Andrew: should try to work out use cases, e.g., using sample V2 messages

· Strawman example

· Intermediate state:

· Problem noting patient appears to have MRSA, labeled as having been inferred by CDS system

· Associated Act/Clinical Statement of type “inference source”, for original act(s), specimen(s), etc. leading to conclusion

· implication for VMR: likely will need association from Clinical Statement to entity types other than Clinical Statements

· Problem noting patient appears to have a hospital-acquired infection, labeled as having been inferred by CDS system

· Reviewed Austin’s V3 model for laboratory reports used in this work

· Equivalent for Detailed Clinical Model, could potentially be represented using nested Observations with components and templates to identify the DCM used
· This example has non-Observations within the parent Observation (e.g., Specimen Cluster)

· implication for VMR: for supporting DCMs, likely will need to allow DCMs to be specified outside of nested Observations.  Currently possible using Clinical Statements’ relationships to other Clinical Statements, but exact mechanism of applying DCMs is TBD
- Action Items:

· [ ] Keith: will send out most recent VMR model
· [ ] Andrew: start process of identifying specific RMIMs that should be ideally reflected in vMR

· [ ] Ken and Dave Shields: post OpenCDS VMR when ready

· [ ] Keith: forward Ken URL to Intermountain DCM work

- Next Call:

Next call in 1 week 
9/16 (Th) 

· Times:

· http://www.timeanddate.com/worldclock/meetingtime.html?month=9&day=16&year=2010&p1=179&p2=47&p3=136&p4=44&iv=0
· 4:30pm US Eastern Time

· 6:30am Brisbane, Australia

Dial-in: 770-657-9270, Passcode 687054

Live Meeting Link: https://www.livemeeting.com/cc/vaoi/join?id=JTZP25&role=present&pw=gP%3DB5%40D
- Agenda:

- continue vMR discussion in context of identified use cases
