Minutes: HL7 PHR WG Conference Call

Presiding co-facilitator: John Ritter
Scribe: John Ritter
Purpose: Regular meeting

Call Information:
Date: Wednesday 2016-10-12
Time: 12:00 p.m. Eastern U.S.

Duration: 60 minutes

Phone: +1-770-657-9270

Code: 510269#

Video:

· https://www.freescreensharing.com/meetings/614-166-350 (Note: Do not use the freescreensharing phone number; use the HL7 EHR WG phone number above.)
Listserv: ehrwgphr@lists.HL7.org 
Attending:

· John Ritter; co-facilitator; johnritter1@verizon.net
· Gary Dickinson; co-facilitator; gdickinson@ehr-standards.com
· Ayman Salem, MD; a@mores.com 
· Lorraine Doo; co-facilitator; lorraine@dooconsulting.net
· Lisa Nelson; LisaRNelson@cox.net
Regrets:

· (None)

1. Welcome and Minutes 

· The meeting of 2016-10-05 were…..

2. Presentation by Ayman Salem, MD; Neurosurgeon about AI in PHRs

Ayman Salem, MD

Board Certified Neurosurgeon

191 S. Buena Vista St.

Suite # 370

Burbank CA 91505

cell 818 383 9622 

Ayman Salem, MD, a neurosurgeon and founder of a software company that will release a PHR soon that has embedded Artificial Intelligence (AI). He will offer a brief backgrounder about the use of AI in PHRs and hopes to hear about our work on the PHR standard. His solution is designed to operate from home or in a mobile fashion, and will operate on all operating systems (iOS, Android, and Windows). The PHR will have E2EE and health data will be stripped of personal identifiers. It will have a provider portal where providers can interact with users. The eventual goal will be for the PHR to communicate with EHR systems.

Backgrounder on Artificial Intelligence used in a PHR system (Dr. Salem) (about 15 minutes)
The patient is often an “unprofessional” historian (with respect to conveying clinically-relevant information to the provider during an encounter). An artificially intelligent module can help curate the patient’s prose.

The AI module, for example, can help the patient determine whether a (proposed) cup of coffee will adversely impact the patient’s current health condition.
The AI module will also help identify and strip Personal-Identifiers from EHR information and making it available to the patient’s PHR.
Early diagnosis triggers should be identified (perhaps through remote use of AI via a device in/near the patient) and routed to the provider for consideration.
Promoting the creation of a set of healthcare-relevant interactive communications between PHR stakeholders.
How can HL7 (and its standards) help?

It might be good to alter C-CDA to be able to dismiss the requirement that it contains Personal Identifiers. Such “non-identified and non-identifiable” data could be useful, not only to the individual, but to a group (a population).
Coining a new term (Lisa Nelson): “Safe Data”

Data points – without a context – are meaningless. For example, “heart rate = 70” is okay for a resting adult; great for finishing a race; terrible for a fetus.
Suggested Next Steps for Ayman:

· Visit the MHWG.

· Visit the FHIR and C-CDA WGs.

· Stop back and visit the PHR WG.

(Later, via email) Lisa Nelson would be happy to ask Structured Documents Work Group to give Ayman a few minutes to describe some of his ideas – especially the idea about “disconnecting” the data from the personally identifiable information in order to facilitate “Safe Data” that can be exchanged without exposing the identity of the individual whose data it is.  This could easily be accommodated by today’s C-CDA templates if they were slightly modified.  What advice would SDWG have about how to introduce this capability into standard CDA templates that align with C-CDA but allow identifying data to be “stripped out”?

(Later, via email) Ayman Salem: The way we are approaching it from a CDA standpoint, is that, with the current technology there are new standards that have to be developed for "Non Face to Face" (NFTF) Encounters. As you Know there are currently 938 million FTF annually in the US. This gets exponentially complex when you have text, chat, phone, video conf. as well as remote health monitoring (RHM).
An example would be if a physician realizes that the blood pressure medicine is not working for his or her patient based solely on RHM data, then the physician will stop the current medicine and recommend a different medicine. So, at that point, Health data become part of a clinical document and it has to follow the same guidelines of a clinical document, same applies for diet, exercise,...etc.

We feel that it can be up to the patient, provider or AI triggers to initiate that hand shake with the provider and that would transform regular health data to clinical document data.

3. Possibility of creating an HL7 Newsletter article about “School Nurse Health Information systems and the PHR” (3 minutes; John)

· CONSENSUS: Yes
4. Possibility of a School Nurse Functional Profile of the PHR-S FM? (A PHR for students that is curated by the School Nurse?) (5 minutes; John)

· Let’s create a PSS (include Child Health WG).
5. Possibility of a Work Functional Profile of the PHR-S FM? (Adding Work History and Work Information to PHRs?) (5 minutes; John)

· CONSENSUS: Yes
6. Resolve comments of the COMMENT-ONLY ballot (all remaining time)

7. Continue to examine functionality in the Supportive Section (moving from Release 1 to Release 2 format)

8. Next Meeting

· 2016-10-19 at 12:00 pm ET US. Regular meeting.

9. Adjournment

· The meeting adjourned at 12:58 pm ET US.
Parking Lot issues:
1. Brainstorming the future activities of the PHR WG

· Contact Bill Yasnoff (Health Record Banking Alliance (HRBA)): Invite the HRBA to develop a PHR-S FM Functional Profile for Health Record Banks. Next HRBA conference call on 2016-09-08.

· A Meaningful Use (MU) FP of the EHR-S FM is being developed. We could develop a MU FP of the EHR-S FM that targets PHR systems (based on three functions in the EHR-S FM that deal with export to PHR systems, namely: View, Download, and Transmit)

· Develop FHIR for PHR’s (“PHR-on-FHIR” by Gary Dickinson)
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