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When I compare it to the earlier strawman model, I find the following differences that seem to me to be worth further discussion: 
1.  Medication is replaced with SubstanceAdministration as a Procedure.  I don't think this is correct / adequate modeling for medication, since the SA model is designed for medication administered as a medical procedure by a person playing a medical care provider role.  It works for medication delivered in a medical facility quite well, but much less well for prescriptions and OTC medications taken unsupervised by the patient.  Calling that "self-administration" doesn't make the model fit any better.  I think the model needs to capture additional information about Medication that isn't shown under "Procedure", such as 

· whether it was prescribed / ordered versus procured by patient OTC or illegally, 

· whether the administration was "observed" by someone who can confirm that the medication was in fact done (versus simply prescribed and/or purchased).  The capture of this information is common for TB medications (in fact, required in the US, and I believe by WHO as well), and
· drug-code (this is a part of SubstanceAdministration, but shouldn't it be specifically called out in the model?)

In fact, this category probably needs to be generalized beyond what is in the strawman model as well to cover "self-medication" with both legal and illegal substances, such as 

· vitamins 

· natural herbals, 

· so-called "dietary" supplements, 

· alcohol, and 

· illegal "street" drugs: uppers/downers/narcotics/etc. 

Will make sure this kind of medication data are naturally expressed in the vMR.
2.  The proprosed refactoring completely ignores the ActDataRequested idea.  It is clear to me that there are types of information that you want to know about all instances, other types that you only need recent instances, and other types where you only want the last (or first) (or first and last -- ie, the date range, possibly with a count) instance.   
Whether or not that needs to be specified as part of the modeling of the standard, I don't know.  It might be considered simply to be an implementation enhancement (simplification) to a basic model that requests everything that is known.   
Just the same, it is obvious to me that you would not find "detailed" information about the 3x weekly allergy shots that I was given by everyone from my doctor to my father to my wife to the school nurse for 25 years to be useful information in decision support to give me medical care.  But it might be useful to know that I received allergy shots for 25 years, and that the last one was decades ago.  It might also be useful to know what the allergens were.  No medical provider has ever asked for more information than that.  Would a CDS be able to draw any useful inferences from more detail than that? 
On the other hand, I implemented EHR panels in a specific product that used a tree list presentation in which the top level was presented graphically for almost everything except unstructured text, and drill-down was available all the way to the individual instance data of everything we captured.  The graphical presentation worked great for things like insulin shots, measurements of vital signs, and quantifiable lab results. 
Will plan to make sure notion of data filtering/specification of what data should be retrieved is reflected in the model.  This will likely take place in the ContextClass.
3.  The proposed refactoring completely ignores the Act Type and SubType idea, which is in keeping with the RIM.  The RIM simply has a code for Act.  However, I think that real medical providers in the real world need to see observations in groups, simply as a "Table of Contents" into the collected data.  The Act Code is more like an "index" to very specific instances and is all you need for computability, but a Type and SubType seem to me to be critical for human review or presentation or creation of KMs.  That sort of categorization was essential to the EHR treelist that we built into an EHR.  
The danger of the Act Type and SubType is that there are conceivable Acts that are "twofers", ie: a single Act might accomplish more than one result, and might fall under two different types or subtypes, unless those types are pretty well thought out, and constrained to "what was actually done", rather than "what was intended to be accomplished". 
Will plan to explicitly model out stable and important act subtypes, to facilitate understanding and model clarity.  Will explore use of templates (e.g., via a templateId attribute in act) to allow for information model (e.g., of Observation) to be defined by template.
4.  The proposed refactored model never mentions diagnosis, and I think that may be OK, since it seems to me that "diagnosis" is pretty well modeled by "Observation".  I always modeled diagnosis as a somewhat fuzzy specialization of problem, since there is always a range of certainty associated with any diagnosis. 
Potentially will be an explicitly modeled act subtype (see discussion on item 3 above).
5.  Wouldn't "Factory" be considered implementation detail? 

Yes.  We will try to keep implementation details, or approach-specific details, outside of at least the main vMR models.
