HL7 Annual Plenary and Working Group M eeting
Memphis, 7-12 September 2003

Meeting report by Peter Schloeffel

Thisreport is nat intended to be acomplete record of this six-day meetingbut rather, a
persona pergoective on points of significance for Australiafrom the sessions | attended.
Thiswas my first USHL7 meetingand my main objectives were:

1. Toganan gpreciation for the HL7 g¢andards development process, paticularly
in the context of my experiencewith Standards Australia, CEN, and SO which dl
use aquite different meeting structure and standards development process com-
pared to HL7,;

2. Tocontributeto the EHR related activities of HL7 which take place mainly in the
EHR S G and the Structured Documents and Templates TCs of HL7; and

3. Totransfertheinsights and experience gained at this meetingto the GPCG, San-
dards Austradiaand HL7 Austrdiato assist inthe development and harmonisation
of EHR standards for Audrdia

Therewere nearly 500 delegates from 19 countries who attended this meeting and ap-
proximately 20% of the delegates were from theinternationa affiliates. Austrdiawas
well represented with 12 delegates but it Sill difficult/i mpossible with this number to
cover dl of the 31 Technical Committees and Specid Interest Groupsplus 17 cther mest-
ings duringthis six day event.

The main points from the sessions | attended are outlined by meetingtype(TC, SG,
other) rather than chronolog cally. The mgority of my timewas gpent inthe EHR SG
meetings.

Internationa Affiliates Meeting

e Thiswas awholeday meetingon Sunday. M uch of the meeting was concerned with
administrativeissues in regard to the IA Committee. This was thelargest attendance
by far a an |A meeting and there was awidespread view that it had becometoo large
and unwieldy for the current meeting structure. M uch time was spent discussing pos-
sible dternatives for future meetings, such as limiting the active participation to two
delegates per country and dividing the meeting into separate technica and administra-
tive components. No fina decision on future meeting format was made.

e Harmonisation: Graham Grieve gaveareport on the CEN/HL7 datatypes harmonisa
tion work, which he has been leading. He believesthat it istechnicaly possibleto
haveasinge HL7/CEN datatypes gandard but there are still some organisationa and
political issues to beresolved. Woody Beder expressed his opinion that harmonisa-
tion should be secondary to developingimplementabl e standards (ieHL7 V3). Gra



ham noted that this may betrue but harmonisation may in fact be necessary to make
standards implementable and he cited examples of UM L and XM L Schemain regard
to theproblems of making V3 implementable.

EHR Functional Specification project: Sam Heard gave an update on the progress of
thisproject (seefurther detail below) and Peter Schloeffd gave an update on the SO
“EHR Déefinition, Scope and Context” project which is rdevant tothe HL7 EHR
Functiona Specinregard to the use of ISO EHR definitions. Sam noted that the EHR
Functiona Specis currently very US-centric and away needs to befound to make it
more internationd if it is to become atrue international HL7 standard.

The concept of “ relm-specific’ versions of the standard was proposed and this met
with widespread support from theinternational delegates. However, it was noted tha
thereis currently no USaffiliate so the question of who would paticipate in the de-
velopment and baloting of aUS-red m specific version of the standard was debated at
some length. Woody Bedler stated that the US-redim balot would need to bere-
stricted to UScitizens but severa internationa del egates noted that there may bele-
gtimateinterests in the USreadm standard outside of the USand UScitizens, particu-
larly since USvendors make much of the health applications software used in many
other countries.

Plenary sssion

Public health: The haf day plenary session had a strong emphasis on pub-
lic/lpopulation hedth with presentations on hedth emergency responseinformation
exchange (CDC), agro-terrorism (American Veterinary Association), paient safety
(AHRQ), and population hedth dataandysis (WHO). James Battle from AHRQ
(Agency for Hedth Research & Quadlity) noted tha hedthcarein the US (and it would
not be much different in Austrdia) has the samerédativerisk of injury as bungy jump-
ingd He announced that thefina IOM report in the series on patient safety, caled
“Patient Safety: A New Standard of Care’, will be availablein late October.

HL7 updates: Wes Rishel and Woody Beder gave updates on the satus of V3 and
Klaus Vel gave akey issues and messaging standards update. He announced that
V2.5 has now been published and will be avail able by the end of September. Hedso
noted that all of the Audrdian issues, including those for pharmacy, have been in-
cluded in V2.5.

Appointments: Audraiais well represented in executive positions within HL7. Klaus
Vel wasre-dected to the HL7 Board as ageneral director after having served a
maximum two terms as the HL7 Internationa Affiliates representative. Sam Heard
continues as a co-Chair of the EHR S G whilst Grahame Grieve was elected as a co-
Chair of the Control/Query TC and Paer M acl saac was dected as a co-Chair of the

M edicines Information S G (formerly the Pharmacy SG).

EHR Special Interest Group

Thiswas my main areaof activity duringthefive days of the meeting. Sam Heard, one of
three co-Chairs of the EHR S G (the other two being Linda Fischetti and Gary Dickenson
fromtheUS) chaired the mgority of the 10 sessions. All of these sessions were devoted



to the EHR Funaional Specification project and there were aso joint meetings with the
Structured Documents and the Templates TCs.

Sam did asuperb job in maintaining control and harmony with probably the largest group
everinan HL7 TC or SG (up to 100 delegates at times), and avery complex and at times
contentious work item. Thomeas Bedereported tha Linda Fischetti described Sam’'s
management and facilitation of the EHR S G’ s functiond specification process as “ mas-
terful and irreplaceable”. She dso mentioned that she thinksthat the archetypetemplate
gpproach isright for the EHR in the US(this view was aso expressed by anumber of
other USddegates in the Templates and Structured Documents T C meetings).

Themain events and issues in regard to the EHR Sy stem Functiond Spoecification project
were

e Project history: Thisproject was initiated by the USVeterans Hedth Administration
(VA) and the Centres for M edicare and M edicaid Services (CM Sis roughly the
equiva ent of our HIC) in April 2003. CM Sforeshadowed that it intends to usethe
EHRS Functiona Specification as the basis for incentive pay mentsto clinicians who
use EHR systems which comply withthe Functionad Spec. HL7 was gven the job of
coordinating the development of the spec as an HL7 standard, with input from severa
other organisations, most notably the |[OM (USIngitute of M edicine). Thetimeine
gven to produce the dandard was considered by most pegple to be unachievable —
first ballot in August 2003 and a second ba ot in October 2003. The three co-Chairs
of the EHR S G arethejoint project leaders of this work.

e Sructure of the standard: Thefirst balot forthis DSTU (Draft Sandard for Trid Use)
contained over 1,500 EHR sy stem functional data points presented in acomplex four-
level hierarchy. Thefunctions were broadly divided into care-ddivery functions and
infrastructure functions. The functional moded consists of atwo-dimensional table
with the function points in the table rows and care setting profiles in the columns.
Four care profiles were defined for thefirst balot: “ Hogpita Care’, “ Ambulatory
Care’, “NursingHome Care’, and “ Care in the Community/Persona Healthcare’.

For each care profile, an entry is made for each function point to indicateif it is essen-
tid, desirable, or not applicable. A second column for each profile shows theyear by
which afunction must be implemented (2004-2005, 2006-2007, or 2008-2010).

o Thefirst balot: Followingthe rel ease of thefirst balot documents in August, aseries
of six public consultation meetings were held around the USwhi ch were attended by
over 1,000 peopleincludingalarge number of clinicians. This was pleasing because
it iswidely regarded that not enough clinicians participate in HL7 standards develop-
ment. Theballot closed on 1% September and received 247 responses, by far thelarg-
est balot in HL7 history. Because of the wide publicity, interes and importance of
thisproject beyond HL7, non-HL7 members were allowed to vote in the ballot by
payment of a$100 fee. The balot vote was negative but not disastrously so. This
outcome was probably in everyone s best interess sinceit was indeed impossibleto
produce aquality useable standard in just four months, despitethe huge amount of
work put in by theteam, including Sam Heard and other Austraian and international
delegates. Onedisturbingfeature of the balot was awedl-foundered rumour that
some organisations who opposed the standard were paying non-HL7 members $100
to vote negative.




Balot reconciliation: Hundreds of ballot comments were received from over 60 or-
ganisations and individuas — again, without pardld in HL7 history. Thetask of the
EHR S G set itsdf during the four days of its meetings was to do acomplete balot
reconci liation of the comments. Severd sessions were spent addressing the comments
in detal, starting with comments submitted by people a the meeting However, it
soon became gpparent that this was an impassible task in thetime available, particu-
larly gventhelarge number of people participaingin the EHR S G mesetings. With
more than 200 comments still to be addressed, it was decided to completethetask in
small working groups after theM emphis meeting.

A way forward: It was agreed that the size and complexity of the gandard (both the
number of function points and the number of categories in the hierarchy) needs to be
substartialy reduced to ensure acceptability by clinicians and to ensure aquality use-
able standard. Small volunteer groups were formed to work out of session (i.e. a
nights) to initialy develop asimplified hierarchy and a simplified process for the nec-
essary work before asecond balot. The results on both counts were very pasitive.
An additiond aspect of simplification/consensus buildingwas the adoption of the
concept of reAlm-specific versions of the standard, first suggested at the Internationa
Affiliates meetingon day 1.

The process: A series of 5 working groups will be established to undertake different
aspects of thework with significant milestone reviews each month and consol idation
of thework at the next HL7 JWG meetingin San Diego in January. The second balot
will then beissued on 15 February 2004.

Thepolitics: A motion wasput and carried on the second day that ensured tha the
second ballot would not be rushed through before the end of thisyear. Thiswas
moved by the Chair of HL7 UK, David M arkwell, who spoke srongy of the need for
moretime, particularly to enablethe UK and other Internationa Affiliates to under-
take athorough review of the EHRSfunctions. The relm-specificity helpsto some
extent but this goplies only tothe care setting profiles and not tothe set of EHRS
functions which will bethe samefor al countries.

The process outlined above was predicated on the outcome of this motion and it ap-
peared that the mgority of delegates were happy withthis. However, in the second to
last session of the EHR S G meetingon Thursday afternoon, amotion was put and
carried to rescind the earlier motion. Therationale for this was to enable the second
bdlot to be carried out beforethe end of theyear if thework is completed in time.
The votewas very close and theresult caused mgor concern to anumber of people,
particularly theinternational delegates. | was not present for the final session as | had
to fly to Washington for further meetings, but a compromise appears to have been
struck in that session, which means that theprocess outlined abovewill in fact be ad-
hered to.

Templates —Structured Documents — EHR SIG joint meeting



This was another very large and lively meeting. It was moved to asmaller room than
origindly scheduled and people wereliteraly overflowing out the doorway and into an
adjacent room. Thetwo main issues discussed were:

e Ageement was reached on aharmonised set of structurd levels for usein HL7 RIM -
based structures, openEHR, and CEN. Thelevels are: EHR / Folder / Composition /
Section / Cluster / Element / DataValue. This will require a changeto the Level
Codeinthe RIM and thisprgpasa will be submitted to theM odelling & M ethodology
TC for gpproval.

e SamHeard demonstrated his protatype VB Archetype Editor which was very well
receved. However, Sam generated some controversy when he raised the subject of
therdationship of terminology to archetypes. His gatement tha much can be
achieved by archetypes without any connection to an externa terminology was widely
misinterpreted as saying that terminology was no longer necessary for intergperabil-
ity. Hedso statedthat it is essentid for archetypes to be independent of any externa
terminology .

What he was taking about was the use of smal coded term-sets within archetypesto
labdl archety pe nodes and provide values for variables within the archety pe (e.g. “ sit-
ting | standing | reclining’ for blood pressure measurement position). These interna
term sets are bound to particular external terminologies (e.g SNOM ED, LOINC) at
runtime. Thisisvery similar to the gpproach being adopted by HL7 in its Clinica
Terminology Service project, which dready has some 400 “ micro vocabul aries”. De-
spite this controversy, the archetype goproach received strong support from many
people a the meeting such as M ark Shafarman (HL7 Chair Elect), M artin Kernberg
(UCSF) and Charles Parisot (GE).

Clinical Genomics

| attended asing e session of the Clinicad Genomics SG to hear apresentation by Peer
Elkin from the M ay o Clinic on the EHR requirements of clinica genomics and pro-
teomics. Thiswasavery interesingif rather technica discussion (from a genom-
ics/proteomics viewpoint) and it gppears that so far, anew datatype for haplotypesisthe
only requirement not aready satisfied by existingHL7 and CEN/openEHR modes. Even
this may nat in fact be necessary as it may be ableto be handled by an archetype. How-
ever, it isearly daysinthis new discipline and there may well be other unmet require-
ments for the EHR, which have not y& been identified.

Structured Documents — Medical Records—EHR SIG Joint Meeting

This meetingwas a presentation and demonstration by Thomas Bede of ADL (Archetype
Definition Language — developed by Tom and Sam Heard) and the protatype® Engneer’s
Workbench” Tom has built to parse ADL-based archetypes. A number of archetypes
were demonstrated being parsed successfully, includingan HL7 Lab Observation RM IM .
This generated considerabl einterest and proved that archetypes can be used for HL7 arte-
facts, paentidly replacingthe need for RM IM s.

Summary



Thiswas avery interesting and productive introduction to HL7 Joint Working Group
meetings. | believe my objectives listed in the introduction were achieved and | look
forward to continued participation in HL7 activities. In particular, | bdievethat the
GPCG should develop an redlm-specific EHR S care profile for Austraian General Prac-
ticeand | would be keen to participaein thisproject. ThelBM GPCS Functiona Speci-
fication will be an important resource for thistask.
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