Report toHL7 Augrdia:

HL7 Plenary Working Group Meeting,
January 18" 23 2004.
San Diego. CA. USA.

Davd Rowed.
GPCG Representétive, and
Char IT 14/6/6 -Refara and Hedth Serviee M esssgng.

This thefirg of HL7's 3Working Group meetings for 2004, attrected around 600
deegates My attendance was supported by the Commonwedth viaHL 7 Austrdia, with
additiond funding from GPCG and frommy medical practice.

Objectives

My principa objedive wasto work on clinicad communication in the aress of Dischar gg
Referad and Shared Car e, together with aspects of Comnunity Based Hedth. This
pardlds thework being done within Sandards Australids I T 14/6/6 WorkingGroup and
invaves HL7 M essagng Versions 2 & 3, togethe with Version 3 CDA.

Addtiona dbjectives wereto attend working group medings rdevantto HL7's
applicability to Audraian patient carewith aview to assessing, and where possible
influencing, this work.

Badkground.

See my report on the September 2003 Warking Group meetingfor back ground of HL7
andits genad relevancetoclinica IM & T inthe Australian hedlth sedor, paticularly in
primary and community based care.

Asnotedthen, HL7 Version 3isradically different from itsversion 2 andis still under
devdopmert; it has notyet been shownto be easily implementablefor theclinicd
messages we need.

TheClinica Document Architectre-CDA is aV3 specification and uses theV3
Refaence Information M adel (RIM) and HL7 datatypes. It is clamed to bedifferent
frommessagnginthat it gpecifiesdocuments which arehuman readable, standalone,
intended to persis indefinitely,, eqoress authorship, reponsibility, and versioning. The
architectureaignswith theinner components of gpenEHR and oedfication of
document types isintended to be by HL7 Templates. Such specification is aready

achievable by Archetypetechnology whichis strongy influencing, and may ultimately
subsume, HL7 Template development.

CDA isimportant for our Referral and Shared Ca e communicaion and is being worked
ond IT 14/6/6 in aditionto V2 and V3 messagng.



Spedfic Areas of HL7 Relevant to Austrdian Clinica Practice.

HL7is being developed to cover awide aeaof Hedth Sandards, — much morethan
messaging. It isimportant tonate thet it is fundamentally implementation-focussed, with
strong requirements driven from both vendors and users.

Thework of most inportance toclinicians iscurrently beingdone by the following TCs
and SGs:

Patient Care,

Electronic Heal th Records,
Conmmunity Based Health,
Patient Safety,

Clinical Decision Support,
Clinical Guddines

Arden Syntax,

Vocabulary;,

Medcations

Orders and Observations,
Structured Documents,
Templates,

Clinical Context Ohject Working Group / Visual Integration (CCOW),
Modeling and M ethodology
CMETS and

Control Query.

Paediatric Information,
Public Health—proposed SG (disaussed below) .

To adequatdly cover theserequires amordinged teamof del egates aswehad forthis
meding.

M eetings attended.

Themanmeetings | attended ran from the Sunday tothe Fridey. These were

o Patient CareTechnicd Committeg which has prime responsibility for Refara.

e Community Based Hedth—a specid interest group (S G) sponsored by Patient
Cae

e Orders and Observations.

e Sructured Documents Technical Committee, which is developing CDA and
facilitating our utilisation of Referrd in that form

e Thelnternaiond Affiliates M eeting on the Sunday .

| dso convened our regular extra meeting on the M onday night for Refaral development.



Other out-of-sesson and ad hoc meetings wereattended coveringintanationd shared
clinica information projeds, and discussions to gain support and facilitate inclusion of
our pragposed verson 2.6 extensions (discussed below).

Thelnternationa Affiliates Meeting.

Thisis dways heldal day on theSunday beforethewedk’ s technica committee work
getsunderway .

It isimportant astheinternationa devdopments aignmore dosely with Austraias
clinica information requirements. This group consequently provides aoordingion and
support for our needs in the HL7 sandard.

Ka Heitmann fromGermany is the new chair of this group.

Woody Beder gave an update onversion 3 statusemphasisingthe need for early adopters
andtheir plannad coordination. Themessage devdopment appraoach is moving towards

thenew M IF (M oddl Interchange Format). Attempts arebeing made to harmonise
templates and modds, with Jane Curry of Canada coordinating this work which will ook

a EHR moddsin rdaionto those currently based onthe HL7 RIM .

Thegroup looked & the work of the Process Inprovement Committee which is

devdopingbetter practicesfor theHL7technical committees and the organisation
overal.

Topics of paticular importance totheinternationals were presented and discussed. T hey
included:

Latest devdopmerts in EHR requrements (functiona model, ca e settings, addressing
different committees’ neals), medication representation and messagng CEN/I1SO /

HL7 cooperation together with harmonisation and common reusable artefacts (CMET S/
GPICS, datatypes). TheRIM isabaloted standard, and CEN developments on service
request andreferrd aretaking place accardingto models which are now in dose

digment.

SNOM ED licencing and distribution arrangements were discussed with ongoing
condderation of uptake outside of theUS

HL7 s chair M akk Shafarman emphasised HL7’ sextension bey ond messagng and
desaibed thecurrent RIM suppat for EHR. Important developments are spedfic RIM
representaions includingclass codes for documents and organisers. UK work on the
RMIM for CEN 13606 badc congructions wasdso illugrated as one such important
application.

There were Presentations and discussons of projectsby HL7 internationa groups.

Franceis anew intenational affiliate.



SNOM ED-CT is beinglooked at for nationa use by Netherlands NCTI1Z group. A report
of thisis avallablein English. They recognise aneedto do further trias andresearch into
its usein Shered Cae.

NICTIZ isincressingy focussingon Veasion 3 for clincad messagng They are
devdopingstandards for primary care EHR exchange, stroke service care integation, and
geneaic chain of care communication.

They work with us on Version 3 Rderral andthe * Patient Cae M essage’ which they are
usingin thar shared care perinatdogy prgect.

M exco is developing aprimary cae EHR, togaher with clinica messagngfor
haemody disis and or gan transplantation.

Germany isdevelopinga National Hedth Teematics Platform. Thismandates HL7
Vergon 2.5. It hasadso mandated the RIM whereagpplicable, andis still assessing CDA
and Version 3 messagng

TheGerman SCIPHOX CDA project iscontinung. T his includes discharge/ referral and
has been reported on previoudy .

Themeetingthen covered adminigrativeissues for the Internationa Group.
Theseincluded financid support for internationd activities/affil iates, co-chair numbers,
plans to hold aworking group meding outside of North America andthe next CDA and
HL7 Internationa mestings.

Audralian and NZ Vergon 2New Refaral Reguirements

Combined Ordersand Observations TC, Patient Care TC, and Community Hed th
SIG.

Thisquarter day sesson had been aranged at our request to look at significant extensions
to the Version 2 gandard required by IT 14/6/6in orde to represent dinica history,

clinica information context, and rel ationships between clinical concepts. We areworking
to havethexeincluded in Version 26. They are necessary for gructured information
conveyed inreferrd, shared care, and event summary communi cations. Our usage to be
supported by thesechangesis very different fromexisting HL7 version 2 operaion ad
invaves aress of thestandard unde the control of the Orders and ObservationsTC.
These proposed changes arethe resuit of mudh iteration by IT 14/6/6, including its
responsesto public comments on limitaions of clinicd expression and rel ationshipsin
theearlier Version 2 Reerral message. We har e made many attemptsto represent this
infarmation using cnventional V2 structures, dway s resulting in unduecomplexity,
compromise and potentid ambi quity . Wehavecome to useconcepts learned fromour
invdvemert in Version 3 development, and have applied themin our V2 extensionsto
overcome these problems. They formthe basis of our proposals.

| presented our requiremerts, the relevant limitations of V2, andour V 2.6 proposasto:



o BExtend the codes within ORC-1 torepresent contexts, moods and tenses (cf
Vergon 3).

e UsetheOBR segment as agrouper/ heath history headng (cf CDA).

e UseClinica LOINC in theOBR headers, and asa subsid ary header in OBX-3.

e UseOBX inanewway --to dlow it to relatesegmerts to eech othe (cf
ActRdationship class of V3).

e Extend the datatypes within OBX-5torepresent pointersto these segments.

e BExtend some segments to includeinstanceidentifiersin order to act astargets of
thee pointas.

e Work tofind a‘kludge sdution toinstance identifiersfor OBX segments
without thepoliticsof havingto extendthis universaly-used structure.

All this would dlow usto takeversion 2 into awholenew areawhich is considered the
province of V3, but for which V3 has itself not yet been shownto beworkable.

Weanticipaed prablems having these accepted on thegrounds that they would thresten
the uptake of V3. This argument wasraised as expected and we countered with:
0] Our proposals woud smooth thetransitionto V3;
(i) Our stakehdders have been adament tha they requireaVV2 solutionfor this
typeof clinica communicaion.

Afte considerablediscussion, and in recognition of theimportance of this message, we
obtaned support and arecommendation to go even further with theproposa:

1. Todeveop apurerdationship segnent (athough optima, we had previously
dismissed this asunlikely togain support).
2. Toproposethis asaPdient Care (our committee) segment on the expectation
that goprova would then be smoother.
3. Toedend dl segments (includingOBXs) to include
a Instanceidentifiers
b. M oaod codes.

Thiswas more than we had requested and we subsequently worked through it a the
M onday night informel Ref erd subgoup meeting. Therewe:

e Deveoped ast of mood codes which expressed the conditions we had identified
and then extended this to include asubset of the V3 mpod codes for which we
could find use cases.

e |dentified therequired content andlaid out the design of the new Patient Care
relationship segmert. Itsfieds were decided to be:



This together with gopropriatedatatypes, woud be teken badk to IT 14/6/6 for further
refinement. IT 14/6/6 woud aso develop the prgposds and formdise the other segmernt
extensions required

Verson 3 dinical Information Repreentation —The*Clinical Statament’:

Relaionship Type
Relaionship Instance |dertifier

Outbound/Source Segment Instancel D
Inbound/T arget Relationship Ingance ID

Asserting Entity Ingtance ID

Assertion Dae

Negetion Indicator

Certainty

Priarity No ( rlative ordering, workflow: plans €c)

Priarity SeguenceNo ( relative predferencefor consideration)

Sepaability Indicaor.
CombinedPatient Care TC, Caommunity Based Health SIG, Orders and
Observations TC, and Structured Documents TC Meetings to address Clini cal
Content.

These four committees me for three quarter day sessions. Originally intended to take one
such sessionit was necessa’y to epand tothree.

TheVersion 3 modelling of the Ref erra messagehasled to the* Patient CareRM IM’
devdoped within IT 14/6/6 by Hesth Frankd. It iscomplex, havingto represent clinical
histary, concepts and relaionships in RIM -patterned classes. Recognising that it was not
yet ready for normativebaloting, IT 14/6/6 and HL7 Austrdia decided to publish it as
informativein order to draw comment, and toformthe basis for further development.

Other groups within HL7 have found theneed for similar clinicd contert in thar
messages / documents. The Orders and Observations Supparting Clinical Infor mation,
the CDA Sections, relevant clinical information in the Public Heath Reporting message,
and theUK’s GP-to-GP project haved| attemptedto dothis fromdifferent
perpectives, andto diffaent leves of detail. TheUK will also usethistypeof contert
iNnHL7 V3 communi cations for its new shared EHR project.

Criticisns of therecent badlat stemmed from thefact tha therewere different, unrd ated
ways of representingthispdient clinical information.

It was agread that a common goproach was required, and tha the committess present
shoud undatakethe devdopmert. All the current HL7 models-in-progesswhich
addressed this werelooked at, and it was agr eed that therelevant sectionof the CDA



Release 2 spedfication could be made more generic by removad of thedocument-spedfic
relationships. Thiswould thenformthe basis of the common approach and be further
devdoped by the committees.

It was nat decided whether thefinad product would be aspedfic re-usade RM IM or aset
of more genera artefacts to be tailored to requirements of the groups.

Thisis avay posttiveoutcome for us as it addresses theareatha we have found most
difficult with referrd and shared care development, and which has been amajor
impediment to our acceptance of V3. IT 14/6/6 should support this work and ensure it
includes all the content of the Patient Care RMIM .

Structured Documents TC.

Wecontinued to work on referral requirements and changes to the CDA sandad for
referd, and dischargereferd in particula.

Wewere ableto report on the very detalled Austraian GP Hogita Dischage
requirements and their etensive mappingto HL7 V2and to CDA (rdease 2). This has
been done through Health Connect and Sephen Chu’ swork in NZ.

IT 14/6/6 isworkingon a CDA standard for Dischar ge Referrd and Shared Care. We
havekept tions gpenregarding V3 messagng for this. Wehave adopted the strategy of
acommon development pah for CDA and V3 messagng although thevd idity of thishas

been challenged by members of the Sructured Documents T C on the basis of the
diffaent dimensions to messagngand doauments.

Lloyd M ackenzie, one of the prindpa developersof V3, hasrd eased a disaussion paper
drawing attention to the mixing of data content and other presertationa and structura

infarmationwithin the CDA soedfication. He argues tha they can and should be more
sepaae TheTC did not take aclea position on this and there was certainly no clear

immediate agreement with his view. Thisideawill be developeal furthe.
In subsequent discussionswith Lloyd he shared aur view that, concentrating on the data
content of CDA wauld enable commonality of development with V3 messagng

Community BasedHealth SIG

Thisgroup, whichwe effedtively st up, is under the gponsorship of thePatient Care TC.
M axWdke from VictoriaDHSis our IT 14/6/6 representative and was elected co chair.
Theaeisinaeased interest in this goup from theM assachusetts Continuum of Care
goup whichis developingshared care communi cation viaCDA and aligning it with the
Audrdiaand NZ work. The S G will continuetowork on Referral and edit the Chapter
11 proposds for V 2.6. It iscontinuingtowork on Audrdian Community Hedlth
requirements.

ThisS G dso works on drect home care monitoring—an i mportant areawhich hasno
Audrdian HL7 involvement.

Public Hed th Reporting.



M embers of the Pdient Care TC and Community Based Hedth G hdd an out-of-
sesson meding with groups who have expressed interest in usngthe V2 Ref errd
message, and the dinica content of the V3 Patient Care RM IM ( now to be subsumed by
the dinical Satement model) for notifications and publichedth reporting. Wedecided
that aS G shoud beformedfor thisand tha it should aso be under sporsorship of
Patient Care This development will progress off-lineafter the meding.

CONCLUSION:

Thismeetingwas especiadly vaduablefor IT 14/6/6's work on Clinical Communications
covaing Rd errd, Discharge/ Event Summari es, and Shared Care messagng.

It provided us with endorsement of, and additiona recommendations for, thenew
diredionsin which we aetaking Verson 2.6.

It arrived at an gpproachto overcomingour key stumbling block of devdopingreusable
artefacts for the clinical information and health record components of our V3 and CDA
communi cations. More key play ers have been mabilised for this andwork has

commenced under the *Clinica Statement” work itemacrosskey TCs: Patient Care
Sructured Documents, and Orders/ Observations.

RECOMMENDATIONS:

IT 14/6/6.

Weshould refine the abovepropaosds for Version 2.6 and have themin acceptableform
for submisson to the T Csand chapter editors in advance of the May Waorking Group
meding.

Weshould work onthe Clinical Statement with theT Csas desaibed. This requires
ensuring al our clinical higory, rdevant clinicd information, and run-timespecifiable
relationships are supported. We should ensure tha al thecapabilities of the Patient Care
RMIM areretained

Weshould continuewith our gpproach of common development pathsfor CDA and V3
messaging. Associated with this, we should further investigatethe ideaof separation of
datacontent from presentaion and othe informationin CDA Release 2 documents.

Generd:

Eledronic dinical comnunications, in line withlongestablished work practice, are
incressingly including health record infor mation which followvs implicit HL7 Version 2
modes, andin future will follow the V3 RIM . We havenow brought V3 RIM conaepts
into V2. These communi caionswill be between sysems which will accept, Sore
manage, and expose clinica information accardingto EHR models. It is inperativethat
we ensure that suchinformetion can be handled smoothly and without loss or corruption
in these different application gpaces.



Weneed now to look at the referral and shared carecommmuni cation standards we have
devdoped, togeher with thase we are developing, in order to ensure interoperability

withEHR sygems. This needsto be acommon work item for all of the Austrdian
goups invdved insuchwork, and particularly for IT 14/6/6 and IT 14/9.
David Rowed.

24th February, 2004.



