DISCUSSION: Ontario’s request for a general observation note

C0943-1
General Observation

Proposed term: Observation note
Find
Pt
{Setting}
Doc
{Role}
Submitted description: The observation of patients is a valid patient care activity for which in some cases special areas are sometimes set up – observation

[DV]
Agree that we should make such a term but am seeking input on the modeling. Obviously, “observation care” is a big billing issue and in some ways is an artifact of the payment system. Within the U.S. (and perhaps other places), the use of “observation status” has a specific meaning that is by definition “outpatient” (see ACEP summary and CMS’s Are you a Hospital Inpatient or Outpatient). 
For example, UnitedHealthcare’s Definition:

A well-defined set of specific, clinically appropriate services, which include ongoing short term treatment, assessment, and reassessment before a decision can be made regarding whether patients will require further treatment as hospital inpatients or if they are able to be discharged from the hospital. Observation status is commonly assigned to patients who present to the emergency department and who then require a significant period of treatment or monitoring before a decision is made concerning their admission or discharge.
Therefore, my questions are:

1. Should we model “observation” as TOS

a. If so, should we also always include Outpatient as the setting? Or, should we allow the use of “observation” as a more generic notion of monitoring, and ignore the billing specific connotations of declaring inpatient/outpatient?
2. If not, how should we model as a Setting: subtype of Outpatient? 
[SA comment] Should model observation as TOS but not always have outpatient as the setting. Esp because observation units are often associated with the ER, which is an independent value in the setting hierarchy.

[Committee Decision]  
DISCUSSION: Ontario’s request for a general order [note?]

C0743-1
General Order


Proposed term:   Order
Find
Pt
{Setting}
Doc
{Role}
In general, I worry about creating a document term for information elements that are typically recorded in other aspects of the information model…i.e. ORU messages.
Is this meant to capture a single order or a collection of them?

We already have a term 77597-3 for “Orders placed” with this definition:

Orders placed section contains active and completed (not planned) orders for observations, interventions, encounters, services, and procedures for the patient. Order information is used to validate that clinical activities performed by other providers and suppliers authorized by the responsible provider. The details of orders are provided but not the acts involved in the processing and fulfillment of the order. In general, planned order activity is included under the plan of treatment section (also known as "plan of care") [LOINC: 18776-5]. This term was created for, but not limited in use to, the HL7 Implementation Guide for CDA® Release 2: Additional CDA R2 Templates - Clinical Documents for Payers – Set 1 (CPD1), Release 1.
[SA comments]

1. Description for 77597-3 might need revision. Does “orders placed” also include suspended/cancelled/expired orders? Or are these included in the completed group?

2. Also have 46209-3 Provider orders – could this one be morphed into doc ontology?
[Committee Decision]  
DISCUSSION: Ontario’s request for a requisition [form?]

C0946-1
General Requisition

Proposed term:   Requisition   
Find
Pt
{Setting}
Doc
{Role}
[SA comment] How is this different from an order?
[Committee Decision]  
DISCUSSION: Use of Evaluation (vs Assessment) in Ontario’s terms
CHI, on behalf of Ontario’s CDR project, requested 55 Evaluation note (submitter uses “Assessment” note) terms for various SMDs (most processed but currently on hold until we clarify use-case), including: 

Evaluation note
Find
Pt
{Setting}
Doc
Anesthesiology

Evaluation note
Find
Pt
{Setting}
Doc
Cardiovascular disease

Evaluation note
Find
Pt
{Setting}
Doc
Allergy and immunology

Evaluation note
Find
Pt
{Setting}
Doc
General medicine

Evaluation note
Find
Pt
Emergency department
Doc
{Author Type}

Evaluation note
Find
Pt
{Setting}
Doc
Neurology

Evaluation note
Find
Pt
{Setting}
Doc
Nurse

Evaluation note
Find
Pt
{Setting}
Doc
Nurse Practitioner

Evaluation note
Find
Pt
{Setting}
Doc
Oncology

Evaluation note
Find
Pt
{Setting}
Doc
Ophthalmology

Evaluation note
Find
Pt
{Setting}
Doc
Physical Therapy

[Jami to Rita] For evaluation notes, are these your standard encounter notes? How are they different from initial evaluation notes or just “notes”? Example documents that help illustration the difference would be helpful to review. 

[Rita] “Evaluation” is not a term used in our local document titles - we use “assessment”.  Assessment is formative - evaluation is summative.   Assessment is ongoing - evaluation is a final process.  For most of our SMDs we have documents for both “Assessments” and “Initial Assessments”

For related discussion, see 8/2011 Discussion: Definition of Evaluation and Management Note and Visit Note  and 9/2014 –  PROPOSAL: Use "Initial Evaluation" instead of "Initial Assessment" in the Completed section below.

[Committee Decision]
DISCUSSION: Ontario’s request for a Clinical Neurophysiology Surgical Operation Note
Surgical operation note  
Find
Pt
{Setting}
Doc
Clinical Neurophysiology

Definition of “Surgical operation note” in LOINC (from HL7):

Part: Surgical operation note  

Surgical operation note (Operative note) is note or report created immediately following a surgical or other high-risk procedure. It records the pre- and post-surgical diagnoses, pertinent events of the procedure, as well as the condition of the patient following the procedure. The report provides details to support the diagnoses, justify the treatment, document the course of the procedure, and provide continuity of care.

Submitted comment: While Neurophysiologists do not operate, they are in the operating room monitoring the operation and they produce an operative note of what transpired.
[SA] The LOINC part definition for surgical operation note does not explicitly state that the note has to be written by the surgeon, but my feeling is that this is implied. If someone else is writing the note on behalf of the surgeon, the surgeon would still be the one to sign it, so the SMD would be the appropriate surgical specialty. If the Clinical Neurophysiologist is writing the note on behalf of the surgeon, I think the SMD would still be the surgical specialty. On the other hand, if the neurophysiologist is going to sign the note, then I don’t think it should be called a “surgical operation note”, unless we add a caveat, such as “surgical operation observation note”. 
Existing terms:

80664-6    Consultation note
Find
Pt
{Setting}
Doc
Clinical neurophysiology

80670-3    Procedure note
Find
Pt
{Setting}
Doc
Clinical neurophysiology

80665-3    Progress note
Find
Pt
{Setting}
Doc
Clinical neurophysiology
Proposal:

[Committee Decision]  
Regenstrief LOINC ToDo: Review all approved changes and move any terms with fully approved axis values to CLASS of DOC.CLINRPT
IN PROCESS

Includes Previous Committee Discussion (8/2011 – 1/2016):

8/2015 –

Proposed process for follow-up work

Organize a conference call for a “task force” to come up with a plan for the “Plan of treatment” terms, including the infamous 18776-5 Plan of treatment:Find:Pt:Treatment plan:Nar that is used all over the place, including CCDA for the “Plan of Care” section (which they have now renamed to match our term, but was really always known as Plan of Care).

Organize a conference call (or perhaps series) to review other Document Ontology axis value proposals from CHI that we won’t have time to work through today.

Committee: Agreed. Viet, Lauren, Dan, Stan & Rita – required.

RI: The Committee met several times between 10/2015 – 1/2016 to review proposals from CHI. Many were completed, but several proposals still need to be reviewed.
A conference call for the “Plan of treatment” terms has not yet occurred. 
9/2015 –

DISCUSSION: Representing IHE “Eye Care Summary Record”.
IHE Eye Care Summary Record
Submitted project description: IHE Eye Care is an initiative by care providers (AAO) and vendors to improve the way information systems communicate to support patient eye care medical information. http://www.ihe.net/Eye_Care/
 

Trial IG: http://www.ihe.net/uploadedFiles/Documents/Eye_Care/IHE_EyeCare_Suppl_EC-Summary.pdf
Definitions of Ophthalmologists, Optometrist, and Opticians: http://www.djo.harvard.edu/site.php?url=/patients/pi/439
 
We currently have Ophthalmology and Optometry as separate Subject Matter Domains. 

(Side note: need to follow-up with IHE on use of SNOMED observable codes in this IG).

Term 1 requested:
Eye Care Summary note     Find     Pt         {Setting}          Doc      {Author Type}

Submitted term description: An Eye Care Summary document provides a summary of a data the collected for a patient’s eye care summary record.   This term was created for, but not limited in use to, the IHE Eye Care domain Content Profile called "Eye Care Summary Record". The document is a super set of the Hl7 C-CDA Continuity of Care (CCD) specification. This guide was derived from the IHE Eye Care Technical Committee who is sponsored by the American Academy of Ophthalmology (AAO).
RI note: Need to add what it contains: advanced directives, allergies, encounters, immunizations, medical equipment, payers, plan of care, social history, vitals, summary of encounters.
Proposal
Ophthalmology and Optometry as separate Subject Matter Domains
Ophthalmology should be used as the broad subject matter domain representing all eye care. Distinctions about documents produced by opthalmalogists (physicians), optometrists, and opticians (if needed) should be done within the Role axis.

Remove optometry as a subject matter domain, add optometrist as a Role.

Create term: Summary note    Find    Pt  {Setting}  Doc   Ophthalmology {Role}

Alternative Proposal

Summary note    Find    Pt  {Setting}  Doc   Ophthalmology+Optometry

Committee decision:  Agree that Ophthalmology covers all eye care.  Create term as 1st proposed above. Move Optometry as a child of Ophthalmology. Deprecate existing Oph+Opt terms and map to existing Oph terms. 

RI: Created term as proposed.

Still need to deprecate existing terms.
 

Term 2 requested:
Eye Ocular Encounter Summary     Find     Pt         ^Patient       Nar

 

Submitted term description: The ocular encounter section contains summary information from patient’s eye care encounters. Such as Assessment and Plan, Intraocular Pressure, Refractive Measurments, Lensometry Measurements, Ophthalmic Medications, Visual Acuity and Posterior Segment

See Sec. 6.3.2.20 Ocular Encounter Summary, p.24 in the guide (link above)

Similar LOINCs:

70934-5  Ocular history Narrative
70948-5  Ocular physical exam Narrative
Discussion: Should we create this as a “Nar” pattern section term or a “Doc” pattern section term.
Proposal

Add “Summary of encounters” as a child node under “Summary” in Type of service

Create term: 

Summary of encounters note    Find    Pt  {Setting}  Doc   Ophthalmology {Role}

Committee decision: Agree

RI: Done.
9/2014 –

PROPOSAL: Use "Initial Evaluation" instead of "Initial Assessment"

We recognize that in some contexts, there is an intended distinction between "assessment" and "evaluation". For example, they are different steps in the Nursing Process. Similarly, physical therapists make a distinction between: 
Examination (a.k.a. assessment): The initial examination is a comprehensive screening and specific testing process leading to diagnostic classification or, as appropriate, to a referral to another practitioner. The examination has three components: the patient/client history, the systems review, and tests and measures.
Evaluation: Physical therapists perform evaluations (make clinical judgments) based on the data gathered from the examination. They synthesize all of the findings from the history, systems review, and tests and measures to establish the diagnosis, prognosis, and plan of care.
Other times they are conflated (e.g. the A in a SOAP note is often described as the "professional evaluation" part. 
However, in the context of producing clinical documentation, these steps/processes are typically rolled into a single document for the encounter. My recommendation is that we use Initial Evaluation as the Type of Service name for these documents.

Right now we actually have three patterns (not all in the Document Ontology):
http://search.loinc.org/search.zul?query=initial+assessment+%28Nar+OR+Doc%2…
· Initial assessment

· Assessment.initial
· Initial evaluation


We have confirmed with the Attachment SIG that they agree to replacing/mapping “Assessment.inital” to “Initial Evaluation”.

My recommendations are: 
1. The ToS part of the Component for all of these becomes "Initial evaluation". 

2. Currently, the Long Common Name says "assessment", but many (not all) of the Short names use "eval".  All of these terms should use “Initial evaluation” in the LCN and “Initial eval” in the ShortName.

3. Deprecate use of the “Enctr^First” style of names. It is redundant with the ToS and we don’t use the timing aspect in this manner for other Document Ontology terms. (The Attachments SIG has confirmed that, for example, they (like I) consisder these two terms duplicates:

a. Initial assessment note:Find:Enctr^frst:^Patient:Doc:Physical therapy

b. Initial evaluation note:Find:Pt:{Setting}:Doc:Physical therapy

4. Deprecate and identify replacement (MapTo) terms for any duplicates created by this cleanup process.

[Committee Decision]: Unanimous in favor of the recommendations above.
Also. Change “Assessment” to “Evaluation”, move Annual Evaluation, Initial Evaluation, and the children of Assessment to child elements under Evaluation.

[RI] Done, except:

The remaining Initial evaluation ‘treatment plan’ terms in Attachment class need to be revised to fit the Document Ontology model. RI will follow-up with the Attachments group.
27503-2 Initial evaluation note Find Pt Alcohol-substance abuse rehabilitation treatment plan Nar 

Proposal: Deprecate and map to 34857-3
Evaluation and management of substance abuse note

27445-6 Initial evaluation note Find Pt Cardiac rehabilitation treatment plan Nar 

Proposal: ?

· Possible SMD: Cardiovascular disease

· Other SMD: Physical medicine and rehabilitation 

27776-4 Initial evaluation note Find Pt Medical social services treatment plan Nar 

Proposal:?

· Possible SMD: Social work

18656-9 Initial evaluation note Find Pt Psychiatric rehabilitation treatment plan Nar 

Proposal: Add SMD of Psychiatry. change Scale to Doc and Setting to {Setting} (?)

· Other possible Settings: Outpatient, Rehabilitation Hospital
27725-1 Initial evaluation note   Find      Pt     Respiratory therapy treatment plan 
Nar

Proposal: Add SMD of Respiratory therapy, change Setting to {Setting}, and Scale to Doc

· or map to Hospital setting term?
68470-4   Initial evaluation note
Find
Pt   Hospital
Doc
Respiratory therapy

27572-7 Initial evaluation note 
Find 
Pt 
Skilled nursing treatment plan 
Nar 

Proposal 1: Change Setting to ‘Skilled nursing facility’, Scale to ‘Doc’, and SMD to ‘Nurse’

Proposal 2: Change Setting to ‘{Setting}’, Scale to ‘Doc’, and SMD to ‘Nurse’ (or ‘Clinical Nurse Specialist’)

8/2013 –
Discussion: VA Note title requests on behalf of Steve Brown – needs Committee review. 

 
VA COMPENSATION AND PENSION DBQ AUDIO    Hearing Loss and Tinnitus
VA COMPENSATION AND PENSION DBQ ENDOCRINE     Diabetes Mellitus
VA COMPENSATION AND PENSION DBQ MUSCULOSKELETAL    Neck (Cervical Spine)
VA COMPENSATION AND PENSION DBQ MUSCULOSKELETAL    Back (Thoracolumbar Spine)
Notes from 8/2013 Clinical LOINC Committee meeting:

We will create new terms (83 total) when requested, but likely will name them differently (e.g. VA…. DBQ – Audio).  Existing terms were discussed.  VA group will review and let us know which ones are being used.  We will retire/deprecated unused terms.

Discussion: DICOM request for Doc Ont and Radiology Crossover Term – needs Committee review. 

Requested term for Breast Imaging Report: 

Study
 Find
 Pt
Breast

Doc

Description:  Title for the report of breast imaging or imaging-guided intervention procedures, including X-ray, ultrasound, and MRI mammography; and imaging-guided breast biopsy, aspiration, or marker placement
[DJV] The requested term represents a blend of our models – primarily radiology (e.g. system = Breast) and Document Ontology (e.g. method of possibly radiology vs. specific modality – XR, Mam, etc.).
Similar Document Ontology Terms:

47048-4: Diagnostic interventional study report: Find: Pt: {Setting}: Doc: Interventional radiology

68604-8: Diagnostic study note: Find: Pt: {Setting}: Doc: Radiology

Similar Radiology Style Terms:

36625-2
Views
Find
Pt
Breast
Doc
Mam

30794-2
Multisection
Find
Pt
Breast
Doc
MRI

24601-7
Multisection
Find
Pt
Breast
Doc
US

[Harry Solomon]  There is an increasing choice for different breast imaging modalities (traditional X-ray mammography, breast MR, automated breast ultrasound, breast thermography, etc.), but ultimately the reports from all of them have a common structure, and are produced by a breast imaging specialist. Thus typical modality based report titles (e.g., 18755-9 MRI Report) are not appropriate. There is a DICOM report template (TID 4200) that covers this, with a DICOM-assigned document type code used in DICOM Structured Reporting; we are looking for a LOINC code that can be used for the equivalent report in CDA.  Conceptually it is similar to 34121-4 Interventional procedure note, which is a document type code for all types of interventional procedures.

And speaking of interventional procedures, DICOM TID 4200 and its “Breast Imaging Report” title encompasses both diagnostic and interventional procedures. I’m not sure whether the document ontology mandates a clear distinction between screening, diagnostic, and interventional procedure documentation.  In breast interventions, the imaging is not just for interventional guidance, but provides critical pre- and post-procedural evidence, and thus interpretation of the images remains a critical part of the report.
[COMMITTEE DECISION]
· Need more information to decide. Please send a couple of real world example reports.

· Questions that arose:

· Is this always for multi-modality reports?

· Diagnostic vs. interventional: I think you pretty well answered this one in that your preference is it to not specify one or the other, correct?

· Suggestion to defer until the RadLex – LOINC working group forms

Past Email correspondence:

From: Vreeman, Daniel J 
Sent: Monday, October 21, 2013 1:45 PM
To: Stan Huff; Solomon, Harry (GE Healthcare); Pat Wilson
Cc: Working Group 8; wg20@lists.nema.org; McDonald, Clement J.; Deckard, Jamalynne
Subject: Re: DICOM requested report title codes

Hi Harry -

I wanted to follow-up with you about your request for a term to represent a "Breast Imaging Report". As I mentioned to you at the HL7 meeting, we did discuss this at the last Clinical LOINC Committee meeting (see attached discussion document and notes [jd: same as above]). The LOINC Committee requested to see some example reports to help understand the context better. It would also be helpful if you could send the DICOM report template so we can better understand how this fits together. 

Also, could you explain how this imaging report title code would relate to an order code? My understanding is that pretty much every breast study in the US except screening mammography would need an order. So, say that a PCP sends an order for a breast MRI using code 30794-2 (Breast MRI), wouldn't they just use that code as the document title code on the result message? If not, where would the 30794-2 code get returned back to the PCP? 


Thanks,
__
 
Daniel J. Vreeman, PT, DPT, MSc
Assistant Research Professor, Indiana University School of Medicine
Research Scientist, Regenstrief Institute, Inc 

[RI] No additional correspondence found.

2/17/2012 – 

PROPOSAL: Add “Medical history screening form” as new Kind of Document.

64285-0
Medical history screening form
Find
Pt
{Setting}
Doc


Term Description: A generic kind of document for various medical history screening forms that are often completed prior to care delivery or in the case of the military DD form 2807-2, prior to applying for service.

Committee: add patient as the role for this term. Want to add form as a new Kind of Document. For future use, we would consider splitting this concept into 2: a) eligibility form, and b) encounter (-associated) form. Pre versus Post encounter? Need to talk to Yan Heras about whether they would want to use the “eligibility form” term in their setting.
Done: RI added patient as the role for 64258-0.  Form added as new Kind of Document.

Pending: See bolded font above.  Sent email to Yan Heras. 
Reply from Yan:  We don’t have contacts from HAIMS who have been continuing with this effort. So I can’t answer whether HAIMS will be okay with this change or not. 

7/24/12 - Dan sent email to Nancy Orvis (who forwarded it to Brenda Stevens) to identify contact for HAIMS

8/16/2011 – 

DISCUSSION: HAIMS proposed terms for generic images/media and radiographic images

Images and media
Find
Pt
{Setting}
Doc


"Q: Provide a definition

A: This is a generic classification for non-document objects. 

The scale need not be “doc”.  It is used to classify these within HAIMS which houses both images and documents. The semantic classification depends on other parameters (procedure type, modality, etc.). Here, we simply need a code that is comparable to the LOINC codes for document type. "

Radiographic Images

Find
Pt
{Setting}
Doc


"Q: Provide a definition

A: This term distinguishes a type of non-document object as a radiographic diagnostic image, such as an x-ray or MRI, and excluding photographs, line drawings, etc. "

Clarifications needed: 

1. Can you say more about your use case here? Is this specifically because you want to put the images in a CDA? (would it have both the image and the narrative report?)

Reply from Liora Alschuler: I believe the usage here is specific to HAIMS which was designed to manage non-diagnostic images and also narrative imaging reports. If the image were incorporated within a CDA, it would not need a document type code.

2. Can you use the LOINC codes for the rad reports, but use different data types? Could use the ordered exam suffix (impression, image, etc) or in data types or other information in the message to distinguish.

Reply from Liora Alschuler: I am not familiar with the LOINC codes for rad reports and not sure how to distinguish “data types” since that term has a different meaning in each system. That said, I think that a solution along these lines could be adopted by HAIMS. 

3. Does this include scanned image of a report?

Reply from Liora Alschuler: No.

RI: Sent email to Yan Heras with questions above.  Reply from Yan included responses from Liora Alschuler (Lantana Group).
COMPLETED

Previous Committee Decisions (8/2011 – 4/2016):
8/2016 –

PROPOSAL: Add ‘Midwife’ as a new top level Role. Add ‘Nurse midwife’ to be a subtype of ‘Midwife’.

CHI, on behalf of the Ontario CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Midwifery

Rational: Not all Midwife certification programs require a nursing degree for entry.

From Canadian Midwifery Regulators Consortium (CMRC):

Educational and Clinical Backgrounds
Midwifery education in Canada is offered at a university baccalaureate level. Education programs are “direct entry” (i.e. there is no nursing or other credential required for entry). Since there is limited enrollment in midwifery programs, and the first Canadian midwifery education program only started in 1993, many currently registered midwives were educated outside of Canada. Canadian midwives therefore have a variety of educational and clinical backgrounds including vocational training (often hospital-based), apprenticeship training, and baccalaureate and masters level university-based education. Some of these programs required a nursing degree for entry and many did not. Likewise, these midwives have brought a wide array of clinical experience with them to Canada, ranging from working in isolated outposts to large volume tertiary care hospitals.
From American Midwifery Certification Board (AMCB): 

Certified Nurse-Midwife (CNM) and Certified Midwife (CM) programs are accredited by the National Commission For Certifying Agencies
[Committee Decision]
Agree with Proposal above + Add Obstetrics as new SMD under Obstetrics and Gynecology. Model requested terms with Role of Midwife and Obstetrics as SMD.

Add Gynecology as a SMD too (under combined). Nest gyn oncology under that new node.
[RI] Done.

DISCUSSION: Ontario’s use of Procedure notes/reports for a Type of Service

CHI, on behalf of Ontario’s CDR project, requested 36 procedure note terms for various SMDs, including:

Procedure note
Find
Pt
{Setting}
Doc
Family Medicine

Procedure note
Find
Pt
Emergency department
Doc
{Author Type}
Procedure note
Find
Pt
{Setting}
Doc
Gastroenterology

Procedure note
Find
Pt
{Setting}
Doc
Infectious Disease

Procedure note
Find
Pt
{Setting}
Doc
Hematology

Procedure note
Find
Pt
{Setting}
Doc
General medicine

Procedure note
Find
Pt
{Setting}
Doc
Endocrinology

Procedure note
Find
Pt
{Setting}
Doc
Surgery
Procedure note
Find
Pt
{Setting}
Doc
Mental health

Procedure note
Find
Pt
{Setting}
Doc
Neonatal Perinatal Medicine

Procedure note
Find
Pt
{Setting}
Doc
Nephrology

Procedure Note
Find
Pt
{Setting}
Doc
Neurology

Procedure Note
Find
Pt
{Setting}
Doc
Nurse Practitioner

Procedure Note
Find
Pt
{Setting}
Doc
Nutrition and Dietetics

Procedure Note
Find
Pt
{Setting}
Doc
Occupational Therapy

Procedure Note
Find
Pt
{Setting}
Doc
Oncology

Procedure Note
Find
Pt
{Setting}
Doc
Speech-language pathology

Procedure Note
Find
Pt
{Setting}
Doc
Otolaryngology

Procedure Note
Find
Pt
{Setting}
Doc
Radiation Oncology

Procedure Note
Find
Pt
{Setting}
Doc
Ophthalmology

Procedure Note
Find
Pt
{Setting}
Doc
Respiratory Therapy

Procedure Note
Find
Pt
{Setting}
Doc
Urology

Procedure Note
Find
Pt
{Setting}
Doc
Sports Medicine
Procedure Note
Find
Pt
{Setting}
Doc
Respirology

Procedure Note
Find
Pt
{Setting}
Doc
Rheumatology

Procedure Note
Find
Pt
{Setting}
Doc
Optometry

Procedure Note
Find
Pt
{Setting}
Doc
Physical Therapy
Procedure Note
Find
Pt
{Setting}
Doc
Gynecologic Reproductive Endocrinology

Procedure note
Find
Pt
{Setting}
Doc
Gerontology

Procedure note
Find
Pt
{Setting}
Doc
Palliative Care

[Jami to Rita] For procedure notes/reports (non-operative), do you have an example document we can review? Some of these include, Sports Medicine Procedure report, Family Medicine Procedure Report, Infectious Diseases Procedure Report, Clinical Allergy Procedure Report, General Procedure Report, Mental Health Procedure Report, etc. 
[Rita] Sorry Jami these are very hard to get. We have requested 36 procedure Notes for different subject matter domains – There are already LOINC codes for Critical Care Procedure Report (77422-4) and Audiology Procedure Report (77425-7). Procedure note is a broad term that encompasses many specific types of non-operative procedures including interventional cardiology, interventional radiology, gastrointestinal endoscopy, osteopathic manipulation, and many other specialty fields. Procedure Notes are differentiated from Operative Notes in that the procedures documented do not involve incision or excision as the primary act. The Procedure Note is created immediately following a non-operative procedure and records the indications for the procedure and, when applicable, post-procedure diagnosis, pertinent events of the procedure, and the patient’s tolerance of the procedure.  Examples of procedures are: joint injections, sutures, allergy Injections and provocation testing, electroconvulsive therapy, active and passive immunizations, wound debridement, ear syringe, foreign body removal etc.

[DV] In general, I have no problem with making Procedure note terms, but worry when I see this broad expansion that perhaps we’re not all thinking of it the same way. Rita’s definition above is exactly LOINC’s definition. But, it seems unusual to have this broad a collection of procedure notes. I’ve highlighted some of the ones that stand out to me. In particular, the Procedure note with SMD Surgery is very likely to be confused with our Operative procedure notes. Will have to be very clear in definition and possibly put it on Discouraged status.

[Committee Decision] 
Agree and we’ll create these.

[RI] Done.

PROPOSAL: Modify existing SMD of "Reproductive Endocrinology" to be “Reproductive Endocrinology and Infertility”. Use this SMD for CHI’s requested “Gynecologic reproductive endocrinology” terms (which we can add as a synonym).

CHI has requested terms with an SMD of "Gynecologic reproductive endocrinology":
Gynecologic Reproductive Endocrinology Consultation Note

Gynecologic Reproductive Endocrinology Diagnostic study note

Gynecologic Reproductive Endocrinology Education note

Gynecologic Reproductive Endocrinology Flowsheet

Gynecologic Reproductive Endocrinology Initial evaluation note

Gynecologic Reproductive Endocrinology Plan of care note

Gynecologic Reproductive Endocrinology Procedure Note

Gynecologic Reproductive Endocrinology Progress note

Gynecologic Reproductive Endocrinology Referral note
Our existing SMD is "Reproductive Endocrinology". The ABMS subspecialty name is "Reproductive Endocrinology/Infertility".

Background discussion with Rita:

[JD] Would existing SMD "Reproductive Endocrinology" work for the requested SMD of “Gynecologic reproductive endocrinology”?  Of note, the ABMS subspecialty name is "Reproductive Endocrinology/Infertility")

[Rita] yes they are probably the same, but in Canada the SMD is “Gynecologic reproductive endocrinology and infertility”

[Committee Decision]  
Agree with the proposal as is.

[RI] Done.

4/2016 –

PROPOSAL: Add ‘Clinical Pathology’ and ‘Anatomic Pathology’ as new Subject Matter Domains under ‘Anatomic and Clinical Pathology’ 

[Alternate proposal: Divide ‘Anatomic Pathology’ and ‘Clinical Pathology’. The combined SMD would be ‘Anatomic pathology+Clinical pathology’]

CHI, on behalf of the Ontario CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Pathology - Clinical
From ABMS list of specialties and subspecialties:

[image: image1.png]American Board of Pathology

Pathology-Anatomic/Pathology-Clinical Blood Banking/Transfusion Medicine
Pathology - Anatomic* Clinical Informatics
Pathology - Clinical* Cytopathology

Dermatopathology

Neuropathology

Pathology - Chemical
Pathology - Forensic

Pathology - Hematology
Pathology - Medical Microbiology
Pathology - Molecular Genetic
Pathology - Pediatric




From http://www.certificationmatters.org/abms-member-boards/pathology.aspx:

“To acknowledge the diverse activities in the practice of Pathology and to accommodate the interests of individuals wanting to enter the field, the American Board of Pathology offers primary certification through the following three routes: Pathology-Anatomic/Pathology-Clinical, Pathology-Anatomic or Pathology-Clinical.”  Anatomic Pathology is more associated with gross examination of tissues, organs, whole bodies while the Pathology-Clinical, Pathology-Chemical, Pathology-Hematology, and Pathology-Medical Microbiology laboratory medicine designations are oriented to laboratory diagnosis of specimens.

[Committee Decision]  
Make the separation: (clinical pathology, anatomic pathology). Deprecate our current “and” usage in favor of the plus model.

[RI] Done.

PROPOSAL: Add ‘Chemical Pathology’, ‘Medical Microbiology’, as a new SMDs under ‘Clinical Pathology’

DISCUSSION: Should we add these too?

Cytopathology, Neuropathology, Forensic Pathology (also make a child of Forensic Medicine), Hematopathology (this is different than just hematology, right?), and Pediatric Pathology (interestingly, this is not a subspecialty of Pediatrics?).

SIDE NOTE: need to add existing “Molecular Genetic Pathology” as child of “Clinical Pathology”

CHI, on behalf of the Ontario CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Pathology – Chemical

Consultation note
Find
Pt
{Setting}
Doc
Pathology – Medical Microbiology

From ABMS list of specialties and subspecialties:
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[Committee Decision]  
Proposal and side note, accepted.

Dermatopath -> anatomic

Blood/trans -> clinical

Discussion of adding others…not yet.

Add “Toxicologic Pathology” as sibling of chemical pathology

“Medical Microbiology – Pathology”

[RI] Done.

PROPOSAL: Model requests for “Blood Conservation” as existing Subject Matter Domain of “Blood Banking Transfusion” 

CHI, on behalf of Ontario’s CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Blood conservation
Submitted description: Blood Conservation or blood management is a collaborative, advanced medical approach to patient care that reduces the need for donor blood transfusions or blood components. Blood Conservation team consults the surgeon to assess the need for a transfusion.
ONTraC
The Ontario Nurse Transfusion Coordinators (ONTraC) Program is a Provincial Blood Conservation Program that attempts to enhance transfusion practice by promoting alternatives to allogenic transfusion in surgical patients, improving patient care and well-being in a cost-effective manner.

US blood conservation programs:

The Center for Blood Conservation at Grant (OhioHealth)

Multidisciplinary team of blood conservation specialists…All of the physicians participating in this program have a high level of expertise in "transfusion-free" or bloodless procedures…

CHI Health Center for Blood Conservation (Creighton University Medical Center)

Existing Subject Matter Domain under Pathology: Blood Banking Transfusion
[Committee Decision]  
Edit name to “Blood Banking and Transfusion Medicine”

Agree with proposal to model conservation under this node.

[RI] Done.

PROPOSAL: Add “Clinical Pharmacology” as a new Subject Matter Domain

CHI, on behalf of Ontario’s CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Clinical pharmacology

From the American College of Pharmacology and Therapeutics:

Clinical pharmacologists are physicians, pharmacists and scientists whose focus is developing and understanding new drug therapies. Clinical pharmacologists work in a variety of settings in academia, industry and government. In the laboratory setting they study biomarkers, pharmacokinetics, drug metabolism and genetics. In the office setting they design and evaluate clinical trials, create and implement regulation guidelines for drug use, and look at drug utilization on local and global scales. In the clinical setting they work directly with patients, participate in experimental studies, and investigate adverse reactions and interactions.
[Committee Decision]  
Change “Pharmacy” to pharmacology. Add “clinical pharmacology” as a child.

[RI] Done.

PROPOSAL: Model requests for “Workers Compensation” as existing SMD of “Occupational Medicine”

CHI, on behalf of Ontario’s CDR project, requested:

Evaluation note
Find
Pt
{Setting}
Doc
Workers Compensation

Local name: WSIB Assessment

Submitted description: Evaluation from Workplace safety and insurance Board regarding the patient

Form
Find
Pt
{Setting}
Doc
Workers Compensation

Local name: WSIB Form

Submitted description: Basic form completed for Workplace safety and insurance board

Workplace Safety & Insurance Board is a workers' compensation insurer for Ontario: http://tinyurl.com/gvpa29o
Canada Center for Occupational Health and Safety:

http://www.ccohs.ca/oshanswers/information/wcb_canada.html
DV Comments:

If we knew more about the kind/variety of the specific forms/assessments, we might want to make more specific Type of Service or Kind of Document specifications.

[Committee Decision]  
Not the original proposal, rather model these as a type of service:

Evaluation and management for workers compensation note

Evaluation and management for workers compensation form

[RI] Done.

2/2016 –

PROPOSAL: Add “Surgical Oncology” as a new Subject Matter Domain under “Surgery” and “Oncology”. 

CHI, on behalf of the Ontario CDR project, requested: 

Admission history and physical note 
Find
Pt       {Setting}    Doc
General Surgical Oncology

Checklist


Find
Pt       {Setting}    Doc
General Surgical Oncology

Consultation note

Find
Pt       {Setting}    Doc
General Surgical Oncology

Education note


Find
Pt       {Setting}    Doc
General Surgical Oncology

Evaluation note

Find
Pt       {Setting}    Doc
General Surgical Oncology

Flowsheet


Find
Pt       {Setting}    Doc
General Surgical Oncology

Plan of care note

Find
Pt       {Setting}    Doc
General Surgical Oncology

Preoperative evaluation and management note     Find  Pt  {Setting}  Doc  General Surgical Oncology

Referral note


Find
Pt       {Setting}    Doc
General Surgical Oncology

Surgical operation note
Find
Pt       {Setting}    Doc
General Surgical Oncology

Transfer summary note
Find
Pt       {Setting}    Doc
General Surgical Oncology

Similar ABMS subspecialty:  Complex General Surgical Oncology
http://www.abms.org/member-boards/specialty-subspecialty-certificates/
[Submitter] In Canada the specialty is called “General  Surgical Oncology” and they are not the same. “General Surgical oncology” doesn’t just deal with patients with rare, uncommon or complex cancers.
According to ABMS: Complex General Surgical Oncology

A surgeon trained in Complex General Surgical Oncology is a General Surgeon who has expertise in the diagnosis, multidisciplinary treatment and rehabilitation of patients with rare, uncommon or complex cancers. These surgeons typically work in cancer centers or academic institutions and coordinate patient care with other cancer specialists. They also provide community outreach in cancer prevention and education, as well as lead cancer studies.

[Committee Decision]  

We will add Surgical Oncology to the DO and model the requested terms this way.

[RI] Done.

PROPOSAL: Use “Geriatric Medicine” as SMD for requests containing “Gerontology”.

CHI, on behalf of the Ontario CDR project, requested: 

Admission history and physical note
Find
Pt
{Setting}
Doc
Gerontology

Evaluation note
Find
Pt
{Setting}
Doc
Gerontology

Discharge instructions
Find
Pt
{Setting}
Doc
Gerontology

Discharge summary note
Find
Pt
{Setting}
Doc
Gerontology

Discharge Teaching Note
Find
Pt
{Setting}
Doc
Gerontology

History and physical note
Find
Pt
{Setting}
Doc
Gerontology

Initial evaluation note
Find
Pt
{Setting}
Doc
Gerontology

Procedure note
Find
Pt
{Setting}
Doc
Gerontology

Progress note
Find
Pt
{Setting}
Doc
Gerontology

Referral note
Find
Pt
{Setting}
Doc
Gerontology

Transfer summary note
Find
Pt
{Setting}
Doc
Gerontology

Flowsheet
Find
Pt
{Setting}
Doc
Gerontology

Plan of care note
Find
Pt
{Setting}
Doc
Gerontology

Consultation note
Find
Pt
{Setting}
Doc
Gerontology

Education note
Find
Pt
{Setting}
Doc
Gerontology

Description of Gerontology:

Gerontology is the study of the elderly, and of the aging process itself. It is to be distinguished from geriatrics, which is the study of the diseases of the elderly. Gerontology covers the social, psychological and biological aspects of aging. Gerontology includes these and other endeavors: studying physical, mental, and social changes in people as they age, investigating the effects of our aging population on society, applying this knowledge to policies and programs. As a result of the multidisciplinary focus of gerontology, professionals from several fields call themselves gerontologists.
Existing SMD: Geriatric Medicine

Submitter states Geriatric Medicine and Gerontology are different – It is like the difference between psychology and psychiatry.

[Committee Decision]  

Agree, with explanation that we’ll use Geriatric Medicine as a broad domain, subsuming Gerontology.

(1 opposed)

PROPOSAL: Model terms requested as “Respirology”with the existing Subject Matter Domain of “Pulmonary Disease”. 

CHI, on behalf of the Ontario CDR project, requested: 

Consultation note
Find
Pt
{Setting}
Doc
Respirology

Progress note
Find
Pt
{Setting}
Doc
Respirology

Referral note
Find
Pt
{Setting}
Doc
Respirology

Existing approved SMD: Pulmonary Disease (child of Internal Medicine)

Submitter comments: Respirology is a medical subspecialty in Canada (under internal Medicine).  Respiratory Therapy is part of the allied health professions.

Royal College of Physicians and surgeons of Canada link: http://tinyurl.com/ot2kkuk
[Committee Decision]  

Make respirology as a synonym of pulmonary disease

[RI] Done.

10/2015 – 1/2016

PROPOSAL: 

Add ‘Rapid response team’ as new type of Role (under Interdisciplinary->Team)

CHI, on behalf of the Ontario CDR project, requested:

Consultation note
Find
Pt
{Setting}
Doc
Rapid Response Team
Related article/discussion on Rapid response teams:

http://www.fhbosch.nl/uploads/5/8/4/5/5845756/rapid_response_teams.pdf
http://psnet.ahrq.gov/primer.aspx?primerID=4
[COMMITTEE DECISION]

2015 10 19 - Model as above.

RI: Done.
PROPOSAL: 

Add ‘Admission alert’ and ‘Discharge alert’ as a new Types of Services [Position to be determined later]

CHI, as part of Ontario’s CDR project, requested the terms to represent:

· Inpatient Discharge Notification
· ED Registration Notification
· Inpatient Admission Notification

Submitted description for above terms: 

eNotifications are generated from the hospital as an ADT event, and is an electronic notification in document form sent to primary care physicians and community care access case workers to inform them that: their patient has visited the hospital’s Emergency department; has been admitted as an inpatient; or has been discharged as an inpatient. The primary care physician will subsequently receive a discharge summary and/or other documents from the hospital. The physician would likely schedule a follow up appointment with the patient within 7 days of receiving this notification, and the case worker would cancel community care services for the duration of the hospitalization.
More information from submitter:

ADT Notification is an electronic notification document sent to community care and to the patients family physician to inform them that their patient has been 

- discharged from a hospitals Emergency dept

- or been admitted as an inpatient 

- or has  been discharged as an inpatient.

Community care needs this information so that they can discontinue or reinstate services (like meals on wheels, wound care, etc )

The physician needs this information so that they can schedule a followup visit with the patient

The clinician will also subsequently receive a discharge summary and/or other reports from the hospital.

Sample report below:
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‘The following patient was discharged from the Emergency Department of Toronto General Hospital

Patient Name: iickey Mouse
Medical Record Number: 957554532
Birth Date: 1950-01-01

Gender: 11

HON: 987665432 VC

The reason for this visit was: Lt Hip injury

Registration date: 2015-

08:00
Discharge information:
Discharge date: 2015-10-1322:00

Discharge disposition: Transerred to another instiution ~Toronto Rehab Insttute

Plese note that the patient is also registered with ths
Toronto Central CCAC (416 333-2222

lowing Community Care AccessCenters

If necessary please follow up with your patient within the next 7 days to assess your patients’ condition
and provide support.





The current document ontology has “Communication” Type of Service and “Alert” as Kind of Document.

We have no current “alert” terms. I recommend using “alert” but think we should consider whether “notification” is a better label or not.

Emergency Department Notification:

?Encounter alert
Find
Pt  Emergency department
Doc
{Author Type}

Hospital Admission Notification:

Admission notification note
Find
Pt
Hospital
Doc
{Author Type}

Hospital Discharge Notification:

Discharge alert
Find
Pt
Hospital
Doc
{Author Type}

[Committee Decision] 

Model {admission/discharge/visit} notification as Type of service, and use Note as the Kind of Document.

RI: Done.
PROPOSAL: 

Deprecate “Communication” from the Type of Service. Convert pending “Communication note” requests from CHI to “Note”.

CHI also requested the communication notes listed below.

[Jami to Rita] For communication notes, how are you using these? Are they provider to provider or patient to provider?

[Rita] We have requested 10 LOINC codes for Communication Notes for various subject matter domains.  Much like 56444-3 Healthcare Communication Document, Communication notes are a generic document title for use in identifying documents whose subtype is not specified in the terms name and thus not knowable without inspection of the contents.  They can be used to document communications from either patient or provider.

Communication note

Find
Pt
{Setting}
Doc
Nurse

Communication note

Find
Pt
{Setting}
Doc
Nurse Practitioner

Communication note

Find
Pt
{Setting}
Doc
Nutrition and Dietetics

Communication note

Find
Pt
{Setting}
Doc
Occupational Therapy

Communication note

Find
Pt
{Setting}
Doc
Recreational Therapy

Communication note

Find
Pt
{Setting}
Doc
Pharmacy

Communication note

Find
Pt
{Setting}
Doc
Physical Therapy

Communication note

Find
Pt
{Setting}
Doc
Speech-language pathology

Communication note

Find
Pt
{Setting}
Doc
Social Work

Communication note

Find
Pt
{Setting}
Doc
Respiratory Therapy

[DV] Given the explanation of how these documents are to be used, I see no clarify value of adding “communication”. The need for a “generic” document type makes sense, but that can be handled by having just “note” as the kind of document + one subject matter domain. I can’t imagine writing a “communication note”.

Further, without a clear definition, the use of Communication as a type of service seems tangled with some kinds of documents, e.g. Letter, Alert, Instructions. 

We only have one document term (which is not in the Ontology) that uses “communication” (56444-3, actually healthcare communication). We did create it to mean:

A very generic document title for use in identifying documents whose subtype (discharge note, outpatient consultation note, etc) is not specified in the term name and thus not knowable without inspection of the contents.

Regardless, I don’t think widespread use of Communication as a generic document type is a good idea.

[Committee Decision]

Create these as “note” terms, recommend their usage. We will consider adding more “communication” notes with further use cases or examples.

RI: Done.
REVIEW W DJV: REMOVE “COMMUNICATION” FROM AXIS?
PROPOSAL: 

Model requests for ‘Community Care’ as a new SMD=Community health (child of Public Health) 

Also add Setting=Community (parent of Patient’s Home) and discuss whether any of these terms should have that attribute

CHI, as part of Ontario’s CDR project, requested the following Community Care terms (bolded items are new axis values and will be reviewed separately):
Referral note

Find
Pt
{Setting}
Doc
Community Care

Evaluation note
Find
Pt
{Setting}
Doc
Community Care

Safety issue note
Find
Pt
{Setting}
Doc
Community Care

Risk assessment note    Find    Pt
{Setting}
Doc
Community Care

Report
     

Find
Pt
{Setting}
Doc
Community Care

Equipment or supply note
Find
Pt
{Setting}
Doc
Community Care

Submitted description for Community Care:

Community Care provides SMD services similar to Physical Therapy Services, Occupational Therapy Services, Diet and Nutrition, Psychology, where a service/care is being provided to the patient by people who are not in a Medical Board Certified role, in a defined subject matter domain.  CCAC referrals are often made in the hospital – expecially the ER… and CCAC will come and do an assessment while the patient is still in the hospital. Examples include: hydro - client dependent on electricity for essential treatment modalities;  pet - vicious animal in the home;  infectious - infectious diseases MRSA

More information from submitter:

Community Care:  should be SMD

CCAC (Community Care Access Centre) coordinates Home and Community-based Care in Ontario

Community Care Access Centres coordinate services for seniors, people with disabilities and people who need health care services to help them live independently in the community. Staff at the centres provide information and coordinate professional, personal support and homemaking services for people living in their own homes, and for school children with special needs. CCACs also determine eligibility and make arrangements for admission to some day programs, supportive housing/assisted living programs, and to certain chronic care and rehabilitation beds, and to all long-term care facilities.

In collaboration with family health care providers, hospitals and other health care partners, Community Care Access Centres (CCACs) help Ontarians of all ages to access and navigate the health care services they need, when and where they need them. This involves working with caregivers and families to help people continue their recovery at home or convalesce elsewhere after a hospital stay, attend school, live safely at home for as long as possible, move into long-term care or a supportive alternative and when the time comes, die where they choose with dignity.

Providing people with care in the home and community includes intensive care coordination, particularly for children who are medically fragile and vulnerable seniors, who are managing multiple health conditions and have complex needs that may be addressed through complex continuing care, rehabilitative care, assisted living, supportive housing or adult day programs with primary care.
Workflow Documentation

Various steps in the Community Services lifecycle are documented 

· CCAC Referral – A referral is made to CCAC

· CCAC Assessment – A CCAC Case Worker does a thorough assessment of the patient using one or more of the Inter-RAI assessment forms as appropriate.

· CCAC Safety Issues – Safety issues are assessed  
examples include: physical environment - hoarder
smoking - roomate smokes

· CCAC Risk – Risks are assessed  
examples include:
hydro - client dependent on electricity for essential treatment modalities
pet - vicious animal in the home
infectious - infectious diseases MRSA
· CCAC Service 

· Services determined to be required are authorized (example meals on wheels; wound care etc)
· CCAC Service Provider Assignment – A service provider is assigned from an approved Community Support Service Agency   for the authorized services.  There are different agencies provide specialised services.
· services provided are documented
[DV] Is “Community care” really a SMD or a Setting or a Type of Service? There are actually reasonable arguments for all of these. The most illustrative work I have found on this is WHO’s glossary paper on community health care (http://www.who.int/kobe_centre/ageing/ahp_vol5_glossary.pdf). This paper has these definitions:

community-based care / community-based services / programmes 
The blend of health and social services provided to an individual or family in his/her place of residence for the purpose of promoting, maintaining or restoring health or minimizing the effects of illness and disability. These services are usually designed to help older people remain independent and in their own homes. They can include senior centres, transportation, delivered meals or congregate meals sites, visiting nurses or home health aides, adult day care and homemaker services.

community health 

The combination of sciences, skills and beliefs directed towards the maintenance and improvement of the health of all the people through collective or social actions. The programmes, services and institutions involved emphasize the prevention of disease and the health needs of the population as a whole. Community health activities change with changing technology and social values, but the goals remain the same.

community health care 
Includes health services and integrates social care. It promotes self care, independence and family support networks.

community health worker 
A trained health worker who works with other health and development workers as a team. The community health worker provides the first contact between the individual and the health system. The types of community health worker vary between countries and communities according to their needs and the resources available to meet them. In many societies, these workers come from and are chosen by the community in which they work. In some countries they work as volunteers; normally those who work part-time or full-time are rewarded, in cash or in kind, by the community and the formal health

services.

Other Examples:

Multi-component care services: allied health, nursing, case management, home maintenance, etc…

http://www.sscci.org.au/what-we-do
http://www.altaregional.org/staffing-organization
[Committee Decision]

Model these as SMD. Use “community health care” (add the WHO definition as above). Don’t make Community as a setting now. Will consider this again if new requests need it, or make more specific settings (e.g. school, place of employment, etc).

RI: Done.
PROPOSAL: 

Add ‘Safety issue assessment’ as a new TOS under “Risk Assessment and Screening”

CHI, on behalf of the Ontario CDR project, requested: 

Safety issue note
Find
Pt
{Setting}
Doc
Community Care
Description: 
Similar to risk assessment, CCAC does a safety issues assessment. Community Care provides SMD services similar to Physical Therapy Services, Occupational Therapy Services, Diet and Nutrition, Psychology, where a service/care is being provided to the patient by people who are not in a Medical Board Certified role, in a defined subject matter domain.  CCAC referrals are often made in the hospital – expecially the ER… and CCAC will come and do an assessment while the patient is still in the hospital. Examples include: hydro - client dependent on electricity for essential treatment modalities;  pet - vicious animal in the home;  infectious - infectious diseases MRSA
Proposed term:

Safety issue assessment note
Find
Pt
{Setting}
Doc
Community Care

[Committee Decision]

Add “safety issue assessment” as a child of “Evaluation” (not under Risk).
RI: Done.
DISCUSSION: 

Representing CHI (Ontario) term request for ‘Community Care Equipment or supply note’

Equipment or supply note
Find
Pt
{Setting}
Doc
Community Care

Local term: CCAC Equipment or Supply Item

Submitted description:  Equipment required by the patient (Crutches, walker, wheelchair etc) on discharge

Example:
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DV Proposal:

Medical equipment or product list    Find   Pt
Community   Doc

Corollary: “List” would be a new Kind of Document, could be parent of “checklist”

(we have an existing KOD: “Prescription for medical equipment or product”)
[Committee Decision]

Make “medical equipment or product” as TOS and List as Document Type.
RI: Done.
PROPOSAL: 

Add ‘Medication administration’ as a Type of Service under ‘Medication Management’. 

Plan to model the Kind of Document as ‘Flowsheet’.  (similar to a nursing flowsheet). Discuss ‘Flowsheet’ vs ‘Form’.

CHI, as part of Ontario’s CDR project, requested a term for “Medication Administration Record” – example report provided (below). So, term was requested as “Record”.

[Committee Decision]

As above (med admin as TOS, and Flowsheet as KOD). Add description to this term to describe what this is (multiple medication administrations over time). LCN could be M.A.R.

RI: Done.
Example 1:
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Example 2:
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Discussion: 

Option 1 - Add “Cardiac Surgery” as a new Subject Matter Domain under “Surgery”. Allow “Cardiac surgery+Thoracic surgery” as a combined SMD. 

Option 2 – Replace “Thoracic Surgery” with “Thoracic and Cardiac Surgery” (synonym of Cardiothoracic”)


Discuss deprecating vs editing these terms
[Committee Decision]

Thoracic surgery -> Thoracic and Cardiac Surgery

Add Cardiac surgery as a new SMD that is a child of Thoracic and Cardiac Surgery

Two recent submissions contain requests for ‘Cardiothoracic’ or ‘Thoracic and Cardiac’ surgery note terms:

From Univ. of Pitt Med Center—

Cardiothoracic surgery Surgical operation note

From submitter: “This is code is needed to map Cardiothoracic surgery notes. Currently, nothing this specific exists.”

From Canada Health Infoway as part of Ontario’s CDR project—

Thoracic and Cardiac Surgery… 

Admission history and physical note

Evaluation note

Consultation note

Secondary Consultation note

Surgical operation note

Preoperative evaluation and management note
Flowsheet

Education note

Plan of Care note

Treatment plan note

Transfer summary note

CHI also requested separate terms for Cardiac surgery and Thoracic surgery:

Cardiac surgery…

Admission history and physical note

Checklist

Consultation note

Education note

Evaluation note

Flowsheet

Plan of care note

Referral note

Secondary consultation note

Surgical operation note

Transfer summary note

Preoperative evaluation and management note

Thoracic surgery…

Admission history and physical note

Checklist

Diagnostic study note

Confirmatory Consultation note

Education note

Evaluation note

Flowsheet

Plan of care note

Surgical operation note

Transfer summary note

Preoperative evaluation and management note

Currently we have “Thoracic surgery” as a subtype of “Surgery”.

The ABMS lists “Thoracic and Cardiac surgery” as a specialty under the American Board of Thoracic Surgery:

http://www.abms.org/member-boards/specialty-subspecialty-certificates/
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[Committee Decision]

Edit existing “Thoracic surgery” terms to “Thoracic and Cardiac surgery” since this was the intended meaning. Create a new type of service of “Cardiac surgery”
RI: Done.
Discussion: Requested terms with 1 axis value (KOD)
Flowsheet          Find       Pt           {Setting}              Doc        {Author Type}

Form                    Find       Pt           {Setting}              Doc        {Author Type}

Agreement         Find       Pt           {Setting}              Doc        {Author Type}

Certificate          Find       Pt           {Setting}              Doc        {Author Type}

Diagram              Find       Pt           {Setting}              Doc        {Author Type}

Report                  Find       Pt           {Setting}              Doc        {Author Type}

[Committee Decision]

Create these. Discourage them. Hook up to a panel with terms for post-coordination (label those as must use one), add something in term descriptions about this post-coordinated use.

RI: Done.
9/2015 –

Discussion: Approve use of “Cardiovascular disease + Pulmonary disease” as the preferred expression of the “Cardiopulmonary” subject matter domain.

CHI, on behalf of the Ontario CDR project, requested new terms for the following Cardiopulmonary documents:

Cardiopulmonary… 

Admission history and physical note

Checklist

Consultation note

Education note

Evaluation note

Flowsheet

Referral note

Secondary consultation note

Transfer summary note
Recommend using the combined existing SMDs to represent these notes.

Committee decision:  Agreed.

DISCUSSION: Change ‘Role’ to ‘Author Type’ across the Document Ontology

We previously agreed to replace {Provider} with {Author Type} where the Role axis value was not specified in a LOINC term. Currently, this axis in the LOINC Users’ Guide and other references to the Document Ontology is called ‘Role’. Should we change the overall name of the axis from ‘Role’ to ‘Author Type’?

74479-7
Role
Find
Pt
Clinical document
Nom
LOINC Document Ontology

http://loinc.org/discussion-documents/document-ontology/loinc-document-ontology-axis-values/role
Committee decision:  Keep as Role. Change {Author type} to {Role} – consistent usage of axis name.  Tweek definition to include concept of “party responsible for content”/author

RI: Changed {Author Type} to {Role}. Still need to modify description.
PROPOSAL: Add ‘Checklist’, ‘Legal letter’ and ‘Mandatory reporting form’ as new Kind of Documents

Canada Health Infoway (CHI) requested the following Legal letter term, Checklist and Mandatory Reporting form (MAR) terms as part of the Ontario’s Clinical Document Repository (CDR) project:

Legal Letter  (1 term, KOD - only axis value)

Provided description: A legal letter is usually prepared for insurance companies or lawyers to answer a specific limited clinical question. Many institutions have a legal department who can be involved in addressing legal rights and responsibilities, responses to some type of legal action initiated from the outside, and so on.
Checklist terms

Submitted description for checklist:

A document containing the list of tasks to be completed. The purpose of this document is to ensure that no step is missed or forgotten.
Checklist (KOD - only axis value)
Anesthesiology Checklist

Cardiac Surgery Checklist

Emergency department Checklist

Cardiopulmonary Checklist

Surgery Checklist

Mental health Checklist

Colon and Rectal Surgery Checklist

Neurological Surgery Checklist

Transplant surgery Checklist

Oral and Maxillofacial Surgery Checklist

Orthopaedic surgery Checklist

Vascular Surgery Checklist

Thoracic surgery Checklist

Pediatric Surgery Checklist

Plastic Surgery Checklist

General Surgical Oncology Checklist

Obstetrics and Gynecology Checklist

Ophthalmology Checklist

Otolaryngology - Head and Neck Surgery Checklist

Urology Checklist
Mandatory Reporting Form terms:

Submitted description: Mandatory reports are legally required and considered necessary in the public interest. Depending on the origin of the mandatory reporting duty, physicians are required to include specific information and, at times, professional medical opinions in mandatory reports
Mandatory Reporting Form (KOD – only axis value) – [Driver’s license, reporting to DMV about health-related condition]

Mental health Mandatory reporting form

Public health Mandatory reporting form

Proposal

Add “Checklist” as a new top level Kind of Document.

Committee decision: Agree

RI: Done.
Update website listing of DO for “Legal” to “Legal document” (as is used in term 64299-1)

Add “Legal letter” as a child both “Letter” and “Legal document”

Committee decision: Agree

RI: Done.
Add “Mandatory reporting form” as a child of “Form”

Committee decision: Form is the KOD. Mandatory (Regulated) reporting (service)? – TOS. Add “Regulated service” as child of E & M

RI: Need to determine name for TOS and add to axis

PROPOSAL: Add ‘Secondary consultation’ as a new Type of Service under ‘Consultation’

CHI, as part of Ontario’s CDR project, requested secondary consultation note terms for the SMDs listed below.

Submitted description: Secondary consultation note is generated by a physician or nonphysician practitioner's (NPP) upon request for second opinion or advice from another physician or NPP. ‘Secondary Consult’ is treated as a ‘second opinion’ consult if the first consult is considered insufficient on its own, or if a consultant requests another opinion from a second consultant.
Anesthesiology

Cardiac Surgery

Cardiovascular disease

Critical Care Medicine

Audiology

Allergy and immunology

Family Medicine

Dentistry

Dermatology

Allergy and immunology

Gastroenterology

Colon and Rectal Surgery

General medicine

Clinical genetics

Thoracic and Cardiac Surgery

Multi-specialty program

Hematology

Cardiopulmonary

Endocrinology

Surgery

Infectious Disease

Gerontology

Otolaryngology - Head and Neck Surgery

Committee decision:  Disagree. Map to existing consult notes and create new as needed.

[JD] Same for confirmatory consultation – need to remove from axis?

2/2015 –

PROPOSAL: Add “Healthy Weight Summary” as new Type of Service under “Summary”

Request from CDC for IHE QRPH Supplement for Healthy Weight:

Healthy weight summary note
Find
Pt
{Setting}
Doc
{Author Type}

Draft description: The Healthy Weight Summary document contains a collection of patient information (e.g. demographics, physical measurements [e.g. BMI], behaviors [e.g. dietary, physical activity, sleep], medications, procedures/interventions, personal goals, and family history) used to assess and monitor healthy weight management. Patient healthy weight data may also be reported to the public health for monitor and surveillance and to establish community programs, services, and facilities to encourage improved healthy lifestyles. Reports based on these data can be used to quantitatively evaluate the impact of program interventions and track changes in BMI and other healthy weight metric prevalence at points-in-time and over-time.
HW IHE Trial Implementation guide:

http://www.ihe.net/uploadedFiles/Documents/QRPH/IHE_QRPH_Suppl_HW.pdf
[COMMITTEE DECISION] “Weight management summary” under Summary. Kind of Document will be “report”.

RI: Done.

PROPOSAL: Add “Birth defects” as new Subject Matter Domain


75609-8     Birth defects registry report   Find  Pt   Outpatient   Doc   {Author Type}
LCN: Birth defects registry report Outpatient Document

Description in LOINC: Birth defect reporting may include congenital or structural malformation, or a biochemical or genetic disease, or any information relevant to incidents of birth defects. This term was created for, but not limited in use to, the Implementation Guide for Ambulatory Healthcare Provider Reporting to Central Birth Defect Registries, HL7 Clinical Document Architecture (CDA). Major document sections for this guide include: 1) Birth defects diagnosis, 2) Coded results (relevant patient diagnosis procedures), 3) Payers section, 4) Cytogenetics section, 5) Labor and delivery history and physical, 6) Labor and delivery events, 7) Newborn delivery, 8) Care plan, and 9) the (patient) Disposition section.

[COMMITTEE DECISION] Add “Birth defects” as a subtype of SMD under “Neonatal Perinatal Medicine”.

RI: Done.

PROPOSAL 1: Add ‘Patient’ as Role and change System to {Setting} for consent terms

PROPOSAL 2: Move them to DOC.ONTOLOGY class

The following consents (Organ donation consent, abortion consent, etc.) are subtypes of Consent in the Kind of Document axis:

http://loinc.org/discussion-documents/document-ontology/loinc-document-ontology-axis-values/kind-of-document
The terms need to be reviewed and harmonized to fit the Document Ontology model.

Proposal:  Add Patient as Role

64300-7
Organ donation consent
Find
Pt
{Setting}
Doc

Description: A patient consent for organ donation document. This document may be signed by the individual donor prior to death, or by an authorized family member if the patient is incapacitated.

Proposal: Change System to {Setting} and add Patient as Role

52027-0
Abortion consent
Find
Pt
^Patient
Doc

Description: This attachment provides additional information to support the billing of Abortion claims. Included is information to support state and federal requirements.


52029-6
Sterilization consent
     Find
Pt
^Patient
Doc

Description: This attachment provides additional information to support the billing of Sterilization claims. Included is information to support state and federal requirements.

52028-8
Hysterectomy consent
Find
Pt
^Patient
Doc

Description: Hysterectomy consent is a procedure-specific consent often necessary because the procedure will render the patient permanently sterile. The consent may be a hospital form, a physician-designed form or a written statement by the person who secures authorization. It includes the patient's signature and date of signing, which must be on or before the date of surgery. The attachment provides information to support the billing of Hysterectomy claims, including information to support state and federal requirements.

Other consent terms:

http://search.loinc.org/search.zul?query=consent
[Committee Decision] Do it.

RI: Done.

PROPOSAL 1: Move terms in DOC.ADMIN.LEGAL to DOC.ONTOLOGY Class

PROPOSAL 2: Make an exception to the doc ont rule of Kind of Document + one other axis value for the 4 terms listed below.

All of the terms currently in this DOC.ADMIN.LEGAL class contain approved KOD axis values in their names. However, based on their class, they are not considered “in” the ontology (e.g. they aren’t being distributed in export file for the Document Ontology). 
All other terms in the Document Ontology are under Class DOC.ONTOLOGY and do not have a class that further specifies their node within an axis, e.g. ‘ADMIN’.

In Class DOC.ADMIN.LEGAL:

64297-5            Death certificate           Find      Pt         {Setting}           Doc      {Author Type} 

71230-7            Birth certificate Find      Pt         {Setting}           Doc      {Author Type}

64300-7            Organ donation consent Find      Pt         {Setting}   Doc     [add] Patient
64298-3            Power of attorney         Find      Pt         {Setting}      Doc    [add]{Author Type}
64299-1            Legal document             Find      Pt         {Setting}     Doc    [add]{Author Type}  

72267-8            Evaluation of mental and physical incapacity certificate    Find      Pt    {Setting}           Doc     {Author Type}
Committee Decision : agree to make an exception to the rule.

RI: Done.

PROPOSAL: Add 'Driver license' as a subtype of ‘Administrative note’ in Kind of Document axis.

ATTACH.GENERAL:

53245-7
Driver license image attachment
Find
Pt
^Patient
Doc

Proposal: 

53245-7 
Driver license

Find
Pt     {Setting}   Doc   {Author Type}





DOC.MISC:








72170-4
Photographic image
Find
Pt
XXX
Doc





Proposal:

72170-4
Photographic image
Find
Pt
{Setting}
Doc
{Author Type}
Background:

Previously we agreed to add ‘Photographic image’ as a root Kind of Document and clarify in the term description that this is not a picture or scan of another document (an information object). In those cases, users should use the LOINC code that names the content. 

Discussion:

Our current naming rule states, “Names for required clinical notes would be constructed by picking entries from the Kind of Document axis and at least one of the other four axes.” Should we add explicit exception to this rule for terms like “Photographic image” where only the Kind of Document is specified?

Proposals:

1A: (preference) Add ‘Driver license image’ as a subtype of ‘Photographic image’

1B: Call it just ‘Driver license’

[Committee Decision] Agreed.

RI: Done.

9/2014 –

DISCUSSION:  Request for Summary of Episode note term used to identify a Continuity of Care Document that has 42 CFR Part 2 sensitive data.

Proposed term:

Summary of episode note.CFR 42 Part 2
Find
Pt
{Setting}
Doc 
{Provider}

Term Description: This LOINC code would be used to identify a Continuity of Care Document that has 42 CFR Part 2 sensitive data and requires the insertion of 42 CFR Part disclosure language. It is an extension of 34133-9 that is used of exchange of CCD's.

Notes from SAMHSA:

-------------------------

The federal confidentiality law and regulations (codified as 42 U.S.C. § 290dd-2 and 42 CFR Part 2 (“Part 2”)), enacted almost three decades ago after Congress recognized that the stigma associated with substance abuse and fear of prosecution deterred people from entering treatment, has been a cornerstone practice for substance abuse treatment programs across the country. Part 2 permits patient information to be disclosed to Health Information Organizations (HIOs)2 and other health information exchange (HIE) systems; however, the regulation contains certain requirements for the disclosure of information by substance abuse treatment programs; most notably, patient consent is required for disclosures, with some exceptions.

The information protected by Part 2 is any information disclosed by a Part 2 program that identifies an individual directly or indirectly as having a current or past drug or alcohol problem, or as a participant in a Part 2 program.

http://www.samhsa.gov/healthprivacy/docs/ehr-faqs.pdf
[Committee Decision]: We are not inclined to make a term at the document level with this level of specificity, but we are inclined to make a code like “access restriction by regulation” with the expected answer list of things like “42 CFR Part” that could be included in the message and used by HIT systems to drive workflow.
[RI] Done. Discussed with submitter and they agreed with the decision.  The following term was created with an example answer list of ’42 CFR Part’:

75857-3  Access restriction by regulation

PROPOSAL: Add ‘Wound management’ as a new Subject Matter Domain. 

Requested term (from VA):

Note
Find
Pt
{Setting}
Doc
Wound Care

Proposal:

Note 
Find
Pt
{Setting}
Doc
Wound management

The American Board of Wound Management (ABWM) offers three certifications:

Certified Wound Care Associate® (CWCA®)

Certified Wound Specialist® (CWS®)

Certified Wound Specialist Physician® (CWSP®)

The National Alliance of Wound Care and Ostomy (NAWCO) offers Would Care Certification (WCC) in addition to other certifications.

FYI, “Wound Management” gets 1.2 million hits on Google, while “Wound Care” gets 2.4 million. Both are widely used (e.g. APTA has a specialty section called Wound Management, but lots of institutions refer to the Wound Care team). Whichever name we choose, the other should be a synonym.

[Committee Decision]: 

This is a dupe of :

46215-0
Note
Find
Pt
{Setting}
Doc
Wound care management

Add Wound care management to the SMD axis (and then move this term to DocOnt Class).
[RI] Done.

PROPOSAL: Rename the Class of DOC.CLINRPT to  DOC.ONTOLOGY

We have made the distinction between clinical notes (spontaneously generated) and clinical reports (generated in response to an order) and emphasized the point that the Document Ontology has long been focused on naming conventions for clinical notes (e.g. dictated documtents). Yet, the class name for terms in the Ontology is labeled for clinical reports.

[DV] We have long used this class to signal the LOINC terms that conform to the naming conventions of the Document Ontology, so why not make that explicit. Also, it seems to me better than alternatives like DOC.CLINICAL (we have other “clinical” document codes) or DOC.NOTES (not all of the Ontology is just clinical notes).

Because we have widely publicized using the Class to determine what terms are in the ontology, I propose announcing this change in December but implementing it in the June 2015 release. Of course, we’ll make DOC.CLINRPT a synonym, so searches will continue to work. (this is our standard practice).

[Note to RI] This also implies changing PANEL.DOC.CLINRPT to PANEL.DOC. 

[Committee Decision]: Agree (unamimous).

Make sure we have a definition: things that conform to the ontology modeling. 

From Ted:

Documents that have been modeled in the Document Ontology framework, as opposed to being modeled as panels or individual observables in the main part of LOINC. Modeling in the Document Ontology is an assertion of various axes of content definition for an otherwise non-computable documentation object.

[RI] Done.
PROPOSAL: Replace our use of {Provider} with {Role} 

While the Document Ontology axis has always been called “Role”, we have used {Provider} in the LOINC names where that axis value is not specified. Using {Provider} is now particularly confusing when we have non-clinician roles (e.g. patient, clerk). Using {Role} is more explicit. It also makes a stronger connection with the term we created for communicating role in a post-coordinated manner:

74479-7:Role:Find:Pt:Clinical document:Nom:LOINC Document Ontology

Options:

1. {Author Role}

2. {Author Type} - 13

3. {Role} - 5

4. Null

5. {Provider}

[Committee Decision]: 
{Author Type} carries. We’ll add the definition from the User’s Guide to the Part definition.

[RI] Done . Change made in LOINC v2.50. Deprecated terms remained as {Provider}.
DISCUSSION: Triage + Care Note.  Should we create a general roll-up (parent) term? 

DJV: In this case, it seems like it would be more confusing to create general parent.  Don’t see this happening in other settings.

57054-9
Triage+Care note
Find
Pt
Emergency department
Doc
Nurse

[New Term?] 
Triage+Care note
Find
Pt
{Setting}
Doc
{Provider}

[Committee Decision]: 
Ammend our policy to say that if there is only one thing that would roll up into the generic parent, we won’t make that parent by rule. So no, we won’t make the term above.

PROPOSAL: Add “Pathology – Forensic” as a SMD and Move “Forensic medicine referral note” term back to the ontology in class of DOC.CLINRPT (It is currently in DOC.MISC).

69438-0 Referral note

Find
Pt
{Setting}
Doc
Forensic medicine

This term was moved to the DOC.MISC class prior to the December release because “Forensic medicine” was not an approved SMD. ABMS subspecialty is “Pathology – Forensic”.

Question: Should “Pathology – Forensic” be a direct child of Pathology? 

From abpath.org: Candidates must be certified in AP/CP or AP only and must complete 1 full year of training in an ACGME accredited forensic pathology program. 
(See http://www.abpath.org/BofISubspecialtyCert.htm) 

Other discussion: There are lots (40+) referral note terms – all created at same time. I have some worry about exploding the set of referral terms for every known service or provider. 
[Committee Discussion 2/2014]

Review the origin of this term (death certificate), as it seems ill-named.

[RI additional review]

At the time of death, some cases are transferred to a coroner or medical examiner for investigative purposes.  This term is used to report the reason the case was forwarded to the coroner or medical examiner. 

Portion of example message from HL7 DSTU IG Vital Records Death Report:

[image: image8.png]<code code="63236"2" codeSystem="..16.820.1.113853.6.17
codeSystemNane="LOINC" displayNeme="RAutopsy results available"/>
<value xsi:type="BL" value="truc"/>
</cbservation>
</entry>
<entry>
<observation classCode="0BS" moodCode="EVN">
<templateld root="2.16.840.1.113883.10.20.24.1.14"/>
<code code="69438-0" codeSystem="2.16.840.1.113883.6.1"
codeSystemNane="10INC" displayNeme="Referral note Forensic medicine"/>
<I-- My instance has a LOINC code €9436-0. -->
<value xsi:type="ED">The reason the case was forwarded to the coromer
or medical examiner.</valuc>
</cbservation>
</entry>
<entzy>
<observation classCode="0BS" moodCode="EVN">
<templateId root="2.16.840.1.113883.10.20.24.1.12"/>
<id root="1.1" extension="il11111"/%





[Committee Decision]: 
Add “Forensic medicine” as a root level SMD. (this term can then be part of the ontology). As a polyhierarchy, add “Forensic Psychiatry” (or future subtypes) as a child here too.

[RI] Done.
2/2014 –

PROPOSAL: Add “Registry report” as a Kind of Document under Report.

74264-3
HIV summary registry report
     Find   Pt
{Setting}
Doc
{Provider}

74198-3
Trauma summary registry report
Find
Pt
{Setting}
Doc

Kind of Document axes values:

http://loinc.org/discussion-documents/document-ontology/loinc-document-ontology-axis-values/kind-of-document
[Committee Decision]

Yes, add as subtype.

Revise definition of report to broaden beyond ordered – requested, compelled by statue, etc…

[RI] Done.
PROPOSAL: Add “Trauma summary”, “Oncology treatment plan and summary”, and “HIV summary” as Types of service under Summary.  

74264-3    HIV summary registry report
   Find
   Pt
{Setting}
Doc
{Provider}

74156-1    Oncology treatment plan and summary
Find    Pt  {Setting}
Doc
{Provider}

74198-3    Trauma summary registry report
     Find     Pt
{Setting}
Doc
{Provider}

Type of Service axes values:

http://loinc.org/discussion-documents/document-ontology/loinc-document-ontology-axis-values/type-of-service
[Committee Decision]

74156-1

SMD: Oncology

TypeofService: Treatment plan + summary

Kind of Document: Note
74198-3 

New SMD of Trauma, placed under EM and Surgery

SMD: Trauma

TypeofService: Summary

Kind of Document: Registry Report

74264-3    
New SMD of HIV under Infectious Disease

SMD: HIV

TypeofService: Summary

Kind of Document: Registry report

[RI] Done.
PROPOSAL: Add "Case Report" as a new Kind of Document.

55751-2    Public health case report  
Find  
Pt  
^Patient  
Doc 

Description: A CDA document constraining CDA to meet the needs of public health case reporting from providers to local and/or state public health departments.

Public health is currently a Subject Matter Domain :

http://loinc.org/discussion-documents/document-ontology/loinc-document-ontology-axis-values/subject-matter-domain 

Proposal for 55751-2: Move ‘Public health’ to method (SMD).  Change ^Patient to {Setting}.

[Committee Decision]

Accept the proposal (under Report), revise the description (remove the reference to CDA).

[RI] Done.
8/2013 –

Proposal: Reorganize the “Action Plan” section of the Ontology to include domain-specific Action plan terms.  

Our current axis model has “Asthma Plan” as a type of plan: 

j. Plan


1. Asthma Plan



a. Asthma Action Plan


2. Care Plan


3. Treatment Plan
We did this based on discussion 2013 02 about this term:

69981-9
Asthma action plan
Find
Pt
{Setting}
Doc
{Provider}

We have received a request from the SE Minnesota Beacon HIE for these additional codes:

ADHD/ADD Action Plan

Autism Action Plan

Seizure Disorder Action Plan

Anaphylaxis Action Plan

Type II Diabetes Action Plan

Type I Diabetes Action Plan

Inflammatory Bowel Disease Action Plan

Cystic Fibrosis Action Plan

Muscular Dystrophy Action Plan

Heart Disease Action Plan

Multiple Sclerosis Action Plan

Complex Medical Conditions Action Plan

They have supplied detailed descriptions and in many cases example reports for each of these.

I believe that our rationale at the time as that theoretically there could be more types of asthma plans. At the time we did not really contemplate the scenario of having various disease-specific action plans.

Options:

1) Add unique subtypes and sub-subtypes for each disease plan, similar to Asthma Plan and Asthma Action plan. 

2) Make “Action plan” a subtype of “Plan” and list various action plans under the Action plan subtype
DJV’s recommendation is option 2. 

[COMMITTEE DECISION]
· Add “Instructions” as a kind of document

· Move “action plan” as a subtype

· Move “Asthma action plan” as a subtype of action plan

· Add new specific plans under the action plan node

· Move discharge instructions as a subtype of instructions

[RI Done]

· Added “Instructions” as a kind of document

· Moved “Action plan” as a subtype

· Moved “Asthma action plan” as a subtype of action plan

· Added new specific plans under the action plan node

· Moved discharge instructions as a subtype of instructions

· Review Discharge instruction terms.  Revised 8653-8 to represent new Doc. Ont. Model and moved term from DOC.MISC to DOC.CLINRPT.  Deprecated 60281-3 (Inpatient Hospital discharge instructions) and mapped to 8653-8. 

Proposal: Add 1) ‘Prescription’ as a Kind of Document with 2) specific Prescription document codes as subtypes of Prescription, 3) Pharmacist as role, and 4) Pharmacy as a setting
Current LOINC Class: DOC.MISC

57832-8   Prescription for diagnostic or specialist care Find
Pt
^Patient
Doc
64288-4   Prescription for eyewear
     Find
Pt
{Setting}
Doc
{Provider}

57829-4   Prescription for medical equipment or product   Find
Pt
^Patient
Doc

57833-6   Prescription for medication
Find
Pt
^Patient
Doc


57831-0   Prescription for rehabilitation
Find
Pt
^Patient
Doc
57828-6   Prescription list
Find
Pt
^Patient
Doc
73709-8   Prescription request
Find
Pt
Pharmacy
Doc
Pharmacist

(Previously approved by Clinical LOINC Committee – see discussion below about NEHTA Use Case)

Current LOINC Class: ATTACH.GENERAL

52063-5   Prescription for durable medical equipment attachment    Find  Pt
^Patient
Doc
[COMMITTEE DECISION]

Agree with 3, 4. Add prescription as kind of document, nest specific types underneath it. Add order as supertype kind of document.

Add “request” as a new subtype of Administrative note, and place “prescription request” as a child of that.

[RI] Done.
Proposal: Add ‘Digital photographic image’ as a Kind of Document. 

72170-4
Digital photographic image
Find
Pt
XXX
Doc 
Class: DOC.MISC
Description: This document will contain photos taken from a mobile device application. When the user clicks Send, it sends it as a PDF document. The patient information will be on the header of the report. On the body, there will be a title and a description, which may include the body part, and a description of the issue, like skin rash. Also, the name of the doctor who took the picture will be displayed on the document.

[COMMITTEE DECISIONS]

Add specification that this description is the submitters info.  Add something that this is a not a picture or scanned of another document (an information object). In that case they should use the LOINC code that names the content. 

Change name to “Photographic image”. Add this as a root Kind of Document.

[RI] Changed Component name to Photographic image.  Added ‘Photographic image’ as a root Kind of Document. Updated term description based on comments above.  

2/2013 –

Discussion: Canada Health Infoway requested three Clinical document terms – needs Committee review. 

PHC-EMR data extract
Find
Pt
^Patient
Nar

From submitter:  Used to identify a CDA document as a data extract from a primary health care electronic medical record.

Referrals

Find
Pt
^Patient
Nar

From submitter: This is the broad heading to capture all referral notes (requests) as well as results from those referrals in a patient primary health care electronic medical record.

Referral request
Find
Pt
{Setting}
Doc
{Provider}

From submitter:  Referral request section includes all referral notes in a primary health care electronic medical record patient record.

RI comments and suggested LOINC:

EHR extract term: could literally be anything, everything, and the kitchen sink. I (Dan) personally don't think that is a very helpful or meaningful code to make because it basically has no "expected information contents" that can be defined. So, my perspective is that we shouldn't make it, but will bring it to the committee for their input as well.

Terms ‘Referral request’ and ‘Referrals’ seem redundant based on the definitions.  

LOINC code suggested to CHI:

57133-1
Referral note

Find
Pt
{Setting}
Doc
{Provider}

Response from CHI:  We need a code for the overall section heading, one for the section that contains only the referral notes themselves and then codes for the actual referral note (this separates out the referral note from the referral information). For example:
Requested 
Referral section (Referrals)


Requested
Referral request section (Referral requests)



57133-1
Referral note (General)


57170-3 
Referral note (Cardiovascular disease)

52192-2 Referral information:Find:Pt:Cardiac rehabilitation treatment plan:Nar
Proposal:  Make one term, which will be the section container for all types of referral information, notes, and other discrete elements represented.

Referral information

Find
Pt
{Setting}
Doc
{Provider}

Decision (8/2012 CLC Meeting): We would like to meet this need, but have to understand more about the use case. Would like to have a call with the submitter to understand this better. Will they be at HL7? Could meet there.

Decision (2/2013 CLC Meeting with Finnie Flores, Andrea MacLean):  See meeting minutes.  Overall conclusion:  They need a code.  Do it in the same manner as done for Radiology Studies Panel (18726-0).  It will need specific comments stating what and how it is used.  They may find an existing code that is analogous to this.

RI:  Followed up with CHI by email on 7/25/13 to determine if a new submission is being sent with the requested information.  Pending reply. 

RI:  Followed up with CHI by email on 7/25/13. They stated that they have not heard from the submitter, so requested to close the submission and will resubmit in the future if needed.
DISCUSSION: Review/define “Patient” and “Fiduciary” Role axis values. 
Summary of correspondence prompting review:

From Rob Hausam:

The method for 51855-5 is "Patient".  At first that seems to be a very good fit with the concept of a "patient-authored note."  However, it occurred to me that since the intent of the committee is for this to also include notes which are authored by a "patient agent" (e.g., legal guardian, etc.), those cases might not fit within the allowable meaning of code 51855-5 and the "Patient" method.  

Is the intended meaning of the "Patient" method defined or construed to include also a patient agent, or whether this will require an additional "method" and therefore additional codes to cover this usage?

Dan’s reply:

We actually added the description for term 51855-5 to include the reference about "patient agents" as recommended by the WG and it went out in the last release, but that was perhaps premature as I had not fully processed this nuance. I think it would be good to discuss at the upcoming Clinical LOINC Meeting, because we do actually have an approved axis value of "Fiduciary" which was added to cover the guardian/conservatorship.

Existing LOINC document codes with a method of Patient:
http://search.loinc.org/search.zul?query=method%3Apatient+scale%3Adoc


We don't yet have any terms created with Fiduciary a method.  


51855-5
Note
Find
Pt
{Setting}
Doc
Patient

Portion of term description (from Structured Documents WG):

A patient authored note is generated by a patient, or a patient agent, acting in a non-clinical role to provide clinically relevant information. The information within the note is used to support planned or unplanned health care services…

Proposals:

1. Adopt a definition of "patient" that includes patient-agents. Remove "Fiduciary" as an allowed axis value.
2. Keep both allowed values. Propagate terms like "consent by patient", "consent by fiduciary" (and correct the definition I added to 51855-5).
3. Consider Fiduciary as a child/subtype of "patient". This may violate some ontological principle, but it seems that in one sense a broad concept of patient could include self and any appointed designees. This would allow the use of "patient" as the general parent to both types, and allow use of Fiduciary for subtypes, if needed. In some ways that has appeal.

Decision:  #1 (From meeting minutes: Keep the existing LOINC term and refine the definition to include ‘or patient proxy’ for method of ‘patient’.  This does not impact the use of ‘patient’ or ‘^patient’ when used in other axes.)
RI: Done.

DISCUSSION: Request from the Australian National E-Health Transition Authority Limited (NEHTA) for a Prescription request document code – needs Committee Review

Term requested:

Prescription request
(i.e. from pharmacy to prescriber)

Intended use: for a Prescription Request document defined within the HL7 CDA R2, Electronic Transfer of Prescriptions (ETP) Specification

From submitter: This is a CDA document to a prescriber for requesting an owning script, i.e. a prescription for medication that has been dispensed and supplied to the patient. The pharmacy has established prior agreement (via phone communication or standing written agreement) with the prescriber to dispense and supply a medication, e.g. when a prescription on a long term medication runs out.

Summary of contents within the Prescription Request document:

Patient information (identifier, name, address and demographic details)

Pharmacist/Dispenser

Dispensing organization

Prescriber (The healthcare provider from whom a prescription is sought.)

Prescriber organization

Date/Time Prescription Request Written

PRESCRIBER INSTRUCTION DETAIL (date/time instruction received, prescription instruction percipient, specific instructions, source, mode or mechanism of communication)

            Defined: A summary of the standing instruction from which supply a therapeutic good was supplied to a subject of care prior receiving a prescription by the dispenser. 

PRESCRIPTION REQUEST ITEM (identifiers, formula, directions (ie. dose instructions))

            Defined: Details of the anticipated prescription item.

DOSE (Qn, units, description, timing, PRN, duration, etc.)

ADMINISTRATION DETAILS (Route, delivery method, etc.)

REQUESTER NOTE

            Defined: A note from the requester to the prescriber.

Summary of correspondence about requested term:

[LOINC comment to submitter]

Our understanding is that this is essentially a request for a prescription (LOINC 57833-6).  We are not CDA experts, but think you can set codes in HL7 as a request, so 57833-6 could be used with a status of request. 
57833-6
Prescription for medication
Find
Pt
^Patient
Doc










[submitter reply]

I am unsure that LOINC 57833-6 with a status = request is sufficient for our requirement.

I will argue that LOINC 57833-6 (prescription document) with a status = request - is semantically very confusing. The application will need to process and understand that the professional status of the document author is a pharmacist and not a doctor/physician, and infer from there that the document is for request of a prescription from the recipient. There are too much room for error. Also, we need to support human readability. The document code display name is prescription document, it is confusing to a human reader. We definitely need a semantically clear document type code and associated display name and cannot rely on machine and human post-coordination of the document type name and status code to determine the type of the document. The human reader will not have the time or patience to do the post-coordination.

[Dan’s comments]

I'm hesitant to create different codes for the same item depending on whether it was requested or being returned. We have not done that in other contexts. For example, the same LOINC code would be used for ordering a Chest CT as when it comes back as a full report. 

[Input from epSOS colleagues (Jürgen Brandstatter and Fredik Linden)]
Their IHE Pharmacy hasn’t considered the process of a Prescription request yet. Community Pharmacists in the group have said that requesting a Prescription after the patient has got the medication would be just done for billing purposes and is therefore out-of-scope of our current profile developments. If other opinions about that show up this might change.

Pharmacy Pharmaceutical Advice (LOINCs 61357-0, Medication pharmaceutical advice.brief, and 61356-2, Medication pharmaceutical advice.extended) 
were suggested as an option.  These codes are primarily used to validate prescriptions in order to allow them to be dispensed.  They may be used to approve, change, reject or cancel a prescription. It also may hold a lot of additional information about the prescription like e.g. possible contra-indications with other medications on the prescription and the reason why they are accepted in this special case, and many more.

Usually a Pharmaceutical Advice is linked to the Prescription item it belongs since that is the common use case, but it can also be linked to a Dispense item if needed. So theoretically we could enhance this document type to also serve as a Prescription request, but we haven't really thought on that yet to be honest. Do you think it makes sense to discuss that with the submitter? 

Jürgen agreed that it might be confusing and a source of error to use the same code for a Prescription Document and a -Request at the same time.

Decision:  Term approved.  See meeting minutes and Skype discussion between Ted Klein and Grahame Grieve.  Create Prescription request document code.

RI: Done. See LOINC 73709-8 
8/2012 – 

PROPOSAL: Add “Restraint” as a specific Type of Service Node under “Evaluation and Management”

70007-0
Restraint note

Find
Pt
{Setting}
Doc
{Provider}

68476-1
Restraint note

Find
Pt
Hospital
Doc
Nursing

68474-6
Restraint note

Find
Pt
Hospital
Doc
Physician

Description: Restraint is a type of physical or mechanical device, material or equipment used to limit a patient's ability to move freely.  Drugs or medication are also a type of restraint that restrict a patient's behavior or freedom of movement.  A restraint note may include a description of the patient's behavior and intervention used, alternatives or other less restrictive interventions attempted, the patient's condition or symptoms that warranted the use of the restraint, the patient's response to the interventions, the rationale for continued use of the intervention, and documentation regarding the face-to-face evaluation within one hour of patient restraint.
Decision: Ok

RI: Done.  Added to axis online and in User’s Guide.

PROPOSAL: Add “Evaluation of mental and physical incapacity certificate” as a specific Kind of Document under “Certificate”

Requested term:

Medical Certificate of Guardianship or Conservatorship
Pending term:

Evaluation of mental and physical incapacity certificate: Find: Pt: {Setting}: Doc: {Provider}

Description: This certificate is used by probate and family courts in the process of determining whether to appoint a guardian and/or conservator to assume responsibility for an individual in some or all areas of decision-making and functioning.  The certificate may be completed by a physician, psychologist, certified psychiatric nurse or nurse practitioner. It contains the patient's clinical diagnosis, mental and physical condition, prognosis for improvement, and ability to make or communicate decisions about personal health and finances.  The certificate also contains recommendations for level of care and supervision and appropriate treatment and/or rehabilitation.
Request based on Massachusetts Courts Medical Cert. for Guardianship/Conservatorship:

http://www.mass.gov/courts/courtsandjudges/courts/probateandfamilycourt/documents/mpc400-medical-certificate-guardianship-or-conservatorship-print.pdf
Other examples:

· http://dentoncounty.com/dept/probate/forms/Medical-Evidence-Letter.pdf
· http://www.washoecourts.com/forms/pdf/family/AdultGuardianship/Adult%20Guardianship%20Physicians%20Certificate.pdf
Decision: OK as proposed.

RI: Done.  Added to axis online and in User’s Guide.

PROPOSAL:  Add “Asthma Action Plan” as a Type of Service under “Plan”  

Use case:  The SE MN BEACON project (Mayo Clinic) needed a way to identify the Asthma Action Plan documents from other documents (CCD, Consults, etc.).  The Asthma Action Plan is shared with school nurses and exchanged via NwHIN protocols and CDA. 
69981-9
Asthma action plan
Find
Pt
{Setting}
Doc
{Provider}

Description: The asthma action plan is a common document provided to patients, parents and others, like school nurses.  It provides guidance for three situations that can occur for asthmatics.
· Green Zone – flow reading at 80% or more of best, long term care medications with instructions on what to take and when.
· Yellow Zone – with symptoms or peak flow readings, (50- 79%) of best, and quick relief medicines, along with recommendation on what to do, it symptoms persist.
· Red Zone – with less than 50% best readings, or symptoms and treatment medications and seeking hospitalization and care. 
Refer: http://www.nhlbi.nih.gov/health/public/lung/asthma/actionplan_text.htm
Decision: Make “Action Plan” as a node under Plan. Then make Asthma Action Plan as a sub category under Action Plan. 

RI: Done.  Added to axis online and in User’s Guide.

2/17/2012 –

PROPOSAL: Add “Death Certificate” as new Kind of Document

64297-5
Death certificate
Find
Pt
{Setting}
Doc
{Provider}

Term Description: A death certificate is a public, legal document issued by a government official (such as a registrar of vital statistics) that declares the date, location, and cause of a person's death. The physician's principal responsibility in death registration is to complete the medical part of the death certificate, which includes: date and time pronounced dead, date and time of death, whether case was referred to medical examiner or coroner, cause of death section (cause of death, manner of death, tobacco use, pregnancy status for females), injury items (for cases involving injury), and certifier section (with signatures).

Committee decision: add “certificate” as a Kind of Document, with birth certificate and death certificate as subtypes.

Certificate: content is dictated by an authoritative source, it is signed, certified, etc. 

We will create a parallel birth certificate document type code.
Done: RI added Birth certificate and Death certificate as subtypes of Certificate.  Certificate was already listed as Kind of Document under Administrative.  

Subproposal: Add 64297-5 as an optional element in 69409-1 panel (U.S. standard certificate of death - 2003 revision)

Rationale: 64297-5 could be used for other kinds of death certificates (e.g. non-US) and for CDA.  

Committee decision: will NOT add this as an element in the panel. For now, we’ll add it as part of the description. 
Done: RI added “This term could be used for other kinds of death certificates (e.g. non-US) and for CDA” to the existing description for 64297-5. 

PROPOSAL: Add “Power of Attorney” as new Kind of Document

64298-3
Power of attorney
Find
Pt
{Setting}
Doc


Term Description: A power of attorney or POA is a legal document which authorizes someone to act on behalf of someone else. The person granting the power of attorney is known as the principal, granter, or donor, while the person authorized to act is called an agent, attorney-in-fact, or attorney. There are many different types of POAs, and each can be further customized to suit the requirements of the granter. In short, it all depends on the content of the contract.

Committee: Move “legal document” under the Administrative note entry. (Remove “legal” as a standalone entry). Add power of attorney as a subtype under legal document.
Done: RI completed Committee’s decision.

PROPOSAL: Revise “Legal” to “Legal document” as new Kind of Document

64299-1
Legal document
Find
Pt
{Setting}
Doc


Term Description: A generic document type that encompasses a wide range of potential medically-related legal documents. A legal document is a formally executed written document that can be attributed to its author; records and expresses a legally enforceable act, process, or agreement. Examples of medicolegal documents include advance directive, death certificate, various consent forms, etc.

Committee: see above.

Done: RI completed Committee’s decision as stated above.

PROPOSAL: Add “Readiness for military duty assessment”, and “Functional status assessment” as new Type of Service. Revise 64284-3 and 47420-5 to have “note” as the Kind of Document.

64284-3
Readiness for military duty assessment
Find
Pt
{Setting}
Doc
{Provider}

Term Description: Medical determination of service member readiness for duty assignment. This assessment/exam is to determine if a service member's mental or physical faculties are so far impaired by intoxicating beverages, drugs, disease, injury, or any other exposure or circumstances to hinder the safe and efficient performance of military duties. The purpose of this exam is to prevent injuries or death and to protect the health and well-being of service members and others who may be affected by their performance.

64294-2
Readiness for military duty letter
Find
Pt
{Setting}
Doc


Term Description: A document containing a letter (correspondence) about a military service member's readiness for military duty assignment.

47420-5
Functional status assessment
Find
Pt
{Setting}
Doc
{Provider}

[no term description]

Committee Decision: agree proposal. Add “assessment” to 64294-2 (before letter). 
Done: “Note” already listed as Kind of Document.  RI added Functional status assessment and Readiness for military duty assessment as new Types of Service under Assessment.  RI also added “note” and “assessment” as approved above.

Public Reason for change (adding “assessment” to 64294-2): Based on Clinical LOINC Committee review of term on 2/17/2012, "assessment" was added to the Component for consistency with similar terms.

Public Reason for change (adding “note” to 64284-3 and 47420-5):  Based on Clinical LOINC Committee approval on 2/17/2012, "note" was added to the Component as the Kind of Document.

PROPOSAL: Add these as specific Type of Service Nodes under “Summarization”

Pregnancy visit summary (57059-8)

Term Description: This section is a running history of the most important elements noted for a pregnant woman. 

Maternal Discharge Summary (57058-0)

Term Description: The Maternal Discharge Summary (MDS) profile represents a snapshot of the mother postpartum stay until her discharge from the birthing facility.  The MDS is a medical summary and inherits all header constraints from Medical Summaries

Labor and delivery summary (57057-2)

Term Description: The Labor and Delivery Summary (LDS) profile document represents a summary of the most critical information concerning the labor and delivery care in a birthing facility.   The LDS is a medical summary and inherits all header constraints from Medical Summaries.  It also uses parts of the History and Physical profile where needed. 

Antepartum summary (57055-6)

Term Description: The Antepartum Summary represents a summary of the most critical information to an antepartum care provider regarding the status of a patients pregnancy. The APS document is a medical summary and inherits all header constraints from Medical Summaries.

Committee decision: Remove “Summary Purpose” from Type of Service axis. Investigate 57059-8 as to whether this is used as a document or a section. If a section only, it won’t be added to the ontology. Add these others under Summarization.


Done: RI removed “Summary Purpose” from Type of Service axis and added the following under Summarization:

Maternal Discharge Summary

Labor and Delivery Summary

Antepartum Summary

RI investigated Pregnancy visit summary (57059-8) – term requested by IHE (Jean Millar) in 2009.  See 2011 IHE Patient Care Coordination (PCC) Supplement, which uses code as a section only.  Will not add as type of service at this time.
http://www.ihe.net/Technical_Framework/upload/IHE_PCC_Suppl_CDA_Content_Modules_Rev2-1_TI_2011-09-02.pdf
PROPOSAL: Add this as a specific Type of Service Node under “History and Physical”

Labor and delivery admission history and physical (57056-4)

Term Description: The Labor and Delivery Admission History and Physical (LDHP) profile represents the patient’s History and Physical performed during admission to the birthing facility.  The LDHP is a medical summary and inherits all header constraints from Medical Summaries.

Committee: OK.

RI: Done.

DISCUSSION: I’m stumped. This seemed to be the clearest way to name the term, but it combines Type of Service and SMD/Role. Should we make “Triage and nursing” a new “Type of Service”? 

Triage and nursing note (57054-9)

57054-9
Triage and nursing note
Find
Pt
{Setting}
Doc
{Provider}

Term Description: The Composite Triage and ED Nursing Note specification may be employed where the ED Triage Note and ED Nursing Notes exist within a single document. The elements below are an exact composite of the elements from the Triage Note specification and the ED Nursing Note specification.

54094-8
Triage note
Find
Pt
Emergency department
Doc


57053-1
Note
Find
Pt
Emergency department
Doc
Nursing

Committee: change it to “Triage + care” note with Nursing as Role. Setting is Emergency department.
RI: Done.

DISCUSSION: Partners (PHS) requested a term for a physician pulmonary transplant progress note.

Term requested:

Progress note    Find       Pt    Hospital      Doc        Physician.Pulmonary transplant

1. Should we create the term?

2. If so, how should we name it?

Transplant pulmonology seems to be a recognized specialty by PHS and among many other hospitals and clinics (U of MD Med Center, U of Chicago, Emory, U of Iowa, etc…).     

Of note, pulmonary transplant (transplant pulmonology) is not part of the ABMS specialties or subspecialties – only Pediatric pulmonology and Pulmonary disease.  

We have the following previously approved ‘transplant’ SMDs in LOINC:

Advanced heart failure and transplant cardiology (ABMS subspecialty)

Pediatric transplant hepatology (ABMS subspecialty)

Transplant surgery (not ABMS specialty or subspecialty)

Committee: we will make this one as Progress Note with SMD as Transplant Surgery. Could consider making additional specification (e.g. pulmonary, liver, etc) if there is need.
Done: RI created new term as follows: 

Progress note    Find       Pt    Hospital      Doc        Transplant Surgery

And stated in submission that we could consider making additional specs if there is a need.

8/16/2011 –

PROPOSAL: Change all terms with “subsequent evaluation note” (back) to “Progress Note”

Rationale: no one uses the term “subsequent evaluation” in their systems (as far as I can tell). CDA has a progress note template, most of these terms were originally labeled as Progress Notes in the formal name. Most now have an LCN of Progress Note. 

Working Definition: A Progress Note documents a patient's clinical status during a hospitalization or outpatient visit. Taber's medical dictionary defines a Progress Note as "An ongoing record of a patient's illness and treatment. Physicians, nurses, consultants, and therapists record their notes concerning the progress or lack of progress made by the patient between the time of the previous note and the most recent note." Mosby's medical dictionary defines a Progress Note as "Notes made by a nurse, physician, social worker, physical therapist, and other health care professionals that describe the patient's condition and the treatment given or planned." A Progress Note is a kind of visit/encounter note that is distinct from a re-evaluation or procedure note. It is not intended to cover the current CMS definition of a Progress Report (see Medicare Benefit Policy Manual at http://tinyurl.com/3698ab6) which are summary documents independent of any one particular visit.

Progress note = subsequent evaluation note

· A kind of visit/encounter note
· It does NOT equal a re-evaluation Note
· It does NOT equal a CMS Progress Report (that spans multiple visits). Attachment folks MAY need 
· It is NOT an initial evaluation note either
Dupes for Deprecation

28575-9    Progress note    Find    Pt    ^Patient    Doc    Nurse practitioner

18764-1    Subsequent evaluation note    Find    Pt    (Setting)    Doc    Nurse practitioner

28580-9    Progress note    Find    Pt    ^Patient    Doc    Chiropractor

18762-5    Subsequent evaluation note    Find    Pt    {Setting}    Doc    Chiropractor

Committee decision: in favor 

Discussion: Definition of Evaluation and Management Note and Visit Note

A very general kind of clinical care note. Includes inpatient notes, outpatient notes, telephone encounters, team meetings, supervision, etc. This nomenclature (E&M) was derived from the billing conventions in the U.S.

Does it include procedure notes??? (

(If it includes all visit notes, then yes. Otherwise there is not a clear definition of E&M versus visit notes).

Visit note

Encompasses any kind of encounter note: office visit, procedure, progress note, re-examination. Presently "Clinical encounter note" is a synonym for evaluation and management note.

Committee discussion:

Visit note is the most generalized note type. We probably made a mistake in using the CPT...b/c that infers that it meets their requirements. 

We cannot see a distinction between E&M and Visit notes. We will rename all E&M and Visit Note to just Note. We will look for any duplicates that are created by this process.

PROPOSAL: Add these items as new Subject Matter Domains

Advanced Heart Failure and Transplant Cardiology 

Developmental-Behaviorial Pediatrics 

Pediatric Transplant Hepatology 

Pediatric Urology

Rationale: these are from the VA Document Title submission. All are on the ABMS website as Subspecialty certificates (http://www.abms.org/who_we_help/physicians/specialties.aspx)

Committee decision: yes we should add these. Our policy will be to add things that people request that are part of ABMS, we’ll add them to LOINC and to the Doc Ont.

PROPOSAL: Add “Health insurance card” as new Kind of Document

64290-0
Health insurance card
Find
Pt
{Setting}
Doc


Term description: This document contains the information found on a typical insurance wallet card, such as the name and date of birth of the insured person, name of the insurance company, and policy number. In addition, it may also contain special instructions for pre-certification or prior authorization for services, co-payment amounts, photographic identification, and dates of coverage.

Committee: agree (subtype of admin). Add to description that this is usually scanned on check-in.

PROPOSAL: Add “Health insurance-related form” as new Kind of Document

64291-8
Health insurance-related form
Find
Pt
{Setting}
Doc
Patient

Term description: This generic document type covers a broad range of forms related to a person's health insurance that provide evidence of additional coverage, record of other health insurance, or supporting a particular claim. Examples of such forms include: a claim form, medical statement form, worker's compensation "first report of injury or illness" form, etc.

Committee: agree (subtype of admin). Often a scanned document.

PROPOSAL: Add “Health record cover sheet” as new Kind of Document.

64289-2
Health record cover sheet
Find
Pt
{Setting}
Doc


Term Description: The health record cover sheet (aka "face sheet") is a document that contains summary patient identification and demographic information, provider identification, financial data, and some clinical information (e.g. admitting diagnosis, major procedures, admit/discharge dates etc). It is traditionally filed as the first page of a medical record.

Committee: agree (subtype of admin “forms”).

PROPOSAL: Add “Computer generated recommendation” as new Kind of Document.

63485-7
Computer generated recommendation
Find
Pt
^Patient
Doc


Term Description: This document contains a computer generated recommendation (e.g. a reminder, alert, suggestion, etc), including the recommendation, associated clinical statements that justify the care recommendation, supporting references, and annotations.

Committee: don’t add to Doc Ont.

PROPOSAL: Add “prescription” as new Kind of Document

64287-6
Prescription
Find
Pt
^Patient
Doc


57832-8
Prescription for diagnostic or specialist care
Find
Pt
^Patient
Doc


52063-5
Prescription for durable medical equipment attachment
Find
Pt
^Patient
Doc


64288-4
Prescription for eyewear
Find
Pt
{Setting}
Doc
{Provider}

57829-4
Prescription for medical equipment or product
Find
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Doc


57833-6
Prescription for medication
Find
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Doc


57831-0
Prescription for rehabilitation
Find
Pt
^Patient
Doc


Term Description of 64287-6: A document (or section) including all prescriptions made for a patient (medications, services, admissions, equipment, etc).

Committee: 

64287-6: should rename “Prescription list” or some such thing.  Consider discouraging these.

PROPOSAL: Add these various consents as new Kinds of Documents under our Consent node, remove “attachment” from component of those that have them

61358-8
Surgical operation consent
Find
Pt
{Setting}
Doc
Patient

52029-6
Sterilization consent attachment
Find
Pt
^Patient
Doc


64292-6
Release of information consent
Find
Pt
{Setting}
Doc


64293-4
Procedure consent
Find
Pt
{Setting}
Doc


64300-7
Organ donation consent
Find
Pt
{Setting}
Doc


52028-8
Hysterectomy consent attachment
Find
Pt
^Patient
Doc


59284-0
Consent
Find
Pt
{Setting}
Doc
Patient

61359-6
Anesthesia consent
Find
Pt
{Setting}
Doc
Patient

52027-0
Abortion consent attachment
Find
Pt
^Patient
Doc


the 64* terms are from HAIMS

Committee: the specific consents should be nested under the Consent node. Still need to review the ones with “attachment”, to be sure. But the working hypothesis is that these are just specific consents that are attached for billing...but it is really just a consent for that procedure.

Done: RI confirmed with the Attachment group members that the word attachment in this case is not necessary and can be taken out of the component.  
PROPOSAL: Add “order” as new Kind of Document

64286-8
Diagnostic imaging order
Find
Pt
{Setting}
Doc
{Provider}

Term description: An order for a diagnostic imaging procedure that includes information such as: exam requested, basic patient demographics (age, sex, pregnancy status), and the specific reason for the request. Upon completion, this document may also include the full radiology (or other specialty) report, which is a consulting specialist’s interpretation of image data. This document is intended for use in Radiology, Endoscopy, Cardiology, and other imaging specialties.

Committee: This is creating some confusion and we’re considering deprecating, so we’d like to know more about your use case. 

RI: Deprecated 64286-8 and mapped to 18748-4.  Based on review of the original submission and description for the term, it was determined that the use-case for this code fits LOINC 18748-4:

18748-4                Study report      Find       Pt            XXX        Doc        Diagnostic imaging 

