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Executive Summary 

 

The first CEN ‘Concurrent use’ workshop was held in July 2012 in Rome.  It was focussed upon 3 complex 

specifications that had been produced to satisfy quite different and very distinct business requirements, yet 

were ‘designed’ to interoperate.  These specifications are: 

� System of Concepts to Support Continuity of Care     (ISO EN 13940, ContSys) 

� Electronic Health Record (EHR) Communication         (ISO EN 13606, EHRcom) 

� Health Informatics - Service Architecture                    (ISO EN 12967, HISA) 

The 3 specifications were originally produced in CEN TC251 and then globalised by introducing them to ISO. 

The first ‘Concurrent use’ workshop sought to re-understand the maturing and developing specifications 

afresh, and more importantly, to see how all three could be used together to make a contribution to 

interoperability within the combined scope. 

The first workshop went some way to discovering the common ground and the gaps between ContSys, 13606 

and HISA. This second workshop, held in March 2013 in Madrid, built upon this understanding and refined it. 

The attendance at the second workshop was higher than the first reflecting perhaps the success of the first, 

the rising interest in these 3 specifications and, too, in ‘interoperability’ as a way of managing ineffective 

practices and spiralling costs in this domain. 

The outputs of the 1
st

 workshop in Rome were refined and taken forward by the 2
nd

 workshop in Madrid.  The 

second workshop was primarily concerned with how this growing knowledge could be used to effectively 

bridge those gaps identified in the 1
st

 workshop to produce a coherent solution for moving towards 

interoperable systems.  One explicit objective of the second workshop was to develop and formalise a method 

that would identify the inconsistencies between the specifications and fix them (harmonise), whilst at the 

same time finding a way to ensure on-going convergence and facilitating concurrent use.  An important 

consideration was to think about ‘implementation’ and the implications for both doing the work and achieving 

outcomes that would bring tactical and strategic benefits.   

The outcomes of this second workshop, however, like those of the first, are still considered to be part of the 

journey rather than its completion.  The second workshop achieved its pre-defined objectives, and uncovered 

or generated some new objectives, all of which are presented in this report.   

The way the workshop ‘worked’ was to create a tentative method for exploring how the three specifications 

could be used concurrently.   A template was developed and existing work by the participants contributed 

both to the process and to the content.   A methodology emerged from the workshop as a pragmatic means to 

take these three orthogonal specifications forward, together.  ‘Harmonisation’, ‘convergence’ and ‘concurrent 

use’ were seen to be related and, all three, integral to the interoperability approach described in this report. 

A plan was made to further test out this approach; deliverables, responsibilities and priorities were 

formulated.  Responses and content pertaining to the method/template that were received during the writing 

of this report have been included.  Impacts, engagement and risk assessment were considered, as were ways 

of resourcing and taking this work forward.  

A date for the 3
rd

 two day workshop was scheduled (8-9 August 2013) in Delft and some of the tasks required 

to be completed between the second and third workshops were defined. 
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Introduction 

 

Style: Concurrent Use 

This is the second workshop report on the CEN TC251 WG1 initiative regarding ‘concurrent use’ of 

specifications.  The focus is on 3 specific standards that originated in CEN.  Beyond the immediate 

aims of this work is the idea of generalising the approach, the method and the learning to other 

specifications in Health Informatics; for many have to work concurrently to realistically achieve full 

interoperability.  Using a stepped approach to interoperability, we intend that our work should 

contribute to a roadmap that will provide assistance to organisations, and to the decision makers 

who need interoperable solutions but who currently have no practical guidance as to what 

standards  can be used and how. 

The three specifications (shown with number and common descriptors) under consideration in the 

concurrent use workshops are: 

 

� System of Concepts to Support Continuity of Care  (EN ISO 13940, ContSys) 

� Electronic Health Record (EHR) Communication        (EN ISO 13606, EHRcom) 

� Health Informatics - Service Architecture                    (EN ISO 12967, HISA) 

The first workshop report was in the style of a narrative, recounting the workshop on a day by day 

basis to provide a picture to the readers who were not present, as to how the work and ideas 

unfolded; it was a mixture of ideas, suggestions, slides, lists of issues and it showed our working with 

all its limitations, combining with a loose methodology that related the initiative’s outcomes to 

objectives and goals. 

This second workshop report follows much the same style.  However, this time we have the first 

workshop material as resource.  Consequently, this second report not only takes off from where the 

story began, but it covers the work carried out between the two events, and also tries to include it 

so as to make it relevant to what we were doing in and beyond the second.   Although this report is 

intended to be coherent summary, comprehensive and an update, it should not be regarded as a 

replacement to that of workshop 1.   

As far as possible the material in report 1 has been re-used and issues have been addressed.  

However, time did not permit all of the questions to be answered or all of the ideas to be followed; 

furthermore the second report addresses a number of new areas, and these too need to be cross 

referenced, checked and integrated with the initial ideas.  So in the spirit of concurrent use, we 

would suggest that both reports should be used together to get a better picture of what has been 

done and what we are still in the process of doing. 

For your convenience, the workshop 1 report can be found here http://www.ehealth-interop.nen.nl 
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Structure: 

The two day workshop was structured in the following away: 

� Day 1 outlined the purpose of the second workshop, and reviewed what had been done 

in (and what was still left undone from) the first.  A series of presentations were given to 

produce a common base-line for all the participants.  Results of the first workshop were 

critiqued and refined.  The afternoon of day 1 began to look at a way of understanding 

the intersections and interfaces between the specifications.  A simple scenario was used 

to test our ‘understanding’ of what ‘concurrent use’ meant with respect to the three 

specifications. 

 

� Day 2 built upon the story-telling of the first day and a tentative ‘method’ was outlined 

and abstracted from the process of working together.  A plan was made to further test 

out this approach; deliverables, responsibilities and priorities were formulated. Impacts, 

engagement and risk assessment were considered, as were ways of resourcing and 

taking this work forward. A date for the 3
rd

 workshop was scheduled and the tasks 

required to be completed between the second and third workshop were defined. 

Harmonization: a bridge too near 

 

‘Harmonisation’ is a much used, and perhaps abused, term in standardisation.  And yet it seemed to 

the participants of that first workshop to describe a process that was insufficient for the ‘concurrent 

use’ purpose.   To us, ‘harmonisation’ is a largely retrospective response to the present problem of 

ensuring that these specifications would interoperate.  Harmonisation would, therefore, be only one 

aspect of change-management and hence is for ever consigned to the world of ‘catch-up’
1
.   

The clear challenge was to actively guide the ‘implementations’ that were appearing and to do so in 

a way that people could readily understand what changes in any one might mean for the other two.  

‘Concurrent use’ and ‘convergence’ seemed to be more pro-active and stronger ways of managing 

the complex specifications to ensure relevance.  There is no doubt that these other ways of looking 

at how standards can be effective also complement, rather than replace, the more ‘gentle’ natured 

harmonisation.  Indeed it is argued here that all 3 approaches must be used together as any single 

approach on its own would be of little value. 

In the first workshop report the following statement was made, “By design there is a relationship 

between the CEN/ISO standards ContSys, HISA and EHR-communication.” On reflection that 

statement is misleading; at the very least it is deceptively optimistic and therefore is easily capable 

of misinterpretation and of raising false expectations.   

The ‘design’ was not wholly specified at the outset.  It was not a pre-determined framework or 

jigsaw in which the 3 specifications interlocked and came together to make a seamless picture.  

Rather ‘the design’ was a product that emerged out of a community of interest, loosely held-

together by a CEN TC work-programme that looked at immediate work and not so much (or at all!) 

                                                           
1
 See Appendix 5, for SDO definitions and a personal reflection on the ‘harmonisation’ concept. 
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towards future ‘concurrent use’.  Such practicality would prove to be [too] many years down the 

line.   

All 3 of the specifications are now firmly embedded within the ISO realm.  Not only does this fact 

widen the applicability, it also makes explicit the wider market’s judgements on their value.  ISO 

placement accentuates the associated opportunities and threats arising from such a position.  It also 

complicates European participation.   

In moving the CEN output into ISO, the ‘design’ of fit became even looser in the sense that the 

community of interest was greatly expanded and the ‘local’ knowledge was severely stretched.   On 

the positive sides (and there were many) the 3 specifications became richer, and the need for each 

to be fully implemented became more evident.  With the growing realisation of the importance of 

the separate specifications being confirmed at an international level, came also the reality-check 

that the three could not work in a vacuum nor remain entirely independent.  The business 

requirements of interoperability in the healthcare domain required that ways be found to show how 

these specifications, and the implemented systems they underpinned, could interoperate. 

In the moving to ISO, and the parallel and on-going maturation process, the 3 specifications have 

become a little inconsistent.    Although the participants and leaders have talked with each other 

and strived to keep the specifications consistent over the years, this has been done in an ad hoc way, 

neither systemised nor resourced.  Simply fixing or harmonising the 3 specifications, important as 

that is, cannot be an adequate solution to the problems faced when attempting to use them to 

connect health and social care.  The 3 specifications are at different stages in the standardisation 

lifecycle.   

Differences in definitions of the same terms in the three standards are known.  Harmonisation is 

therefore desirable in some cases, but not necessarily in all.  It was even argued that differences 

should be allowed if terms are meant from a specific point of view, e.g. information / clinical / 

technological.  This would have to be justified case by case, but, even so the end result is likely to 

confuse the would-be developer and the potential customer, and consequently to hinder adoption. 

It is feasible and reachable to harmonise.   Much more, however,  is expected and much more is 

required to implement interoperable solutions; crossing the harmonisation bridge is then but a start 

and one which only gets us a little further towards the goal of interoperable solutions. 

A Brief Update of each Specification under consideration 

For convenience each specification is briefly described here, as in the first report, but with slight 

modifications and the addition of a current status to reflect time-lines.  Each specification was 

introduced in the workshop at the start: Karl-Henrik Lundell (ContSys); Dipak Kalra (EHRcom) and 

Pier Angelo Sottile (HISA).  Specific points were raised regarding ‘concurrent use’ by the presenters 

and these are referred to later in this report.   

ContSys: 

The EN ISO 13940 System of Concepts for Continuity of Care is a single part standard that defines 

concepts around the topic of planned co-operation between various healthcare providers inside and 
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outside of one jurisdiction, the patients and its surrounding. The clinical process and the concepts 

needed for all aspects, especially continuity, of the clinical processes are its focus. 

 

The concepts in ContSys are defined solely from the enterprise/clinical perspective. The clinical 

context is represented in ContSys by a process view and a generic clinical process model.  All 

concepts are directly or indirectly related to the clinical process model, which gives traceability to 

the clinical context. For the continuity of care ‘clinical’ is defined as any relation between subjects of 

care and healthcare professionals. 

The aim for this standard is crucial and ambitious: to provide a comprehensive, conceptual basis for 

content and context in healthcare services. It is the foundation for interoperability at all levels in 

healthcare organisations.  All concepts are drawn in UML schemata to show the relations between 

the concepts.  

This standard will not be directly implementable, but several steps of concretizing are needed before 

ContSys can be used in practice.  One of the issues identified was the time required to understand 

the terms used in the standard, which are intentionally neutral and therefore not always easily 

recognised by those who use more common terms, albeit in a less rigorous way. 

The current status/time-line of ContSys is: 

The parallel DIS ballot in ISO and CEN ends on 13
th

 May. It is expected to submit for FDIS in 

October 2013. 

HISA: 

The Health Informatics Service Architecture (HISA) is a 3 part standard (EN ISO 12967) which 

specifies a unified and open service architecture based upon a middleware of information services. 

These services are independent from specific applications/technology and should be capable of 

integrating common data and business logic services in any health information system (including 

EHR systems).   Note, on the following figure, DHE is an acronym for Distributed Health Environment. 

 

 

Figure 1: HISA's role in an Enterprise Architecture 
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HISA comprises three complementary viewpoints, the Enterprise, Information and Computational 

Viewpoints respectively, and HISA is based upon the ISO/IEC 10746 reference model for Open 

Distributed Processing (RM ODP).  It is contributing to the CEN TC251 technical report (TR) on 

Enterprise Architecture, and figure 1 from Fredrik Endsleff provides a view of how it is currently 

being used in Denmark. 

On one hand HISA should implement the services required to operationalize the continuity of care as 

described by ContSys, and on the other, the HISA services should implement the business logic to 

communicate the 13606 extract of the EHR. 

The current status/time-line of HISA is: 

All three parts are scheduled for periodic review as of 15
th

 July 2014. 

 

EHRcom: 

Electronic Health Record Communication is specified by the five part EN ISO 13606 standard. As this 

standard is being revised within its previous scope of communication (and not as an EHR repository 

standard) we will use its descriptor, EHRcom in this report rather than 13606 to emphasize its 

present and future intended scope and role.  

It is noted that future revisions of 13606 (after 2015) are likely to attend to both the repository and 

querying aspects of the EHR and that these requirements are an intrinsic part of longer term 

Concurrent Use of these three specifications  (see the discussion later on in this report about ‘new 

paradigms’).  Nevertheless ‘Concurrent Use’ has an immediacy constraint and has to accept that the 

specifications and systems will change (constantly) and therefore has always to work with the 

current state and has to factor in this evolutionary consideration as part of its approach. 

The present standard defines the information models, knowledge models and interfaces for the 

communication of electronic health record information between heterogeneous systems. 

Part 1 defines a generic information model for representing an extract of information about a single 

subject of care when this is being communicated from one electronic health record system to 

another.  Part 2 defines the requirements, information model and a serialised exchange format for 

clinical archetypes.  Part 3 defines several term lists and also reference archetypes.  Part 4 defines 

vocabularies and a model for communicating the access policies that pertain to information within 

the EHR extract being communicated.  Part 5 defines computational interfaces for EHR 

communication. 

 

The current status/time-line of EHRcom is: 

Revision was agreed in September 2012, and the kick-off invitation was circulated in 

November.  It is the intention that all 5 parts will go to ballot together and all will be at IS 

level (currently part 4 is a TS). 

The expected time of final publication is December 2015, but time-scales are to be 

confirmed.
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The Workshop Methodology 

Both the Rome and the Madrid workshops were intended to be outcomes focussed.  The first 

workshop followed an implicit methodology that defined a number of ‘goals’ as outcomes but only 

vaguely connected its objectives, aims and goals to the types of outcome it hoped to deliver.  In the 

second workshop this methodology was made more explicit and ‘outcomes’ became more 

specialised as illustrated in figure1.  The rationale behind following this methodology for past and 

future ‘concurrent use’ workshops was to achieve more than ‘just talk’ as the outcome from this 

initiative and secondly to understand the nature and value of the outcomes to be delivered. 

 

 

Figure 2:  From Initiative to benefits 

As with any on-going initiative, the individuals at the latest event may be different to the previous 

one and hence it is useful as part of the proceedings to review what has been done thus far.  This 

has benefit as it brings the attendees up to date and provides a base-line from which all can go 

forward and participate more fully.  This is particularly the case when the intention of these 

workshops is to continue ‘the work’ between the events.  Documents and presentations were placed 

on WikiSpaces before, during and after the workshop to facilitate the process.  It also has the 

additional benefit of allowing reflection on how things were presented at the meeting. 

In some ways, the 1
st

 workshop was easier than the 2
nd

 because of its innovative position; it could 

brain storm ideas and possibilities without constraint.  Whereas the 2
nd

 workshop would inevitably 

become more difficult as it focussed upon ‘the details’ and ‘issues’ raised by the first.  The convenor 

felt that it would be necessary to focus on a smaller set of outcomes to drive the process forward. 

The 1
st

 workshop identified 7 outcomes and succeeded in progressing most of those. The short term 

or immediate outcomes were realised, and contributions were made to the longer term tactical and 

strategic benefits.   For convenience of reference, making it easier to track future deliverables, the 

outputs are given in table 1 and specialised into type of outcomes with their associated expectations 

as described in the current workshop methodology. 
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Table 1: Outcomes and Expected Benefits from the 1st Workshop 

Output Expectations 

 Objectives Aims Goals 

1. Explore in final workshop 1 report Describe the 

issues re. 

‘concurrent 

use’. 

Converge  

approaches. 

Achieve 

Concurrent 

Use. 

2. Identify need for intersections  Understand 

the gaps 

Map and 

extend the 

3 specs. 

Use reference 

models, 

patterns & 

roadmap. 

3. Position all specs.  to ‘viewpoints’   Base all 3 

specifications 

upon        

RM-ODP. 

Refine and 

interface 

with main-

stream ICT 

Facilitate useful 

implementation 

guide(s). 

4. Document inconsistencies Agree where 

-&- how 

method. 

Input to 

revisions & 

work in 

progress. 

Improve the 

quality & use of 

specifications. 

5. Need method and outcomes framework Work within 

& across 

SDOs (esp. 

JIC). 

Find 

resource for 

these 

activities.  

Show real 

evidence & 

value. 

6. Contribute to the 2nd TC251 newsletter Define a 

template for 

future 

working & 

deliverables  

Publicise a 

way 

forward for 

TC251 

activity. 

Improve Health 

Informatics 

standardization 

and awareness 

in the EU. 

7. Acknowledge strategic direction and value Retain sight 

of real goal & 

sharpen 

focus. 

Develop 

strategies 

to show 

benefits. 

Create better 

interdisciplinary 

care through 

standardization. 

 

Work was carried out after workshop 1 with the associated outputs to achieve some of the 

outcomes in table 1.  For example, a bid to FP7 e5 on interoperability
2
 has been submitted to 

achieve the ‘roadmap goal’ (output 2, goals) and as a means of getting some resource to undertake 

the work (output 5, aims).  The report of the workshop was presented at ISO in Vienna (output 4, 

aims) and also included within the 2
nd

 TC251 Newsletter (output 6, aims and goals). The ‘Concurrent 

Use’ approach was CEN TC251’s contribution to the JIC strategic planning meeting (output 5, 

objectives; output 6, aims).   Output 7 is longer-term than the other workshop outputs. It has 

strategic benefit, but serves as a constant reminder of the purpose of our standardisation activities. 

Work on objectives of outputs 1-5 have been on-going and were the focus for workshop 2. 

                                                           
2
 HI-STORIES addresses the 4 strategic goals of the  work programme ICT 2013.5.1: Personalised health, active ageing and 

independent living, i.e. 1) To explore new ideas to accelerate or improve the international standardisation in the domain of 

eHealth 2) To propose a realistic roadmap to implement the recommended measures,  taking into account the importance 

to have a convergent EU-US approach; 3) Consideration to be given to ways to ensure convergence of health data structure 

models into one single international standard; 4) Consideration to be given to the possibility to establish a “universal 

exchange language” that allows data to be shared and communicated among diverse EHRs and other applications.            

The HI-STORIES proposal was submitted on January 15
th

, and will be evaluated by the EC in due course, later this year. 
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Workshop Day 1 

“Never doubt that a small group of thoughtful committed citizens can change the world. 

Indeed, it’s the only thing that ever has.”  

       

Margaret Mead 

Workshop 1 had been very successful, so following it was both challenging and a little daunting.   

The words of Margaret Mead were presented both to acknowledge what had been done but also to 

encourage the participants of the 2
nd

 workshop.   Admittedly, the workshop outcomes have yet to 

change the world in a significant way, but that is no reason to abandon hope of ever doing so!   

Workshop 2 began by revisiting the content of table 1, or more accurately revisited a subset of it to 

focus the two days.   As part of the review, three brief presentations were given by KHL (ContSys), 

DK (EHRcom) and PAS (HISA). We then focussed upon 4 key areas that had been agreed. 

What was ‘Agreed’ at the 1
st

 workshop in Rome  

First area has to do with ‘intersections’. Given that the 3 specifications are orthogonal and were 

written to satisfy different business needs, we recognised the ‘gaps’ (outputs 1 & 2, objectives) and 

agreed to focus on ‘intersections’ between the three.  These intersections were also the basis for 

what were termed as ‘clinical reference models’.  This idea became an important part of the 

‘concurrent use’ methodology that was to be developed in the workshop and the expectation was 

that they would have some tactical benefit (output 2, aims) and strategic benefit (output 2, goals). 

We had agreed a preliminary comparison table describing the three specifications but decided not to 

spend more time refining it in this workshop (outputs 1 & 4 objectives).   Although we had not 

reached unanimous agreement in workshop 1 over every cell in the table, we left it as-is, expecting 

the outcomes of the second workshop and ISO revision activities to provide more elaboration as the 

process unfolded (outputs 1 & 4 aims).  For our present purpose it was sufficient but was presented 

as further work between now and future workshops (see Appendix 1). 

We kept with the idea that our examples would not duplicate the cross-border emphasis of epSOS, 

but would emphasize instead more local, cross-boundary examples.   The scenarios we used as part 

of the method had a very simple business case by comparison, focussing on a single encounter 

involving a GP in the first instance (output 1, aims). 

The last but not least of the 4 ‘agreements’ taken from workshop 1 to provide focus for the new 

workshop was the use of the RM-ODP framework for positioning the three specifications and its 

value for concurrent use (output 3, objectives, aims and goals).  This too became important for the 

method under development, but it also became a point of contention and revision from the first 

workshop.   It had been agreed in Rome that only the ‘enterprise’, ‘information’ and ‘computational’ 

viewpoints were relevant to the Health Informatics specifications and that only these three would be 

addressed as part of the concurrent use activity.  However, we had considered it necessary to 

emphasize a ‘clinical’ viewpoint too (an extra viewpoint in effect) and separated it and made it 

distinct from the ‘enterprise’ viewpoint.  This was inconsistent and we now agree that ‘clinical’ 

should be an identifiable part of the ‘enterprise’ viewpoint. It was agreed to subsume ‘security’ 

similarly within the existing three viewpoints. 
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Challenges from the 1
st

 Workshop 

There were a number of issues surrounding all 3 specifications that were documented in the first 

report and we hoped would be resolved or at least addressed in this second workshop. 

 

� HISA was not in ‘revision mode’ and consequently its part in the concurrent use activity 

todate  had been understated. 

� ContSys’s terminology was still opaque to the developer community and synonyms and 

better ways of communicating some of the concepts were required. 

� EHRcom was constrained by the ISO revision process to keep within its communication 

scope and not to address repository or querying functionality.  This would also limit the 

‘intersections’ to be identified for concurrent use. 

These 3 examples of issues also emphasized the importance of the different temporal states of the 3 

specifications when ‘concurrent use’ was being considered as an implementation paradigm.   The 

world is not so accommodating as to put all 3 specifications on the same footing.  Developments and 

change in general would require ‘concurrent use’ to be managed carefully to cope with legacy and 

future requirements in a more formal way. 

The report listed other ‘questions’ and ‘issues’ and these will all need to be fully addressed at some 

point.  However, workshop 2 was to develop a practical method of interfacing the three 

specifications and, as with the comparison matrix in Appendix A1, it was assumed that these would 

be best left until such times that these can be addressed in a more coherent and systematic way. 

It was also noted in that first report that reconciling the technical issues alone would result in failure; 

it is also necessary, if not more important to consider the ‘people side’ of producing standards.  

Unfortunately, success in standardisation is inherently self-effacing with the consequence that it can 

be potentially self-destructive.  A successful standard is one which does its job well, repeatedly, 

without comment or fuss and therefore, ironically, such a success is to all intents and purposes 

completely invisible to the un-informed observer.   

Significant progress has been made in this second workshop by considering how some parts of the 

process can be supported by ‘analysis of requirements’ and others by ‘implementation experiences’. 

Standards Development Organisations (SDOs) are very poor at marketing their ‘success’ whilst being 

made painfully aware of their shortcomings of poor or non-existent standards by stakeholders 

insisting they be accountable.  If output 7 (in particular its strategic goal) of workshop 1 is to be 

realised then we need ways of developing a convincing value proposition.  Such a customer-oriented 

perception of ‘value’ might resource improved standardisation activities to make the aims and goals 

both achievable and sustainable.  Whereas it is far from certain that such an undertaking will make a 

difference to the level of support, we believe that doing nothing will guarantee failure. 

It is therefore argued that this ‘concurrent use’ initiative should be instrumental in convincing a 

broad range of influential stakeholders with compelling arguments as to the effectiveness of 

standardisation.  It should provide evidence of successful interoperability, preferably showing 

related outcomes of better health and well-being, and benefits to cost savings and wealth 

generation in this domain, and in this time.  



 

11 

 

Directions from the 1
st

 Workshop taken up and into the 2
nd

 Workshop  

The need to progress the work took three distinct directions that proceeded in parallel.   These three 

were concerned with first, the ‘intersection’ and issues raised in workshop 1; second, making bids to 

support the resourcing requirement; and third, the activities in the ISO world, specifically the work 

programme and JIC.  In more detail, the three are: 

1. Intersections and Issue Resolution: 

Immediately after the workshop, Gerard Freriks on behalf of the EN13606 Association began to look 

at the intersections using Semantic Interoperability Artefacts Modelling Method (SIAMMs) as a 

method to understand the intersections between EHRcom and ContSys and between EHRcom and 

HISA.  He worked with Karl-Henrik and with Pier Angelo. Gerard submitted documents to the wiki 

prior to the meeting and at the workshop presented the SIAMM’s work to show his vision of how the 

three were related in use. 

Workshop 1 noted that ContSys was the starting point for considering concurrent use as it provided 

a concept model that the other specifications need to harness to support interoperability.  The fact 

that it is focussed on the ‘enterprise view’ only, means that of the three it is theoretically nearest to 

the actual user and to business usage.  The narrative is expressed as ContSys first and then the other 

specifications take their lead from concretizing the concepts in a coherent way.  So, in terms of 

concurrent use, we seemed to put ‘ContSys’ first followed either by 13606 or by HISA; two different 

expressions of the same narrative.   

SIAMMs accepts this same precedence and consequently the semantic interoperable artefacts (SIA) 

proposed in SIAMMs are guided by the over-arching ContSys concept model.  SIAMMS proposes the 

idea of patterns that are “able to ‘catch’ as much of the full semantics as possible. In this sense the 

SIAMM pattern acts as an ontology for documentation of health/care data in and between EHR’s”.  

The SIAMMs generic pattern, for the purpose of concurrent use, would comprise subsets of ContSys 

concepts that as a whole form a particular ‘intersection’ between the specifications.   The 

relationship between the ContSys clinical process model and that in SIAMMS was presented.   It was 

also noted that both the CIMI work and the Detailed Clinical Models (DCM) were potentially related 

to this work and it was suggested that distinction and clarity between these initiatives and SIAMMs 

would benefit all.  Gerard said that William Goossen, editor of prEN ISO/DTS 13972 Detailed Clinical 

Models, has said that much of the SIAMM’s activity overlaps the work on DCM.  Karl-Henrik 

observed that the work on 13972 has not followed the method of patterns as in SIAMM, and others 

agreed that DCM unfortunately did not base itself upon a ContSys foundation.  Torbjørn informed 

the workshop that the work done in HL7 FHIR seemed to be following a realistic implementation 

path for the industry and he encouraged greater involvement in this activity.  After all, “We are not 

creating these models/patterns for ourselves, but for the user community”. 

Torbjørn also noted that the workshop was first and foremost about the three ISO/CEN 

specifications.  It was the feeling of the meeting therefore that all other specifications and proposals 

were best treated as resources to further the concurrent use initiative, but the present CEN work 

would best be served by maintaining a tight focus on the 3 specifications. We then considered the 

intersection issues in the Madrid workshop, beginning with a presentation from Karl-Henrik. 
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Karl-Henrik presented his vision on semantic interoperability and suggested concretizing steps to 

achieve interoperability. He presented ContSys and in particular the idea of ‘Clinical reference 

models’ that are a way of modelling the ‘intersection’, and saying that these structures are not 

inconsistent with the pattern approach in SIAMMs.   As well as presenting ContSys, Karl-Henrik was 

able to shed some light on how one region in Sweden were using ContSys
3
. The Swedish national 

information model is an example of case study to see where the three specifications meet each 

other in a specific implementation.  All the core clinical concepts in the Swedish version of ContSys 

are represented both as separate clinical reference models (archetypes) and as information model 

classes. The characteristics of the reference models (that could be regarded as the concretising of 

the content of the core concepts) are represented as attributes in the information model.   

Karl-Henrik said that clinical reference models for both content and context are necessary, the latter 

link the enterprise and information viewpoints. The more detailed the common levels are defined 

the higher level of semantic interoperability is achieved. All concepts are interrelated through the 

clinical process model, which in fact is the context for the system.  The combination of reference 

models (DK suggested the term ‘bundle’; TN said that term needed to catch ‘process’; SK suggested 

‘profile’ as a synonym? No decision made) for single clinical concepts that represent meaningful 

clinical situations are illustrated in the figure below as ellipses encircling parts of an information 

model. 

 

Figure 3: Reference structures, bridging enterprise and information viewpoints 

In particular, Helen Broberg reported an example of a clinical reference structure from the County 

Council of Skåne, Region Skåne.   Helen’s presentation illustrates the opportunity to harmonise 

ContSys and HISA at the information level and uses the following reference structure (see Figure 3), 

where there is a need of communicating any kind of Observed/Perceived health condition. 

                                                           
3
 Adolfo also stated that in Spain, ContSys is currently used as the basis for all user implementations and cautioned that we 

must not forget the user as the main focus of our work. 
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The process used was to make an  XML schema/service for each reference structure, to document 

the specialisation and to use it in an implementation.  

The identification and the structure of the reference model came directly from a formal analysis of 

requirements.  The choice of reference models is based on an extensive analysis of the healthcare 

business and its core processes combined with 25 years experiences from analyses of more the 100 

specific types of clinical processes in the quality management system of a county hospital and the 

corresponding primary health care. The reference models also have been validated by national 

coordinated analyses of seven clinical processes – the one for chronic heart failure available in 

English and the information also completely archetyped.  

This shows in part how evidence of use can be used to formalise requirements. Evidence-based 

Informatics is someway off but standardisation via consensus would seem to offer a viable approach 

at least in some parts of the life-cycle.    

 

 

Figure 4: Information Model corresponding to a Clinical Reference Model 
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Karl-Henrik stated that “the more complex and compound combinations of reference models for 

comprehensive steps in the clinical process (e.g. health request, healthcare needs assessment and 

activity plan) representing clinical context are not (and can’t) be described in an information model”. 

There was further consideration of the clinical process model within ContSys, which is currently 

informative in the present specification.  What would be required to make it normative?  Sweden 

recommends that the clinical process and information area models in this standard should be 

normative.  

Karl-Henrik said that there are no fundamental arguments against this recommendation.  However, 

following this recommendation would change the scope of the standard and would delay the 

finalization of this standard.  The project group of ContSys, therefore, had decided not to follow this 

recommendation at this stage of the standard’s development. 

 

 

 

 

Figure 5: Clinical Process described in ContSys 
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There was also some discussion as to what path or paths existed or should exist between the 

concept model in the enterprise viewpoint and an information model in the information viewpoint.  

Karl-Henrik’s perspective was that there were three clinical models/structures that were needed for 

interoperability of clinical content and clinical context: 

 

1. Reference clinical models based on concepts definitions in ContSys for 

• Basic single concepts in the clinical process 

• Representing core clinical content 

• Could also represent a harmonized information model 

2. Reference clinical models based on ContSys concept and clinical process model for 

• Combinations of reference models for single concepts – meaningful clinical 

situations 

• Representing clinical content and clinical situational context 

3. Reference clinical models for clinical process context – based on steps in ContSys clinical 

process model 

• Combined reference models for each specific process step 

• Representing clinical content and clinical process context  

  

The integration with the information model means that they are also represented by single classes 

and compound classes in that model.   His vision for ‘semantic interoperability’ is illustrated in the 

figure below taken from his presentation: 

 

 

Figure 6: Relationships between ContSys, Clinical Reference Models and EHRcom 
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Pier Angelo presented on future scoping ideas of HISA, specifically addressing some of the HISA-

related concerns mentioned in the first workshop.  HISA is in the preparatory stage for revision and 

so work had begun on ways of making the standard clearer, on updating the figures and expressing 

its content in relation to ContSys and EHRcom as part of its commitment to RM-ODP.   HISA issues 

that were noted in the 1
st

 workshop were mainly addressed by this presentation and included:   

• “HISA needs more marketing then the other two specifications.  It needs to be brought 

up a level to encourage more implementations. 

• HISA language and its title are not self-explanatory; artefacts are not as visible as the 

other specs.  HISA requires orienting towards ‘a federated model stance’ and the figures 

need updating (see Figure 4). 

• Present it as a federated, rather than a single enterprise. Extend the diagram to cover 

the new world of health, including devices and other care settings.” 

• HISA facilitates a set of units, performing individual specific activities, inter-operating, 

communicating and sharing a common set of fundamental data and functionality. The 

first workshop pointed out that these standards should be promoted more seriously so 

possible adopters can find and use them easier than at the moment. 

• At this moment, the concept model and the information model of HISA reference  each 

other. The standards should be more interlinked than they are now by providing a 

service to both ContSys and EHRcom to register a specific concept.  

 

Figure 7:  An Updated HISA illustration 
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Figure 8: High level Architecture View 

The following two diagrams, perhaps, complement the above figure showing how the three 

specifications might interface with each other at the service level.   The first diagram contributed by 

Gerard, after the Madrid workshop, seeks to represent the relationships between the three 

specifications, by showing the services between them.   However, in accordance with Torbjørn’s 

sensible caution that we do not lose focus, we should note that certain elements in these diagrams 

are not within the scope of the present initiative, and strictly speaking should not be included.  At 

best they suggest an implementation possibility from a certain perspective, but as Dipak notes, 

“1) 13606 (EHRcom) covers EHR extracts and the archetype repository interfaces; 

  2) None of the three standards make reference to Templates – this is a SIAMMS + openEHR 

addition” 

 

Figure 9: Envisioning Concurrent Use (1) 
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Pier Angelo made the following comments to qualify Gerard’s illustration: 

• “HISA represents an architectural component and not a sole interface, it has an information 

model that refers to its integrated data repository, which by the way can also be an EHR 

repository itself 

• The interaction with EHR and other repositories/systems is done through the HISA 

interfaces” 

Pier Angelo prefers the following representation to that of Gerard’s: 

 

 

Figure 10: Envisioning Concurrent Use (2) 

 

Variations on this important theme and, no doubt, further improvements and clarification as to how 

best to present the three specifications in concurrent use will be used as substantive inputs to, and 

issues for the third workshop. The role and implementation of the ‘clinical reference models’ vis a vis 

the three specifications will need to be addressed more formally in the 3
rd

 workshop. 
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2. Bids and Supporting Activities 

As mentioned, in both workshops, we need to set the ‘concurrent use’ activity into a broader 

context.  In part to derive benefit from synergistic endeavours, but also to find opportunities to 

resource further work, and to market/maximise the impact of standardisation.  Figure 11 uses a 

time-line to show some important initiatives and to contextualise the work within Europe and with 

respect to ISO and JIC. 

 

Figure 11:  Initiative Landscape 2012-2020 

Starting the story with the Rome workshop in 2012, the time-line extends to 2020 when the digital 

agenda for Europe is to be satisfied via its action plans and stakeholder communities.  As this slide 

was shown at the start of the second workshop, it does not include the next concurrent use 

workshop that has been scheduled in August 2013, neither does it have specific details as yet about 

how HISA will be formally taken forward.  It does reference CIMI and DCM, recognising the potential 

importance of work in these areas with the concurrent use agenda.   No doubt this view of the 

Landscape is not exhaustive, and will require updating as our awareness grows. 

The landscape does show a number of initiatives that have the potential to complement and 

advance the concurrent use activity.  There are also five activities that fit into ‘what has happened 

between the Rome and Madrid workshops’.   ANTILOPE has now been given the green light and its 

funding is primarily an IHE initiative that links the profiling and standardisation actions, 

understanding adoption and testing.  CEN TC251 (via NEN), and the EN13606 Association are directly 

involved and share expertise with the concurrent use activity.   
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The first Rome ‘concurrent use’, or concurrency, workshop suggested developing scenarios that 

would be consistent with the EIP on Active and Healthy Aging.  The interoperability theme e5 was 

particularly relevant to, and in our opinion, requires the 3 specifications to be used concurrently.  

 HI-STORIES has been referenced above.  It was created to satisfy the 4 strategic goals defined in this 

specific FP7 call and is a proposal that has been submitted to the Commission for evaluation.  If it is 

funded then CEN TC251 (via NEN) will lead this work.   Another submission, but not shown in the 

figure, is on summary care records {e4} will complement the revision work on 13606, and NEN is 

again involved.  EuroRec is also having its 4th convergence workshop, just after the Madrid 

workshop, and again we see this research activity as being complementary to harmonisation and 

convergence within the standardisation domain.  SemanticHealthNet, a thematic network led by DK, 

is another EU project that has relevance and the 13606/ContSys expertise is shared between both. 

3. CEN, ISO and JIC Activities: 

The SDO activities provide the underlying rationale and incentive for pursuing the concurrent use 

agenda.  HI-STORIES has been written in part ‘To explore new ideas to accelerate or improve the 

international standardisation in the domain of eHealth’ which is the first strategic goal of the EIP 

initiative on interoperability.   If HI-STORIES is funded it will bring IHTSDO and HL7 Europe into the 

fold along with others in JIC. 

It is important, however, not just to improve the process but also the quality of the products.   Since 

the first workshop the 13606 revision of all 5 parts have begun and the kick-off invite to experts 

occurred last November.    ContSys too is currently undergoing ballot and will probably reach its FDIS 

later this year, and HISA will begin to be ready for revision shortly after.  Input to all three has been 

provided by the concurrent use workshops as part of this on-going SDO activity.  

More specifically, at the Joint Initiative Council meeting in Vienna last September, the Council was 

asking each member SDO to suggest a topic on which they would lead.  CEN TC251 offered the 

concurrent use project of WG1 and the need to consider a roadmap (a rationale for HI-STORIES) to 

ensure that existing standards could be used effectively together.  This has been initially accepted as 

a contribution to JICs strategy from CEN TC251. 

Although this section of the report describes activity that has happened between the first and 

second workshop, it also provides a transition into what took place in the 2
nd

 workshop.   In the 

context of the SDO activity, we commented upon the ISO draft business plan’s proposals that were 

circulated for comment the week of the Workshop.   

The draft plan had objectives that explicitly related to the three ‘concurrent use’ specifications and 

in particular to 13606 and its revision.  We noted that these 3 comprised a total of 8 documents; 

these 8 not only formed a significant percentage of and commitment within the work programme of 

WG1 in the ISO TC business plan, but also had interdependencies with a number of other important 

specifications.  The Madrid workshop fed back its support but queried the time-scales, the need for 

expert resource (over and above the voluntary contribution), and brought attention to the fact that 

specification-activity from outside of ISO was not in the TC’s control, and therefore could not be 

factored in with respect to engagement times and resourcing. 
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The plans for EHRcom revision were presented by Dipak.  He made the point that new published 

requirements, implementation experience and the fit within the standards landscape that have 

emerged since the publication of the 5 parts need to be understood and would be used to make the 

next revision.  In particular, information is being sought from: 

• Experiences from using the standards: broad interview survey of adopters, deeper 

engagement with specific programmes (e.g. Sweden, Singapore, UK), wider engagement 

with overlapping initiatives (openEHR), HL7 CDA, IHE XDS, CIMI 

 

• Experience and needs of EHR system vendors and ehealth platform architects (via NMS’s 

(statistics of numbers sold/uploaded), surveys, vendor workshops, industry consortia, 

conferences) 

 In terms of the standards landscape, he presented a slide of relevant standards classified into 5 

‘layers’.  It was concluded, in this context, that it was better to consider the RM-ODP viewpoint 

structure for such a presentation, and this led directly to the decision to review how we had 

previously separated out the viewpoints.   

 

 

Figure 12: A snapshot of Interoperability standards relevant to the EHR 
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In closing his presentation, Dipak also alluded to six paradigm shifts, i.e.: 

• Integration of health and social care 

• Increasing role of individuals in self-care 

• Importance of including wellness management, prevention 

• Potential value of social networks 

• Growing role of molecular medicine 

• Future contributions of predictive modelling and simulation to 

support care decisions 

 

He argued that these were not to be considered as distant future research, but as things that need 

to be considered now by the concurrent use specifications
4
, as they may introduce new kinds of 

information and new information flows to be supported.   

Note, ContSys does already have concepts that, at least in part, refer to the first two paradigms, but 

embracing these paradigms may have consequences and impacts not yet considered by the 

community and project teams.  For example, it is less than clear what happens to the ‘self-care’ 

concept when it is extended to social care in ContSys (which is primarily about medication (or not) in 

the current specification). 

The workshop participants would expect there to be challenges and agreed that these were likely to 

be significant for our work, but with the exception of the first (which is already part of the critique in 

the present ContSys ballot) there was no available bandwidth to take these on in the current 

initiative with its voluntary levels of resource and associated funding (i.e., currently none). 

The first three paradigms were, however, discussed a little more in the Madrid workshop, and, as 

reported later, the controversy that arose effectively underlined the sense of the group’s decision to 

stay within scope, at least in this present initiative.  However, the brief consideration of this bigger 

picture also enabled us to think about what ‘convergence’ and ‘concurrent use’ might actually mean 

in practice and to see both as a necessary precursor to any efforts to harmonise the three 

specifications.  

  

                                                           
4
 It maybe that these 6 paradigms (and others?) will have more implications for the enterprise-oriented ContSys than with 

the structures of EHRcom and the services of HISA, both of which are context-agnostic (to some extent, e.g. structures and 

services).  This observation of course would need careful validating when these paradigms are examined more closely with 

a view of assessing what they require of these specifications for implementation. 

 



 

23 

 

Understanding the 3 Standards and their Concurrent Use 

The set of presentations throughout day 1 of the workshop addressed some but not all of the issues 

that had been raised in Rome.  Although we might have just worked through the list and concluded 

what should be done, there was still a level of uncertainty within the group about end-results; this 

fact suggested that more would be gained by applying what had been presented
5
.    

Given that a) workshop 1 suggested the need for a more formal way of considering ‘concurrent use’, 

i.e. “the possibility of a ‘method’ and an ‘outcome framework’ [would] add value to the other 

outcomes”, and b) the presentations had also raised new, abstract and previously unconsidered 

issues, we opted to try some practical examples of concurrent use based upon simple examples.  The 

workshop 1 tiered
6
 finding, reproduced in Figure 13, suggested an approach and furthermore we 

would build upon it with the clinical reference modelling carried out by Helen.  

 

                  Figure 13: Workshop 1... Beginnings of a method? 

RM-ODP viewpoints each require ‘correspondences’ or links with the other Viewpoints to ensure a 

coherent description of a target system.   Workshop 1 suggested we looked at these through a 

specific business use case.  We started with a simple narrative or scenario rather than a full use case. 

In essence we documented how the ‘ideas’ were actually communicated by the examples to 

understand the correspondences between the viewpoints within the 3 specifications.  The Interfaces 

and intersections were better understood in terms of these correspondences and the context of use. 

From this pragmatic exercise on the latter part of day 1 and the morning of day 2, a tentative draft 

method was derived or emerged and the provisional results of our attempt are documented as a 

substantive outcome of this second workshop. 

                                                           
5
 The issues not addressed will be revisited in the next workshop after our understanding of the requirements of 

‘Concurrent Use’ has been improved. 

6
 Note, in the bottom tier, the bracketed numbers refer to the Part numbers of each standard. 

Workshop Finding

Viewpoint\ Spec HISA 13606 ContSys

enterprise Y (1) Y (3 & 4) Y

information Y (2) Y (1 & 2) N

computational Y (3) Y (5) N

engineering N - -

technology N - -

Correspondences at Spec level to be translated to Viewpoint levels

ContSys HISA Concepts/terms Service/logic

ContSys 13606 Healthcare

context/terms

Rules/ 

terms/objects

HISA 13606 Service/

distribution

Requirements/

terms/objects

Business Use Case Outcome

Elderly… heart failure… decision Concurrent use demonstrated

Concurrent use

Implementation-

guidance…

Scope of TR?

ODP

conformant
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Workshop Day 2 

Day 1 concluded with a very simple example of a clinical narrative being used to understand some of 

the correspondences between the specifications.  It became the starting point for an elaborated 

method on the morning of day 2. 

The example was of “someone visiting the GP with a cough”; the three specifications were 

considered side by side, with the articulation of the ContSys concepts triggering linked-areas in the 

other two.  This was not simply to derive an aggregation or a ‘bundle’ of ContSys concepts.  By 

attempting to follow the clinical process and therefore the sequence in which the ContSys concepts 

were used, what unfolded was one instantiation of the ContSys Clinical Process model.  

A patient experiences a worrying cough, and arranges an appointment to visit his GP. At the 

visit the GP takes a history of the cough, listens to the lungs with a stethoscope, makes a 

diagnosis of broncho-pneumonia and prescribes an antibiotic. 

This approach neatly demonstrated that this cross-mapping between models, concepts and terms 

was not easy to represent and it was challenging to think through even the small and very simple 

example that we chose to start with.  Furthermore the fact that the ContSys ‘column’ shown in Table 

2,  would comprise (many) more entries than the other two showed that some of the concepts 

within ContSys provided a fuller context and were intentionally more abstract than in the other two 

specifications.  These abstract concepts would have no direct correspondence to the other 

specifications and no implementation in an information system.  More specifically, many of the 

components referenced by ContSys are not documented in the EHR. 

Table 2: The example (incomplete) showing some correspondences between the specifications 

ContSys HISA EHRcom 

� Health issue (SoC) 

� Need for care (SoC) 

� Mandate 

� Demand for care 

� Demand for initial contact 

� Perception of demand for 

initial contact 

� Initiating clinical process 

� Clinical process concern 

� Health issue (HCP) 

� Contact 

� Needs assessment 

� Investigation activity 

� Health condition (HCP) 

� Needs assignment 

� Treatment activity 

� Evaluation  

 

 

 

� Identification  (SoC) 

� Register fact/need for care 

� Register demand for care  

 

� Contact lifecycle, incl. 

authentication of actors 

 

  

� Activities lifecycle 

� Clinical data 

� Protocols 

 

 

 

� Access policies 

� Demographic context 

 

� Folder (optional) 

 

 

 

� Composition (contact, 

clinical data) 

Note:  (SoC) and (HCP) means ‘as experienced/seen from the SoC or HCP perspective’. 

The differences in individual’s perspectives inevitably led to discussions about the meaning of terms 

and the significance they had for the Concurrent Use initiative.  
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Scope or how “everything starts with a ‘Health Issue’… 

We noted the futility of building an information model that covered everything-anyone-could-ever-

think-of-now-and/or-in-the-future.  At the same time, the introduction of ‘new paradigms’ 

mentioned above in relation to health records, and our very real desire to be relevant and useful to 

the whole world, almost insidiously led us to think of how the concept model in ContSys could be 

successfully extended to cover every eventuality we could think of. 

The simple ‘cough’ example provided us with a reality-check and to some extent allowed us to see, if 

not avoid, what in effect was the ‘mother of all’ combinatorial explosions.  This type of explosion has 

often been referred to and restricted to the way clinical terminologies can be managed.  However, 

the domain covered by the ContSys, EHRcom and HISA specifications perhaps runs a comparable 

risk, and might even subsume the former when the combined scope of its components are 

considered.  Two concepts related to the ‘new paradigms’ highlight some of the issues to be faced. 

Of the six paradigms, the first two created potential melt-down in the workshop:  i.e., ‘health and 

social care’, and ‘self-care’.   We did not consider the rest! 

The term ‘patient’ has long caused problems in the English speaking world.   It has the connotation 

of being ‘passive’ and of supporting a ‘paternalistic’ view of the clinicians’ role, a view that some 

people like whereas it is one which others abhor.  There have been attempts, none completely 

successful, at providing an alternative.  Perhaps the most recent has been ‘client’ but this has a 

‘financial’ or ‘contractual’ connotation that is either an anathema to the ‘socialist’, or less 

provocatively, it is a term that seems to have nothing whatsoever to do with ‘care’.  As a term it does 

have some traction with ‘social care’ and as these worlds draw nearer to each other, it may be that it 

comes to dominate.  Agreeing terms and fixing inconsistencies is an integral part of ‘harmonisation’. 

 

In the Health Informatics Standardisation world, the ‘patient’ term has been largely replaced by the 

term ‘Subject of Care’ (SoC).  Thankfully (by design?), this term is equally at home in ‘health care’ 

and in ‘social care’.  Granted it is a little ugly, wordy, and as far as the person in the street would be 

concerned, a little strange, but it is technical jargon that suffices, a SoC that fits!  However, it does 

complicate matters when ‘care’ is not the issue, and the need for ‘convergence’ necessitates moving 

to a different level for mutually understood meaning to be accomplished! 

 

One occasion when ‘care’ is presumptuous is when we need to just regard the ‘subject of 

information’; a solution here is perhaps just to use the term ‘subject’ and permit the readers to use 

the context to determine the actual meaning?  In the second and third ‘new paradigms’, we are 

asked to venture outside of the ‘care system’ completely and what precisely does this mean for 

ContSys and ‘continuity of care’?  In ContSys, ‘everything starts with a Health Issue’, and that is a 

valid perspective but some argued that ‘everything’ did not, or at least not ‘always’. 

 

In the end we settled on solving how we can use the three specifications concurrently to solve a set 

of problems that impact a significant part of the healthcare ecosystem, now.   It is though an 

indication of what might happen, given that the perception of ‘subject of care’ is changing with 

personalised health records and ‘patient empowerment’ concepts becoming increasingly important 

in the future.  The ContSys project team will consider including a statement that the scope of the 

next version of the standard will explicitly include this development. 

In the latter part of the workshop we discussed assessment of ‘risk’, which is an integral part of our 

approach to ‘concurrent use’.  This discussion on meaningful scope and future development is 

therefore pertinent to the standardization activities and how these specifications are processed. 
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Concurrent Use:  Method, Worked example, and Status 

The workshop methodology was outcomes-focused (see Figure 2).   Throughout the two days we 

discussed different types of benefits that could come from the Concurrent Use initiative, trying to 

ensure that the expectations that were raised in the workshop could be met through our on-going 

efforts.  Table 1 showed how that methodology was retrospectively applied to workshop 1. 

 

There is some value in applying the same methodology to the structuring of our work in the Madrid 

meeting, providing a framework that may be developed in successive workshops on Concurrent Use.  

The method had to link the workshop outcomes with a time-line, the type of standardization activity 

under consideration, and the RM-ODP viewpoints that positioned the 3 specifications. 

 

Table 3: Concurrent Use Method (Part 1: Expectations) 

Initiative Objective Aim Goal 

Time-scale Short-term Medium-term Longer-term 

Activity Harmonisation Convergence Concurrent Use 

Viewpoint Enterprise Information Computational 

 

 

This general method would ideally permit the discovery of inconsistencies, highlight the 

correspondences and intersections between the specifications under review, and schedule the 

required changes to be made in a timely way; i.e., one that is aligned with the CEN/ISO review 

process.  This method paraphrases the first part of what was done in and around the Madrid 

workshop. 

 

In terms of the proposed activity it is always better to work from the set goals backwards to the 

objectives, so as to direct developments.     In terms of the present initiative, all our work is shaped 

by the idea of ‘Concurrent Use’, not just to ensure conformance between a set of specifications but, 

ultimately,  to ensure conformant implementations of using those specifications together to improve 

interoperability.  ‘Concurrent Use’ is the longer-term goal of implementation but it builds upon 

medium-term ‘convergence’, which in turn requires ‘harmonisation’ for interoperability to be 

realized.  The latter is the easiest to accomplish in the short-term, providing the strategic purpose is 

set, and the joined-up nature of the specifications is better understood.  It will, however, be partial 

and iterative as convergence and, later, concurrent use drives further requirements. 

 

The implementation strategy of this initiative required us to consider how things would interoperate 

in the healthcare domain, and paradoxically to understand the enterprise viewpoint first.  This 

viewpoint is closest to end-user and satisfies the need to be ‘realistic’, albeit expressed in an abstract 

way.  To make it more concrete, a narrative was constructed to describe a simple business process. 

 

In terms of the 3 specifications under review in the workshop, we concentrated upon ContSys first 

(moving towards FDIS), then EHRcom (currently in revision), and finally HISA (for future 

acceleration), which in effect mirrors the SDO time-scales for review and publication.  Understanding 

the intersections and correspondences is to help us  converge the specifications, and through that 

understanding address ‘harmonisation’ by removing the inconsistences and alignment issues of all 

three specifications in a more systematic and pragmatic way, taking into consideration the timing 

constraints of the consensus process.  ‘Harmonisation’ is a relatively straight forward task to do, 

particularly if only one specification is being considered.  However, a deeper level of understanding 

is acquired from considering the broader, tactical and more strategic activities of convergence and 

concurrent use when 3 distinct specifications are being considered in a holistic fashion. 
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The example of ‘patient with a cough’ showed both the value of formalising the correspondences 

and the difficulty in presenting them.  It led us to consider greater formality by using a template, 

initially comprising several individual tables and tying each in explicitly to the viewpoints of RM-ODP.    

We started with: 

A patient experiences a worrying cough, and arranges an appointment to visit his GP. At the visit the GP takes a 

history of the cough, listens to the lungs with a stethoscope, makes a diagnosis of broncho-pneumonia and 

prescribes an antibiotic. 

We also agreed to express the starting narrative in more detail because Table 2 (done first on a 

whiteboard, and providing a good focus to start with) was too vague about where the different 

specifications intersected for precise correspondences to be established. 

Note, the narrative was given by Damon and Pam and is presented in full in Appendix 3 (a numbered 

version that is abridged to make the size of the task more manageable, and two others intended to 

capture the information and computational viewpoints are included as Appendix 2). 

The template, or more accurately templates, comprised tables starting from considering each 

specification in turn, and only then defining its connection with the story provided and then noting 

any correspondences with the other two.  On each table there was also a final column for describing 

any issues, real or imagined. The tables also reflected the RM-ODP layering by having individual 

templates and volunteers were asked to add to the tables in the weeks immediately following the 

Madrid workshop. 

We started with the extended narrative (see Appendix 3), illustrating the ‘business-end’ or target of 

implemented standards and so triggered the concept mapping to and within ContSys.   As in 

workshop 1, ContSys came first in what is a structured walk-through of the three specifications. The 

narrative and an initial mapping of it to ContSys were scheduled to be completed prior to beginning 

the work on the templates for EHRcom and HISA. 

Once the individual tables were completed, the results were merged into a single tabular 

representation for presentation in this report (see Appendix 4).   To make it easier to understand 

and to assess, the enumerated narrative is given in sequence in conjunction with the relevant table.  

Note also that this re-presented set of tables, intentionally puts the business case first, rather than a 

particular specification, and therefore the first column is the sequence number of the narrative. 

Finally, the tables exposed a number of terms used across the 3 specifications.  These were collated 

in a table by Steve.  Reflection on the use of these terms within that table, led to a personal 

contribution from Steve related to how Harmonisation might be progressed (see Appendix 5). 

Disclaimer:   

The time between workshop and publication of this report means that the content of this mapping exercise 

should be considered as being work in progress.   There has been little time for full reflection and discussion 

to fully appreciate all that has been done and to consider the potential implications.  This is particularly true 

of Appendix 5, which is a single person’s view and suggestions. However, the intention of Appendix 5, like 

the Concurrent Use work as a whole is to be proactive, to engage and challenge experts.  Therefore any 

comments (positive or negative) to the report’s content are very welcome.  The final proceedings have been 

circulated and reviewed but are inevitably incomplete, and are intended to serve as input to workshop 3. 
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Concluding Day2 

“…there was only one risk: making nothing.  Giving into the seduction of the unformed, the airy 

mental construct that was therefore infinitely perfectible and, in theory, infinitely fine.                       

At last she got it: concept is incidental; execution is all.” 

Lionel Shriver   ‘So much for that’  

 HarperCollins 2011 p386 

Given travelling and other constraints of the participants, it was pragmatic and important to plan for 

the next steps before lunch.  It was particularly important for us to agree upon the need for further 

work and to assess the willingness amongst the attendees to schedule future concurrent use 

activities.  It was necessary too to determine responsibilities, particularly for those who had to leave 

early, and to complete the fleshed-out example for inclusion in this workshop report.   

In terms of the workshop’s outcomes, the participants achieved a better understanding of the 

intersections, interfaces and reference structures.  Immediate outcomes would be dissemination via 

the TC251 newsletter, the ISO and JIC meetings in Mexico this April.  Tactical benefits included inputs 

to the revision and review of the 3 specifications.  Strategic benefits were identified, included Joint 

vision, strategy and operational means to position these 3 standards in the European Developments 

and facilitation of a realistic roadmap for global use. 

The afternoon returned to matters concerning impact and awareness-raising of the ‘Concurrent Use’ 

initiative.  In particular we brought forward several of the ideas suggested in the Rome workshop: 

• The first was to briefly consider the use of the comparison table in Appendix 1.  After 

discussing the ‘cough’ example at length with the provided components, the idea was 

suggested that several informative guides should be developed for specific scenarios.  A 

precursor to this would be to have a valid overview of the 3 specifications to provide some 

context and to permit the use cases to be used to identify areas of functional overlap and 

functional interfaces between the standards.  It was agreed that we would look at this table 

with a view to updating it and making it more useful for the next part of the work. 

• We mentioned again the fact that ContSys was currently open for comments and as part of 

our work to make the 3 work together then we should encourage our national bodies to 

engage with the process, to input issues/improvements and offer encouragement and 

suggestions to the SDOs (see Appendix 5). 

• We returned again to the use of an outcomes framework.  The one presented in workshop 1 

was very general and we needed to consider how it could be specialised and/or modified to 

serve the ‘concurrent use’ initiative.   In particular the customer focus and the value 

proposition work was seen as important both for presenting our work but also to begin to 

show the impact and ways of improving our outputs.   We need to re-examine the suggested 

(not yet agreed) indicators, improvement areas and evidence cells of Table 4. 
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Table 4: Part of an Outcome framework for Concurrent Use? 

Outcome Domain: A good product for Concurrent Use 

Overarching 

indicators 
1 2 3 4 5 6 7 

 Customer 

focused 

Target 

audience 

made 

explicit 

All 

Specifications 

are accessible 

Education is 

available 

Used 

together in 

practice 

Forums of use 

exist 

Sustainable 

community is 

established 

Improvement 

Areas 
       

 Value 

proposition 

(VP) is 

created 

Level of 

participation 

Publicity 

materials 

concerning 

availability and 

use 

Implementation 

guides 

Increasing 

adoption 

rate of all 3 

specs 

Product FAQs 

and advice 

Number of 

participant 

w.r.t. 

maintenance, 

guidance and 

education 

        

 Quantifiable 

benefits, 

costs & risks 

Degree of 

relevance 

Access 

measures 

produced 

Reference 

models 

standardized 

Documented 

support 

from 

suppliers 

and users 

Number of 

active users 

Documented 

feedback 

experience 

used to 

inform next 

iteration 

Evidence        

 Approved 

VP attached 

to all 3 used 

together 

Specific 

reference 

models exist 

Requests for 

documentation 

Existence of 

training and 

educational 

materials 

Survey of 

use and 

good 

feedback 

Concurrent use 

accepted as 

part of 

interoperability 

strategy 

Number and 

type of 

participant 

involved in 

revision 

                         Source: SK
7
 suggestions for illustration purposes only (requires validation) 

 

 

• Following on from this idea of value and impact was the consideration of ‘risk’ related to the 

concurrent use initiative.  The simple formulation of the value proposition presented in 

workshop 1, and included in the outcomes framework in Table 4, is:  Value = Benefits – 

Costs (including risks)   

• Table 5 shows a partial risk assessment of concurrent use… is it useful?   If so, can we take it 

further?   For example, one improvement area under indicator 5 might be related to the 

terms and definitions used in the different specifications and an area of risk mitigation 

associated with this issue might be greater use of the SKMT tool in ISO to help the 

harmonisation?  There is no universal agreement as to how to rate risk that I know of, but a 

suggestion from a former colleague
8
 was the product between impact and likelihood could 

be used; the result being the higher classification or the one in between:   So Medium x High 

= High;   and Low x High = Medium would be other example results not in the current table. 

                                                           
7
 This ‘outcomes framework’ is based upon the one Steve wrote for the BSI IST/35 ‘Health Informatics’ business plan; 

IST/35 is the mirror group for the CEN and ISO Technical Committees for Health Informatics.  The original idea and 

structure was based upon that suggested for use in the English NHS.   The modifications made here in this report are to the 

cell contents rather than to the framework itself, reflecting what ‘outcomes’ might be and how they might be improved 

and evidenced with respect to ‘concurrent use’.   Of course, there need not be 7 indicators and the content itself may not 

be right for the current initiative.   The reader should suggest any changes to this straw model to make it practical. 
8
 Colin Nolder, a former CEN convenor, suggested this approach in an earlier Business Plan, which Steve has 

gratefully taken forward to update the new version. Colin would not have claimed this to be his idea, but 

advocated its use. 
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Table 5:  Partial Risk assessment suggestions for Concurrent use 

Risk Description Impact  Likelihood  Risk Rating  Risk Mitigation 

measures 

 (I) (L) (I x L)  

Failure to secure   

adequate strategic 

management, planning, 

governance, resources  

and arrangements 

Inadequate 

development 

and review input to 

achieve 

strategic priorities 

and goals 

Need for improved 

Strategic 

management & 

resource to support 

initiatives. 

I is High; 

L is Medium;  

 

 

 

I x L = HIGH 

Show value of 

ContSys, EHRcom, 

& HISA being used 

together; Success 

needs awareness 

activities 

     

Lack of developer  

commitment 

Limited 

harmonization, & 

convergence activity 

Need to 

demonstrate value 

to SDO 

I is Low; 

L is Low 

 

I x L = LOW 

Engage in 

Concurrent Use 

workshops 

 

Lack of proper  

Engagement with  

relevant  

consumers  

 

Failure to understand 

end product 

 

Need to increase 

stakeholder 

involvement 

 

I is High; 

L is High; 

 

 

I x L = HIGH 

 

Value proposition 

must be 

compelling & a 

link made to 

‘interoperability’. 

 

SDO revision cycle  

different for each  

specification 

 

Synchronization and 

alignment needs 

careful management 

 

Need to better 

understand the 

temporal 

relationships 

 

I is Low; 

L is Medium; 

 

 

 

I x L = MEDIUM 

 

Acceptance of a 

method to 

harmonize, 

converge and 

facilitate 

concurrent use 

Source: SK suggestions (please read footnote 6) for illustration purposes only (require validation/expansion) 

 

 

One firm recommendation or output (number 5) from the Rome workshop was to recognise the 

“Need [for a] method and outcomes framework”.  The previous two tables represent some potential 

material to take this idea further.  Both workshops hold to the strategic goal of output 5 for this 

work to be valued by consumers and would-be adopters of the standards, and the material from the 

Madrid workshop is a possible response.  

The following table summarises the approach being taken as part 2 of this proposed ‘Concurrent Use 

Method’.   It focuses upon the need to demonstrate the value of this initiative and the specifications 

that are the focus of its work, now and in the future.  Part 2 also provides an imperative to produce a 

valid value proposition for our work so that customers can perceive the value of this work in relation 

to achieving interoperable solutions.  

 

Table 6: Concurrent Use Method (Part 2: Demonstration) 

Initiative Objective Aim Goal 

Value Identify risk Account for costs Realise benefits  

Outcomes  Immediate  Tactical Strategic  

Metrics Indicator Improvement  Evidence 
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On Reflection:  Achievements and lessons learned 

Between Workshop 1 and Workshop 2, substantial work was carried out.   It would seem that this 

‘tradition’ is set fair to continue.  This report evidences that fact and already contains a mix of what 

went on before, during, and immediately after the Madrid workshop. 

 

The process used during the workshop, has changed several times after the event as the narrative 

exemplar was expanded, the ‘templates’ altered, and the need was identified to rationalize the 

presentation of the ‘Concurrent Use’ activities as a readable report.  The narrative was broken up 

into numbered statements to facilitate the mapping of named concepts within ContSys.  This should 

have been done earlier on!  The steps we took did not always distinguish between direct and indirect 

activities.  We have made a start, but we will have to do better next time. 

 

Diagrams from Gerard and Pier Angelo were post-workshop contributions but provided a useful 

visualization of what was discussed and merited inclusion to explain some of the complexity of 

‘Concurrent Use’ in block diagrams.  It is not suggested that these are the final versions, but simply a 

good start.  Pier Angelo’s view on Concurrent Use, post conference is: 

 

“ContSys is business logic in the sense that it indicates which concepts should be managed in certain 

points in time regarding patient treatment (for continuity of care). 

EHRcom is business logic on how to share records. 

HISA, apart from providing information and computational objects for solving Healthcare 

Information issues, should provide services allowing systems and records to: 

- Store ContSys-related data in those points in time 

- Provide services to receive and share EHRcom extracts structured accordingly.” 

Steve used the template inputs from the meeting to consider the harmonization issues between the 

three and these with his personal thoughts are added in Appendix 5.  In the same spirit, the 

‘polished’ nature of this final report should not mislead the reader to thinking it is complete or 

Gospel.  We have not yet agreed the form of the final presentation of the outputs; a TR in CEN / ISO 

is probable, when the content is sufficiently mature, and then generalized for JIC purposes. 

 

The presentation of this report, however, is an important factor in getting people to realize the 

importance of the work being done within CEN.  Consequently, although the appendices present 

some of the ‘working’ of the group as it unfolded in the workshop and immediately after, the body 

of the report provides a cleaned up and rationalized version of the event.  The purpose is not only to 

leave a full record of the Madrid workshop and the surrounding achievements (including the post 

workshop material), but to make life a little easier for the reader who was not present, and to 

provide an interim report that will be used as an input to the 3
rd

 workshop later this year.   This 

second report is an outcome of the ‘Concurrent Use’ initiative, and will hopefully influence but it is 

primarily for sharing and critiquing rather than for any formal adoption at this stage.  It has been 

agreed that this second report will be shared with both the EuroRec convergence initiative on EU 

funded research projects and within the JIC community; its intention is that it should inform others 

but also serve as an open invitation to join our related and synergistic activities for mutual benefit. 

 

The second workshop took on the aims of the first.  In particular, one explicit objective of the second 

workshop was to develop and formalise a method that would identify the inconsistencies between 

the specifications and fix them (harmonise), whilst at the same time finding a way to ensure on-

going convergence and facilitating concurrent use.  We achieved that, with the caveat that it is draft! 
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Similarly, the aim (objective 7) of workshop 1 was to “Develop strategies to show benefits.” And we 

have made progress here too.   We have summarised the emergent set of ‘working triples’, which 

were presented earlier in this report as Part 1 and Part 2 of our Concurrent Use Method.    

 

The concepts for the full Concurrent Use Method are described by the following table: 

 

 

Table 7: Concurrent Use Method (Expectation and Demonstration) for ContSys, EHRcom & HISA 

Initiative Objective Aim Goal 

Time-scale Short-term Medium-term Longer-term 

Activity Harmonisation Convergence Concurrent Use 

Viewpoint Enterprise Information Computational 

Value Identify risk Account for costs Realise benefits  

Outcomes  Immediate  Tactical Strategic  

Metrics Indicator Improvement  Evidence 

 

Table 7 is specifically captioned; it targets its description at the method that has emerged with 

regard to the Concurrent Use work on ContSys, EHRcom, and HISA.  However, it is to be hoped that 

eventually it will have a wider and more general application, and be used effectively in and 

throughout the standardisation community.   

More specifically, it might form the basis for, and be an integral part of the guidance to be 

associated with a realistic standardisation roadmap that can be provided by the SDOs.  Ideally, it 

should be both suitable and valuable for practical use in health and social care by stakeholder 

organisations and their decision makers who are not ‘standards developers’.   

After feedback, critiquing, refinement and more use in the following workshops in this present 

initiative, it may be that it has the potential to become a generic aid to facilitate implementation of 

standards that are required to work together.  The strategic goal is for users to consider the 

method’s routine deployment for any HI specification sets that have the concurrent use 

requirement.  
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Next Steps 

Life can only be understood backwards; but it must be lived forwards. 

Søren Kierkegaard 

‘Harmonisation’ and ‘Convergence’ are about alignment, the former suggesting the removal of 

inconsistencies and the latter promising a single end point, at some point. ‘Concurrent Use’ 

complements these two approaches and has a similar desire for cohesion and coherence. In 

contrast, only ‘Concurrent Use’ has the connotation of an on-going necessity, echoing ‘continuity of 

care’, and stressing practicality and usability on a routine, daily basis. It is an ‘operational’ form of 

interoperability, highlighting the connected nature of the ecosystem. 

This report is a reflection on the two ‘Concurrent Use’ workshops and is an update of where we are 

at the present.  We understand more, but are very aware of the need to understand and do much 

more and to go forward with this initiative.  So in the spirit of Kierkegaard’s inspirational words, we 

would appreciate any feedback related to the 2 workshops and the content of the reports.  We 

believe there are compelling arguments to continue with this work towards full interoperability, and 

would value your suggestions as to how to improve the Concurrent Use outcome, ‘lived forwards’.   

The 2
nd

 workshop leaves plenty of unanswered questions, and a set of things, such as the 

comparison table in appendix 1, the outcomes framework and the risk assessment, etc., that need 

further development and application with respect to concurrent use.   The emerging method itself 

and the need to refine the existing example and to develop new and more extensive scenarios are all 

things that workshop 2 has launched, but not finalised.  Please, think about how you can contribute 

to this work in the future, you would be very welcome to join us in Working Group 1 to take this 

forward; please contact shirin.golyardi@nen.nl .   We look forward to receiving your feedback.   

All suggestions should be sent to me, Stephen at s.kay@histandards.net 
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Appendix 1:  Initial set of Comparators for Concurrent Use 

 

The following figure was taken from Workshop 1.  It was not changed in Workshop 2, but it was 

agreed in Madrid that we should revisit and reassess its value as the Concurrent Use work 

progresses.  It is therefore included here as a prelude to what follows in the subsequent appendices 

of this report. 

 

 

Beneficiaries can be HCPs as authors and collaborating actors, as well as SoC for 13606 
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Appendix 2:   ContSys, Story and Workflow 

Damon Berry & Pamela Hussey 

This part presents a slightly extended version of the clinical case study from the Madrid workshop. 

When preparing to write the document we endeavoured to as much as possible preserve the 

relatively simple scenario while including as many opportunities as possible for interactions between 

systems that comply with the three specifications. We have also adopted Steve’s template. We hope 

that we have preserved the spirit of the original effort. 

In this version and in the work done during the Madrid workshop, the use of ContSys was implicit. In 

order to clarify the relationship between the standards projects, we believe that future 

documentation work should explicitly spell out what role ContSys plays in relation to HISA and 

EN13606 in this and other scenarios. So far ContSys seems to be implicitly limited to the role of 

providing “building blocks” for an analysis / “domain” model. Does it perform other roles that we 

would like to highlight in this work? 

The scenario purposefully offers a high level view of some of the concepts and associated terms 

from the three standards in the context of a simple narrative. The purpose of presenting the 

material in this manner is to assist the reader to reflect on some of the issues related to concurrent 

use of the three standards without over complicating the process.  The concepts and terms listed on 

the left hand column are therefore not a complete list but rather a sample of main concept and 

terms for inclusion in the workflow of the use case.  

The simple narrative template approach is adapted with permission from Steve and uses both formal 

and informal columns to view the standard concepts and associated terms at a macro level. Building 

on Steve’s discussion paper on the wiki ‘ContSys Artwork to UML notation’,  the overall goal here is 

to bridge the gap in the levels of abstraction across and between the three standards for further 

harmonisation work to be achieved in the longer term. Where assumptions have been made they 

are included in the narrative in italic at the end of the section and sequence numbers are also 

included to depict the workflow of the narrative case with associated date and time intervals 

included.  
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ContSys Concepts/terms 

HISA  

EHRcom 

(date of spec. applied) 

 

For convenience of the analysis, sequence numbers are added to the Case 

Study Narrative.   Any assumptions as to how the narrative relates to the 

standards harmonisation process, if not obvious, are made explicit 

immediately after the given text and shown to be relevant to the specified 

concept. 

 

 

 

 

 

Health issue 

Demand for Care  

Register Need for Care  

Subject of Care (SoC) 

       Health Record         

             concerns SoC 

 

 

 

 

 

 

 

 

 

 

 

 

 

1: Patient details: 15
th

 March 2013 11am  

Jimmy Reilly the famous Irish uillean piper, who is normally resident in 

Doolin Co Clare, Ireland, is on a visit to friends and family in Dublin before 

he goes on a short tour of Northern Europe, kicking off with the North Sea 

Jazz festival.  

During the short visit, Jimmy becomes concerned about dry irritating non 

-productive cough which over the past 12 hours has become productive 

with yellow/green sputum. The cough is also causing Jimmy considerable 

pain in his intercostal muscles.  He calls SMART health clinic, situated 

close to his brother’s house, where he briefly explains his predicament 

and arranges an appointment for later that day. 

 

Male, Caucasian, d_o_b  11/07/1960 

An appointment is booked in SMART health clinic for 1400hrs by the 

receptionist who registers Jimmy in the afternoon clinic with Dr Murphy.  

Assumptions: SoC is the term that applies to ‘patient’; SoC will be identified and ID 

+ ethnic and demographic detail is recorded in a ‘health record’. 
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Health Care Provider  

Has care mandate for SoC 

Arranges initial contact 

Manages episode of care 

Initial Contact  

Life Cycle 1 Initiated 

 

Actor 1 Receptionist search 

for existing record detail 

national HIT infrastructure  

2: Clinic Visit 1  15 March 2013 1400 hrs  

 

Jimmy arrives at the clinic and completes an online registration form 

which includes Name, Unique Health Identifier, General Practitioner detail 

and brief summary of his presenting health issues.  

 

Assumptions: Visit 1 = ‘first contact’;  

GP and hospital are x-boundary in terms of organisation but ‘probably’ in the 

same jurisdiction.Smart Health Care System using the EHRcom interface in the GP 

system authorisation is given and the GP receives access to summary information 

record associated with the subject of care. Ireland has a national health identifier 

 

 

Health Care Provider in 

Health care organisation 

receives demand for care 

Contact                       

Clinical process concern 

Needs Assessment  

Actor 2 GP Reviews existing 

summary record and 

initiates new episode of 

care  

 

Clinical Process  

Investigating Activity  

 

 

 

 

 

 

 

 

3: GP Assessment  15 March 2013 14.30 hrs  

After a short wait Dr Murphy calls Jimmy into his room for the 

consultation. He begins his assessment by asking Jimmy for a history of his 

presenting health issue as well as a history of any relevant previous 

diagnosis or health issues that he has to date and notes that he has had 

no recent overseas travel. Dr Murphy reads the summary information 

record on the SMART Health Record System and notes that Jimmy smokes 

10-15 cigarettes a day and has no allergies. 

4: GP Clinical Examination   15 March 2013 14.40 hrs  

Dr Murphy then completes a physical examination with the following 

findings Temperature 38.2
o
C, Pulse 88/minute Respiratory rate 

24/minute, Blood Pressure 150/80mmHg, Weight 80Kg, Urinalysis : no 

abnormality detected, Peak Flow 450 l/m, no evidence of peripheral 

cyanosis. Clinical Examination of chest by auscultation indicates that he 

has diminished entry to left upper lobe with some inspiratory wheeze and 

minimal crepitations. evidence of peripheral cyanosis. Clinical 

Examination of chest by auscultation indicates that he has diminished 

entry to left upper lobe with some inspiratory wheeze and minimal creps. 

Producing small amounts of green sputum – with no haemoptysis. His 

right lung is noted to be clear. No evidence of cardiac failure and no 

peripheral oedema noted.  
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Healthcare planning  

Professional health record  

Care Plan  

Health Condition  

Treatment Activity  

Target Condition  

Health state  

Healthcare goal  

Healthcare workflow  

 

 

 

 

 

Evaluation  

Referral  

Clinical guideline  

Health Care Professional 

issues referral; manages 

contact; backs demand for 

care 

Healthcare provider 

activity addresses health 

issue 

Episode of care is centred 

on health issue 

Referral issued by Health 

Care Professional – GP to 

Primary Care Centre Follow 

up new referral initiated 

referral concerns health 

issue  

Clinical Data Output of 

lifecycle 1 

 

5: Clinical Judgement Record 15
th

 March 2013 1500hrs  

Dr Murphy explains to Jimmy that his temperature is elevated and he has 

some minor crepitation sounds in his left lung. He also explains that the 

peak flow reading is low.  He suggests that Jimmy has acquired an upper 

respiratory tract infection which is best treated by a short course of broad 

spectrum anti-biotic therapy. Dr Murphy prescribes a 10 day course of 

Amoxicillin 250mg TDS and regular paracetamol for temperature control. 

He then prints the prescription from the Health SMART system and asks 

Jimmy whether for convenience, he would like the prescription readied 

for him in the clinic’s pharmacy. Jimmy consents to this, and the 

prescription is issued electronically to the SMART pharmacy, which is in 

the lobby of the clinic. 

Assumption : Inter-organisational transactions are facilitated by SMART Health System . The clinic 

operates a bit like a department store in that each department is like a standalone business. This 

means that an exchange transactions between Dr Murphy and pharmacy is possible  

 

6: Evaluation 15
th

 March 2013 1500hrs  

As a means of follow up Dr Murphy requests that Jimmy on his return 

from tour should visit his General Practitioner in Doolin for repeat peak 

flow recording and assessment of any persisting symptoms. Jimmy also 

states within the interview that he would like to start on a smoking 

cessation programme. This could also be explored on his return home 

with the practice nurse in his own GP practice.  Dr Murphy also suggests 

to Jimmy that if the cough has not resolved after the 10 day course of 

antibiotic treatment that he may require a Chest X Ray and wishes him a 

pleasant trip.  
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Actor 2 Receptionist End of 

clinical process on SMART 

System  

Life Cycle 1 Completed 

 

Healthcare activity  

Actor 3 Pharmacy  

Life Cycle 2 Initiated and 

Completed.  

 

Healthcare workflow 

Healthcare provider 

updates health care 

activities repository 

 

 

 

 

Referral Health issue  

Health Issue Thread 

Created 

Demand for Care  

Register Need for Care  

Life Cycle 2 Initiated  

Subject of Care (SoC) 

       Health Record         

             concerns SoC 

 

SoC has  

         health state 

         health issue 

         need for health care 

is involved in contact 

referral concerns health 

issue 

7: End of GP Assessment Activity 15
th

 March 15.15hrs  

Jimmy then returns to the reception area where he pays for his 

appointment.  

8 Prescription Processing 15
th

 March 15.30hrs  

He then visits the pharmacy in the lobby of the clinic to collect and pay for 

his prescription which has been made ready. 

 

9A Record update new event 18
th

 March 0700 hrs  

Sometime later, during a routine EHR synchronisation, the health record 

application in the SMART clinic, which contributes to the Irish national 

community of EHR systems, sends a copy of the Record Extract associated 

with this encounter to the information system of Jimmy’s responsible 

general practitioner Dr. O Brien in Co. Clare. 

OR 

9B  Health Issue Thread 29
th

 March 1000hrs
9
 

 When he arrives home from his successful tour, Jimmy consults with Dr O 

Brien, his General Practitioner in Clare, to embark on a smoking cessation 

programme. He also reports that his cough is persistent but is now 

unproductive.  During the consultation Dr O Brien issues a routine request 

for EHR synchronisation, and with the assistance of the national HIT 

infrastructure, the EHRcom interface in his GP system is given 

authorisation and receives the information associated with the previous 

encounter from the SMART clinic in Dublin.  

 

Assumption : Non productive cough may be an indicator for further investigations which offers 

potential for this narrative to move to secondary service referral for scheduled routine investigations 

  

  

                                                           
9
 Note: Due to time constraints, only 9A was used in the following Appendices 
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Appendix 3: The Case Summary (expanded from initial workshop example) 

 

For convenience the stories related to the enterprise, information and computational viewpoints that 

appear in the report are presented together in this Appendix. 

 

The Enterprise Story 

 

1. Jimmy Reilly the famous Irish uillean piper, who is normally resident in Doolin Co Clare, 

Ireland, is on a visit to friends and family in Dublin before he goes on a short tour of 

Northern Europe, kicking off with the North Sea Jazz festival.  

2. During the short visit, Jimmy becomes concerned about dry irritating non -productive cough 

which over the past 12 hours has become productive with yellow/green sputum.  

3. The cough is also causing Jimmy considerable pain in his intercostal muscles.   

4. He calls SMART health clinic (15
th

 March 2013 11:00), situated close to his brother’s house, 

where he briefly explains his predicament and arranges an appointment for later that day. 

5. An appointment is booked in SMART health clinic for 14:00 by the receptionist who registers 

Jimmy (Male, Caucasian, d_o_b  11/07/1960) in the afternoon clinic with Dr Murphy.  

6. Jimmy arrives at the clinic (14:00) and completes an online registration form which includes 

Name, Unique Health Identifier, GP detail and brief summary of his presenting health issues.  

7. After a short wait Dr Murphy calls Jimmy into his room for the consultation.  

8. He begins his assessment (14:30  ) by asking Jimmy for a history of his presenting health 

issue as well as a history of any relevant previous diagnosis or health issues that he has to 

date and notes that he has had no recent overseas travel.  

9. Dr Murphy reads the summary information record on the SMART Health Record System and 

notes that Jimmy smokes 10-15 cigarettes a day and has no allergies. 

10. Dr Murphy then completes a physical examination (14:40 ) with the following findings: 

Temperature 38.2
o
C, Pulse 88/minute Respiratory rate 24/minute,  Blood Pressure 

150/80mmHg, Weight 80Kg, Urinalysis : no abnormality detected, Peak Flow 450 l/m, no 

evidence of peripheral cyanosis.  

11. Clinical Examination of chest by auscultation indicates that he has diminished entry to left 

upper lobe with some inspiratory wheeze and minimal crepitations. 

12. Producing small amounts of green sputum – with no haemoptysis. 

13. His right lung is noted to be clear. 

14. No evidence of cardiac failure and no peripheral oedema noted. 
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15. Dr Murphy (15:00) explains to Jimmy that his temperature is elevated and he has some 

minor crepitation sounds in his left lung. 

16. He also explains that the peak flow reading is low.   

17. He suggests that Jimmy has acquired an upper respiratory tract infection which is best 

treated by a short course of broad spectrum anti-biotic therapy. 

18. Dr Murphy prescribes a 10 day course of Amoxicillin 250mg TDS and regular paracetamol for 

temperature control. 

19. He then prints the prescription from the Health SMART system and asks Jimmy whether for 

convenience, he would like the prescription readied for him in the clinics pharmacy.  

20. Jimmy consents to this, and the prescription is issued electronically to the SMART pharmacy, 

which is in the lobby of the clinic. 

21. As a means of follow up (15:00) Dr Murphy requests that Jimmy on his return from tour 

should visit his General Practitioner in Doolin for repeat peak flow recording and assessment 

of any persisting symptoms. 

22. Jimmy also states within the interview that he would like to start on a smoking cessation 

programme. 

23. This could also be explored on his return home with the practice nurse in his own GP 

practice.   

24. Dr Murphy also suggests to Jimmy that if the cough has not resolved after the 10 day course 

of antibiotic treatment that he may require a Chest X Ray and wishes him a pleasant trip.  

25. Jimmy then returns to the reception area where he pays for his appointment (15:15).  

26. He then visits the pharmacy in the lobby of the clinic to collect and pay for his prescription 

(15:30) which has been made ready. 

27. Sometime later, during a routine EHR synchronisation, the health record application in the 

SMART clinic, which contributes to the Irish national community of EHR systems, sends a 

copy of the Record Extract associated with this encounter to the information system of 

Jimmy’s responsible general practitioner Dr O Brien in Co. Clare (18
th

 March 07:00). 

 

 

  



 

42 

 

Information flows and service interactions 

 

Damon and Pam provided a selection of possible roles for HISA/EHRcom that may arise in this 

scenario are identified in this section for future discussion.  

 

• The receptionist at the SMART clinic inserts a new Patient in SMART patient management 

system with the summary data provided and then creates a new appointment slot for Jimmy 

requesting an activity directly to Dr Murphy (or to the department in which Dr Murphy works). 

Such actions are done through HISA compliant interfaces. The person receiving the call at the 

SMART Health Clinic looks up the agenda for empty slots for the appointment.  

• Jimmy uses a tablet computer that is provided at the admissions desk in SMART clinic to directly 

enter his national health identifier demographic details, and a brief summary of presenting 

health issues into the SMART admissions web application via HISA.  

• Dr Murphy has acknowledged and accepted the visit and reads summary information from 

SMART Record system (through local HISA compliant interface)  

• Dr Murphy enters the results of the physical examination into SMART Record system (through 

local HISA compliant interface) 

• Dr Murphy enters and prints prescription information for Jimmy. On Jimmy’s request, 

prescription information is made available electronically to an approved pharmacy in the lobby 

of SMART Clinic and a copy is issued electronically to Jimmy’s local pharmacy in Co. Clare. 

• Payment for appointment is recorded (through HISA) 

• Jimmy Purchases the prescribed products and the transaction is recorded. (through HISA 

interface) 

• The HISA compliant interface at SMART clinic negotiates with peer HIT services to confirm 

Jimmy’s national health identifier. Then identifier, demographics and associated compositions 

are gathered via HISA services and marshalled into an EHRcom compliant record extract in 

readiness for the next EHR synchronisation. 
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Appendix 4: Structured walkthrough of the Case Summary (mainly post Madrid) 

 

Please note that these tables are neither complete nor fully checked, but are work in progress. 

1. Jimmy Reilly the famous Irish uillean piper, who is normally resident in Doolin Co Clare, Ireland, is on a 

visit to friends and family in Dublin before he goes on a short tour of Northern Europe, kicking off 

with the North Sea Jazz festival.  

2. During the short visit, Jimmy becomes concerned about dry irritating non -productive cough which 

over the past 12 hours has become productive with yellow/green sputum.  

Table 8: Case Summary statements 1-2 

Story  ContSys HISA EHRcom Concurrent Use Issues 

1 SoC  Enterprise:   

may or may not be 

already registered with 

a system 

content may appear 

in PHR and/or  in  

EHR  later as context 

from history taking  

 Current health issue from SoC perspective is not 

visible to EHRcom or HISA (does HISA do 

anything with PHR now or in the future?)  

Is SoC defined the same way in all 3? 

2 Health Issue 

(SoC) 

regarded as a 

health 

problem by 

the SoC 

Enterprise:   

Health Issue (as seen 

from SoC) is a value of 

clinical data of a 

specific and 

appropriate type.  In 

order to be registered, 

the Patient must 

already be inserted. 

content may appear 

in PHR and/or  in  EHR  

later as context from 

history taking 

 Abstract concept, from SoC perspective, not 

visible to systems.. Note that the clinical 

terms are used for descriptive purposes in the 

narrative… these do not reflect the SoC 

language that would be used in practice. 

The relation of health issue to a “problem” in 

a problem-oriented record should be 

investigated and clarified. 

Information: 

SoC (patient) object is 

used. The patient can 

be classified in many 

ways through the 

classification classes 

(married?, education, 

religion, ethnicity, etc. 

-  - 

Computational: 

- - - 
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3. The cough is also causing Jimmy considerable pain in his intercostal muscles  

 

Table 9: Case Summary statements 2-3 

Story  ContSys HISA EHRcom Concurrent Use Issues 

3 Need for Care 

(SoC) 

2-3: the need 

for care from 

the SoC 

perspective 

should better 

be 

represented 

by the 

demand for 

care. 

Enterprise:   

- Need for Care, 

Demand for Care, 

Demand for Initial 

Contact, Perception 

of Demand for Initial 

Contact are not 

documented in the 

EHR and are 

manifest through 

interaction between 

the patient and the 

practice receptionist 

 

 Abstract concept, from SoC perspective not 

visible to systems. The SoC’s opinion 

regarding which activities that should be 

performed should (if considered relevant) 

be registered in the information from the 

demand for care. 

Since 13606 is not an EHR repository standard, it 

is assumed that the clinical information relating 

to the story has been persisted within an EHR 

repository, and is now being communicated to 

another EHR repository or a national EHR using 

13606.   

Information: 

HISA allows clinical 

data to be stored by 

any agent that could 

be the patient 

him/herself! 

 

-  - 

 

Computational: 

- - - 
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4. He calls SMART health clinic (15
th

 March 2013 11:00), situated close to his brother’s house, where he 

briefly explains his predicament and arranges an appointment for later that day 

 

Table 10: Case Summary Statements 4 

Story  ContSys HISA EHRcom Concurrent Use Issues 

4 Demand for 

Care 

 

The 

distinction 

between the 

demand for 

care and the 

demand for 

initial contact 

is in this case 

not needed – 

the demand 

for care 

includes a 

demand for 

initial contact. 

The primary 

needs 

assessment is 

in the phone-

contact 

resulting in an 

appointment.  

 

Mandate for 

care in place 

Enterprise:   

 Appointment    

 (& possibly new 

registration) (activity 

life cycle), which 

requires a prior 

identification and 

registration of the 

patient (SoC) and 

registration of a 

contact in preliminary 

or “envisaged” state, 

meaning either in 

waiting list or booked 

for a future 

appointment). 

Not in EHR but 

manifest through 

interaction 

between the SoC 

and a receptionist 

 This is specific to this example, where there 

is a receptionist. 

Access policies determined by Mandate for Care 

Information: 

This is done by 

instantiating a contact 

(of a specific type), in 

states that depend on 

the contact’s lifecycle 

Mandate for Care is 

not  included in the 

EHR Extract, but may 

give the GP read, 

write etc. access to 

today’s Composition                                                                

 Is there a ‘reference structure’ for this 

intersection & if so how is it referenced? 

Mandate for Care may be noted by the health 

service as a contractual relationship between the 

GP and patient 

Computational: 

Access policies 

determined by 

Mandate for Care 

- Giving the GP read access to the historic (GP 

practice) EHR of this patient, implied by the 

Mandate of Care. 
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5. An appointment is booked in SMART health clinic for 14:00 by the receptionist who registers Jimmy 

(Male, Caucasian, d_o_b  11/07/1960) in the afternoon clinic with Dr Murphy.  

 

Table 11: Case Summary statement 5 

Story  ContSys HISA EHRcom Concurrent Use Issues 

5 

 

The clinical 

process is 

initiated by 

the 

receptionist 

perception of 

the demand 

for initial 

contact 

clinical 

process 

concern
10

 

5-15 The care 

plan is started 

with history 

taking 

followed by 

investigations, 

treatment 

and follow up. 

Enterprise:   

Actor 1 (HCP)? 

Receptionist search 

for existing record; 

The contact and the 

appointment (activity) 

is assigned to Dr 

Murphy, as the 

“agent” responsible 

for both 

Needs Assessment is not documented in the EHR, as the inferences 

made on listening to the history have simply triggered the lung 

examination, and the post-examination Needs Assessment results in a 

Health Condition and a Care Plan 

Information: 

Registration service; 

patient identification; 

demographic service 

(SoC & HCP); 

All history (clinical 

data, contacts, 

activities, etc.) of the 

patient should be 

available in the system 

and be fetchable when 

necessary 

Demographic extract; 

an optional Folder, 

Containing at least 

this one contact, 

maybe the full GP 

record 

General practice organisation ID and contact 

information (Healthcare organisation) but 

(organisation) in HISA. 

GP demographics, professional registration 

and role (GP Actor) in HISA 

Computational: 

 ? Extract transferred between x-boundary systems 

 

 

 

                                                           

10 The clinical process concern is the container of the complete information of this clinical process – the demand, needs 

assessment, care plan with activities, health conditions perceived and all assessments and evaluations. It is not formally 

documented by the HCP on this occasion, but is implied: it is “contained” by this Composition, in this simple clinical 

example. 
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6. Jimmy arrives at the clinic (14:00) and completes an online registration form which includes Name, 

Unique Health Identifier, GP detail and brief summary of his presenting health issues.  

7. After a short wait Dr Murphy calls Jimmy into his room for the consultation..  

 

Table 12: Case Summary statements 6-7 

Story ContSys HISA EHRcom Concurrent Use Issues 

6-7 Health Issue 

(HCP) 

During the 

contact the 

primary 

health issue 

from the 

initial history 

taking is 

specialized by 

further 

investigating 

activities and 

assessments. 

Investigation 

Activity 

 

Enterprise:   

Care plan a reference 

to the Protocol in 

HISA; 

7-14 Health Issue 

(HCP) is a value of 

clinical data of type for 

example “Health Issue 

as seen from HCP”. 

Contact, RFE - worry 

about the cough  

 

 

 

Clinical data is generated while Dr Murphy gets 

answers to his questions (e.g. smoker?), makes 

observations, etc., inserting data into the record 

which feeds the Healthcare IS through HISA 

services. 

Information: 

Life cycle 1 starts 

Actor 2; The status of 

the activity related to 

the visit is set to the 

“in execution” state. 

Clinical data is 

generated and 

inserted into the 

system. 

Composition Clinical Data, COMPOSITION.session_time = 

resource used in HISA 

 

 

The HISA activity life cycle. The state of the 

activity changes and context related data is 

provided through the interfaces (physician in 

charge, start date/time, etc.). 

Computational: 

Changes of state of the 

contact on one side, 

registering of the 

responsible agents and 

more on the other. 

  

 

 

8. He begins his assessment (14:30) by asking Jimmy for a history of his presenting health issue as well 

as a history of any relevant previous diagnosis or health issues that he has to date and notes that he 

has had no recent overseas travel.  

9. Dr Murphy reads the summary information record on the SMART Health Record System and notes 

that Jimmy smokes 10-15 cigarettes a day and has no allergies. 
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Table 13: Case Summary Statements 8-14 

Story ContSys HISA EHRcom Concurrent Use Issues 

8-9 

 

 

 

 

 

 

10-14 

The next 

Needs 

Assessment is 

during the 

history taking 

resulting in 

the decision 

to perform 

further 

physical 

examinations. 

Enterprise:   

8-17 HISA  Lifecycle = 

Started; All activities 

carried out 

examinations, 

prescriptions, etc.) are 

tied to the contact, as 

all clinical data 

generated 

(observations, values, 

etc.) are also tied to 

the contact on one 

side and on the activity 

that generated them 

on the other. 

History of the cough History taking is also an investigating activity. 

Information: 

Investigation Activity, 

Lifecycle = Completed 

HISA envisages PLAN 

object to be able to 

store and instantiate 

protocols 

 Lung examination 

findings 
The lung examination and prescription are 

tagged with having a Completed Lifecycle, but 

HISA might not tag lifecycle state to items that 

are immediately completed 

Computational: 

the Clinical Data 

manager, structures 

clinical data according 

to the Record the clinic 

uses 

  

 

10. Dr Murphy then completes a physical examination (14:40) with the following findings: T.38.2 

P 88 R.24 B/P.150/80 Weight.80Kg Urinalysis NAD Peak Flow 450mls No evidence of 

peripheral cyanosis. 

11. Clinical Examination of chest by auscultation indicates that he has diminished entry to left 

upper lobe with some inspiratory wheeze and minimal crepitations. 

12. Producing small amounts of green sputum – with no haemoptysis. 

13. His right lung is noted to be clear. 

14. No evidence of cardiac failure and no peripheral oedema noted.  
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15. Dr Murphy (15:00) explains to Jimmy that his temperature is elevated and he has some 

minor crepitation sounds in his left lung. 

16.  He also explains that the peak flow reading is low.   

17. He suggests that Jimmy has acquired an upper respiratory tract infection which is best 

treated by a short course of broad spectrum anti-biotic therapy. 

 

Table 14: Case Summary Statements 15-17 

Story ContSys HISA EHRcom Concurrent Use Issues 

15-17 Health 

Condition 

(HCP) 

The 

conclusion of 

investigations 

as the basis of 

the decision 

of treatment 

is the 

healthcare 

needs 

assessment 

for treatment 

activities. 

HCP as well as 

the SoC 

makes 

evaluations 

 (HCP) 

Explaining the 

results of the 

investigations 

is included in 

this activity. 

Enterprise:   

Healthcare planning  

Diagnosis (Health 

Condition HCP) 

The main Health 

Condition, registered 

as clinical data, is also 

tied (linked) to all 

other clinical data 

gathered during 

contact, according to 

the structure of the 

Record system Dr 

Murphy has at his 

disposal in the 

healthcare centre. 

Professional health 

record  

 

 

 

 

 

 

 

The closure of the contact shall include 

instructions, as clinical data indicating what the 

patient should do as next steps. 

 

Information: 

   

Computational: 

Everything is 

maintained in HISA. 

This allows HISA users 

to build audit trails 

according to 

personalised and 

specific needs. 
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18. Dr Murphy prescribes a 10 day course of Amoxicillin 250mg TDS and regular paracetamol for 

temperature control. 

19. He then prints the prescription from the Health SMART system and asks Jimmy whether for 

convenience, he would like the prescription readied for him in the clinics pharmacy.  

20. Jimmy consents to this, and the prescription is issued electronically to the SMART pharmacy, 

which is in the lobby of the clinic. 

21. As a means of follow up (15:00) Dr Murphy requests that Jimmy on his return from tour 

should visit his General Practitioner in Doolin for repeat peak flow recording and assessment 

of any persisting symptoms. 

22. Jimmy also states within the interview that he would like to start on a smoking cessation 

programme.  

23. This could also be explored on his return home with the practice nurse in his own GP 

practice.   

Table 15: Case Summary statements 18-23 

Story ContSys HISA EHRcom Concurrent Use Issues 

18-23 Treatment 

18-21 are also 

parts of the 

care plan but 

planned to be 

performed by 

another 

healthcare 

organisation. 

15-17, 19 and 

23  

Prevention 

activities are 

always 

treatment 

activities. 

Enterprise:   

21�24 and mainly 27 

Supposing that 

Jimmy’s GP has a 

Record System that is 

connected, the SMART 

system can actually 

request an activity to 

the GP to follow-up on 

the encounter! 

  

Information: 

Prescription 

(Treatment Activity, 

Lifecycle = Completed) 

 

  

Computational: 
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24. Dr Murphy also suggests to Jimmy that if the cough has not resolved after the 10 day course 

of antibiotic treatment that he may require a Chest X Ray and wishes him a pleasant trip. 

25. Jimmy then returns to the reception area where he pays for his appointment (15:15).  

26. He then visits the pharmacy in the lobby of the clinic to collect and pay for his prescription 

(15:30) which has been made ready. 

27. Sometime later, during a routine EHR synchronisation, the health record application in the 

SMART clinic, which contributes to the Irish national community of EHR systems, sends a 

copy of the Record Extract associated with this encounter to the information system of 

Jimmy’s responsible general practitioner Dr O Brien in Co. Clare (18
th

 March 07:00). 

 

Table 16: Summary Case Statements 24-27 

Story ContSys HISA EHRcom Concurrent Use Issues 

24-27  Enterprise:   

The treatment activity, 

as the contact, are 

closed (set to completed 

status), according to the 

rules and regulations of 

the healthcare 

authorities of the 

municipality, region or 

state.  

- This means that the payment information, 

discharge letters, etc. are all validated available, 

digitally signed, etc. 

Information: 

- - - 

Computational: 

- - - 
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Appendix 5:  Harmonise How?  SK’s personal reflection after Madrid                                             

                                           (Editor:  The views expressed here, and any errors, are my own) 

 

Harmonisation is an easy target for scorn.  It even has slightly different meanings and connotations 

within different realms and within related SDOs.  It has policy overtones in Europe and is often 

intended to permit conformance to European laws or Directives.  According to the ISO glossary, “In 

the European context, "Harmonized standards" are European standards, developed and adopted by 

one or more of the European standards organizations (CEN, CENELEC and ETSI), following a 

standardization mandate (or instruction) from the European Commission.”   In ISO itself (see ISO/IEC 

Guide 2, 2004, Definition 6.1), Harmonized standards are to do with the ‘same subject’, albeit one 

approved by different standardizing bodies. 

 

More generally, harmonisation can be defined as “actions or processes that through matching and 

blending bring about agreement, reconciliation or standardisation”.  

 

The more general definition implies a relatively gentle tinkering, evolutionary rather than 

revolutionary, mild rather than radical, retrospective rather than proactive.  None the less, 

harmonisation is an important means that can develop significant value, or as ISO would say, it is a 

means to “establish interchangeability
11

 of products, processes and services, or mutual 

understanding of test results or information provided according to these standards.”      

 

In this workshop report we present ‘harmonisation’ in two distinct and seemingly contradictory 

ways.  These can be untangled when we consider the roles harmonisation’ must play over time. 

 

In general, harmonisation is a relatively quick fix for a specification, although competition and 

implementations might still make it a difficult course of action to undertake, and the outcome is not 

always assured or effective.  It is certainly not as deeply radical as the idea of convergence, but that 

is due in part that harmonisation is often concerned with the ‘same subject’ and often this scope of 

intent is translated in practice to concern over a single specification.   

 

‘Convergence’ and especially ‘Concurrent Use’ on the other hand, suggest that more than one 

specification is involved, and interprets the ‘same subject’ in a much broader way.  Consequently 

there is need to understand this multiplicity a little better and to see harmonisation as an holistic 

activity that must go across several documents and pertain to several related subjects. 

‘Harmonisation’  then, can imply that ALL interfacing and overlapping aspects of two or more 

specifications are aligned (at least theoretically), whereas “concurrent use” prioritises those aspects 

that need to work together to enable their implementation and interoperability  i.e. the scope might 

be less complete, but the end result must be more practical and robust. 

Such a framing requires harmonisation to be sensitive to all components. So recursively, 

‘Harmonisation’, ‘Convergence’, and ‘Concurrent Use’ are processes themselves that must also be 

harmonised, converge and be used concurrently to be effective.  The implication for the Concurrent 

Use Method is to consider harmonisation as a process but one which has specific early and late roles 

in achieving operational interoperability: 

• complete harmonisation happens later;   

• partial harmonisation begins as early as possible subject to at least having some 

understanding from attempts at convergence and concurrent use. 

 

                                                           
11

 ‘Interchangeability’, presumably, can be used as a synonym for ‘interoperability’ in our domain? 
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So what is ‘early or partial harmonisation’?  How can we progress it, particularly bearing in mind that 

the multiple specifications are probably at different positions within the standards life-cycle?  This 

problem evokes the need for prioritization but also requires a clear plan as to what is possible to 

harmonise and when such harmonisation can be carried out. 

 

On a personal note, I have been involved in CEN and ISO Health Informatics committees since their 

conception, and I believe that the ‘concurrent use’ initiative is addressing something completely new 

to this domain.  This is exciting, but also it has the potential to be disruptive, offering a critique to 

how things have been done. 

 

This report has questioned the assumption that these 3 specifications were ever designed to work 

together, at least in any rigorous way, even though they originated from a single SDO.  Given that 

CEN and ISO are all about ‘interoperability’, one would have thought that the possibility of these 

specifications interoperating at some later point would be high and that this would have been 

seriously considered in WG1, but to my knowledge they were not
12

.   The advent of JIC and the 

almost global frenzy surrounding ‘interoperability’ and ecosystems suggest that the current pressure 

is going to increase; there is a desperate and rising need for legacy specifications as well as future 

ones to interoperate.  ‘re-use’ and ‘sustainability’ are aspects of ‘Concurrent Use’ and promise a 

much needed return on investment.  What is learnt as part of this Concurrent Use initiative may be 

generalizable and help the JIC members more generally, or at least that is my hope. 

 

One way of supporting the harmonisation effort throughout the life-cycle is to look away from the 

content and direct our gaze at the standardisation process itself.  When we develop a standard we 

do not generally consider how the specification or its realisation as an implementation will be used 

concurrently with another.  There are of course major exceptions to this (not least the recent IDMP 

family of standards, but the design was in place before the development), but these and other 

integration frameworks to one side, the initial requirement for a new work item proposal requires 

the submitter to acknowledge known work and try to ensure that the new proposal does not 

duplicate; the emphasis, concentrates the task to delivering a unique development.  Changes have 

been made, but until relatively recently there has been no need to take that seriously a business 

case much beyond the ‘good idea’ boundary.  To some extent, this same focus on delivering a ‘new 

thing’ has also manifested itself in how the specification is developed as well as how it originates. 

 

As standards makers we are often at pains to point out that a term ‘means this’ within the context of 

the document being prepared.  It is often seen as being a ‘strength’ by us developers as it frees us 

from external contamination and permits us to focus on the task at hand, getting a coherent product 

delivered.   We remain within the drafting rules but our document is in serious danger of becoming a 

silo of terms and definitions that perform well within the defined scope, but which may be at odds 

with others outside it.  This approach has some obvious limitations, particularly when an initiative 

such as ‘concurrent use’ comes along. 

 

CEN and ISO documents must conform to their style guides.  However, there are considerable 

degrees of freedom available for the editors to express the content.  This is very helpful and editors 

are rightly appreciative… until ‘concurrent use’ becomes a requirement. 

 

With respect to ‘early harmonisation’, I suggest we consider the ‘production side’ of such 

specifications to be part of the immediate, short term ‘fix’ that can be developed now.  It inevitably 

means constraining the degrees of freedom and producing a style-guide that concurrent use 

                                                           
12

 Be assured that this is self-critical rather than attempt to attach blame to others; possible contributory factors to this 

state of affairs on the TC level, I believe, is the voluntary, unfunded activity for standards activities that inevitably restricts 

horizon scanning, coupled with a business model related to publication rather than to use. 
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specifications must conform to.  In terms of further prioritization, then we should endeavour to 

make some of the changes to the first specification to be published or revised in the life-cycle, i.e. for 

this Concurrent Use initiative, we should consider making these changes to ContSys affecting how it 

will be presented for publication later this year. 

 

Technical Specifications are admittedly complex and there is no intent here to say otherwise.  

However the content can be so esoteric that it is difficult, even for specialists that have not been 

involved in its development to easily understand.  Workshop 1 showed plainly that very few of us 

knew all that there was to know about all three specifications.  In terms of the three specifications 

being used concurrently, however, we seem to have gone out of our way to produce documents that 

have fully exercised the degrees of freedom available; we do not make harmonisation of these 3 

specifications easy for anyone; indeed the concurrent use process is made much more difficult as a 

consequence of taking and embracing this liberty.  The following then are my personal suggestions 

as to how some of the problems might be (easily?) fixed to support concurrent use… 

 

1. The simplest, but perhaps the most helpful change that can be made is that clause 3 is made 

to be consistent in all of the specifications under consideration.  Clause 3 contains a full list 

of all the terms and definitions.  EHRcom does this, but ContSys and HISA only partially so as 

they embed the majority of their definitions within the body of the text, making it more 

difficult to compare usage and to find differences in naming and meaning between the 

three.  This change will facilitate both immediate and future harmonisation and should start 

with ContSys due to its current status within the standards-development life-cycle. 

 

2. ContSys is acknowledged as being the concept model pertaining to the enterprise viewpoint.  

Furthermore, the workshops have found that it takes, and what is more are happy to afford 

it precedence in how concurrent use will apply.  Given that EHRcom and HISA also have parts 

that purport to be in that same viewpoint, then I suggest that ContSys becomes a superset 

of enterprise terms for the three.  Furthermore the terms and definitions used in the other 

two, should then explicitly reference ContSys as the single source, and not refer to 

alternative definitions found in other standards.   ContSys will need to expand its set of 

concepts, but not significantly so, and the convergent banner of ‘continuity of care’ still 

means that these hitherto foreign concepts and associated terms are covered by its present 

inclusive scope. 

 

3. Placing all EHRcom and HISA enterprise concepts within ConSys may also simplify the 

presentatioin, reducing the size of the documents at a minimum, and in the extreme, 

causing HISA  ‘part 1’ to disappear altogether.  HISA’s part 2, the information viewpoint, has 

a number of terms, that link directly with ContSys (e.g. ‘contact’), suggesting the path 

between the viewpoints and the possible creation of one or more intersection reference 

models.  Is there any reason why ContSys should not be extended to incorporate all of HISA 

(pt1) and 13606-4 terms/definitions that share the enterprise viewpoint?   In a similar 

fashion for the Computational viewpoint, should Part 5 of 13606 be specified in HISA part 3 

as a complex service and if so, is part 5 necessary as a separate document for EHRcom? 

 

4. ‘Subject of Care’ is a term which fits well with ‘Continuity of Care’ scope.  Its synonym is 

‘Subject of Healthcare’.  New paradigms, the inclusive WHO definition of health and the 

present introduction to ContSys all suggest that ContSys should eventually be completely 

appropriate for social care and self care.  Even, if it is argued that there is a reason for 

distinguishing between the two by deploying this prefix, the present standard is inconsistent 

in its usage.  Indeed, not only does the synonym for SoC imply there is little difference 
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between the two expressions, but provides a  “NOTE 2 to entry: In this International Standard, the 

term 'care' is to be understood as a synonym for 'healthcare'. (ContSys, p20)”.    

 

o In the light of this, I ask why not simplify and drop ‘healthcare’ as a prefix to many of 

the terms within ContSys?  This step avoids giving arbitrary precedence to one term 

or the other (as it does now throughout the spec.), it reduces cumbersome language 

in the text and reduces diagram clutter from the UML, and, perhaps more 

importantly, such a step makes it easier to move between the three specifications 

for comparison,  e.g. compare ContSys ‘Healthcare organisation’  and HISA 

‘organisation’.  It also makes the naming transition to full support for health and 

social care easier.  Furthermore, such a harmonisation makes the specification easier 

to read and recognises that it is probable that the intended reader of any HI 

standard should be able to deduce the care context for themselves. 

 

5. It has been suggested that ContSys should produce more synonyms for terms that are 

deemed difficult for external readers to understand.  This involves a relatively small subset 

of ContSys terms.  A possible source of usable terms as synonyms may be found from the 

interesections between it and the other two specifications and this should be explored to 

see if there are any appropriate candidates before looking elsewhere. Table 17 following 

shows how the various concepts, most of which were used in the workshop scenario, might 

be used as starting point, but they will not be exhaustive, and it is currently incomplete. 

 

6. One extremely important convergence activity is to consider the  ‘clinical process model’ 

that underpins ContSys.  Clearly this model, even in its current informative state, has major 

and substantive implications for EHRcom and HISA.  As a convergence activity it is definitely 

longer term.  However, it should at least be referenced by the other specifications where 

relevant and this can be done very quickly.  In particular, HISA refers to the Swedish SAMBA 

process model (admittedly close and informative to the ContSys model) as an example of a 

process that it can support.  This  should now be deprecated or at least used as a further but 

secondary  example and the diagram and model in ContSys should replace the occurrences 

in HISA’s revision. This simple cross-referncing re-enforces the concurrent use synergies with 

little extra effort in editing. 

 

7. Finally, the intended Concurrent Use specifications and their relationships to each other 

should be made explicit in each of the documents, with the specific specifications being 

explicitly identified alongside their contribution.  This can be done in several ways (that 

should be agreed by the ISO TC215 coordinating committee?) with varying emphases:   

 

o It can be informative, for example it could be mentioned  in the specifications’ 

introductions or within a separate annex.  Shared terms  similiar/different and 

associated  definitions might also be listed in an informative annex, showing the 

current differences but also reminding the next revisionist (who may be a different 

party) that these are there for future harmonisation activity.  As a principle, there 

should be no confusing ‘local use’ of terms and definitions that are in use in two or 

more of these concurrent use specifications.   

 

o It can also be normative, for example all three could be included in the normative 

references clause 2 within each document.  Later perhaps, details might appear in 

the normative scope statements of each of the specifications.  Last but not least, the 

conformance criteria in each would need to be revisited and strengthened to include 

concurrent use. 



 

56 

 

 

Table 17:  Viewing Terms used in the Enterprise Viewpoint across specifications (incomplete) 

ContSys Concept Synonym HISA (pt1) EHRcom (pt4) 
   Access control 

   Access policy 

Actor    

  Actor wrt an action   

  Activity management 

workflow 

 

   accountability 

Assessed condition Assessed health condition   

Care plan Healthcare plan   

Clinical data -   

Clinical guidelines  - y  

Clinical information -  Y 

  Clinical information 

workflow 

 

Clinical Process  - Y  

Clinical Process Concern x   

Clinical process related 

episode 

-   

   confidentiality 

Considered condition Considered health condition   

Contact Healthcare contact, encounter y  

Data -   

Demand for Care Demand for healthcare Appointment??  

Demand for Initial Contact -   

Demand mandate Demand commission   

Electronic health record 

extract 

EHR extract  Y 

Electronic record 

component 

Record component  Y 

Episode of care  Episode of healthcare, health 

issue related episode 
  

Health approach Healthcare approach   

Health care Investigation  -   

Health concern -   

Health condition -   

Health condition thread -   

Health Issue  -   

Health issue thread -   

Health objective Intended outcome   

Health problem list -   

Health Record         -   

Health record component -   

Health record extract -   

Health related period -   

Health self care activity -   

Health state  -   

Healthcare activities 

repository (directory?) 

x   

Healthcare activity -   

Healthcare activity period 

element 

-   

Healthcare actor -   

Healthcare agent ? ? Y 

Healthcare appointment -   
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Healthcare assessment -   

Healthcare evaluation -    

Healthcare goal  -   

Healthcare investigation x   

Healthcare mandate Health mandate, ‘healthcare 

commission’ 

  

Healthcare organization Care organization Organization  

Healthcare personnel Care personnel   

Healthcare planning  Care planning   

Healthcare process Care process   

Healthcare professional Care professional   

Healthcare Provider  Care provider   

Healthcare Provider 

activity 

-   

Healthcare treatment -   

Healthcare workflow  -   

Information -   

Information model -   

  Information service  

Initial contact -   

Input health state -   

Mandated period of care Commissioned period of care   

Need for health Care Need for care   

Needs assessment -   

Output health state outcome   

Patient summary -   

Perceived  condition Perceived health condition   

Perception of Demand for 

Initial Contact 

x   

Personal health record -  Y 

Point of care -   

Possible health condition -   

Process  Y  

Professional health record  -   

Protocol -   

Referral  -   

Resource  Y  

Register Need for Care  x   

Self care x   

Sharable data repository -  Y 

Subject of Care  Patient, client, service user, 

subject of healthcare, subject of 

care role 

 Y 

  Subject of Care 

workflow 

 

   subject of information 

Target Condition  Target health condition, 

intended outcome 

  

Treatment Activity  x   

Workflow  Y  

 

 

 

 


