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Learning Objectives: 

• Discuss the evolution and past contributions of the Health Story Project 
and corresponding partnerships. 

• Describe how the Health Story Project will raise awareness and improve 
information exchange and interoperability for the purposes of 
coordinated patient care, payer-provider integration and population 
health. 

• Explain the role and impact the HIMSS Health Story Project will play in 
various areas, such as dictation, document management, coding, 
analytics and electronic health records. 



 
 

About Me 

• Background in electronic text, how to make large amounts of information 
usable on a computer 

• As volunteer worked to 
– Bring XML to healthcare exchange standards 
– Develop the CDA, CCD, Consolidated CDA 
– Co-found the Health Story Project 
– Bring 8 interoperability demonstrations to HIMSS, starting in 1999 

• Current day job as Lantana CEO 
– Support standards development and deployment 
– Manage staff for virtual company of about 40 FTEs 
– Approve all menus for company dinners  
– Participate in the CDA Academy (www.cdaacademy.com)  

 

http://www.cdaacademy.com/


 
 

Challenge 

JAMA, Internal Medicine, published online, May 27, 2013 

“I have never seen…a checkbox for apprehension… 
 
“The medical record is not data. It contains data… but it is not 
data, nor is it simply a repository into which data are poured.  
 
“... [it is ] information that has been transformed by the 
knowledge, skill, and experience of the physician…into an 
understanding of human experience…” 



 
 

Challenge 

JAMIA, published online, January 12, 2011 

Structured data capture can be at odds with the expressivity, 
workflow, and usability factors preferred by clinicians.  
 
Authors recommend choice in data capture and text 
processing modalities. 



 
 smartplatforms.org 

• Standard 
semantics are 
hard  

• 25-33% of 
MU1 EHRs 
may not re-
certify 

• Many not 
ready for 
quality 
reporting 



 
 

Challenge & Response 

• Can we create an electronic record that ensures value for  

– Care delivery 

– Evidence-based medicine 

– And which endures over time, as technology evolves? 

• Vision 

– Comprehensive electronic records that  

– Tell a patient’s complete health story. 

 



 
 

Challenge & Response 

• Use simple, stable, established formats for information exchange.  

– These exist, are inexpensive to implement, and  

– Will lower the barriers to information sharing.  

• Be more like the Web and less like a database. 

• Open exchange networks to Big Data, incrementally structured. 

• Benefits of this approach: 

– Less disruptive – adapts to wider range of technology, giving clinicians more 
choice in how they capture and communicate information. 

– More useful – the record is more complete, mitigating the distortion 
introduced by single-minded focus on structured data capture. 

 



 
 

Background 

• Non-profit, industry alliance 

• Founded as “CDA for Common Document Types” (aka CDA4CDT) in 2006 by 

– M*Modal 

– Association for Healthcare Document Integrity (AHDI) 

– American Health Information Management Association  (AHIMA) 

– Alschuler Associates (aka Lantana) 

• Members provide direction, elect Executive Committee 

• Supported development of eight (8!) implementation guides for common 

clinical documents within three years 

• In 2013, affiliated with HIMSS as a HIMSS Roundtable 



 
 

Background 

• Associate Charter Agreement with HL7 

– Health Story convened stakeholders and supported specification 
development 

– Balloted through HL7 which retains ownership 

• Initiated project to consolidate 8 guides into single guide and also  

– Update Continuity of Care Document (CCD) 

– Harmonize with Integrating the Healthcare Enterprise (IHE) 

– Integrate constraints from ONC’s HITSP C32 

– Created Consolidated CDA (C-CDA) cited in MU2 

 



 
 

Consolidated CDA 

• CCD 

• Consultation Note 

• Diagnostic Imaging Report 

• Discharge Summary 

• H&P 

• Operative Note 

• Procedure Note 

• Progress Note 

• Unstructured Document 

Cited in Meaningful Use Stage 2 
All Very Nice Except…. 

 



 
 
• Meaningful Use Stage 2 does not leverage the simple, low-end of the 

standard.  

• Instead:  

– “Meaning” derived from a narrow set of highly-structured data 
elements.  

– It orphaned Unstructured Document. 

• How could this work if the policy were to change? 

Stay tuned,  

   first this word about … CDA. 



 
 

CDA Basics 

• CDA Header:  
– Patient, provider, and encounter information 
– Metadata required to manage the document in any context 

• CDA Body 
– Clinical report 

• Discharge summary, Progress note, History and physical (H&P)…  
• Healthcare Associated Infection (HAI) Report 
• Cancer Registry report 
• Quality report 

– Contains the report information in both  

• Narrative (free-text) form required and  

• Coded (computable) form optional 
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Sample CDA 
 

 

• Header 
• Body 

– Readable: required 
– Computable: optional 
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CDA Body: Machine Processible 

• Model-based computable semantics 
– Observation 
– Procedure 
– Organizer 
– Supply 
– Encounter 
– Substance  

Administration 
– Observation Media 
– Region Of Interest 
– Act 

Optional 



 
 

Investing in Information 

• CDA can be simple 

• CDA can be complex 

• Simple encoding relatively inexpensive 

• Complex encoding costs more 

• You get what you pay for  

– Like charging a battery  

– The more detailed the encoding  

– The greater the potential for reuse 
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Investing in Information 

• Gall's Law is a rule of thumb from John Gall's Systemantics: How 

Systems Really Work and How They Fail: 

– A complex system that works is invariably found to have evolved 

from a simple system that worked.  

– The inverse proposition also appears to be true: A complex system 

designed from scratch never works and cannot be made to work. You 

have to start over, beginning with a working simple system. 

 

http://en.wikipedia.org/wiki/Rule_of_thumb
http://en.wikipedia.org/wiki/John_Gall_(author)
http://en.wikipedia.org/wiki/Systemantics


 
 

Incremental Approach 

 
  
 
 

  Narrative 

Text 

HL7 CDA Structured 
Documents 

Coded Discrete Data 
Elements 

Decision Support 

Meaningful Use! 

Clinical Applications 

SNOMED CT 
Disease, DF-00000 

Metabolic Disease, D6-00000 

Disorder of glucose metabolism, D6-50100 

Diabetes Mellitus, DB-61000 

Type 1, DB-61010 

Insulin dependant type IA, DB-61020 

Neonatal, DB75110 

Carpenter Syndrome, DB-02324 

Disorder of carbohydrate metabolism, D6-50000 

Quality Reporting 

1. Get the data flowing, get the data flowing, get the data flowing. 

2. Incrementally add structure, where cost effective to do so. 



 
 • Methods for acquiring codes from notes: 

– Computer-assisted coding (CAC) 

– Natural language processing (NLP) 

– Data capture templates 

– Good old text processing and pattern matching 

– Mobile and smart phone technology 
 

• Applying standard HL7 CDA markup makes the discrete entries usable within an EHR 

and for the meaningful use program 

• Defining the target structure and entries makes NLP engines smarter 

Incrementalism is the CDA DNA 



 
 

We are looking for a shift in policy 

• Lower the threshold 
– All may participate 
– Approach 100% of the records for 100% of patients 

• Incentivize participation 
– At all levels, with  
– higher reward where there is higher potential to automate reuse. 

• Recognize diversity of applications 
– EMR is not a proverbial hammer, not everything is a nail 
– Need applications to originate, manage, code, and analyze 

• Respect  
– The clinical thought process inherent in documentation 
– The need for data that is concise and relevant as well as coded 

• Provide value back to those who incur the costs 
 

 



 
 

Value Statement 

• A health record is the patient’s “health story”, 
– Shared by the patient and the circle of caregivers. 

– Sharing encompasses both access and authorship. 

• The primary purpose of the record is to support care delivery. 
– This, in turn, will support better health.  

– Secondary reuse should be supported. 

• Electronic records must produce a longitudinal record of lasting value, 
– Expressing the thought processes behind the delivery of care, 

– Preserving this for future readers. 



 
 

Value Statement 

• Clinical records must be complete, well organized, easy to navigate, 
concise, logical, adaptable to the needs of the user, sharable, and 
secure. 

• Electronic records and new technologies  
– Support shared decision-making,  

– Document use of practice guidelines, and  

– Support evidence-based practice. 
 



 
 
• Standards:  

– Consolidated CDA 

– Cancer Treatment Plan & Summary 

– NEW: Care Plan 

– NEW: Patient Questionnaire/response 

• Highlights: 

– Patient engagement 

– Flexible information capture 

– Care coordination 

– Full record 
 

 

 

 

 

 

HIMSS 2014 



 
 

Learn More, Stay in Touch, & Get Involved 

• Get on mailing list 

• Attend weekly calls 

• Get involved 

– Filling gaps in technical specs 

• Patient-originated notes 

• Diet & Nutrition 

• What else?  

– Recruitment campaign 

– HIMSS 2014 Showcase 

 

 

 



 
 

Contact! 

• http://www.himss.org/health-story-project 

• Mission statement 

• Value statement 

• Bibliography 

• Press release on HIMSS Health Story 

• HIMSS Staff Support 

– Celina Roth  

– Manager, Staff Liaison to the Health Story Project  

– Phone: +1-312-915-9213 

– CRoth@himss.org  

• Liora.Alschuler@lantanagroup.com  

http://www.himss.org/health-story-project
http://www.himss.org/health-story-project
http://www.himss.org/health-story-project
http://www.himss.org/health-story-project
http://www.himss.org/health-story-project
mailto:croth@himss.org
mailto:Liora.Alschuler@lantanagroup.com

