2017-10-17 Editorial Advisory Group Face-to-face

meeting, Bratislava

Date 20171017
0700-1500 UTC

0900-1700 Bratislava time

0500-1300 Eastern Daylight Time

Attendees

Chair:
® Jim Case
AG Members

Keith Campbell
Guillermo Reynoso
Bruce Goldberg
Paul Amos

Jeremy Rogers

Meeting Files

Sepsis models.pptx

Complications and sequelae update.pptx
Allergy Topics.pptx

2017 KDIGO Update

Zoom Meeting Details
SNOMED Int'l Editorial Advisory group

SNOMED International - Editorial advisory group conference call
uTc

Please join my meeting from your computer, tablet or smartphone.

https://snomed.zoom.us/j/680315399

Observers: Apologies
Monica Harry ® Jeff Pierson
Krista Lilly

Maria Braithwaite
Donna Morgan
Maggie Lau

Ismat Mohd Sulaiman
Toni Morrison

Eric Rose

Cathy Richardson
Elze de Groot
Katrien Scheerlinck
Nicola Ingram
Regis Charlot
Phuong Skovgaard
Gary Dickinson
Timothy Williams
Emma Melhuish
Alejandro Lopez Osornio
Matt Cordell

Penni Hernandez
Candy Barth

Rita Barsoum
Corey Smith

Scott Campbell
Mary Kennedy

Raj Dash

James R. Campbell

Meeting recording

The folder containing the meeting recordings is located here.


https://www.google.com/url?q=https%3A%2F%2Fsnomed.zoom.us%2Fj%2F680315399&sa=D&ust=1507317854581000&usg=AFQjCNF4tjJi3B5_zPx-LEvtXANLUiVwMw
https://confluence.ihtsdotools.org/display/~jcase
https://confluence.ihtsdotools.org/display/~kcampbell
https://confluence.ihtsdotools.org/display/~greynoso
https://confluence.ihtsdotools.org/display/~bgoldberg
https://confluence.ihtsdotools.org/display/~pamos
https://confluence.ihtsdotools.org/display/~jrogers
https://confluence.ihtsdotools.org/display/~mharry
https://confluence.ihtsdotools.org/display/~klilly
https://confluence.ihtsdotools.org/display/~mbraithwaite
https://confluence.ihtsdotools.org/display/~dmorgan
https://confluence.ihtsdotools.org/display/~mlau
https://confluence.ihtsdotools.org/display/~isulaiman
https://confluence.ihtsdotools.org/display/~tmorrison
https://confluence.ihtsdotools.org/display/~erose
https://confluence.ihtsdotools.org/display/~crichardson
https://confluence.ihtsdotools.org/display/~edegroot
https://confluence.ihtsdotools.org/display/~kscheerlinck
https://confluence.ihtsdotools.org/display/~ningram
https://confluence.ihtsdotools.org/display/~rcharlot
https://confluence.ihtsdotools.org/display/~pskovgaard
https://confluence.ihtsdotools.org/display/~gdickinson
https://confluence.ihtsdotools.org/display/~twilliams
https://confluence.ihtsdotools.org/display/~emelhuish
https://confluence.ihtsdotools.org/display/~alopez
https://confluence.ihtsdotools.org/display/~mcordell
https://confluence.ihtsdotools.org/display/~phernandez
https://confluence.ihtsdotools.org/display/~chall
https://confluence.ihtsdotools.org/display/~rbarsoum
https://confluence.ihtsdotools.org/display/~csmith
https://confluence.ihtsdotools.org/display/~wscampbell
https://confluence.ihtsdotools.org/display/~mkennedy
https://confluence.ihtsdotools.org/display/~rdash
https://confluence.ihtsdotools.org/display/~jcampbell
https://confluence.ihtsdotools.org/display/~jpierson
https://confluence.ihtsdotools.org/download/attachments/47690034/Sepsis%20models.pptx?version=1&modificationDate=1507297240000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Complications%20and%20sequelae%20update.pptx?version=2&modificationDate=1509061320000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Allergy%20Topics.pptx?version=1&modificationDate=1509061365000&api=v2
https://drive.google.com/open?id=0B-R8twXfGuriT3V4WDRXajE3bmM
https://drive.google.com/drive/folders/0B-R8twXfGuriUzdBbl80SlZxSXc

|x[]
ey

Recording seps...SMOMED CT.docx

Objectives

® Obtain consensus on agenda items

Discussion items

Item Description Owner Notes Discus
1 Call to order JCA
and role call
2 Conflicts of JCA
interest
Approval of
minutes
20170928
3 Continued from | JCA Based on requests from UKTC: Summarn
20170928: past
Change of The concepts are discussit
name for 726018006|Autosomal dominant medullary cystic kidney disease (disorder)|
genetic diseases 723373006|Autosomal dominant medullary cystic kidney disease with hyperuricemia (disorder)| . Ut
726017001|Autosomal dominant medullary cystic kidney disease without hyperuricemia (disorder)| cy
for
The FSN for these concepts align with Orphanet, OMIM and Genetics Home Reference. The request from the UKTC is ret
I's
All terms should ideally be replaced by autosomal dominant tubulointerstitial kidney disease (ADTKD) (see KDIGO report). The above terms are not 2"

necessarily the same and don't really reflect the improved clinical descriptions of the disease based on genetics. ADTKD reflects the inheritance, common

phenotype caused by different mutations and can be used for suspected cases. This is well described in the KDIGO report. They also make the point it is fCh

a simple term to use and that MCKD is frankly inaccurate! SOI*I
D

As above. | would favour not using these terms MCKD 1 and 2 even though they may be commonly used at present. ADTKD-UMOD or ADTKD-MUC1 cu

would be the preferred names. The list of genes is also increasing making a single term more appropriate. . I

on

ADTKD would be the parent and the children would be ADTKD associated with UMOD mutations and ADTKD associated with MUC1 mutations. co

fol

It is anticipated that this type of request will become more frequent as the move towards genomics continues. "

Fs

Question: Do we go with the current naming convention to align with Orphanet (our current "Source of truth") or try to keep pace with the evolving nature ch

of content in this area? cr:
a

ch

10/6/2017: Response from Orphanet wi

ad

After checking, | confirm the proposed modification of nomenclature from your contact. These modifications don't change the concepts nor the current va
mappings. cl

To sum up, here is the new configuration: on

su

ORPHA34149 Autosomal dominant tubulointerstitial kidney disease (Disease) ve

ORPHA88949 MUC1-related autosomal dominant tubulointerstitial kidney disease (Clinical subtype) (formerly MCKD1) ch

ORPHAB88950 UMOD-related autosomal dominant tubulointerstitial kidney disease (Clinical subtype) (formerly MCKD2) sti

ORPHA217330 REN-related autosomal dominant tubulointerstitial kidney disease (Clinical subtype) (formerly FIJHN type 2) rei

* st

Question: Do we change the FSN or inactivate and replace? In this case it is clear from the response that the "meaning" of the concept is unchanged. For St
organisms, we have adopted the policy that when taxonomic names change, it is not the organism that changes, but the term representing the organism, D

thus we rename the FSN for the concept and retain the "older" term as a historical synonym as the naming transition for searching convenience. Should at

we adopt the same policy for disorders, or does this constitute a substantive change compelling us to inactivate and replace? z‘f’

fol

sp

he

da


https://drive.google.com/open?id=0B-R8twXfGuriT3V4WDRXajE3bmM
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ECE Update

Findings related
to skin wounds

Specimen from
subjects other
than the patient

BGO

JCA

JCA

® Sepsis/Sepsis-associated organ dysfunction.
The third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3) published in 2016 state sepsis is a multi organ dysfunction

syndrome due to an infection or more specifically due to an dysregulated host response to infection. Current model places sepsis as a subtype of SIRS
and infectious disease which is not consistent with Sepsis-3 definition. Proposed model: IsA Multiple organ dysfunction syndrome due to infection.

Discussion by ECE
Sepsis models.pptx

Question: Would a new pathological process of dysregulated host response be required in order to fully define sepsis?

A number of requests related to findings related to surgical skin wounds and pressure injury findings reveal an issue with current structure. Most of the
requested terms are Findings related to skin wounds, but currently 262526004 |Wound of skin (disorder)|is a disorder, so cannot be used as a parent for
findings related to skin wounds. There is currently 225552003 |[Wound finding (finding)|, but it is not specific to skin. 262526004 |Wound of skin (disorder)
|currently has 65 immediate subtypes, many of which could reasonably be viewed as findings (e.g. “Abrasion of X").

Need to make a determination of whether observations related to wounds (i.e. color, discharge, odor) should be placed in a subhierarchy different from the
"Wound (disorder)" itself.

Currently we have many concepts in the specimen hierarchy that include “from patient”as well as those that do not include it as an ancestor. Since the
subject of record is the default for specimens, we would like to retire these apparent duplicates, but then we run into the problem of specimens derived
from other sources such as donors or normal control patients.

They cannot be subtypes if the intended meaning is “subject of record”..or can they, since the context is implied? How do we structure the specimen
hierarchy to account for this?

What are the analytical implications of having different sources for specimens as subtypes of one another?
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WAS-A
Inactivation
redux

JCA

Concerns have been expressed about the impending inactivation of existing WAS-A relationships:

"This topic has consulted with the CMAG and UKTC. The feedback from CMAG was that this should not be a priority. The size and efforts are small for
content maintenance. The potential impact could be high if we make changes. The feedback from UKTC was to delay the changes until 2018 when they
move to RF2. Furthermore, they still think it would be useful to provide information for WAS A by technical means centrally. "

See additional discussion

Jeremy R
presentec
use case
these terr
within the
UKTC.

Guillermc
Reynoso
Describec
history of
A relation
The obse
was mad
these
relationst
have not
updated f
number o
years so |
represent
full scope
inactivatic
relationst
The WAS
relationst
no longer
available
was primi
usedton
“limited"
concepts,
were mac
inactive ir

The abilit
segregate
from the «
using a
approach
also sugg
Also sugc
that these
moved bé
the UK
extension
that they
full contrc
how to us
them as t
are not ne
by other
extension

It was

suggeste
if there is
needto h
access to
A relation
for transit
closure, t
complete
these car
reconstru
fromthe |
files. whic
would be
complete
the currer

There wa
discussio
about the
ambiguity
REPLACI
BY, whict
alsonolc
used.


https://confluence.ihtsdotools.org/display/editorialag/Inactivation+of+WAS-A+relationships
https://confluence.ihtsdotools.org/display/~jrogers
https://confluence.ihtsdotools.org/display/~greynoso
https://confluence.ihtsdotools.org/display/~greynoso

10

Morphologic JCA This arose during a review of "Disorder of stoma (disorder)" Currently there are 16 disorders and 23 findings that have a value of 245857005 |Stoma

abnormalities as (morphologic abnormality)|. As the stoma is a morphologic structure within a body structure, is it legitimate to allow this as a finding site? For the most part
values for the terms that use this value are nonspecific to the site of the stoma.
FINDING SITE
302818009 k
Disorder of stoma (disorder)
64572001
Disease (disorder)

363608007 415588005
Finding site (attribute) Stoma AND/OR site of stoma (morphologic abnormality)

Additionally, it is unclear what the use of 91241007 |Stoma site (morphologic abnormality)|, given that the site of a stoma can be values using any

anatomical site.

Questions:

® s 302918009 |Disorder of stoma (disorder)| a useful clinical term other than as a grouper term?
® There are 403 disorders and 433 Clinical findings with morphologic abnormalities as values for FINDING SITE. Should these be remodeled to a

normal anatomy finding site with an ASSOCIATED MORPHOLOGY.

* How does one model generic terms such as "Hemorrhage of stoma"? currently modeled:

226129005
Stomal bleeding (disorder)

302013002
Disorder of stoma (disorder)

272725004

External stoma (merphologic abnormality)

363608007
Finding site

118875008
Associated morphology

)ag

50960005
Hemorrhage (morphologic abnormality)

® Current editorial guidance and MRCM rules allow for the use of morphologic abnormality concepts as values for FINDING SITE. Should this

guidance be tightened?

What is an JCA We have a number of terms, both disorder and procedure that deal with "infected prosthesis". In general, prostheses themselves are not infected, but the
"infected surrounding soft (or bone) tissue adjacent to the prosthesis can become infected. This infection often does not have a demonstrable causal or temporal
prosthesis” relationship to the procedure. Currently these are modeled with an ASSOCIATED WITH relationship:

"

473023007
Complication associated with device (disorder)

118224001

Complication of procedure (disorder)

47420007
Associated with (atiribute)

47420007
Associated with (atiribute)

Question:

71383002
Procedure (procedure)

40062001
Device (physical object)

How do we best represent the true nature of the infection? This is especially important when we deal with "Removal of prosthesis due to infection” and

concepts such as "Infection of implanted cardiac device (disorder)".?

Based on previous discussions regarding "causal chain", should this be a DUE TO relationship since the infections would not have occurred if the

procedure had not been done?
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“Acquired”
disorders vs.
Congenital
disorders

JCA
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https://docs.google.com/document/d/16q123OG-_97GQwuPmO4zZyEiRT9ea18bbdvG5kQQMp0/edit
https://docs.google.com/document/d/16q123OG-_97GQwuPmO4zZyEiRT9ea18bbdvG5kQQMp0/edit

There are existing "Acquired X (morphologic abnormality)" concepts, but these are very much analogous to the "Congenital X" morphologies that
we are trying hard to get rid of.

"Acquired” and "Congenital" are not morphologies, but timeframes. We do not have a way of denoting "All periods of life after birth" like we do for
"Congenital". If we did, then we could create a fully defined concept grouper of "Acquired disorder", which would subsume all concepts that had
any OCCURRENCE value later than "At birth", but then it would require that all acquired disorders have a valid OCCURRENCE relationship.

This approach might also open the door that all disorders that are not specifically “Congenital” have an OCCURRENCE relationship stating that it is
required, which seems to be “overmodeling”. While we can use the "Acquired deformity” morphology concepts currently, due to the lack of many
useful subtypes of "Acquired X" morphologies, it would only be a partial solution.

The HoT is not in favor of recreating the problem in "Acquired" concepts that would mimic the type of concepts we are trying to inactivate in the
Congenital space. However, the current guidance related to “Congenital” is not totally correct, because there are many conditions that can ONLY
be congenital, even if the FSN does not state it (For example, aplasias or supernumerary structures). So the guidance does need to be updated.
One potential solution is to create a primitive grouper of "Acquired disorder” and then using that as the proximal primitive parent, adding the
necessary relationships to make acquired disorders defined. It is a kludge, but it would allow for full definition.
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Update of EAG
Workplan

JCA

Review and revision of current workplan
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https://jira.ihtsdotools.org/browse/PCP-71?jql=text%20~%20%22acquired%22
https://confluence.ihtsdotools.org/download/attachments/16417288/Editorial%20AG%20work%20plan%20draft.docx?api=v2
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Use of the
Oxford comma
in FSNs

JCA

The Oxford comma is a comma added after the penultimate term in a list, e.g. For example "Disorder of head, neck, and shoulders”. The purpose if its use
is to make explicit the fact that the terms are part of a list. The editorial guide is silent about its use, but the example provided does not use the Oxford
comma.

There are currently 347 FSNs in SNOMED CT that use the Oxford comma. Most of these are terms obtained from other terminology, such as ICD and
nursing. There are 2500 FSNs that contain comma delimited lists, but do not use the Oxford comma.

Question:

Should SNOMED CT be consistent in the use of this grammar mark or maintain fidelity to the original source of the terms that do use it?
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Group

Placement of "conditions” and "predispositions" as clinical findings as opposed to disorders. - BGO

Device disorder vs. device failure
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https://confluence.ihtsdotools.org/display/~bgoldberg
https://confluence.ihtsdotools.org/download/attachments/47690034/Complications%20and%20sequelae%20update.pptx?version=2&modificationDate=1509061320000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Complications%20and%20sequelae%20update.pptx?version=2&modificationDate=1509061320000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Complications%20and%20sequelae%20update.pptx?version=2&modificationDate=1509061320000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Allergy%20Topics.pptx?version=1&modificationDate=1509061365000&api=v2
https://confluence.ihtsdotools.org/download/attachments/47690034/Allergy%20Topics.pptx?version=1&modificationDate=1509061365000&api=v2
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