Our definitions and use statements will be posted, so there is no need to go over them or to say anything about ourselves.  Attendees will likely be logged into the MSM wiki during the afternoon.

Timeline for your comments/feedback: 

Part A – Real examples to get discussions going (3:00-3:30 minutes)
After a few minutes of introduction, Lealem presents three stories about NASA MSM experiences consisting of (10-15 minutes)

1. NASA’s initial attempts to utilize integrative physiological modeling and the lessons learned regarding verification, validation and credibility assessment

2. Based on the lessons learned, how NASA restructured its modeling and simulation approach to establish and apply believable models

3. Modular approach to physiological modeling and simulation, and the benefits and challenges when handing credibility assessment (e.g. uncertainty/error propagation across two modules). To illustrate this, Digital Astronaut Project’s work in

a. Exercise physiology modeling

b. Microgravity induced visual impairment

Open to attendees and panel members to pose questions to Lealem (did you do this, that, …) and suggest their own ideas about implications for IVPs. (this discussion may last 10 minutes as lead into part B)

Part B – Panel 4’s recommendation and input on the issue of “How to instill confidence in models and simulations for clinical and research applications?” (3:30-4:00)
We can work out a succinct bulleted list of features/requirements we believe are needed to achieve this. But I (Lealem) also recommend 5 minutes of talk time for each panel member to articulate their perspective. I will not need to talk during this time since I’ve talked enough in the first part. Besides, my position can really be summarized as:
"…the vetting of models and simulation is a much larger process than just V&V and uncertainty quantification."  NASA's term: developing model credibility – (this will be covered in the first presentation)
The end of p1 & top of p2 in [VV & UQ discussion points 10Oct12] makes a similar point.

Proposal: Teleconference in the morning of Friday October 18th to discuss these points and come up with a single slide with our succinct position. Some questions we need to answer in doing this include:
· Should we recommend that we avoid focusing narrowly what is viewed conventionally as computational model VV & UQ, but rather think in terms of incrementally building credibility and degrees of trust?  
· If so what are the core elements that need to be captured?
· Should model falsification be an integral component of this as well as validation? 

Rationale: If I validate a mechanistic model, I gain no new knowledge. When I falsify that same mechanistic model, I gain useful new knowledge.
· Does it make sense to have a new Working Group that is dedicated to formulating M&S vetting processes for at least the MSM consortium?

Tony’s opinion: please comment.  The very first IVP prototype will use/draw on many different models.  Among these will be 1) conceptual models; 2) software models; 3) models that simulation-to-referent mapping models for different population subsets; 4) data models: the actual wet-lab/clinical data (and its provenance) against which IVP components were validated; 5) models of multi-attribute similarity used to achieve multi-attribute validation targets; etc.  

Information needs to available (accessible from within the IVP) that documents credibility for each. That credibility may change when the use case shifts to a new individual for the same diagnosis/treatment decision.  Clearly this process is far larger than the VV & UQ issues of engineering & physics models. 

A component may be falsified for use in one context but not in another.  A cause-effect cascade may be falsified for use clinical context, but not in another.  

Open to attendees and panel members to pose questions and ideas on what is needed for establishing proper methodologies for building confidence in M&S for clinical applications such as IVP (this discussion may last 10 minutes as lead into part B)

Scribe(s) take notes during discussions to expand the list of “requirements” for developing model vetting process, which will then be further fleshed out during Part C, which will be held as a breakout session. The notes should be compiled in a format that all participants can see the final list.
Part C – Breakout discussion to discuss “requirements” for vetting models and simulations for clinical based applications (1 hour discussion on day 2)
· Either on a projector or handout, present the list of “requirements” compiled by the audience

· Stating requirements helps make clear how credibility will be established.  

· Form all of the issues and various use cases touched on above, we can begin to state desired IVP requirements. Doing so will suggest a path forward.  Do you agree?

· We can allow time attendees to react to and discuss requirements.  

· For example: 

· IVPs should be assembled from components (modules, possibly multiscale modules) that have separately established credibility. 

· For any one module, we will need several, equally plausible (yet different in identifiable ways), exchangeable variants. 

· Modules must be capable of operating in new environments (including being connected differently to other modules), so the goal is that they be (as software) quasi-autonomous. 

· 
The components should be intuitive and easy for any healthcare provider to understand (they are increasingly biomimetic in form and function).

· If should be easy to look inside an IVP during simulation to observe how events are unfolding.  



· If you like the idea of listing requirements, we can extend the list and allow time for attendees to comment on and discuss each.  We may not yet have the technology to specify and reify these requirements, but they still serve to specify the path forward.

· The nice thing about requirements, is that it is easy to move from requirements to use-case-specific specifications.  Different use cases may have the same requirements, not the same specifications: no need for one size fits all.   



If we are really trying to address the issue of how do we go about making models believe able, the I think by the end of this we need to answer some key questions and have an action plan in motion to take us to the next level. For example:
· Does it make sense to have a new Working Group or Committee that is dedicated to formulating M&S vetting processes for at least the MSM consortium?

· If the answer is yes, then we need to take the next step by

· Nominating the leads

· Clearly defining what the products of this working group is and by when

· If the answer is no to the idea of forming a working group or committee, then we need to decide

· Who is going to take on the responsibility of developing what is needed
I am sure there will be more questions like these we need to answer, but I think the goal should be focused on vetting of models to build confidence of the end user for clinical or research applications.

�To further facilitate this, should we try to get input from the other panels on the definitions? This may help us to all be on the same page and improve our chances of winning people over an any of our forward plan proposals


�Tony, this is a good discussion point you might want to talk about during your five minutes. This gets into M&S personal philosophies, which I think you should have an opportunity to express.


�Tony, after reading this again, I am not sure I agree. Perhaps I am reading it wrong, but this seems to be discussing about modeling philosophies. If so, I would say this is divergent from the goal of our panel. This almost gets at “coding practices”





Given that the purpose of our panel is to deal with the issue of answering the questions of how we build confidence in models, the requirements are not for what  IVPs should be but rather for the process of vetting IVPs and M&S.





The truth is that when it comes to establishing models for a problem of interest, there are different ways of establishing a credible solution…


�This is getting closer to the issue we are supposed to address. I think it is a matter of articulating this in the form of what needs to be 


�Comment 3 applies here too





