
Patient Authorization Workgroups 

To address the needs of the Query Based Document Exchange Use Case, and create at least a starting 

point for future use cases, The Carequality Steering Committee has approved the formation of two 

workgroups for patient authorization to release records.  One workgroup will focus on technical 

considerations, the other on policy. 

 

Technical workgroup: 

 The workgroup will be newly formed, and not a continuation of former Query Work Group.  (For 

more details, see proposed work group composition below.) 

 The workgroup should focus on the technical specs required by the Query-Based Document 

Exchange use case, but attempt to make the approach as general as possible within that 

construct (i.e. use general elements of the messaging infrastructure such as SOAP headers/faults 

rather than elements that are specific to a particular IHE profile).  The workgroup will have 

discretion in this area but should provide rationale for an approach that is specific to individual 

transactions. 

 The technical scope is limited to conveying information on authorization to release the patient’s 

record as an all-or-nothing proposition.  The requester will NOT have to take different actions 

with different parts of a given document for different users (although it may choose to do so for 

its own purposes), nor will different documents need to be treated differently based on 

permission attributes of those documents. 

o Generally, it should be noted that Carequality may in the future adopt a more granular 

approach, in line with and appropriate to overall industry direction in this area. 

 Given that focus and scope limitation, the workgroup shall: 

o Develop a standard approach to indicate in response transactions that patient consent is 

required (likely used in doc query but not necessarily limited to that transaction) 

o Develop a standard approach to indicate in a query that the requester already has 

consent on file 

o Develop a technical method for distributing and identifying consent forms to be used  

 Given the technical focus of the work, the workgroup composition should be as follows (note, “if 

possible” recommendations are couched as such given the fact that it’s difficult to place very 

specific hard requirements on an all-volunteer committee, but should be followed if the 

applicant/recruit pool allows): 

o 1-3 representatives from provider organizations or physicians 

o 3-5 representatives from technology vendors (if possible, a majority of the vendor 

representatives should be Carequality Implementers) 

o 1-3 representatives from networks or service providers 

o 3-6 at-large SMEs who are not technology vendors, and preferably come from some 

combination of payers, SDOs, consultancies specializing in standards, and other 

stakeholders 

o At least 1 member should specifically represent behavioral health, and can come from 

any stakeholder group 

o The workgroup should have a total of 9-15 members 



 

 

Policy workgroup: 

 The workgroup will be newly formed, and not a continuation of former Trust Framework Work 

Group.  (For more details, see proposed work group composition below.) 

 Any question of when or if authorization is required is NOT in scope for the workgroup.  The 

CCA’s implementation of the Local Autonomy principle clearly leaves this question to each 

Implementer/Carequality Connection (CC). 

 The workgroup shall: 

o Develop policy requirements around the optionality of the patient authorization 

structure  

o Develop an interpretation of the non-discrimination principle as it pertains to 

authorization  

o Develop specific policy requirements for requesters that assert collection of a form 

(what exactly do they need to have done in order to state that they have the completed 

form from the patient in hand, what are their responsibilities with respect to providing 

an actual form upon request, etc.) 

o Determine whether consensus can be reached on limiting the scope of the transactions 

for which patient consent can be required.  Specifically, can consent be taken out of 

scope for the patient discovery transaction?   

o Consider alternative assertions to those involving an actual form, e.g. an assertion that 

is system-generated based on a defined care team relationship defined in the system.  

Consider whether this is/how this could be sufficiently differentiated from the 

Permitted Purpose assertion to add value. 

 The workgroup composition should be as follows (note, “if possible” recommendations are 

couched as such given the fact that it’s difficult to place hard requirements of this type on an all-

volunteer committee, but should be followed if the applicant/recruit pool allows): 

o 3-5 representatives from provider organizations or physicians 

o 1-2 representatives from technology vendors 

o 2-4 representatives from networks from networks or service providers 

o 1-2 representatives of patient interests 

o 0-5 at-large SMEs from other stakeholder groups 

o At least 2 members should specifically represent behavioral health, and can come from 

any stakeholder group 

o If possible, it would be beneficial to have some carryover experience from the original 

Trust Framework Work Group 

o If possible, having 1-2 members of the group who are also part of the technical work 

group would be beneficial (if it is not realistic for anyone to be ongoing members of 

both workgroups, willing members could take turns representing their workgroup at the 

other workgroup’s meetings) 

o The workgroup should have a total of 9-15 members  

 



Timelines: 

The technical workgroup is expected to meet the following timelines (with adjustments possible with 

Steering Committee approval, based on explanation and then-current progress): 

 Develop draft specifications by July 8th 

 Complete feasibility/beta testing September 23rd  

 Finalize proposed specs for Advisory Council and Steering Committee review by October 28th 

The policy workgroup is expected to meet the following timelines (with adjustments possible as noted 

above): 

 Develop draft policy guidelines by September 23rd (with periodic consultation with both 

Advisory Council and Steering Committee during that time) 

 Finalize proposed policy requirements for Advisory Council and Steering Committee review by 

October 28th  

 


