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Meeting Summary 

Call to order 12:34pm EST 

Discussion Summary: Roll call was facilitated, and a formal quorum was established. The 

agenda was discussed.   

Decision/Outcome: The agenda was reviewed, and nothing was added. 

Action/Follow up: None. 

 

Agenda 

 Roll Call, Agenda Review  

 Admin Items  

– Meeting Minutes  

– Carequality Annual Meeting/Steering Committee In-Person  

 Sequoia Project Restructure Update  

 Document Content Recommendations and Proposed Next Step  

 Push Notifications Use Case  

 FHIR Use Case  

 Production Operations Update 

Administrative Items 

 Michael made suggested resolution to extend the terms of expiring Steering Committee 

members until such time as the seating of the new Steering Committee members and 

that the terms be shortened to correspond to our normal September expiration. Motion 

was made by Hans to approve, second by Nancy. All in favor. None opposed. Motion 

carried. 

 July 25th Ad Hoc meeting minutes were emailed to the committee. Nancy motioned to 

approve, second by Ryan. All in favor, none opposed. Hans abstained due to his 

absence for the July 25th meeting. Motion Carried, minutes approved. 

2018 Annual Carequality Meeting 

 The 2018 Annual Carequality Meeting is going to be held October 25th and the 26th at 

the Gaylord National Harbor in Maryland. The registration is now open. Dave 

encourages everyone to register if you have not already. 

Questions/Discussion: n/a 

Action/Follow up: n/a 

 

Sequoia Project Restructure Update 

Discussion Summary: Mariann gave an update. Since we last spoke with the group, we took 

the concepts that were shared with the group and with your input on a governance model and 

have been translating that into draft corporate documents. We are currently completing iterative 

reviews of three sets of corporate documents. One is for the current legal entity under which the 

eHealth Exchange will operate and then the new company, Sequoia and new company, 



Carequality. We plan to review those with the executive committee of the Sequoia Board of 

Directors next week and then present them to the Sequoia board as a special meeting 

September 4th. That will include getting their approval on the corporate documents which lay out 

how the board structures will work relative to their respective governing committees and the 

relationships between Sequoia and each of those eHealth Exchange and Carequality Inc.  

 We had planned to review those draft documents with you today and what has cropped 

up as a by-product of the many discussions we have had is being clear about 

membership and having a member strategy defined and taking a look at the role of 

members and whether there should be a single class of members in the company that 

we have today or multiple classes with different voting rights. The board decided that 

eHealth Exchange participant network fee should sustain that network, Carequality 

similarly that the implementer fees should help sustain the Carequality framework and 

implementers and that Sequoia will provide management services, but have very limited 

authority other than whether or not Carequality should dissolve or go bankrupt or major 

decisions that would be the only circumstances in which the Sequoia would have a 

voice. 

 We have approval moving forward with those and we will circulate a PowerPoint deck 

and a copy of the corporate document to the Steering Committee for your review. We 

had to take an inventory of all the assets, tangible and intangible, that are currently are 

housed in the current legal entity and identify those which should transfer to Carequality 

and we worked with Dave on that list. We will need member approval to change the 

corporate documents as well as to transfer assets. We will be hosting a special meeting 

of all current members possibly the first week in October, to present the restructure and 

to seek their approval for the asset transfers and the changes to the corporate bylaws. 

There is still work to be done in terms of the mechanics.  

Decision/Outcome: Steve Gravelly commented that once we receive the member approval, we 

get the new Healtheway Inc. and the new Carequality Inc. chartered under the Virginia State 

Corporate Commission as non-stock membership corporations. We will hold an organizational 

meeting, at which the boards are seated for those corporations, officers are elected and other 

routine corporate actions. We will be convening the boards of directors for all three companies 

and then this Steering Committee will appoint three representatives to serve on the corporate 

board of Carequality Inc. We will be coming back to the Steering Committee to start thinking 

about who those three individuals should be because we would like to have them in place for 

the organizational meeting of the board that will occur in November.  

Action/Follow up: n/a 

 

Document Content Recommendations and Next Steps 

Background 

Evolution of the group:  

 The Document Content Workgroup was created with the goal of identifying guidelines for 

document content that would yield the highest impact on document quality while 

minimizing development burden on our Implementers.  



 In January of 2018, the group was expanded to include members of CommonWell and 

rebranded the Joint Document Content Work Group (JDCWG).  

 On June 7th, the Work Group released their final detailed recommendations. 

Discussion Summary: Dave commented on the background of the document content project. 

Recommendations have been developed and we also have some enhancements to the 

previous document exchange implementation guides from a patient request perspective. That 

was created to identify guidelines for document content that would have a high impact. We 

discovered as the work was under way, that the CommonWell has very similar working group in 

place and we expanded the Carequality work group, having the CommonWell folks join the 

Carequality work group that was in place and it was recast as the joint document content work 

group. In June, the work group did release their final recommendation. 

Decision/Outcome: n/a 

Action/Follow up: n/a 

 

Key Recommendations  

 Exchange participants should provide (and consume) Encounter Summary Documents 

in addition to Patient Summary Documents  

 Encounter Summary Documents should be based upon the C-CDA template for 

Progress Note (Outpatient/Ambulatory) or Discharge Summary (Inpatient/Hospital)  

– These were the most generic encounter-level templates currently available  

 Content in Encounter Summary Documents should reflect information at the time of the 

encounter, acted on during that encounter  

– Side effect:  Encounter Summary Documents may only include a subset of the ONC 

Common Clinical Data Set  

 C-CDAs provided should reflect the scope of document query parameters  

 Encounter Summary Documents should include clinical notes 

Discussion Summary: Dave commented on the key recommendations, but most 

foundationally, "Exchange participants should provide (and consume) encounter Summary 

Documents in addition to Patient Summary Documents."  

 The baseline for Carequality and outside Carequality in many cases as well is that at a 

minimum, organizations will be able to provide a patient level summary document of 

things like meds, problems, allergies and additional details that are depending on the 

generating system. We would like to make sure that we get to a next level where you are 

able to produce that patient level document and give that current snapshot as well as 

more depths of historical context and from encounter specific documents. The 

recommendation there is that the C-CDA templates to be used for those documents are 

the progress note templates in the outpatient world and the discharge summary in the 

inpatient world. Further those encounter summary documents, the group's 

recommendation was that we make sure that the content in those documents reflected 

information at the time of the encounter and acted on during that encounter. For 

example, there are very few "Shall nots," in the documents. There is one shall not of 

including current snapshot information as a placeholder for encounter level information. 

If you do not know what the medications were at the time of the encounter, you simply 



should not include medications in the encounter summary. The information included in 

that document should only be what you know was valid at the time of the encounter. 

Questions/Discussion: A member commented that some use a definition of an encounter 

saying that if the physician reviewed the med list or if the labs were reviewed, they should be 

included. 

 Dave responded that there may be specific recommendations for some of the key data 

elements along those lines. 

 Steven Lane responded I think we said that it was appropriate for providers to include 

that text in their encounter notes if they wanted to. We were trying to avoid bringing in a 

current problem list or med list from the date of the query and trying to attach that to an 

encounter document that occurred at some date in the past, where the current 

information would not be applicable.  

 Dave commented that it does give guidance on this. The main goal was to ensure that 

you would not see an encounter summary from six years ago and see the medication list 

from today. That there would be information that was correct as of the time of the 

encounter and reviewed by the physician.  

 One of the main drivers for the encounter summary was having an appropriate vehicle to 

include the many useful notes that are typically present in a patient record. The 

encounter summary documents are intended to include clinical notes. The documents 

provided should reflect the scope of the document query parameters. In the document 

query, there are a number of parameters that you can place there indicating that you 

want documents to cover a certain time range. The use of those parameters is 

complicated and may need more precision added on this particular recommendation. We 

are going to get the document content work group back together to address typos and 

other pieces of feedback that have filtered in.  

 A member commented that "C-CDAs provided scope of the document query 

parameters." There are two points of view. One is to say that at the end of the 

encounter, that structured document is created based on a number of criteria and then is 

available. The other one is that when somebody asks for the document, they have the 

ability to find some of those query parameters and that defines the scope of the 

encounter summary. My understanding was that the content of the encounter summary 

is meant from the perspective of the provider who provided the care, not necessarily 

from the perspective of the provider who is asking for that document to be made 

available. Can you clarify the difference there and how that impacts the scope of 

document query parameters? That would mean that the requester of such documents 

has less flexibility than the creator of the documents.  

 Dave responded that the goal is to ensure that if someone asks for documents from the 

past six months, they will not get something from 10 years ago. The intent is that more 

documents either exist or they are going to be dynamically generated based on 

standardized logic and will include information from encounters that fall within the query 

parameter time range. 

Action/Follow up: n/a 

 

 

 



Next Steps 

 Adoption of the recommendations are not required for Carequality Implementers. Our 

next step will be to decide how to incorporate these recommendations into Carequality’s 

document exchange requirements.  

 Proposal:  Charter a workgroup to draft updates to the Query-Based Document 

Exchange Implementation Guide that incorporate these recommendations (and other 

proposed changes related to patient initiated queries)  

– The Advisory Council is supportive of this approach  

 Note, “incorporating” the recommendations could take various forms  

– Recommending, but not requiring  

– Incentivizing in some manner  

– Requiring, with a long ramp-up time period  

 Other efforts, such as a joint “content connectathon” with CommonWell, might be 

pursued in parallel 

Discussion Summary: Dave discussed the next steps. The main thrust of the work group 

would be adjusting document content as well as ensuring that those recommendations that we 

had made earlier around patient initiated queries are actually then formally adopted into the 

implementation requirement.  

Decision/Outcome: A member commented that the ONC is currently asking for input on the 

2019 ISA Standards Advisory, by October 1, so that they can create that annual version. The 

question is, should Carequality suggest to ONC that, while still working out the template 

definitions in the Carequality framework, that at the same point in time, awareness of having 

those two templates of encounter summaries available as standards for summary care records? 

That might be helpful to at least start promoting and get some more people on board. It would 

be an additional next step in parallel to expand the awareness of the availability of these 

templates.  

 Dave responded that is a possibility. The only question really that comes to mind is 

whether the document rises to the level of being a "standard", however that's defined for 

the ISA.  

 Eric commented that it is a great idea and we could add it to a categorization with an ISA 

of emerging standards to monitor.  

 A member commented that it should be categorized as emerging implementations 

classification. Even if ONC decides that, since it did not go through a standard 

consensus process, bringing it up as a comment and therefore those are public 

comments that are attached to it, even that step in itself already has value and when 

they accept it to be included as well with appropriate considerations on limitations or 

other things, that they can provide appropriate context and that might be associated with 

that, we feel that this is a reasonable set of templates that should become part of the 

library, working with HL7 to work it through the developing process so that it gets that 

level of standing and that can be done as well, so that it progresses in that sense as well 

as a recognized template together with all the other document types.  

 Eric responded this could be considered to be a package of templates. 

 A member agreed and commented that the structured doc and group in HL7 is just about 

to talk about this as well. There are going to be places where the suggestion to include 

in the ISA is going to be discussed and that there is interest to promote that further and 

let it follow the path to make it part of the library of C-CDA document templates. It will be 



great for Carequality to do, there is support in a number of groups that have interest in 

that and that are talking about including it in the feedback to the ISA.  

 Dave responded that with the joint branding of the document, we want to make sure to 

stay in coordination with CommonWell. There would be a fair amount of power in a joint 

comment, even if we separately comment on lots of other things about the ISA, having a 

joint comment of Carequality in CommonWell on this particular topic, seems valuable 

and something that we could probably coordinate.  

 A member agreed and Carequality and CommonWell should jointly agree on how to 

provide feedback to say, we developed this and would like for you to consider it for ISA. 

Other organizations, and groups or individuals that might raise it as a suggestion and we 

would not need to coordinate with them as long as they are supportive of it.  

Action/Follow up: Dave asked Hans send an email to Dave and Jitin indicating we had this 

conversation and then Dave and Jitin can take it from there. 

 Dave asked if there any concern about moving forward with the working group as 

proposed?  

 No objections raised.  

 Dave commented that we have a work group charter that we will send around for your 

review and an email approval and we have the meeting coming up in early September 

where we can discuss further if needed, but we can move forward and get a group 

constituted.  

 

 

Push Notifications Use Case Proposal 

Push Notifications Use Case Proposal Update 

 Proposal outlines the components necessary to consider in evaluating and prioritizing 

full operationalization of the Use Case  

 Conclusion:  Development of the Use Case is feasible, at a cost and over a timeline that 

could be slightly lower/shorter (although not significantly) than what we experienced for 

Query-Based Document Exchange  

 In July, we sought good faith statements of intent from implementers, assuming 

“reasonable” development requirements and fees  

 We received statements from numerous implementers that they would complete the 

development required to support the Use Case 

Discussion Summary: Dave commented that the conclusion we had come to is that 

development of the use case is feasible and the cost and timeline are lower/shorter than what 

we did with query based document exchange. We did seek a good faith statement of intent from 

implementers and received statements from numerous implementers that they would be in favor 

of completing the development and participating.  

Decision/Outcome: n/a 

Action/Follow up: n/a 

 



Budget and Resource Considerations 

 We are significantly under budget for Program Support  

 2018’s budget included 7 months of support for two separate workgroups  

 Carequality staff are able to handle others  

 Of the 14 months of budgeted external contractor workgroup support, this plan would 

use 6  

 NOTE – With restructuring, we do need to be conscious of potential budget constraints 

for 2019, with this work continuing significantly into the new year 

Discussion Summary: Dave commented that in terms of budgets and resources for 2018, we 

are significantly under budget for program support. Our budget did include seven months of 

support for two separate work groups. It does look like Carequality staff, the other work groups, 

including the FHIR work groups are all listed out here. We would use six of those 14 months 

under this plan. We do need to be conscious of the impact of restructuring, not necessarily a hit 

to revenue, but revenue going into different buckets and there will likely be some higher costs to 

operating separately.  

 

Push Notifications – Proposed Next Step 

 Charter two workgroups to address the policy and technical requirements outlined in the 

Use Case Proposal  

 Approve charters either via email or during September meeting  

 Seek workgroup volunteers without preset stakeholder targets  

– Once volunteers have come forward, review results and determine if additional 

stakeholder recruitment is needed 

Discussion Summary: Dave commented that we are proposing to move forward with two work 

groups. We will seek volunteers for different stakeholder groups and then circle back after we 

see who has come forward, look at how the group is constituted and then see if we need to do 

any active recruitment to ensure balanced representation from other key stakeholder groups. 

Decision/Outcome: A member asked about the value of having the two separate work groups, 

the policy and the technical?  

 Dave responded that in query based document exchange is that it was beneficial to have 

two different groups. One of which addressed policy and asked do we want to set 

policies around full participation? What does that look like in this context? Running down 

the Carequality principles of trust and the requirements identified in the use case 

proposal and addressing anything that is policy related. The technical group is delving 

into specifications and standards and technical transactions and the underlying 

standards for whatever technical architecture we are working with. 

 Micheal asked to what extent are there any dependencies between those work groups? 

Does the technical work group depend on anything the policy work group is working on 

or vice versa? 

 Dave responded yes, that does happen. There should be representation from the two 

work groups in the other group meetings, making sure the work groups are aware of 

what each other are doing.  



 Micheal asked does it mean that one work group has to start ahead of another work 

group? For instance, does the policy work group need to be well into its work before the 

technical work group or is that not necessary? 

 Dave responded that is not necessary. There are requirements identified already and a 

preset agenda that both groups could get a start on at the same time. As questions 

come up from one group for the other, those can be prioritized and addressed.  There is 

one dependency possible for the policy work group to get started sooner. The policy 

work group would be run by Carequality staff rather than external contractors on the 

technical side. That may be a reason why the technical group would start later as a 

logistical aspect.  

Action/Follow up: Dave asked the committee if this proposal as outlined seemed reasonable 

and that we can move forward with chartering two work groups, engaging or at least 

investigating an appropriate contract resource for the technical work group and presenting those 

proposed charters to the committee for review? 

 A few members commented their support. None opposed. 

 Dave commented that we will proceed. 

 

FHIR Use Case Proposal 

FHIR Use Case Proposal 

 A Tiger Team was formed in the Spring of 2018 to help us create a FHIR Use Case 

Proposal (for applying Carequality governance in a FHIR exchange ecosystem) to put in 

front of the Advisory Council & Steering Committee later this year  

 The Tiger Team wrapped up last month and there is a FHIR Use Case Proposal for 

review  

 Our expectation is that much of the healthcare industry either has started implementing 

FHIR at some level, or is planning to do so, and will amenable towards utilizing 

Carequality’s governance for their FHIR deployments  

 We believe that additional stakeholder groups (like PHR vendors and payers) will be 

interested in adopting the Carequality framework if we add the FHIR Use Case to our 

repertoire  

 We also expect that the 21st Century Cures Act will push vendors towards FHIR 

deployments and the Carequality governance model would be what the industry needs 

to help make this a reality 

Discussion Summary: Dave commented that we wrapped up the tiger use case and have a 

FHIR use case proposal. There are others interested in FHIR that can be brought into 

Carequality. We are expecting that 21st Century Cures are likely going to push others toward 

FHIR deployments. We would like to have Carequality governance ready for that eventuality. In 

an effort to learn from the push notifications, we asked implementers about their interest in this 

use case.  

FHIR Use Case Proposal 

 Similar to push notifications, we have had interest from implementers in pursuing this 

use case.  Equally important, we have significant interest from prospective implementers 



who aren’t likely to deploy SOAP-based document queries but are eager for FHIR 

opportunities  

 We believe that the development of the Use Case is feasible - most likely at a cost and 

over a timeline that is comparable to what we experienced for Query-Based Document 

Exchange  

– We believe we can learn from the QBDE experience, but until proven don’t believe it’s 

prudent to assume any shorter timelines  

 As a next step, we’d plan like to charter Technical and Policy workgroups to draft a 

FHIR-Based Exchange Implementation Guide 

Discussion Summary: Dave commented that we have significant interest from perspective 

implementers. We think that reasonable estimate for cost and timeline is probably the query 

based document exchange work. We are proposing moving forward with chartering technical 

and policy work groups for the same reasons as discussed for push notification to draft a FHIR 

based exchange, implementation guide for Carequality in line with the requirements outlined in 

the use case proposal. 

Decision/Outcome: A member asked is the PKI infrastructure envisioned in this process? 

 Dave responded that there is a security structure envisioned in the requirements. There 

would be a single security mechanism that would be used across the board so that you 

would not have to use method one for patients and method two for payers and method 

three for government and method four for provider to provider. The intent is to address 

that here. 

 Eric S asked do you mean across the board for FHIR? Or across the board for covering 

both FHIR and documents? 

 Dave responded that is across the board for FHIR. We can have the conversation about 

how this interacts with query based document exchange.   

 Eric S commented that these various methodologies and implementation guides would 

be living under the Carequality umbrella and it would be nice to have as much 

standardization as possible.  

 Dave commented that there will be some considerations but not everything is going to 

completely translate. There can be commonality and we should be striving for that.  

 A member commented that the proposal is for comprehensive FHIR use cases and the 

different variations of them. Technical and policy work group are being charted and one 

of the key first steps is to put in place some logical scoping facing components through it 

that can help manage the timeline better and asking what are some of the key things to 

get out first or prerequisites to make it work. The use case proposal is very 

comprehensive, but if we try to achieve everything all at once, that may not be realistic.  

 Dave responded that referring to a generic Carequality governance but then ultimately, 

they still have to be a dedicated resource. That is going to be an incremental process of 

getting those resources defined and that is distinct from setting up the policy and broad 

technical common structure. 

 A member commented that across the common structure would be more the elements of 

it. Hopefully we can point to implementation guides and profiles already out there, as 

much as possible, because we could quickly be overwhelmed in that space.  

 Dave agreed and commented that the requirements as they are laid out in the proposal 

documents are fairly clear that we are really focused on the general structure.  



 Dave asked Bill to take a note for our review as we are looking at converting that 

document into the work group charter, we can be explicit on this front as well that we are 

looking initially at the general structure that will be common to the use of any resources 

under the Carequality framework and for the actual resources themselves. Hopefully we 

will be able to point to others, there may be some things that we end up choosing to fully 

speck out on our own.  

 A member asked if on the document where it mentions the ability to do document 

queries using FHIR infrastructure, the query based document exchange may need to be 

updated to reflect that one can do with the XCA, XCPD approach or with the "FHIR" 

approach. 

 Dave responded that we may not have explicitly addressed that in the use case proposal 

document. Document queries via FHIR, would be one of the first core initial set of 

resources that we would want to include from the beginning.  

 Eric H commented that we helped create a standard called MHD, which is a way to use 

FHIR to exchange clinical documents and it is a standard we could point to, instead of 

starting from scratch. 

 A member commented that would be great and then if that can run in parallel with or is a 

phase, that might make it more manageable.  

 Eric H agreed and commented that the typical methods of authenticating and authorizing 

in FHIR are different depending whether or not you allow intermediaries or direct 

consumer access. It is important to clarify those use cases to drive the security design. 

 A member asked would that mean that while it may be one policy work group, there 

might be multiple technical work groups to tackle this? 

 Dave responded that could work and still be feasible. We could have a single policy work 

group and then we can figure out the right cadence for that group to meet as a whole, 

but then perhaps also, meet in sub-committees.  

 Dave asked Bill to go to the minutes for this meeting or the recording to gather this 

information.  

 Bill B commented that in the charter draft, we mentioned that we have to decide which of 

the FHIR interoperability paradigms are going to cover and in what order. The FHIR use 

case we talked a lot about rest and using resources but as has been discussed, you can 

also exchange documents, you can exchange messages, you can exchange services, 

so there is a lot that can be done. We do need to target which pieces to tackle first and 

in what order. 

 Dave responded that we want to be flexible and need to define the permitted purposes 

and that there is guidance in there that we support the purposes that are outlined in the 

draft TEF. The permitted purposes will look similar to those for query based document 

exchange. If you want to participate in each of those purposes, there may be a need for 

full participation to define the minimum set of resources that if you claim to be a 

treatment or operations participant, that you need to actually support. There does seem 

to be a need for some sort of baseline where if someone is participating in Carequality 

you can be assured that they should support a medication resource for treatment, for 

example. We started thinking about a charter in anticipation. We will be reviewing, 

flushing those out and I think tweaking a little based on this conversation.  

Action/Follow up: Dave asked if anyone had concerns with moving forward at least with 

flushing out those charters? It is worth discussing the charters, getting them out for review and 



then discussing them further at the September meeting to see if anything additional needs to be 

added. 

 No objections were raised.  

 Dave commented that we will move forward with that approach then.  

 

Production Operations Update 

Discussion Summary: Chris commented that we have had a huge jump in our clinical 

document exchange, so an estimate for June is 8,000,000 and we are looking in the 11,500,000 

million in July. Since July of 2016 we have over 42,000,000 clinical documents exchanged. With 

increases in activity through Epic, as more and more sites start using their connection, we are 

seeing higher levels of exchange. The monthly rate of increase between the June and July 

numbers have been in the millions. We are excited about that progress and as we continue to 

sign on new implementers we are continuing in the quest to getting them tested through and 

brought live.  

 

Meeting was adjourned at 2:28pm EST 


