
 

 Steering Committee Meeting Minutes 

Jan 3, 2019  

Meeting Participants 

Committee Members 

 

  Jitin Asnaani, CommonWell 

  Mike Baillie, United Healthcare 

  Nancy Beavin, Humana 

  Steve Bounds, SSA 

  Ryan Bramble, CRISP 

  Hans Buitendijk, Cerner 

  Michael Hodgkins, AMA 

  Leslie Kelly-Hall, Healthwise 

  Rob Klootwyk, Epic (Matt Becker in for 
Rob) 

  Steven Lane, Sutter Health 

  Geoff Lay, Virence 

  Candace Levy, Bluestone Physician Svcs 

  Kathy Lewis, Surescripts 

  Tushar Malhotra, eClinicalWorks 

 Aaron Seib, NATE 

  Ryan Stewart, Dignity Health 

  Alan Swenson, Kno2 

  Jennifer Blumenthal, OneRecord 

Invited Subject Matter Experts and Carequality Support Team 

  Dave Cassel, Executive Director, Carequality 
  Chris Dickerson, Program Coordinator, Carequality 
 Mariann Yeager, CEO, The Sequoia Project 
 Eric Heflin, CTO/CIO, The Sequoia Project 
 Didi Davis, Testing Programs Director, The Sequoia Project 
 Jennifer Rosas, eHealth Exchange Director, The Sequoia Project  

 Dawn Van Dyke, Marketing Director, The Sequoia Project  
 Kati Odom Bell, eHealth Exchange Implementation Manager, The Sequoia Project 

  Bill Mehegan, The Sequoia Project 
  Steve Gravely, Gravely Group 

 

 

 



Meeting Summary 

Call to order 12:33pm EST 

Agenda 

 Roll Call, Agenda Review  

 Admin Items  

– Advisory Council Co-Chair Introductions 

– December minutes  

– HIMSS 19 preview  

– Carequality Board report  

 Push Notifications Use Case 

 Ongoing Workgroup Progress and Status 

– IG Updates 

– FHIR    

 CCA and CC Terms Updates  

 Production Operations Update 

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

agenda was discussed.   

Decision/Outcome: The agenda was reviewed and Dave added introductions of our Advisory 

Council co-chairs.  

Action/Follow up: n/a 

 

Administrative Items 

 December meeting minutes were emailed to the committee for review. Michael 

mentioned correction needed for Leslie’s attendance. Jitin mentioned CommonWell 

spelling correction. Hans made motion to approve minutes after corrections. Second by 

Steven. All in favor, none opposed. Michael abstained.  

HIMSS 

 There will be a booth at HIMSS, # 5079 

 

Discussion Summary: Dave asked if anyone is presenting at HIMSS 

Decision/Outcome: Steven Lane will be presenting Monday at 11:15 on Analyze the 

Remaining Gaps as Data Exchange is Expanded to Broader Stakeholder Groups and 

Supportive Innovation. Steven will also be participating in a DaVinci panel on Wednesday.  

 Nancy will do a session on Tuesday at noon, as part of the Payments track about 

payer/provider integration at the point of care.  

 Dave asked for Nancy to reply to the whole group with what the time that session will be. 

 Michael asked how many members of the steering committee are planning on attending. 

 Steve Bounds commented that SSA will have a group attend and have one presentation 

session. 

 Nancy commented that there is an interoperability panel with David McCallie from 

Cerner, Ricky Bloomfield from Apple, Sameer Badlani from Sutter and Lenel James from 

Blue Cross Blue Shield on Wednesday morning. Will send the link to Chris for 

distribution. 



 Nancy commented that this panel will be very interesting because we're really asking 

them to describe the network economy in the future, how do we handle all this new data, 

what is relevant to Care, what is relevant to interoperability, how does this impact 

decisions being made.  

 Jennifer commented that OneRecord will have a kiosk in the interoperability showcase 

right by the theater. We can show demos of Carequality if anyone interested in being 

connected. 

 Jitin is speaking at HIMSS Educational Session number 40 on Tuesday at 1:30 PM. 

Improving Care Coordination with Nationwide Data Exchange and it is from a 

CommonWell centric point of view. Jitin will also be speaking at a session with Dave 

Wednesday entitled: Making True Nationwide Interoperability Reality. Jitin is also 

speaking on Wednesday afternoon at 4:30 on Interoperability: Are We Making Progress.  

Steven asked if each of us who is speaking would send Dave the details and have someone 

compile them and send the details to this group. 

Action/Follow up: Dave asked everyone who is presenting at HIMSS to please send details to 

Chris/copy Dave and the info will be compiled into a single document that will be updatable. 

 

Carequality Board Report 

 Focus continues to be 2019 budget, and expanding revenue  

 Due largely to the corporate restructure and associated changes in the Sequoia Project 

membership program, our budget will project a slight loss for 2019  

– This was expected, and we have a reserve of funds that should cover the shortfall 

while still leaving us with additional buffer for 2020 (which hopefully will not be needed, 

but it’s there)  

– There are several options the Board is investigating for increasing revenue in the 

future  

o The most promising for the next 12-18 months are expanding document 

exchange beyond treatment, and continuing to forge ahead with new Use Case 

Implementation Guides 

Discussion Summary:  Dave commented that we continue to be focused on the 2019 budget 

and on opportunities to expand Carequality revenue.   

Questions/Discussion: n/a 

Action/Follow up:  n/a 

 

Push Notifications Use Case 

Background and Question 

 The Steering Committee has approved a project to develop a Push Notifications Use 

Case Implementation Guide  

 There remains significant interest from Implementers in this Use Case, and we have 

accounted for it in the proposed 2019 budget  

 The 2019 budget does NOT account for work on the TEF and pursuit of the RCE role, as 

both the costs and potential revenue are unknown  

 It seems reasonable to assume, however, that some costs will be incurred (primarily 

staff time but potentially external consultants and services)  



 Given the approach of both the holidays and anticipated announcements re: the TEF 

and RCE, we deferred our call for participation and kickoff of the Push Notifications Use 

Case  

 QUESTION:  Should we continue to defer for now? 

 

Discussion Summary:   Dave commented that the committee has approved a project to 

develop a push notifications use case implementation guide. We had anticipated 

announcements around the TEF and the RCE, and elected in December to defer the call for 

participation in the kickoff of the push notifications use case. Dave asked for feedback on 

whether we continue to defer or whether we move forward at this point with the push 

notifications, use case and forming work groups and getting that conversation started? 

 Questions/Discussion: Steven commented that it makes sense to proceed the work 

that will be done will not be wasted even if we ended up having to change course or 

move it onto the back burner. And that to pause for too long, you know, waiting for 

clarification from the feds is a recipe for undue delay. 

 Tushar agreed. 

 Leslie agreed and commented that we would not change anything dramatically in our 

assumptions around push notifications. We might as well get the work done.  

 Dave responded that to clarify, the biggest concern is not so much that the contents of 

the info blocking rule or something around the RCE would impact the substance of a 

push notifications implementation guide, but rather that we would look at it, see the 

timelines around the RCE for example, and need all hands on deck for the next two 

months and not be able to support these work groups that we just started. The resource 

implication was the reason for deferring when we thought that it was coming out 

imminently.  

 Jitin commented that one approach is to keep going forward and then we adjust. The 

second thought is that if you did start a work group and then immediately had to pause, 

everybody would understand. The third thing is, if we start the work for this and TEFCA 

disrupts it and it requires a you to fund another set of activities, do you feel that you have 

enough liquidity or fluidity to be able to make that pivot without affecting that play for the 

RCE? From a budget point of view, we will defer to you and the board to ensure that we 

are not stuck in a place where Carequality is not able to make the right kind of 

impression of them for that role. 

 Dave commented that there are a number of ways that we can approach the RCE and 

would anticipate a ramping up of my own work within reason over a short period to get 

some of that done. Potentially engaging some short term consulting help is conceivable. 

If we were to get the role, we have sufficient reserves and sufficient flexibility in other 

activities such that if we truly had to we will be able to make the RCE application push 

happen and put the best foot forward.  

 Dave commented that it does sound like there is a general consensus that we should 

move forward and not wait. 

 A member asked do you think would a release of TEFCA for another comment period 

cause us to pause this work or would it be the funding opportunity for the RCE that 

would cause that? 

 Dave responded that it would be the funding opportunity. We would work hard on 

comments but that is something that we should be able to do as we did the first round of 

comments; we worked hard on that, but it did not disrupt other activities.  

 



Action/Follow up:  The group has agreed to move forward with the Push Notification work. 

 

IG Updates Workgroup 

Updates 

 Currently, our discussion has focused on rollout and validation of document content 

policy.  

 Next topics:  

– Ongoing Validation Process  

o The validation process described in IG section 6.2.4 is designed to provide some 

sense of certainty that a good faith effort on the part of the Implementer is being 

put forth to maintain these connections.  

– Mandatory Reporting 

Discussion Summary:  Chris gave a quick update on the implementation guide updates work 

group. Our next items on the list will be the ongoing validation process and the mandatory 

reporting already listed in the IG. 

Questions/Discussion: n/a 

Action/Follow up:  n/a 

 

Document Content Validation and Rollout Conclusions 

 The group seems to generally agree on these points.  

– Conclusion 1: At this time, any validation program will focus on Implementers. 

However, the intent is that such a program will eventually be applied to individual 

organizations that are in production.  

– Conclusion 2: Carequality will utilize one or more approved testing programs to 

validate that Implementers are able to produce content that conforms with Carequality’s 

requirements (i.e. conforms with the CommonWell-Carequality Joint Document Content 

recommendations).  

– Conclusion 3: Implementers must test at least one live Carequality Connection that 

has upgraded their production system to software that the Implementer has made 

available to all of their CCs, though adoption beyond the tested CC is not necessary.  

– Conclusion 4: Carequality will strongly encourage Implementers to provide the 

capability to generate compliant content to all of their relevant Carequality 

Connections/End Users, as quickly as possible, while recognizing that Implementers 

may not have the ability to force the functionality without additional policy levers from 

Carequality, government, or other external sources. 

Discussion Summary:  Chris commented that there are four vital points. At this time any 

validation program will focus on implementers, the intent is that such a program will eventually 

be applied to individual organizations that are in production.  

Questions/Discussion:  Hans asked on conclusion 1, since this is the content validation, not 

every implementer would necessarily manage or have the tools available to help enhance or 

create content or unable to create that content. With respect to conclusion four, the organization 

that has the ability to generate compliant content would not necessarily be the implementer, it 

might just be the endpoints or the third party EHR that are supporting those endpoints. Can you 

identify whether there is recognition of the difference between, the implementer being a party 

that enables their end users to create content, versus an implementer that does not enable their 



end users to do that, but they are brokering or orchestrating the content. Do these conclusions 

recognize that difference in implementers or if it did, how does that play into this? 

 Chris responded that one important component to this, is that we have exemptions 

related to the key difference between those who are actually creating the content and 

those who are just a pass through or just making documents available that they're 

getting from other sources. So those organizations that are creating content themselves 

will likely fall into an exempted category.  

 Hans asked are we going to be achieving then some of the results that we would like to 

if we keep that exemption for too long a period of time? 

 Chris responded it will have to be considered through the rollout timing.  

Action/Follow up:  n/a 

 

Validation Exemptions – Draft 

 The key to these exemptions seems to be the distinction between groups that create 

content and those that do not. The group was presented with the following straw 

proposals.  

 Categories of Implementers should be exempt:  

– Any system that is not themselves an EHR or PHR system, but instead provides a 

gateway.  

 Ex. CommonWell, Kno2, Surescripts  

– HIEs that do no create documents themselves, but instead provides document 

responses in a federated model or responds from a repository of finished documents.  

 For new Implementers, an item will be added to the Carequality Implementer Application 

that will allow applicants to assert that they belong to an exempted group. 

Discussion Summary:   Dave commented that some in the work group suggested that we 

should take a wise approach to focus first at the level of those implementers who are creating 

content. We cannot control what the timeline is on which every EHR vendors’ customer is going 

to take the available upgrade or if ever. There may even be costs associated with the upgrade. 

Is it fair to do something punitive to a provider organization that faces what they see as a 

problematic cost of an upgrade? We decided to focus for now on the “content creators”. The 

idea would be to validate that the content creators can support the recommendations and that 

they are truly in existence in the field, i.e. that there is at least one live site that we could point 

to. After that, the idea from the work group was that we would see what happened organically 

for some time and our hope would be that we would start to see traction once the new code was 

available, and that you would start to see support for the recommendations rolling out in the field 

and could see how that was progressing, what patterns were emerging and determine how best 

to take the next enforcement step from there.  

Questions/Discussion: Leslie commented this is really great. As we think about content that is 

not traditional, that might be aggregating patient information, to make sure that as we draft rules 

and conventions, we are accommodating that organic change in the industry. 

 Dave responded that there was an acknowledgement of non-provider content for sure as 

part of this process, which indeed was just one of the many complexities around those 

who do not have a notion of an encounter, for example. We identify those cases for 

these types of non-traditional organizations and make generalized rules that work for the 

EHR's and provider organizations, the more we can take those and apply them 

generally. 



 Steve commented that it seems like it would be good to include a statement that if the 

HIE in fact themselves maintains encounter level documents, that those should also be 

made available. Within your text here, a repository of finished documents may well one 

hopes eventually include encounter documents and not just patient level documents. 

Even though they did not create the documents themselves, they still curate them and 

should make them available.  

 Dave agreed and commented that from an enforcement standpoint, puts a marker out 

there that we can then use as the transition point into giving harder requirements in the 

future. 

 A member commented that on the HIE point, are we saying that for an HIE that may 

collect encounter documents from a wide variety of EHRs, some of which might follow 

the recommendations and some of which might not, will the HIE be responsible to only 

respond with the ones that meet the recommendations or is the exemption such that we 

would expect the HIE to potentially pollute with documents that do not meet the 

recommendation? 

 Dave responded with the question: do we want to prevent the exchange of noncompliant 

document or do we want to rather foster the exchange of compliant documents while still 

allowing other documents? My opinion is that we want to foster compliant documents, 

but not necessarily cut off ones that do not meet the recommendations because there 

might still be a lot of value in them. 

 Nancy commented that it would be useful to know which implementers are meeting the 

new content requirements versus those that are not there yet. For example: if a payer 

needs all that content and anyone not having that full content does not add value, would 

we be able to determine when we query to only get back implementers that have 

completed the content addition?  

 Hans commented that there are two types of implementers: Those that have the EHRs 

themselves and those that are the brokers in between. It is ultimately not the 

implementers, they can make all the tools available directly, indirectly, but it is the 

organizations then also that need to apply it. It is the community that needs to do 

something and how can we get them there collectively, as many as possible, as quickly 

as possible, so that we are more consistent. Are we creating too many steps or are we 

creating a separate group of sources that some are okay not to be on a certain level yet 

and other ones are expected to be at a certain level and is that appropriate or 

reasonable? 

 Alan commented that we have talked about this on the work group calls: at what level do 

we need to test this and show that a group has shown that they are following these 

requirements? We settled on for now doing that at the implementer level and then 

moving down the chain potentially in the future rather than each individual connection 

because then we at least get to the point where for those that are likely EHRs and 

content creators, we can say that they support it. For example, showing in the directory 

that Epic for example, has certified that they support it, really only means that at least 

one Epic customer has this in production and supports it. There could be a live Epic 

customer that will not have this in their production environment for another year or two 

depending on their upgrade timelines. Maybe with eClinicalWorks or athena, it is 

different, but look at Cerner customers and how quickly they upgrade. We are not 

currently looking at individual connections. It is to certify that the vendors have supported 

it, but then once the vendors support it, how do we push to get it everywhere? 

 Dave commented: I have considered whether we should specify a particular thing within 

the document metadata, but hesitate to do something that goes against the template ID 

that the document adheres to, but somehow in the document Metadata, identifying it as 

compliant with these recommendations. If we could define such a thing, that would allow 



someone to structure the query so that it’s really only asking for compliant documents. 

That is something that we could consider defining. 

 Alan commented that is something that we could talk about, because that is in line with 

the document content discussions we have had. Right now the document content 

guidance focuses solely on the encounter summaries. For vendors that do not support 

encounter summaries today, then hopefully when they do support them, they support 

them in a compliant manner. You can assume if this encounter summary is available, it 

is compliant because that is how they developed it. For those that do support them today 

but are not compliant, maybe there is something we need to look at there, but with the 

CCDs, for the patient summary, one of the proposals in the document content was to 

come up with a new template ID so that we are not just going to reuse the CCD and 

change what everybody already has had to do for satisfying the government.  We would 

just come up with something else to be the patient summary document and then you 

would have a new document type for that compliant customer. 

 Michael asked in the work group itself, what level of agreement was there around the 

recommendations and validation exemptions?  

 Dave commented that there was very strong consensus around the basic step and that it 

is too early to say. We are still in the midst of discussions about these exemptions. It 

may also be too early for conclusions on those. In the case of those who fall under the 

Carequality service provider pricing model, for example, we do know whether there are 

EHR vendors who are connecting through their gateway and we could implement 

something for EHR vendor implementers and to those who are connecting through 

someone using a service provider Carequality model.  

 Michael asked what others who commented feel about that idea whether it would be 

sufficient for now to address your concerns. 

 Nancy commented that it would be preferable to use another HL7 standard template that 

is available, not something custom.  

 Alan responded there are two different encounter summaries that are used.  

 Steven commented that, with respect to sharing data with payers, the ability to be able to 

do this encounter level exchange as opposed to patient level exchange would solve a lot 

of the problems that we struggle with. So it seems like from the payer perspective, this is 

especially important. 

 Leslie commented as we think about encounters more broadly in the future, the payer 

data which will be the payment data might be the biggest link across the continuum. As 

the patients getting non-traditional care or getting online to Teladoc or other types of 

services grows, the payer might be involved. What we call an encounter has to be 

broadly considered because the encounter actually might be the source at the payer.  

 A member asked: are the content recommendations by this group aligning with any of 

the clinical quality measure work of NCQA or CMS, or is this more around payor use 

cases, treatment use cases? 

 Dave commented that the most important basic recommendation is that you need to 

provide encounter level data and specifically, clinical notes. There are a variety of other 

recommendations in there and details that were fleshed out by the group around exactly 

how encounter specific documents should be structured.  

 Michael commented that part of the comments or concerns that were being expressed 

have to do with this step wise approach and the other example that you raised about 

different templates so that a payer could request only compliant responses would be a 

goad to implementers to make this more readily available, is another approach. 

 Dave commented there are two separate things. The metadata option, for requesting 

only documents that comply with these recommendations, will take time to develop. The 



second piece, once a version is out there and available, while it is clearly not taken up 

immediately by everybody, it does filter its way out into an EHR user base. But there 

may be some intermediate options or good progress, we will not know until we get there. 

 Michael asked is there a way to monitor the progress of the option? 

 Dave commented that the primary monitoring mechanism would be at the end of this 

process there will be a validation program at the organization level to demonstrate their 

compliance with the recommendation. 

 Michael remarked that it seems like this discussion has raised questions or concerns in 

the Steering Committee that need to be brought back to the work group for further 

discussion.  

 Dave commented that we will talk with the work group about the template ID/metadata 

option. We will discuss the implementer versus content creator. 

 Alan commented that as far as the idea of using a template ID or something in the 

metadata. Is that something that would fall into the scope of the implementation guide 

work group to even do or is that something that needs to be in the document content 

document itself that then gets incorporated by the Implementation Guide Work Group? 

Because the latter would be a further out timeline than if the implementation guide work 

group were to add something to the implementation guide. It does not seem like that 

would be something in the implementation guide because now we are talking about the 

contents of the document itself. 

 Chris responded that it feels much cleaner to discuss this in the joint document content 

workgroup, which also hits a broader audience than those covered by the Carequality 

Connected Agreement, and put it in the recommendations document itself. We could talk 

about raising that with the group.  

 Alan commented that this seems like a topic that would be added to round two of the 

work group since we are trying to just finalize some fixes and clarifications and get it out. 

It is still fair game to talk about in the work group. The work group may be able to 

provide some input that allows the larger content group to come to a conclusion more 

quickly.  

Action/Follow up:  n/a 

 

FHIR Workgroups 

FHIR Workgroups Update  

 The Technical/Policy workgroups have been meeting since the 2nd week of Nov  

 Both workgroups have signed off on the following:  

– FHIR Use Case Proposal  

– FHIR Workgroup Charter  

 Both workgroups have created a draft outline of goals and have officially kicked off 

fleshing out the Technical and Policy decisions to be made around creating a 

Carequality FHIR Ecosystem  

 Policy/Technical co-chairs meet regularly to ensure group synergy and keep each other 

on the right track  

 The workgroups didn’t meet the last 2 weeks of 2018, but resume next week  

 Each workgroup has their own dedicated Carequality webpage where progress can be 

tracked on a weekly basis:  

– https://carequality.org/get-involved/technical-workgroup/  

– https://carequality.org/get-involved/policy-workgroup/ 

 



Discussion Summary:    Bill commented the FHIR technical and policy work groups kicked off 

a couple months ago. We have a very large and diverse representation and we are pleased with 

the progress made thus far. The caveat being we started the work right before Thanksgiving 

and had some starts and stops due to Holidays.  

Questions/Discussion: Steve asked if the use case proposal itself, is that available posted 

somewhere where we can all view it?  

 Bill responded that is on the Carequality.org website under the getting involved page.  

Action/Follow up:  n/a 

 

CCA and CC Terms Updates 

Background 

 The CCA Updates workgroup has approved a series of updates to the CCA and 

Carequality Connection Terms for Advisory Council’s consideration.  

 The group focused on a few specific topics  

– Definition of Carequality Connection, accounting for the variety of relationships that 

exist  

– Confidentiality of the Directory  

– Implementer Data Use 

Discussion Summary:   Dave commented on the highlights of the work done updating the 

CCA. We discovered that there were corresponding updates that needed to be made in the CC 

terms.  One key focus of the working group has been the definition of the Carequality 

Connection.   

Questions/Discussion: n/a 

Action/Follow up:  n/a 

 

Topics and Status (1 of 2) 

 Implementer Data Use:  Previously, prohibitions on data use by implementers were too 

restrictive, and specifically did not account for the fact that implementers may also 

handle data for their clients/members as business associates  

– Proposed updates to CCA Sections 13 (Acceptable Use) and 14 (Information Handling 

Transparency) finalized 

Discussion Summary:  Dave commented that we had some black and white restrictions on a 

data use by implementers. These restrictions did not envision the complexity of implementers 

providing other services for their customers. In that arrangement they may have to use 

information that was received via Carequality. We needed to acknowledge some of those other 

types of services that implementers may be providing and had some updates to the CCA that 

handled the details there.  

 

Questions/Discussion: n/a 

Action/Follow up:  n/a 

 

Topics and Status (2 of 2) 



 Carequality Connection Definition:  The previous definition was too simplistic in its 

approach, given the complexity in implementer-customer relationships and 

organizational hierarchies.  Proposed updates finalized for the following sections:  

– 1 Definitions:  

o 1.1 Adverse Security Event (very small change to address the definition’s use of 

the defined term Carequality Connection Terms)  

o 1.7 Carequality Connection  

o 1.8 Carequality Connection Terms  

– 15 Carequality Connections  

 Confidentiality of Carequality Directory:  The Directory has some sensitive elements 

(such as endpoint URLs, and vendor-client relationships) but is not “Confidential” as that 

term is defined in the CCA.   

– Proposed updates to Section 16 of the CCA, with corresponding updates to Section 13 

of the CC Terms 

Discussion Summary:  Dave commented that the Carequality directory is meant to be shared. 

In order to be effective, it has to be shared within the community of implementers, subscribers, 

and users. We added a paragraph into the confidentiality section of the terms that 

acknowledges the ambiguous status around the Carequality directory and defines the intent of 

how the Carequality directory is meant to be used. There is a significant backstop where you 

are not permitted to publicize or share the directory as a way of promoting your own products as 

the primary use and also not in a way that could reasonably be expected to harm another party. 

The biggest section of changes was to the definition of a Carequality Connection and there were 

a number of things that we had to deal with and clean up. We found a number of associated 

provisions that needed to be updated and changed to better reflect reality. 

 Dave provided redline copies of the CCA and the CC terms. Please do feel free to 

provide feedback offline. Those of you who are implementers have the 30 day periods 

that started yesterday, for providing us with feedback as part of a formal process.  

Questions/Discussion: n/a 

Action/Follow up:  Dave asked for feedback within 30 days. 

 

Production Operations Update 

 

~14M documents per month 

Estimated 100 million clinical documents exchanged since July 2016 

Discussion Summary:  Dave commented that our estimates of document exchanges has 

crossed over 100 million.  

Questions/Discussion: n/a 

Action/Follow up:  n/a 

 

Meeting was adjourned at 1:31pm EST 


