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	TOPIC
	LEAD(S)
	TIME
	NOTES

	1
	Roll Call, Welcome, and Introductions
	Maria Michaels, TEP Co-Chairs: Bill Lober/   John Loonsk
	3:00 – 3:05
	Roll call of TEP members based on new protocol, which will be used for attendance documentation going forward.

	2
	Background & Definitions
	Bill Lober/John Loonsk
	03:05-03:20
	Background & Definitions: SLIDES 4-19
-Briefly described the data lifecycle. 
- Fast Healthcare Interoperability Resource (FHIR) is a way to organize clinical data into standardized objects, which can be combined like building blocks to solve different representation goals. The objects have attributes that are optional slots where relevant metadata can be stored, for example, observation resource, lab values.
- FHIR is a consistent way to move data, FHIR is a standardized set of containers (shown in slide 7) and can help avoid proprietary data models that necessitate building adapters (analogous to international electrical plug adapters) to connect data models.
- The “four-legged stool” is propped up by the “legs” of common clinical data representation, ecosystem, Application Program Interfaces (APIs), technical transaction representation that support different aspects of FHIR.
- Consideration of data authorities and the levels of data that can be accessed is important. Need to address Identifiable data, Limited data set, and Deidentified data in context what can be accessed by whom and where in the ecosystem.
- Data authorities need to be considered in the context of public health and Health Insurance Portability and Accountability Act (HIPAA), which may require additional supplement legislation or regulation in addition to HIPAA
- Constraints on Research authorities and considerations for distributed queries, which have been articulated mainly as a way of trying to navigate data authorities and advanced analytics on clinical data and potential technical architecture, to differentiate between the incoming and outgoing data form the healthcare environment.
-Consideration of leveraging implementation in the clinical environment is important. Meaningful Use helped, but the architecture that can be implemented will vary depending on the clinical side, and these are some aspects that need to work through.
- The path to Implementation may involve advancing through FHIR API, broader FHIR International standards, and adoption spectrum.
- Considerations of how to advance the health needs in the busy clinical environment without further burdening the providers.
- From the standpoint of use cases, we need to consider the role of surveillance, including understanding the difference between sentinel, active, and passive surveillance to have implementation and Technical Reference Architecture to meets these different needs.
- Definitions (System, Reference Architecture, Initial Implementation, Reference Implementation, Registries and U.S Core Data for Interoperability (USCDI))
 - We will continue to develop the list of terms so that we have a commonly shared terminology.
- Map data needed to USCDI, use USCDI wherever possible, and recognize the variation from USCDI.

	3
	Use Cases
	Aaron Harris (Hepatitis C)
Wendy Blumenthal (Cancer)
Brian Gugerty (Healthcare Surveys)
	03:20-03:35
	Use Cases: SLIDES 20-24
-One percent of the United States population is living with Hepatitis C and over 50 percent of people are unaware of their infection. Since 2014 there is Highly affecting antiviral available with over 95 percent cure rate. The division of viral Hepatitis and The U.S. Department of Health and Human Services (HHS) working towards 2030 Hep C elimination goal, by reducing incidence by 90 percent and getting 80 percent patients to link to care and treatment. 
- Tracking the diagnosed and treated patients is essential and utilizing Hep C as a Use case in this project, can improve public health reporting and achieve the 2030 Hep C elimination goal.
-The CDC national Program of Registries, in collaboration with the cancer registries community, has developed and published an HL7 Clinical Document Architecture (CDA) and Implementation Guide (IG) but did not use FHIR and has limited EHR uptake. Using FHIR will enhance more EHR uptake.
- The cancer Use case will help asses in addressing the gaps in Workflow, the triggers, and leverage or expand the FHIR IG developed by HL7 for breast cancer and Minimal Common Oncology Data Elements(mCODE) for all other cancers to address the public health information needs.
- The Healthcare Surveys Use case focus on sending EHR data to a system hosted at federal level.
-Developing an FHIR IG for the Healthcare Surveys Use case in alignment with USCDI will help in defining how EHR data can be used in automated data collection, thereby reducing the healthcare provider and HIT module vendors burden.
Note: Inputs from the Subject Matter Experts (SMEs) for other Use cases are welcome as it will help to identify the gaps and help to build a Reference Architecture that captures those needs.

	4
	TEP Workgroups
	Maria Michaels
	03:35-03:55
	TEP Workgroups: SLIDES 25-30
-Three Workgroups (WG) have been created, one for each use case and the Technical experts are divided into 1. Clinical Workflow & Business Processes 2. Data Standards 3. Reference Architecture/Authorities/Policies.
- When the Use cases are fully modeled, the focus will be on Technical requirements WG and the SMEs from each Use case WG will be part of each Technical requirement WG, helping to incorporate the perspective of each Use case into the requirements. As the work is in an agile fashion, we may have to go back and forth between a focus on the use cases and a focus on the technical requirements based on the need.
- Experts in Evaluation will be part of each Use case so that we can identify the aspects for each of Use cases and each of Technical requirements to be evaluated and to determine if there is any improvement in the development of a Reference Architecture
- It is important to have SMEs from additional use cases providing different perspectives in each WG to help not only in modeling the use cases but also ensuring the broader needs are identified.
Note: Initial WG roster are assigned based on information submitted in the brief form you were asked to complete (if not completed, please complete it by clicking this link).

	5
	Summary/ Q&A, Action Items, Announcements Next Meeting
	Bill Lober/John Loonsk, MedMorph Project Team
	03:55- 04:00
	Actions:
- Each Use Case WG should meet and begin working on the items listed in the slide #28. ​
-Those who are SMEs in use cases other than the three main use cases should identify the same items for their use case to have ready for the technical requirements discussions as well as participate by asking questions to surface important aspects of each of the main three use cases​
-Those who are technical experts should raise questions of items that would need to be defined for each use case in order to be able to work through the technical requirements in the next phase​
-First meeting for each Use Case WG will be convened by the MedMorph Team Member who is a SME in each respective use case​
-During that meeting, a WG lead should be identified for subsequent meetings​
-Meeting frequency and duration should be determined for each Use Case WG

Q&A: 
Julia Skapik: What is the expectation across the WG’s collaboration to come up with uniform output vs. sharing actual physical content or let each WG work towards their end they like and see what the differences are at the end?

Maria Michaels: First Iteration of the use case WGs is to focus on the items listed on slide # 28, identifying the needs and gaps. This information will flow into technical requirements WGs, and this is when the solutioning starts. The idea is to start with a common denominator and see if we can come up with different modular ways to address the needs. This could include identifying multiple possible solutions and later determining whether we should develop a single approach or multiple.
Bryan Gugerty: It is very important to get TEP involved now in modeling the use cases, which will flow into the technical requirements as outlined in slide # 26. When the contractor is on board, they will select a formal use case methodology, for example, UML, Domain analysis modeling, Business process modeling, and they will be in collaboration with TEP on agile development. It will be useful later in the project when the contractor comes on board if the TEP can now discuss issues regarding policies, authorities.

DuWayne Willett: On the scope of Use cases, looks like they are related to specific conditions. Is that what is desired? To be disease/condition-focused? Are some use cases are too general, for example, how to create patient registries and patient-reported outcomes that can be shared between institutions, what qualifies as a use case, and what is too broad to be approached by this method?
Maria Michaels: Your examples are not too broad. It is not a single Use case issue, for example, the issues sharing local patient registries with other organizations would be relevant across different use cases, which is ultimately what we want to identify as “common denominators”. We are trying to create a Reference Architecture that can be flexible and work for multiple use cases, helping in reducing the burden on providers and organizations.

Bill Lober: Regarding goals for each Use cases, It will be interesting to see how the process unfolds and to what extent the described goals come together in a common structure.
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