Theme 1 Governance – Corrections/Comments added 10/24/12
October 18th Meeting Agenda 

1. Expand MHDO to include clinical data (the Group focused its efforts on this topic and will meet again on October 25th to continue discussions on this topic and topics Nos. 2 and 3) 

2. Consider the work of the Theme 4 consumer engagement

3. What to do with MQF when funding sunsets under its current iteration in December 2013.  

1.  Expand MHDO to include clinical data 

Josh:  There are those who have interests in having clinical data in a public agency.

Shaun:  We don’t think that we are in favor of having government getting clinical data.  People are afraid of having their data going to the government.  

Poppy:  There are examples (Grand Junction) that show that having access to all data does improve quality.  This gets to triple aim. The difference is in true collaboration within the medical community. 

J:  What we are talking about is having the data available not only to the providers, but others.  

M: There are several questions—should it be done (clinical and claims)?  Well, we are already doing or planning to do it very soon.  So the question becomes should it be done by a public agency?  And then the question is calling it public is a misnomer because the data are not public in the general sense. 

S:  If the clinical data must be sent to MHDO, the voluntary piece will be lost. 

J:  Why does HIN or NNEACC  want PHI?  It’s because they want it for treatment, payment, and operations.  If having clinical data go to a government agency is a showstopper for HIN, is there a way to get clinical outcome information without PHI that can be used for treatment, payment and operations and quality purposes?  

M:  So how do we create the trust mechanisms? 

P:  To make the statement that consumers don’t trust government is myopic.   They don’t trust anyone.  It is not the government.  

M:  This is the real notion.  It’s not about the competitiveness of the data.  It is about creating a place where this valuable data can be used for appropriate purposes. 

J:  A reason why we don’t have trust is because we are not transparent.  Can we have clinical data in MHDO that comes in with PHI? 

S:  The way that can be done is by encryption versus deidentification. 

M:  There is a huge risk if we don’t allow clinical and claims data to be used for appropriate purposes.  

Dawn:  This is a once in a generation opportunity.  Build something that is flexible enough to meet needs and yet recognize the private enterprise.     

P:  The fragility comes from the competitiveness of the data.  It does not come from desire to have patient improvement.   We need to have a government oversight to make sure that this is not about systems competing for market share. 

KP:  It sounds like we are coming up with a recommendation.  Clinical and Claims must be merged.  

M:  It is part of the role of the committee to establish this merging.  There are several levels of deidentification.  One of them is you have encrypted the data at some level; you can’t get back to identification.  If the data in MHDO was encrypted so that it would be able to be de-encrypted for the right purpose—like plan sponsors, that would help.   They want it to merge with other sources of data like matching and not just “possible matching.”  This is in part an issue of cross-payer need.  

S: Double encryption makes it difficult to go back.   

 J:  Is there a way to take the clinical data with HIN and merge with claims data with MHDO to get information on high users, individual performance, etc.  

M: Northern New England Accountable Care Coalition is going to do this.    

S:  NNEACC is doing this but is working with providers to do this and you will find that the competitive issues arise.  

M:  We should have a stakeholder group to take the competitiveness issue out of the mix.  Historically, the data have been controlled not in “transparency.”  The use of the data has been done competitively.  

S: That has been the traditional sense.  But in the last six months, the structure has changed.  The holder of the data has released data for treatment purposes.  Now we are being asked to change our fundamental role--we are at the point that we have agreement with our large customers that the use of HIN data can be used beyond treatment, for payment and operations purposes, with one participation agreement that all these large customers sign.  

M:  Could MHDO have access to this? 

P:  Are these entities paying for this?  Paying extra?

S:  HIN already collects 80% of the data that are in claims so we are looking if we can get timely claims data from MHDO. 

M:  We are a system of multi-stakeholders.  We have carriers and customers, not just providers like HIN.    

J:  What if I want to look at providers in a practice? 

S:  HIN can give you deidentified.

P:  As you grow, you will broaden the use of my information that I did not intend the use to be.  When we go beyond the level of patient provider treatment, don’t we need government oversight?

Anne H:  We have two structures that the legislature has allowed.  We need to get beyond the competition issue.    

M:  We need to have the governance decided by all stakeholders and that all needs will be met in an equal way.  

S:  From a governance perspective, there is the role and legal statute of MHDO and there is the HIN contracts.  We would need to have group of stakeholders that is comprised of both entities’ boards. 

M:  You have described this basically as a “governance structure” for HIN.  The partnership model where there was no single government authority over a vendor whom data was submitted to, created an impasse and was a big reason for this legislation.  (Note:  That problem was highlighted in the Deloitte report.)  We would argue that there should be one single point of accountability and that should be a government agency.  

KP:  Health plans would want those same things.  

M:  There is a consensus that there is significant value in merging clinical and claims data.  It could be one or more data bases.  Where it should live and who has accountability should be in a government entity.   The carriers would not want the both sets of data in and controlled by HIN. 

S:  but the providers do want that. Unresolved is the competitive advantage and how we get buy in from providers.  

KP:  Dawn, can you come up with a stakeholder framework. 

D:  Yes. We can compile a list of already existing boards.   We report back to the legislature that we see the imperative of combining clinical and claims data. We support the feasibility study and we need to get the results of the study.  We need a multi stakeholder group(s) to develop the framework and pilot it for a year and then report back and go through steps to get to where we want to be, need to be in 3-4 years.  Establish the outcome and then milestones how we get there. 

J:  We would use the MHDO board and expand it—reconstitute the MHDO board to reflect the stakeholders.  That would be HIN added.  

Dawn:  We could have the MHDO board with advisory subgroups.  An MHDO board member would be a member (chair) of the subgroup to report back to the Board and vice versa.   

S:  Can we explain what needs to be changed / addressed to do that?  Some of this issue is that the carriers do not submit identifiable data to MHDO.  This is a key reason for needing to get “identify” information. 

J.   MHDO is not capable, in its current state, of evaluating the data which it is required to do under its enabling statute.  We need to report back on how to have an MHDO that can meet its responsibilities.  

P: We also need to know more about why that is evaluation is good? 

Discussion and agreement that Dawn and Josh would draft a recommendation.  

Draft Recommendation: 

Note:  this is a draft recommendation drafted by  Dawn with input from Josh, Michael, Anne, and Shaun, to be discussed at next meeting.  This draft recommendation was updated on 10/24/12 to include input from various 1818 members:      

Administrative data (claims data) is not by itself sufficient to evaluate quality of the health care systems at the individual consumer, provider, practice, hospital or payer levels.   Similarly, clinical data is not by itself sufficient to evaluate quality of the health care systems at the individual consumer, provider, practice, hospital or payer levels.

There is consensus that there is significant value in merging clinical and claims data.  This may be achieved through one or more data bases.    The MHDO is the steward and setter of policies on claims and quality of data.  We desire a single point of accountability which should be a government agency.  MHDO is a governmental structure that could provide this single point.   We  need to reconstitute the MHDO Board to carry out the public interest and establish regular ongoing  advisory groups who represent the broad spectrum of stakeholders, including individual consumers. 
We have two structures currently in place.—The MHDO which is an independent public agency defined by statute and given rulemaking and oversight authority of health care data and quality; and  Health Info Net a private entity that receives and exchanges clinical data and   that is currently under contract with the State to be the Health Information Exchange.    We need to examine the current relationship and contrasting roles of MHDO and HIN to determine and build the framework needed to serve the public’s interest in improving quality, accuracy, and timeliness and access to, both clinical and claims data. 
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