Theme 1 October 4th meeting  
1.  Background: Review of Policy Case  
Josh:  The policy case for LD1818 subcommittees has evolved with the input and comments from the chairs of the theme committees to better reflect the work of the groups.   (Reviewed the language included in the theme committees statement of policy case) 

Policy case:   A high quality and efficient health care system is in the public interest.  Everyone is involved with health care and a tremendous amount of public (and private)  funds are spent on health care. Successful health care system reform will result in improvement in care quality and safety, lower cost trends, and better patient experience.  Accurate, available administrative and clinical health data that is accessible to patients, providers, purchasers, payers, and researchers is necessary to analyze our current health care system and guide future development for overall improvement in population health and guide efforts toward a sustainable health care system.
Led group review of the new language.  General agreement, except for comments below:     
Shaun:  This policy case now includes clinical health data which adds complexity to the theme and I wonder if this is about MHDO? Do they want to get involved in clinical?

Poppy:  I am looking at the big picture that will be changing over the next five years.  We are not sure what will happen to clinical data which we need to develop.  We need to have a statewide HIE for the claims and clinical data rather than rely on regional ones.  

Shaun:  We should look at building a database; we already have a statewide HIE through HIN. 

Poppy:  We have an HIE now.  But will that—a HIN HIE be here in five years?  

2.  Discussion moved to structure of organization
Josh:  What type of structure would we recommend for the organization that helps achieve the policy case?  

Michael:  We would want to have  the clinical and claims combined-- would we want that in a private company with its own governance mechanism.   Should they be combined database in the MHDO?  

Katherine:  Perhaps some of the stakeholders would feel it is safer to have the government “sponsorship.”

Shaun:  Actually someone like MCLU may view it as state doesn’t have the top notch security.  

Josh:   The real point is why is the integration of clinical and administrative data a laudable goal?  We need to have it for quality and cost reasons.  So it is a given that we need to have both clinical and claims data integration.     

Michael:  We would want transparency of quality of care.  We also want to have access.  That is why the government may be viewed as better than a private entity.  An independent third party should be evaluating the vendors.   There is a credibility issue and we do not want to have dual data out there.  And they need access to all information not just their “customers.”  Accountability in the public sector is more than accountability in private sector.  

Shaun:  Some enterprise systems may perceive challenges to HIN as expressed by 1. How is the data being used? Treatment--that’s fine.   2.  For operations and payments, there is a perception that the info will be used for market share and competitive disadvantage.  

KP:  Equal public access for all is a “rub” for us.  

M: When I say equal access I don’t mean that everyone gets access to PHI.  It’s at an aggregated level.  

J:  The purchaser may look at value—high value and high quality for diabetics.  The purchaser would look at providers who have had been successful.  The provider would want to know the individual patients.  

M: That’s exactly what I meant. 

S:  If we have all hospitals and high percentage by 2014, why would we need to do more or different in the public sector?

M:  All of the provider data would need to be contributed so there can be an assessment of health and quality of services being delivered in Maine.  If we construct a data warehouse that has claims and clinical data, the data from enterprise systems would remain there.  

S:  Clinical data are not owned by HIN.   The issue of data ownership is a critical piece of this discussion.  

P:  The consumer is really the one who owns the data.  They opt in or out.  Now the competitive market is interfering with that.  

S:  The ownership comes down to the health care system “controls” the data, according to our legal counsel.   

S: Let’s look at establishing rules for access—deidentied or identified and that data comes from the several systems.  Relook at current rules of MHDO of identified/deidentified—release rules based on different levels and purposes.  So info could be released for treatment purposes.   (less release for payments and operations) 

P:  What is the difference between the data from MHDO and HIN’s HIE? 

S:  Claims—you know that the claim was paid for and what test done.  The results from the lab in terms  of what was done as a result of the lab, is not on claims data.  The clinical data is input before the claim’s process; so the provider through HIN’s HIE coming from the provider’s  E H R gets upcoding data.  

M:  Does someone have improved or better health outcomes from having a prevention program?  That would be an important analytical tool coming from having all of the clinical data for a patient or a population. 

S.  The HIN’s HIE is for individual patient treatment, so the analytics are outside of that.   
S:  HIN’s HIE is data one-patient, one-record though.  So, it can be released at aggregated data deidentified information such we do for Bangor Beacon.  In the past year, the providers have asked for information for deidentified aggregated data for payment.   

M:  How far can the data be taken out.  To the organization and to say State of Maine?

S:  Yes.  At the deidentified  point.  

P:  None of the people who have signed the consent form know about the 2nd way in which these data are used.  This data could be used for a competitive advantage. 

KL:  It sounds as if one suggestion for a recommendation would be to: Expand and formalize the relationship of MHDO (State of Maine) governance with no matter who has the clinical and claims data to allow the appropriate exchange of clinical and claims data. 

P:  What body of State government is going to ensure that the data are used appropriately?

M:  When claims data comes in the MHDO, the data are under the governance of MHDO.  However the data that is housed by someone else, that data are not in the governance of the State.  

A:  I would think we should go to a broader view of not just claims data coming into the MHDO but all clinical data.  

S:  Rules of the road for the following purposes:  clinical identified and deidentified  can be exchanged for this purpose.  

KP:  But that is voluntary.   

3.  Conclusion

Dawn:  We are at the end of our time, so Josh and I will put the notes together and it sounds as if we have some ideas that will flow from these discussions which we will work to make into recommendations.    

