Health Data Work Group
September 28, 2010

Minutes

Present:  Jim Leonard, Anne Perry, Barbara Shaw, Andy Coburn, Jim Highland, Sally Sutton, Dora Mills, Shaun Alfreds, Nancy Kelleher, Al Pryshunka, Jim Harrison, Tony Marple, Lisa Tuttle, Barbara Crowley, Garret Martin, Elizabeth Neptune, Barbara Sorondo, Mike DeLorenzo, Alexander Dragotsis 
1. Introduction of Work Group Members – Anne Perry welcomed everyone.  People introduced themselves.
2. Welcome – Jim Leonard thanked everyone for their participation and briefly discussed the current status of health data in Maine.  The purpose of the workgroup is to look at the data infrastructure in our system and explore and examine if the data is robust enough to meet the challenges facing the system, such as an ACO need for different data in a timely fashion, public health efforts requiring new sources of data, the High Tech Act providing an opportunity to explore and develop the data infrastructure and the statewide effort to promote meaningful use.  Maine has an exchange and a history of using resources in a usable way, and through Maine Health Management Coalition has explored how to make health care delivery more affordable and better quality, PHS has used data in effective ways including survey data on trends, etc.
Maine is at a point going forward where we could modify how we have been doing things to support new advances in different the models being developed.  The charge today is to look at the data structure and develop a statewide data plan.

3.  Project Overview - Andy explained what we are trying to do today is understand the charge of the committee.  There are only 4 meetings.  He envisions an architecture that would support a health system at all various levels from policy to patients and consumers.  The committee’s primary charge is to figure out the architecture of the system which has a backbone of information and the ability to use that information effectively.

Andy reviewed the slides that were distributed.  The 1st slide states that the charge is to develop a roadmap that this is a means to an end about how we build a system the supports the state’s data needs. 

How do we get better users of the data?  How do we build organizations that have the ability to use the data effectively?
Side 2 addressed the scope of the project and raised the question about how broad do we want to go, and where do we focus our attention so that it will be most relevant and useful.  We will be doing a gap analysis, what should we focus on in doing that inventory. The inventory will be done through a series of conversations with the keepers of the data.
Slide 3 addresses the structure and includes both public health and private health data.
Slide 4 included a chart of the current and potential architecture of the health data system prepared by Jim Highland. Jim explained the slide which distinguished between operational purposes (real time) and analytical purposes.
Questions and Discussion – 

We need to add national data to chart, for example MaineCare has more disabled people than the national average, but using national benchmarks would be helpful.
Hospital encounter data from MHDO also needs to be included.

Non-hospital and uninsured are not included in MHDO data yet.

National data provides benchmarking, but a lot of quality data has moved to AHRQ.  How do we reference national? Are our efforts redundant, such as the hospital blue book?
Lynn Blewett, of the State Health Access Data Program, has focused on state health data around the country, to figure out how to use national data better for state health purposes.  She will be here at next meeting to talk about how Maine fits in the national picture.

Is there some thought about adding tribal health facilities, 5 have data systems that they report into, some people are in MaineCare and others as non-insured.  Also veterans should be considered.

For state agencies, there is a need to define data so that the scope is not too big.  Are we talking about health status indicators and health care utilization?  We need to hone down definition of health data for our purposes. Vital statistics and reportable diseases from MCDC also use data from MHDO and analyze them and put them out. There is also environmental health data which may be useful at some point.
Epidemiologist data is huge. Raw data is usually bad data, so we also need to look at the epidemiologist infrastructure, which is quite critical.

What is the vision we have? Concerns were expressed that the inventory we have is just looking backwards and may not be useful, but should look forward.  

We miss patient experience and things not traditionally measured, such as, transportation, which is a real issue for many people, but we have no way to measure this. People are going to ERs because of access issues, which are traditionally missed.

Do systems have the ability to respond to a search engine? Can the system respond without a lot of time? How we can use the system as a search?  
Broad objectives include transactional data bases to support care.

We need to get scope and objectives defined so that we can put resources where they are needed the most in fulfilling the mission of the state and so that we are not duplicating efforts.

What is the functionality that we need and for whom in the system? We need an architecture that is tied to specific parts of our health systems.
The architecture could include multiple user facilities existing within the data repository.

We should take our specific charges from the first slide and decide how to meet those needs. What data elements can be used for which data uses?  

Behavioral health, oral health and long term care data are missing from the clinical data.

We should look forward to how it should be, not what it has been.

What are the business/user needs and then make the technology to meet those needs.

Are there long and short term issues?

We should look at some information about the current system.  There are parts of the current system that could be massaged to meet the future needs.

What do other states have? Utah, NJ and Florida suggested.
We need to clarify our objectives. The source of information will be in different places, not just one.
We need to put our objectives together to get a better sense of what we can do in Maine.

What is it that we need in the short term, for transactional purposes, and then what for our long term analysis needs?

We need to step away from how we are using data now to look at a vision for future.

A process question was raised about how we go forward from here.
The conversation is shaped around forward looking.  Do people know it all anyway so that they are ready to move forward without some type of inventory or gap analysis? 

MHDO  has a sub-committee working with Deloitte on doing a similar assessment.  Deloitte will be conducting a survey with 4 key stakeholder groups, there may be some overlap, and it was suggested that we leverage that work with this group.

As we think about the future, we need to consider attribution and the need to tie to a specific data provider.  This group may want to come up with a recommendation because there may need to be legislation.  Provider specific information needs to be addressed.

It was suggested that we might use focus groups rather than individual interviews, about looking into the future and how should we think about things, etc.

The graphic of the architecture should include issues of authority and funding. We will need some clear statements about who is responsible for what.  Currently data is not being generated for public purposes.

MHDO has spent a lot of time talking about integration of claims data with clinical data. Between MHDO and HIN we have a fragmented data system. What is there today, and how does it come together as an integrated system in the future and how will it be paid for?
Currently the exchange is a voluntary system of participation and if it was a mandatory system, there would be less support. HIN renegotiated agreements to include population health.

Understanding the architecture of the future will help shape the inventory that needs to be conducted.

MHDO is on a fast track to have more transactional data.  Deloitte is scheduling interviews over the next several weeks. MHDO will have customer questions and surveys done this week and next.

We also need to talk about legal restrictions related to data limits regarding what can be done at this time.  There is some movement in the direction standardizing claims data nationally.

Within AHRQ, apart from Medicare data, most of the data is created at the state level and sent nationally.  We should not duplicate, but recognize that AHRQ data all comes from the states.
Need to make sure all of our effort moves us forward, not that this is not just an exercise.

With a vision and an inventory we could start on the short term work.

In the interim we could:  
1. look at the inventory and assessment and think about what it should look like  

2.  Think about our questions about the system in the future.

Are there people who want to work on the vision question? Barbara Crowley volunteered.
It was suggested that we need a process map regarding the collection of data, from data generation until it is analyzed and interpreted. 
Some analysis is used at the operational level.

We should develop a map and a process.  The inventory will help us to put the pieces together. We need inputs and outputs.
We shouldn’t miss the data aggregation piece, which happens at all levels.

What is short term and long term?

What are short term opportunities, with a vision, that could put a lot of information together that we already have?
We could re-arrange stuff to develop a vision, including looking at some different populations, differing relations with MCDC, MHDO, etc.  We should look at how we can begin to look at data. In the short term we need to begin in some small pockets to start.

Some specific areas of focus might include the following initiatives;

1. Creation of ACO pilots

2. MaineCare managed care

3. Patient centered medical home

4. MHDO work on analytical side – MQF beginning to develop some proxy quality measure

5.  Regional extension center grant at HIN – to support people in adopting EMR and tying them into the exchange
6.  Also look to Beacon program – all terms for each of the practices is the same

Are these initiatives the drivers?  This could help to clarify functionality.  There may be some elements in place that may be adjusted a little to get them in sync, vs. other areas where are we far away, which may include legislation or other long term strategies to accomplish.
Can we look at how current systems speak to the needs of patient centered medical home?
What are the expectations in this new world? People want it to be transactional and in real time – functional scope and need
What would the clinically oriented and administrative systems look like in ideal world?

Master provider indexes not connected.
Practitioners in the system need to be identified with a MPI.  Attribution is a critical element

Who are the consumers of the information?  

The feedback from providers and patients is that they like the reports that MaineCare puts together.  This is the first time they have gotten this information and it is helpful.
The inventory has to drive to a root cause analysis, for example standardized lab data.  How do we get at those challenges through the inventory to know where to focus?
Our conversation has pointed out that we have a proliferation of initiatives, also CHIPRA.  How do we align these initiatives and not just waste each others’ time and resources?
The architecture that is corrected needs to live beyond the initiatives

How can we make all that it is going on with initiatives sustainable so that that information is available going forward in a repository?
These initiatives are provider driven, where we are falling short is in figuring out the consumer objective?

Do we need a central repository, or do we go to a distributive model but still uses a common architecture?
The beauty of Beacon is that it is building same common denominators and data collection tools.
We need to rethink the inventory and connect to the Deloitte work. MHDO will send out an email shortly spelling out what they are doing.
Have we identified the major stakeholders or are we missing anyone?

The question is do Indian Health Services need to be added. 1 is federally operated, 3 others are locally operated and 1 may be in Beacon.  The IHS system is not now part of HIN, but they are now having discussions about how to do this.  

We should look at what Deloitte is doing so that our inventory questions will not be duplicative.
Ted Rooney is also convening people and getting from providers information about what they would use data for.
Is it possible to come up with some major use cases that demonstrate our needs short and long term.

Are there any functions we don’t want to support?
We could look at the Prescription Monitoring Program to get information about what are some barriers might be. They will need to be worked with as we go forward.
Who is the best combination or person to come back to the next meeting with a case? 

MaineCare and Maine General will come back as case objectives. 
Jim pointed out that the state has paid for resources through Muskie to help get this done.  Because of the short period of time, resources needed to be available.  

What have other states done about attribution? Lynn Blewett can answer this questions.  Massachusetts is a good model.

Attribution – is it a service provider or a billing provider? Is Dr. Jones still part of a practice?  One strategy might be getting providers, as part of their licensing to report when they make a change, and then maintaining that data base to connect claims to a service data – still making sure when MDs move around.
Is anyone else missing from the group?  Are all the sectors represented?  Do we need consumer groups?  There is a consumer on the MHDO board. What can the consumer do with the data?  AARP also represents their consumers.  This means that group members have duties to go back to their constituents and think about other ways to engage consumers besides having consumers on the work group.  It will ultimately involve consumer education.
When we consider consumers, we need to think of them on a number of different tiers, as patients, providers, researchers, etc.

There will be more work to be done after December.
Where is the analytical capacity?  What are the perceived private and public uses?  We need to connect with those who are being trained in data use.  MaineCare is putting together a plan and workforce is a part of that.

Another piece is the vision and needs to be looked at.  Staff will put together information regarding vision and the discussion can be continued online between now and next meeting.

What does HIN and MHDO and others listed see as vision? HIN has an inventory.

5.  Organizational business - Next meeting is on October 26th 10 – 12 to be held at MMA.

Lynn Blewett is coming on the 26.th  People were encouraged to forward any questions they might have for her, so that her visit can be as productive as possible.
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