LD 1818 Work Group Committee

8/9/12 Meeting (HIN offices)

Attendees:  Gordon Smith, Colin McHugh, Kristian Terison, Poppy Alford, Jonathon Ives (IHOC),  Paul Gauvreau,  KarynLee Harrington, Jim Leonard, Dev Culver, Shaun Alfreds,  John Joseph,  (JAI software Company—are interested in the MHDO RFP), Peter Gore, Frank Reagon (?), Chris Ossenfort, Dr. Wennberg,  Andrea Patsone, Wayne Bennett, Barbara Crowley, Dawn Gallagher, Tom  Bradley, Christine Torraca.  (WILL NEED TO LIST ALL ATTENDEES; DIDN’T CATCH ALL ON PHONE; ALSO SPELLING) 
Introduction of presentations:  
Dr. Cutler:  The HealthCare Variation in Maine and Health Care Analysis – (posted on the site) is probably the only report done on a true All Payors Claim Database (APCD).  It shows  $350 million in avoidable health care expenses in Maine for 2005 and 2006.  Most were avoidable complications of chronic diseases.   This report jump started the PCMH.  This data show how we can make policy improvements.  How people who are involved in the organization of new types of HC organizations such as ACO and how this type of information is valuable for that effort.   After the presentations, we will have questions and answers and then discuss newer organizations, HIN and Northern New England Accountable Care Collaborative (NNEACO).  This will help inform the public health data structure in Maine. 

1. Andrea Patsone (MaineHealth Strategic Initiatives) Power Point posted
There were challenges in the 2009 and 2010 data in MHDO that precluded trending.  This points out the importance of having adequate resources, particularly in the public sector.   

Pharmacy and BH data is inconsistent across payers.
There is a need for publically available analytical capacity. 

Mike D. :  What would you like to see changed about the MHDO data to increase value?

Andrea:  We have lots of questions about crossing the line between de- and id-data.   We want to maintain control of clinical PHI.  Careful assessment of what provider organizations are compelled vs. doing it voluntary.  Need to think about what this does to the value of data not having it yet maintaining PHI.  Need to define “background” that is what info is in the APCD.   
Poppy:  You mentioned that there is a variation in data.  Is there any form of a  control group to determine if the reduction in health care is because they can not afford it or is it because the ACO/VB is working?  Andrea:  We can’t really say for certain; it’s probably both.  
2. Barbara Crowley

Within PCPs we may be able to only look at 10-15% of population.  We cannot look at population data from a longitudinal basis because of the lack of data.  Though I believe we need to be absolutely careful  of PHI,  the overall public good requires us to identify and implement standards so we can have PHI, have it timely, and need access to the PHI in the APCD.  We will not be able to do the work that needs to be done if we do not do this.          
3. Wayne Bennett
At FCHN, we recognize that we will probably never be an ACO but we do want to partner with organizations and provide value for the services we do provide.  We are participating in a national cohort to shift from volume to value.  We are looking at strategies of small rural hospitals and have found that there is not a generic strategy; each hospital is different.  We have also found that we need timely data; this is critical. 

We are looking at the question who would be the best organizations to collaborate with going forward?  We support the APCD and we want administrative data.  We encourage you not to postpone providing this data because you want perfection.   We want to see how our prices are matched up with other prices.   We look at On-point data to see how our prices compare with other Maine facilities.  We use the data to look at how we can lower costs.    
Josh:  The kinds of questions that are coming to us from consumer surveys, is how much can we as users expect to pay for services?  

Mike D:  Most of the services are plan-dependent so you would not see what the costs would be by facility; it would depend on the plan. 

KarynLee:  The MHDO website has payment information which is averaged across all plans.  

Kris O.: This is an estimate based on the average payments.   

KarynLee:  I hope that we address in the 1818 group whether this web information should continue to be posted, or is it duplicative of payer info.?  We have approximately 20 more to post.   

Josh C: Is it possible for a public DB to make prices apparent?  You would think it would be, yet the web is for patients, not payers.  

KarynLee:  By rule, we have but are not allowed to release charges information.  

Dev:  Payment information is more important.  The hardest part of the quarterly reporting  process is to line up the charge systems data lined up with event of care.  Who, what diagnosis, and which are multiple systems in the hospital.   Who uses the charges data?  Mike  D. – completely agree.  More interested in what plan paid and co-pay.  

In Maine very little done to data set to make it valuable to users.  Others states do that.  Small health systems would have a hard time putting this together.  What additional things could we do to make data set more user friendly.  The MHDO RFP moves us in the right direction—it could do value added and save money.  One of the frustrations is that different organizations use different approaches and tools which makes it more difficult. 

Dr. W.:  There is a fundamental  challenge in terms of anti-trust.  This is a primary concern that competitors can not back in to prices structures.  This is why, from MHDO standpoint, that it is not available.  I’m not asking for solution.  It is a little easier  for Medicare because they have a national structure of payments.   

Josh:  If you are trying to figure out as a purchaser, you have to know not only price, but quality.  If we don’t have quality clinical data from some place, is that really the best we can do?  

4. Jim Kane.
(Just signed ACO agreement with Medicare.)   We are discussing the low rates of use of our tools.  We need to invest more in retooling. We believe that the reason is that the use of the tool has not been incorporated into the work flow.   
Dev:  I agree with Jim.  We always have the dilemma of not fast enough.  Is there enough value in the incremental steps that people can incorporate the use and then a new system comes along shortly.  

Barbara:   I clearly believe it depends on the increment.  

Jim L:  The intertwine between the systems and the provider groups needs to be considered.
Josh:  The 1818 work is on the supply side and not the demand side.  Whose responsibility is this for the work flow issues?  This is the responsibility of the users, yet how do we get them to do this?
Jim L:  We should consider financial incentives for the use of the systems.  We do something to move that work flow.  Policy is probably what is needed to change. 

Dev:  We have started to develop a parking lot.  Expanded exposure to PHI; how do you bring the consumer into the equation to give them value? That should be a recommendation from this group and that is perhaps another committee. 

Martin’s Point:  In the use of the data, there are system levels that are the Martin’s Point level and there are the individual provider levels too.  There are “slices” outside of the 1818 scope, but we should recommendations for other slices. 

5. Mac Hilton: 
(Josh intro: Closely tied to Beacon.  One notion is to improve health care for transitioning care.  We would like comments from the perspective of Beacon and EMHC how is MHDO data are used to improve transition care.)  

MH:  We established disease bundles and set high goals for collecting info from care management organizations.  We aggregate that data and filter through our diseases registry that we share with our physical leadership that reviews down to the provider level performance.  Lately, we are looking as triple aims (such as utilization and determine benefit of reduced admissions).   HIN is working on integrating and sending EMHC directly into HIN.   We are ensuring that we are collecting the CQMS require under the ACO Medicare pilot.  Beyond Bangor Beacon,  we are looking at how to apply quality measure report tied to performance.  In a shared-savings model, we are trying to aggregated data with systems that are not affiliates.  We are looking how to stream line that reporting.  

Dev:  We track cross-over which are patients  that move to and from institutional and the data show that it is 85% Frequent with which that patient is registered with more than one organizations.  No affiliation with any attribution.  

Josh:  Provider centric data is insufficient to provide the type of data needed to parse into episodes.  For example, coronary at hos; what we didn’t know was who went to rehab or nursing home or saw PCP twelve times in the next year.  Beacon shows this.  

Barbara;  PCMH are getting data from RTI (?) we are now getting this data? 

Dev: KL bringing a vision of integrated and long. The clinical data is real time where as the claims is the admin piece.  And this is the next natural step for MHDO claims and clinical.  

Poppy:  The ACO approach may not be a Patient Centered approach since patients do move between organizations.  While this may not be within the scope of the 1818, but how do we separate this?  

Dev:   The rules do not limit the patient’s ability to make choice.  Maine is in good shape in that we do that with clinical data.  We need to make sure that we do that with administrative data.  

6. David Wennberg 
(Josh into: Internist who spent considerable time analyzing geographic variations in health care).  I’m focusing on how we are using the data.  Rationale for the NNEACC is to focus on new organizational structures for health care.   ACO model is an important first step to move away from fee-for-service through a shared savings approach at both the public and private payer level.   Triple aim (slide 5)  data are fundamental for where you have been and help you get to where you want to get to.  We do data modeling for the pioneer ACOs.  We use shared decision making and use a cross-system quality improvement.   Primary product is information suite and we are integrating clinical data from E H R and registration data claims data and lab and next years public health we will integrate this into a longitudinal patient systems.  Predictive models and quality benchmarks.    
Leakage:  E HR only captures data from with the facilities.  Not longitudinal.  Our tool will also care manager, risk administrators, etc. to use in a timely manner.  Our system is for providers.   

CMS Medicare is primary source.  We are working with HIN to get clinical data via a single pass-through.   Challenge for us is 1818 we need the data in a very timely manner.  We are interested in historical and real time data.        
Real-time data occurs as part of the payor process as well.  When the service occurred and when it was paid.  From a management standpoint we are interested in the event itself.  ADT data – when someone shows up in ER and registers who and what problems are.   Our biggest tech challenge is weighting the timeliness of claims versus service date. The clinical.  

We are creating tool for care management and educator for transitions and who in those practices is most likely to be hospitalized, interventions, etc.

Clinician Phy.  How well are we performing compared to others and how do we improve.  Which physicians do we need to focus on .

Admin:  managing ongoing contract; how well they are performing and improvements. 
PHI is present for those who need to use it (not the administrator).   Common data structures.  So no argument about how data is organized 

We are developing the tools with the three care managements and we will being doing them with the physicians.  We will shadow them.  Available in September. 

Paul:  Are you receiving public health data?  

W:  no.  Just public census data.  We do not have public health reporting data.  We will have zip codes for access to say healthy food.    

Dawn:  Are you a covered entity?  
W:  We have BAAs with our members.  
Jim L:  Does data only represent  your “member”  organizations?

W:  We have access to events that are occurring outside the data; but for clinical data, just entities that are “members.” 

Jim L: So you have data flowing into your system that are from organizations outside?

Dev: Challenge now is that we are now getting data from outside that organizations structure but isn’t that better patient care.  What constitutes data for treatment vs. something else?  Is this NNEACO primarily for treatment or something else?  That is what we are looking at?   

Jim:  One area that needs to be considered APCD data and organizations that are not part of the organizations you represent and they should have it because there has been sign public funding to build that?  
W.  systems already heave this so if patient goes to EMHC the data are available.  If they are part of HIN, the provider can get it.  

Andrea:  that info would only be released to members of NNEACC.  We are assuming accountability of the patients as the ACO.  If I am a patient of PCP and part of the 

 W.  We don’t see data for anyone else other than patients of the members of the NNEACC.    So we are not getting data about patients that are not seen by the member ACO.    

MaineHealth, before the send the data to NNEACC, sends a letter to patients giving them 30 days opt-out. 
Josh: What is role of public database?

W. In theory, we would be interested in seeing the full MHDO data.  When we get data from CMS, we get patient identifiable information.  One thing that would need to be considered is the ability to get identifiable data from public DB.  This MHDO is good for benchmarking purpose.  You would need to address timeliness and PHI.  Particularly timeliness.  We would hope for monthly feed and then turn it around within 24 hours.  
Dev:  Currently, the coding is pretty good for clinical data, like diagnosis.  HIN gets that in the system in 2-4 days.   

Mike:  Is there a way to get at this service beyond everyone doing it themselves? How do we get there?

W:  This is not my purview, yet there must be careful evaluation of the roles of the actors—state has regulatory requirements; I think it is the ultimate response of the providers to have and use the tools with appropriate regulatory oversight.   There is a public perception and costs considerations.  State agencies have tried to keep the people within the regulatory boundary but not regulate how you deliver the care.  This can get the state pretty close to regulating  how you deliver the care. 
Mike:  Does the cost have to be replicated for every entity or can we lower the costs for everybody?  Does rulemaking create opportunities?  

DW:  Yes it does create opportunities.  Note:  Vermont is currently debating if the cost should be a public cost or distributed among the systems. These types of debates get close to clinical care concerns, in that it may appear that the government is nearing the line of perception of “regulating” care. 

7. HIN
Dev:  One of our most significant challenges is that HIN does not own the data.  Issue is we have privately own data, and within partnership the question of appropriate data use that benefits all and does not threaten anybody.   We are focusing on E H R being the source of the clinical data.  By the end of next year we will have over 95% of the Hospital (and their providers) data set.  The ambulatory is taking a little longer.   We are focusing heavily on FQHCs.   We are the first HIE in the country nearing public health profiles (CDC) by running our data through systems including the federal POPHealth.  All data is de-Id.  We will be able to send data to Maine CDC.  

David:  Maine’s HIE is quite different than other states that are not allowed to perform as a repository.         
KL:  what is the State designated HIE involve. 
Jim L:  The distinction between the HIN HIE is that we are required to  define.  We are looking at the role of the state designated HIE through the LWG.   We need to have public trust. 

Dev:  We are going to be exchange/submit data with the CDC.  This has proved to be a big challenge for many reasons. 

The CMS proposed rule emphasizes that the data must rest with the individual providers and their E H Rs.  There is not a lot room for operations like HIN envisioned the rule.  So we are regrouping to determine what is the role of HIN.    
Shaun:  We are matching the patients of NNEACC with our data.  

Josh:  What is the public part of HIN and where does your charter comes from and where patient issues are addressed?  What are the links between HIN and MHDO for claims and clinical data and the SDHIE or an HIE in HIN. 

Jim:  discuss slide 10.  Question I brought up around what data are publicly available.   Multiple issues are data warehouse that are cropping up.  And then we have the APCD.  We need to catalog this and the legislature is aware of all of these cropping up. 

Josh:  We have public obligation to discuss.   
KL:  I do think it is important to have a master provider and patient index (slide 8).  Our MHDO ‘s RFP is around master patient and provider index.  So we need to make sure that we don’t duplicate efforts and systems. 

Conclusion

 Josh:  We are getting to the point where we need to separate parking lot and to do list.  Next meeting we will get presentation from  Dawn Gallagher.  (Paul G. and Tom B. will also be here as part of the 1818 group.)

