Health Data Workgroup
October 26, 2010

Minutes
Present:  Anne Perry, Jim Leonard, Andy Coburn, Jim Highland, Karynlee Harrington, Cathy McGuire, Al Prysunka, Jim Harrison, Josh Cutler, Tony Marple, Lisa Tuttle, Dora Mills, Elizabeth Mitchell, David Winslow, Katherine Pelletreau, Barbara Crowley, Garret Martin, Ted Rooney, Shaun Alfreds, Elizabeth Neptune, Peter Kraut, Barbara Sorondo, Alexander Dragatsi, Frank Johnson, Sally Sutton

Welcome – Anne welcomed people.  Introductions were made. 
Updates to schedule – Andy provided an update o the schedule.  The next meeting is Nov. 16th.  
Summary of first meeting – Jim provided a summary of the first meeting.  He explained that the purpose of the group is to examine what data structures are in place and compare those structures and needs to emerging models and the work that needs to support health care reform efforts.
He reported that the last time there was a wide ranging discussion which emphasized the need to look at data needs in a wide range of areas and to support the work of ACOs.  During today’s meeting we will try to better define needs and recognize gaps as we move to recommendations for ACHSD and Legislature and hope to have a plan for the state at the end of the process.

Discussion of Health Data Needs to Support Health Delivery System and Payment Reform Projects – Presentations to talk about data needs and what they need to look like from each organization.
Andy explained how the agenda was set for today’s meeting.  At the last meeting the workgroup questioned the value of doing the inventory, and felt that it was not so much about data we have but the data we need and the data infrastructure we need for the health system in Maine.  He had a conversation with Lynn Blewett and clarified that there were no real state models to emulate, and that we are plowing new ground and the best thinking will be from projects emerging in Maine that are confronting the issues directly.  So it was decided that a next step for the group would be to look at case studies and developing ACOs on in Maine.  There were also discussions about what other data is critical, such as what is happening in insurance markets with their costs and expenditures and that we also needed to look at those issues.  This may be on the agenda for the next meeting.

Today’s meeting is looking at the provider perspective. Slide presentations from today’s meetings were sent out to all group members. 
Maine General/Maine State Employee Health Plan Project – Barbara Crowley explained that to understand data needs the ACO needs to understand the population that is being served. The health systems needs to understand better who the populations are and that the population base is founded in primary care.  We need to  develop a common charge reimbursement platform system, so that there are not several different payment systems.

Barbara reviewed her ACO Framework handout.
Providers will need to talk to claims data and incorporate the claims data at the clinical and health system level. Providers need timely and raw claims data. How does a provider stand compared to the state or nation?  What are the trends?  Population health and clinical health will be aligned and need to work together.
Frank Johnson said the employer community will be interested in clinical outcomes, comparative analysis on cost utilization for commercial populations vs. Medicare and MaineCare and what is happening in general population. Beyond clinical outcomes they will also look at targeted populations to figure out what they need to do for unique populations, for both active and retired workers. Specific data is needed on how certain practices or providers and the health system is performing.  Timeliness of data is important.  Frank  raised the question about what do we do when we try to integrate clinical data with administrative claims data and how to do it before systems are in place.
Eastern Maine Health Beacon project –. Barbara Sorondo presented on the Beacon project.   
What are their needs? What do they have now and what do they want in the future? The Beacon vision statement discusses how everyone communicates together and how to work with health care technology.
The Beacon project has 100 primary care providers representing 65% of providers in the region and they are all using the same EMR.
Goals – population health –– one problem is immunization records. Primary care, pharmacists, and MCDC all do  immunizations and don’t have access to those data bases . We need them in one place to have access to data.
Quality – They have identified cohorts of patients on which to focus, those with most need, COPD and other illnesses.
Their goal is  to reduce costs by reducing utilization.

Three years from now there will be more communication and home care and long term care services will also be connected in Beacon.
Beacon is  also looking at patient safety and want to get the patient’s perception, which is gathered through a patient survey.  They are capturing clinical outcomes and patient satisfaction.
The Bangor Beacon bundle is currently capturing data from walk-ins, ED visits and inpatient.
Maine Health Management Coalition - Ted Rooney pointed out that everyone wants the same data and people are having trouble getting it, and figuring out how to use it. We need some flexibility while trying to figure out what we need to know. Providers are saying they want to be accountable, but they don’t have the data they need to improve care.
Dashboard from National Quality Forum indicates that we don’t currently have half the data we will need to have in 5-10 years. Gaps identified by NQF include: outcomes, patient experience, safety and quality of life

Other Proposed Core measures include the Veterans Health Survey which is similar to the Beacon survey and looks at how are people living their lives. Risk Assessment – Dartmouth Institute

Where will data be collected – where care is delivered rather than broad population health surveys.
Elizabeth Mitchell underscored the urgency of addressing the issues and getting timely data as there are new arrangements developing everyday that will need to rely on the data. She discussed the distribution of practice reports and the arrangement to have all practices in the state have these in 2011 to measure their own practice performances.  There tools are available.  Claims data is ok to start this work. State and national benchmarks can be used to set goals. Basic population data can be sued to set goals and can calculate clinical interventions.Timely claims data will make a big difference to assure accountability as things move forward.
Health Data Needs to Support MaineCare MCO – 
Tony Marple stated that they are going to captitated managed care, with 2 MCOs in the state.  They are currently undertaking listening sessions with members and are learning about things that can’t be measured, like access to transportation, so members go to the ER instead of seeing their primary care provider. How long does it take for someone to get into primary care office?  MaineCare measures what they do, but not what they don’t do, so the RFP will ask for information about these other things.
They will start with identifying global measures, but will then focus on maybe 4, for example.  

What does MaineCare measure and what will the managed care entity need to measure?
There will be a need to integrate Medicare data and a need to find some way to get continuity,  members move out of MaineCare and into managed care. They need to do member assessment at time of eligibility, for example the need for some interventions with pregnant women.
What does the exchange do and what will it offer and how can MaineCare take advantage of it?
Getting the perspective of the consumer is important. (Maybe in ways that may not have previously been used or are easily measured.)  
General Discussion around Data Needs

Health Insurance Exchange
Karynlee Harrington discussed the data needs of the Exchange.  There may be a lot of opportunity under a new administration.  We don’t know the policy decisions and so we don’t know the direction, but if we implement an exchange that the Feds envision there will be a lot of need for data and integration with the quality agenda.  We will expand access but this will not be sustainable if we don’t address costs.
Tony – patients, consumer, providers, payors, ACOs, public policy and public health are each a consumer with a different need, that could be filled by the exchange.

MCDC

Dora pointed out that MCDC provides some of the baseline data with the BRFSS and PRAMS, and it can be broken down by geographical unit.  They are now analyzing data by the 8 public health districts, but she is interested in hearing how people want it? MCDC also uses health claims data for their epidemiologist analysis.  She is concerned that just because people are getting data does not mean they know how to use it. Quite often it needs clean- up and analysis. MCDC is addressing its turnaround time.  The new electronic birth and death certificate systems will make a big difference in accessing the data in a more timely fashion.  It is important to make sure people are linked to it when they die.
Gaps and Barriers identified during  discussion:

Anne raised a question about the need to follow someone as there is a shift of coverage, and the need to follow them from insurance to nothing or to MaineCare.  How will they be followed?

As we look at EMR, what is the ability of a practice to aggregate their own data to see what their practice population looks like?  The EMR does not provide the ability to do this.  If a possibility exists within a practice, it could be aggregated with other practices.What are benchmarks?

For ACOs it is important to collect encounter data, but how do you assure that the collection of that data stays very high when it is divorced from payment? What is the utilization of services for a specific person over time?
Lisa pointed out that we need to define who users are and what their needs are. Who is this effort serving? 

Need to create a Maine patient ID. We will not see a national ID and health insurers are moving to drop SSNs.
Measures
What are core measures that we want – a consensus based measurement set. Measurement drives data and the standardization of measures. We should get information about differences between major measures.  Identify what is missing and how we help people understand what is in between. 
The ACO perspective is measurement from a management tool. What about the consumers’ perspective?
Problem is not measurements – they change from month – how do we keep data to last and understand it?

Claims Data/Timeliness/Analytic Capacity
Need for  timely claims data, monthly or at least quarterly, that people with the analytical skills can use.
Need for single longitudinal records for every person, population and systems – how do you make sure you get a longitudinal record?  The best opportunity now is for providers to do this using claims data from away matching with their current data.
What capacity do we have now and what will we need with respect to health systems?  Health systems don’t have data analysts.
Jim Highland – If an at risk organization is trying to manage financial risk they need to get claims data as soon as data is available for month the month to report their financial position. They may estimate expenses for the month for those claims that have not yet been received.  What does the estimated expense level look like relative to what is available to work with? The data set is not good to figure out what happens to patient in recent month, but it can be used for financial claims.  We can work with infrastructure that we have.
Al - Claims data could be turned around in 90 days and MHDO could get it out quarterly with commercial and MaineCare data. Medicare can be available 6 months after the close of the calendar year.

HIN

Shaun – HIE collects data in real time.  It is a voluntary system, with questions about sharing information with payors.  Can this information be leveraged to inform decisions at ACO level?

There is a need to find a way to collect data from patients, HIN is developing a patient portal. 
How do you make systems more useful.  HIN uses a  small data set, limited by pilot stage, as changing vendors have capacity to change data set and ability to align with MHDO. There is a need for broader data sets to connect home health and long term.

If we are creating another large data repository, if have multiple data sets, difficulty linking and pay attention to link what is existing and not creating new
Suggestions:
Jim L. – lots of choice creates difference in data approaches and don’t want to discourage.
We should learn from Beacon. The priority should be to get data to Beacon and MaineGeneral so the state can learn from them. Clinically rich administrative data is the national direction for a while for those that don’t have Beacon  
Josh – We have not talked about any measures that are actually new or uncollected, except patient surveys, which is more a matter of how it is organized and how it is available.  There is not only an issue about timeliness but capacity for analysis. Fundamentally this is a policy discussion about what the consumer of information needs from essentially a public repository of information. We have asked the question and now need to look at the basic question of how information is available. Refine this conversation rather than expanding the conversation 
Supporting clinical data needs should be the primary focus of this stage of the project.
Question – Is there a public policy interest?

Andy – if we could achieve the principles – look longitudinally to meet needs of many people – Maine needs a repository – we have it in terms of claims data, but not clinical data like in HIN
HIE inform the point of care.  Claims data informs policy.  We are trying to bridge the gap.
Andy – The group should be mindful that recommendations go to ACHSD with legislators on it who will take up any proposed legislative changes. There will be one more meeting as a whole and then from December meeting the group will have a recommendation for ACHSD.ACHSD will make the decision about where to go after this group ends. The broader question still needs to be answered but we don’t have the time to complete this work and ACHSD can figure out how to address those issues.
Next meeting – November 16, 2010 10 – 12 MMA.
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