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My name is Frank Johnson. Until recently I was the Executive Director of the Maine Office of Employee Health & Benefits managing a statewide group health plan covering 40,000 lives. The State Employee Health Commission, a twenty-four member labor/management organization, serves as trustees to the State employee plan. The Commission has been a leader in advancing value-based purchasing and payment reform in this market. The State employee plan is also a founding member of the Maine Health Management Coalition.

For over twenty years much of the Commission’s policy direction and benefit design has been data driven. As provider performance information became available via the Maine Health Management Coalition the Commission employed selected clinical quality and patient safety results to develop a tiered hospital benefit design encouraging providers to publicly disclose their performance and to offer incentives for plan members to seek care from high performing hospitals. Similar performance information and benefit design incentives have been deployed for primary care practices. 

In recent years the prospects of losing their status as preferred hospitals have prompted several health systems to approach the Commission to explore significant delivery and payment system reform initiatives. Despite genuine commitments and good will, these initiatives have been stymied by one major obstacle – timely, reliable data.

With this background I’ll present my comments on the three items the workgroup identified in its voice of the customer template.

Identify the needs and expectations being met by the existing processes, relationships and structures.

In recent years the State Employee Health Commission has maintained a relationship with Onpoint Health Data whereby Onpoint’s extract of the MHDO database was used to provide reports and analyses of the State of Maine’s claims, often in comparison with the commercial claims database. Additionally, the Commission’s insurer executed direct claims feeds to Onpoint for the maintenance of the Maine Health Management Coalition’s proprietary database. For the purposes of trend analysis, utilization and price variation, and overall benefit design strategy the existing arrangements were satisfactory. 

As the Commission’s tiered hospital formula expanded to include comparative pricing, the MHDO’s all-payer commercial database enabled Onpoint to develop a report based on the aggregate pricing of individual hospitals for a common market-basket of services and procedures. For those purposes the existing structure has been adequate.       

While there have been historical issues regarding the timeliness of the MHDO claims database and concern from purchasers about funding the Maine Health Management Coalition database, purchaser demands and expectations were generally met in an environment where health data were far less crucial than the marker currently demands.

Identify the needs and expectations not being met by the existing processes, relationships and structures. 

A noted above, timeliness has periodically been problematic even with the limited demands that purchasers were placing on the MHDO. As the Commission and other purchasers have ventured in delivery and payment system partnerships with the provider community, the needs and expectations for more timely, accessible, and granular data have become increasingly obvious. In order to support system transformation, purchasers and providers require access to timely data to facilitate the identification of opportunities to improve care and reduce costs, to develop benchmarks for performance and to engage in longitudinal analysis. Further, the provider community must be able to access personal health information (PHI) in order to manage population health. While purchasers have no desire access or any valid claim to PHI, provider partners cannot be held accountable for their performance in the absence of PHI. Purchasers fully recognize the initial concern for PHI but the current environment demands that treating physicians be able to access their patients data. 

The issues of timeliness and lack of access to PHI were among the primary reasons that members of the Maine Health Management Coalition supported the development of a database with direct feeds from the health plans to ensure timeliness and comprehensive data use agreements to enable provider partners to access the PHI of their patients. The development of this database has required considerable investment on the part of the Coalition and its members and we just beginning to see the fruits of that effort. The most noticeable shortcoming of the Coalition database is that it encompasses a large, but limited database – the Coalition’s membership. Population health management requires the availability of all commercial claims plus the public payers (Medicare and Medicaid). It is not feasible to expect that even larger health systems can rely on patient-specific data on only a portion of its patient population to invest in substantive delivery and payment changes.

Desired future uses of clinical/administrative claims data you are considering.

The changing healthcare market has considerable potential to transform the way that healthcare is delivered and paid for in Maine. There are examples of eager partnerships between purchasers and providers to advance accountable care organization (ACO) projects. These efforts are designed to improve the coordination of care, engage patients more directly in their care, eliminate redundancies, and reduce the total cost of care. The successful implementation of these initiatives is predicated on a common theme – an accessible, timely, transparent, all-payer database.

As purchasers and providers continue to partner in delivery and payment system reform initiatives the construction of an integrated clinical and administrative claims database can facilitate foundational transformation. Primary care practices and health system will also argue that as valuable as aggregate data can, the emergence of risk arrangements will cause providers to be more reliant on PHI to improve care coordination and monitor their performance. The widespread implementation of EMR provides a vehicle for practices to transmit and retrieve PHI essential to manage patient populations. As the workgroup considers the future of an integrated all-payer database you are encouraged to explore a venue that will enable access to aggregate data to policy-makers, employer-specific data for purchasers and patient specific information for treating providers and patients.

I fully embrace the principles communicated by the Maine Health Management Coalition. The precise structure of a revised and expanded all-payer is not as important to purchasers as the premise that the entity should be publicly governed by a multi-stakeholder body. Security and patient confidentiality provisions must be strictly adhered but those legitimate concerns should not preclude a revised database that supports improved patient care and assurance for a more equitable and rational healthcare delivery system.       

It’s not an overstatement to suggest that the consideration of a revised MHDO mission and structure is extremely timely. Maine is poised to implement meaningful transformational change in the delivery and payment systems. The impetus is coming from the economic challenges of purchases facing higher per capita healthcare costs in Maine. It is also the result of purchaser and provider partnerships to improve the value of healthcare services. A reliable, timely database is the linchpin to continued progress. 

This is an opportunity that should not be lost or delayed. We can continue to invest in costly, inefficient duplicate databases serving limited stakeholders or we can collaborate on a revamped MHDO that serves all the people of Maine. I would urge the LD 1818 Workgroup to exercise the vision of convening a multi-stakeholder collaborative with the task of forging a thoughtful, new strategic direction.  

