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Background:  As a result of RESOLVE Chapter 109, LD 1467, 125th Maine State Legislature Resolve, To Evaluate the All-payor Claims Database System for the State, the LD 1818 Workgroup was established and has been designated to “To Evaluate the All-payor Claims Database System for the State”.  The LD 1818 Workgroup is committed to soliciting detailed “Voice of the Customer” feedback to best inform its recommendations.  Attached is a template that was developed to collect your organization’s feedback.  We are asking you to provide thoughtful and concise feedback that will detail what is working well today, what needs improvement, and potential future uses. 
Additional Instructions:  Please complete this template no later than the close of business July 9, 2012 and send directly to Kristian Terison (email: Kristian.terison@maine.gov).  In addition, please inform Kristian Terison in writing if you plan to provide your feedback in person at one of the provided meeting times, although this is not a requirement to provide your feedback.  The meeting times are as follows:
· July 12, 2012, 9-12pm, Augusta (location to be provided) 
· July 19, 2012, 9-12pm, Portland (location to be provided)
As additional background, the Resolve has specified the following considerations to be made in the final work product of this effort (the entire Resolve can be reviewed at http://www.maine.gov/hit/documents/ld_1818/resolve_109.pdf): 
1. Reviewing the current structures of and relationships among the Maine Health Data Organization, the Maine Health Data Processing Center and OnPoint Health Data in order to evaluate the timeliness and effectiveness of the data received;
2. Reviewing the current purposes and uses of the data and limitations on access to the data and considering additional uses for the data and changes that might be necessary to achieve and facilitate additional uses;
3. Considering federal and state privacy and security laws regarding the use and release of protected health information, including policy and technical changes needed to allow increased access to protected health information and the feasibility of those changes; and
4. Considering the availability of the data, the most appropriate sources of the data and the cost of providing the data.



Stakeholder Information:
· About (key facts about your organization)
· The Maine Association of Health Plans represents five carriers (Aetna, Anthem Blue Cross and Blue Shield, CIGNA, Harvard Pilgrim Health Care, and UnitedHealth Group) providing health insurance coverage to over 90% of privately insured Maine people.
· All of the members participate in health data initiatives both internally with their own members and externally with projects such as all-payer claims databanks (APCD) in Maine and in other states.  Collectively, they have a great deal of experience with these issues. 
· Health insurers in particular, are uniquely positioned to drive large-scale reform toward a high-quality, knowledge-based health care delivery system. Each of the MeAHP members has developed transparency tools for its membership.
Voice of the Customer:
· Business (including Consumers) Needs and Expectations being met by existing processes, relationships, and structures as it relates to the use of health care data:
· The MHDO should be a state agency with a governing board that includes representation from health insurance carriers, providers, hospitals, consumers and privacy experts.  Non-voting, ex-officio members may be appointed as appropriate, including representatives of the Department of Professional and Financial Regulation and Department of Health and Human Services.
· The MHDO board should be empowered to make policy and operational decisions regarding the APCD.
· MeAHP is supportive of efforts to increase the efficiency of and decrease the costs associated with APCDs.  The LD 1818 Work Group presents an opportunity to create a more workable, cost effective and better run APCD.
· Business (including Consumers) Needs and Expectations  NOT being met by existing processes, relationships, and structures as it relates to the use of health care data and suggestions for improvement and increased efficiency:
· The complex role of data submitters is not well understood by health data stakeholders. There are significant costs and limitations to what can be provided and when.

· We support a consistent set of data elements and formats for collection among states. Greater harmonization will minimize the costs associated with the APCD and reduce the administrative burden associated with submitting data.  It also maximizes the value of the information, allowing better comparisons across states, regions and populations.

· Data submissions from carriers should be limited to those elements utilized by carriers in the payment of claims.  The most appropriate sources should be sought for additional data.  For example, carriers do not typically need the middle initial of a provider’s name in order to pay claims. It makes more sense to collect this information directly from providers. For non-payment essential fields, submitters should be only required to pass through what the provider submits and not be required to interpret, correct or enhance provider submitted fields.

· A data submitters working group should be convened to help develop common data collection standards and procedures including what should be collected, how often, and the best approaches to continuous improvement of data quality.

· Ensure a feedback mechanism through which submitters can verify their own data, as it exists as the output of the APCD.

· A more formal process that includes the opportunity for stakeholder input should be used to establish and modify thresholds for data submissions.

COSTS AND LIMITATIONS

· There is substantial cost associated with providing health data.  In Maine, one of our Plans estimates the cost of programming a single change to a single data element, and there are several thousand across multiple platforms, at $10,000.

· These operational costs are in addition to the annual assessments paid by carriers and providers that, along with modest income from data sales, fund the MHDO.

· There are systemic limitations to claims data in terms of both accuracy and timing that need to be acknowledged and understood.  

· Claims information cannot be provided in real time like clinical data from EMRs or HIN. Only 50% of claims are adjudicated within one month of service provided, additional 35% in second month. The current release schedule of 90 days after close of quarter already requires monthly submissions from carriers.
· Claims data does not include outcomes information such as labs or radiology results.
· There is a lack of precision in cost estimates derived from claims data.
· NPI issues – NPI not available for all servicing providers on claims, NPI “confusion” between individual practitioners and billing practices, inaccurate NPIs on claims. Carriers may not need an NPI number to process a claim.  Therefore, submitters should only be required to pass through the NPI submitted on the claim.


SUBMISSIONS PROCESS IMPROVEMENTS

· Health Plans need comprehensive, clear and detailed messaging around which fields are causing their files to fail and why.  The current data submission system is iterative and uses a serial editing process causing timely and expensive delays and an enormous volume of unnecessary communication.  If problems can be addressed and understood simultaneously then increased efficiency could be realized, and the time and expense for all could be better managed.   

· Expedite the data submission process by identifying all the issues with a data file at once. Upon submission, carriers should quickly receive one report back detailing all the errors or problems with their data files.  In this way, multiple issues can be addressed simultaneously and much more quickly, reducing resources and time required for the DQ Pass to be achieved. Where automated error messages frequently generate questions, messages should be revised to better explain the error.

THRESHOLDS

· Changes to thresholds need to be systematized so that they are set with input from submitters and occur on a predictable annual schedule with adequate notice. The current approach relies heavily on the subjective views of a few and needs to be formalized.  In this way, agreements from previous years can be formally tracked and recorded and all parties are saved the unnecessary hassle and additional expense of repeating requests and justifications. From a data quality perspective, thresholds of 100% are not realistic and have no place in the data submission standards.

· In cases where there are systemic issues that prevent the meeting of particular thresholds, then a permanent waiver or twelve month waiver period would be appropriate. It is resource intensive to have to reapply for the same waiver repeatedly. When a systemic issue will not change, Maine’s approach of allowing adjustments month by month, rather than for a longer period should be altered to save time and resource expense for all. An example of this could be ancillary coverage, which rarely if ever has a billing provider; if the industry practice does not include use of a billing provider, this type of file should be permanently excepted from this requirement, instead of requiring the renewal of a variance on an annual basis.

· Other efficiencies could be achieved by experimenting with ideas such as advance applications for threshold adjustments, so the new standard would already be in place when a file is submitted.  Additionally, better files could be maintained about why and when different carriers requested adjustments.  This would allow easy renewals without a new application process each time.  Our plans report that NH has permitted advance threshold adjustments but Maine has not. Further, Maine requires that carriers “prove” there’s still a problem each time.  A better balance must be struck between Maine’s desire to require carriers to provide the highest standard of data and the cost, use of limited IT resources and burden to everyone (not just the plans) associated with doing so.

· Maine should consider whether there are some data elements that are more important than others.  Prioritizing data elements would help the parties focus on those that are most important. Health information is needed by different constituents and different delivery rates. Patient data most frequent, analytical/financial data less frequently.

· There are several issues similarly impacting most if not all of our member plans.  In these cases where there seems to be an industry wide challenge, Maine should seek to explore ways of addressing these problems using a centralized approach.  For example, several of our plans are facing challenges around the provision of prescriber identification data.  Can a solution be devised where Plans pass through to the MHDO what they receive on claims and the MHDO or their vendor crosswalks that information to a centralized database they maintain from the PBMs?  This is a far more practical approach than asking all submitters to develop separate and expensive solutions to a similar problem.  This is not to say that we take the increase in assessments that would result from an approach like this lightly, but rather, that we recognize the value of having one system funded by all assessment payors collectively. For each submitter to fund a “fix” would be impractical, cumbersome, and unnecessarily expensive.
· Desired future uses of clinical and/or administrative claims data that you are considering:
· Assist payment reform efforts such as ACO development and other population based health care reimbursement initiatives.
