Health Data Workgroup Meeting
December 21, 2010

Minutes

Present: Jim Leonard, Ted Rooney, Lisa Tuttle, Jim Lopatosky, Peter Kraut, Shaun Alfreds, Barbara Shaw, Michael DeLorenzo, Al Prysunka, Tony Marple, Andy Coburn, Jim Highland, Josh Cutler, Lisa Tuttle, Ron Deprez, Gail Dana-Sacco, Jim Harrison, Garret Martin, Elizabeth Mitchell, Sally Sutton
The purpose of meeting was to look at the recommendations that were included as part of the draft outline for the report.  The intent is to start with recommendations and build report around them.
Comments on the recommendations were submitted by Ted Rooney and Lisa Tuttle.  Attached at end of minutes.
Andy summarized the recommendations and the process for how they were developed.  The group had identified some principles and the needs that should be addressed as we go forward:
· Timeliness of clinical and financial data

· Longitudinal patient and provider records

· Population health data and how to get more of this information into the health systems

· Building health data analytic capacity 

· Ongoing health system performance reporting approach to this work, consistent with ACHSD intent with state health plan and cost driver study 

Regarding the timeliness of data, Andy reviewed the two options stated in the outline. More work needs to be done to figure out a structure and what would be in that structure.
For the longitudinal master patient and provider ID issues it is recommended that a subgroup be set up to advance work already under way on this issue.  What would move this issue forward?
The population health data would involve the development of a minimum data set. What are the core elements that we would want to consistently have?  It would be good to cross reference population health data with cost data. Tony Marple suggested that only a handful of outcome measures need to be identified. There needs to be some research in how we can develop those measures. Most of the current measures we have are process measures.
The goal is to pull together clinical, administrative and population health data into some kind of framework. A long term goal would be to have a full population state warehouse that would allow drawing on claims data from clinical systems and population health systems for use in some way by ACOs.  This issue needs to be framed a bit more broadly. We want the ACOs to be able to match two sets of numbers, claims and population health. Providers could be used to ask BRFSS types of questions at site of care. DHHS has integrated BRFSS questions an embedded them in national projects looking at behavioral health. 

There is more information in BRFSS than ever before. It is all phone data.
There is a need to look at populations and sub populations and geography and the ACOs will need to look at individuals as well. 

Building health data analytic capacity – MCDC and MaineCare need to work with the Maine Health Management Coalition and providers to really understand what the needs are, what is the capacity that can satisfy those needs and how to use educational resources to better strengthen that capacity.
Health system performance report – The recommendation is that this be done every three years in counter sync with the state health plan, or on a staged basis with different sections done each year.
For the purpose of producing a report to the ACHSD on January 28th there is a need for more detail and workgroup members will be counted on to provide the substance and expertise.
There was general discussion about the recommendations.
Lisa pointed out that within DHHS there are other broad databases that are available, including treatment data, from major mental health survey tools that DHHS does, that could all be aggregated and that the work group should broaden its thinking and make sure behavioral health data sources are included
Lisa is also looking at the benefits data and markers of poverty.  All of that data is available nationally and locally and pretty compelling. How can individuals be linked to this data? DHHS data banks are linked to each other TANF, food supplement, etc., so the reliability of the data is good. They are still working on linking behavioral health data.  There are data models in use that have already linked behavioral health.
It was pointed out that there are challenges of matching de-identified data and others and data security issues that need to be addressed.
It was suggested that there needs to be a hierarchy of need identified otherwise it is too broad and that it can’t be everything for everyone.  An early decision of the group was to focus on immediate needs for purchasers and providers so they can do the business they do more effectively using the clinical and administrative data.
What is the end result we want?  For example, if there are four health measures that would make people healthier and cost less what are those measures?  What are the patient experiences and what are their desired outcomes?
MQF will be gathering information about the patient experiences on an annual basis, but it is not connected to other data sources.  There will also be oversampling of MaineCare data.
There is a need to understand the ecological health data, which can help inform about the population, the barriers to performance in the health care system and the cost drivers, but what role does this information play?

We should be focused on the incremental steps we can take now and what we need to do with the data that is available.  It was pointed out that there is a need for a long term vision or goal before determining the incremental steps that should be taken.
The report outline did not present a long term vision for the group. There is a need for a coherent visual framework to think about incremental steps to move it forward.  This is a long term process and we need to think about how these steps get us to that vision.
Gail pointed out that the long term vision needs to be articulated a bit more clearly as well as the problem definition. We need to define the problem and then the vision to address the problem. Without a vision, the missing data never gets addressed. Absent a vision we could fall a bit short of the mark, and we should give some thought to a longer timeframe.
What do we want to do with data? Measurably improve health and save costs and measure value in terms of outcomes and costs. 

The process to make this happen lies with the members of the work group. Do the stakeholders need the ACHSD sanction to move things forward?  Government is one piece of the activity but the private sector also plays a big part. Having some sort of framework that informs all of us is important, and hopefully makes the business case that it is worth investing in health data. The ACHSD could be used as a mechanism to influence the issue.
The report can state the vision and in order to make the vision happen, this workgroup needs to keep meeting and we still need MaineCare, MQF, etc. to be at the table. A report needs to have recommendations for specific changes.
A next step is an assessment of the linking mechanisms. 
Barbara Crowley stated it very simply that this is what we are doing and this is what we need. What are the linking mechanisms that could work between data sources that exist? What do they have to produce? It is a matter of coming down to very pragmatic questions about the type of data we have and how we can link the data together.
What do we want to do with the data?  We need to know more about the health status of populations at both the clinical level and on a larger basis. What are the costs? Functional purposes need to be tied to the goals and the structures that we are proposing, because unless we can demonstrate the need for the data then it will be hard to make the case.
Shawn pointed out the need to figure out how we link data sources and what are the use cases and what are policy and technical issues to be addressed in those cases. Given the use cases, the actual physical and policy questions need to be reviewed in greater detail so it is then possible to drill down further to see what would actually be necessary for the actual use. It is necessary to know who is going to use the data for exactly what purpose, put it in a timeline and figure out what it will cost.
A lot of issues will need to be worked in identifying specific cases. How decentralized would the effort be? Would it occur holistically or is there a more coordinated attempt to work things through?
Jim Highland stated some possible goals:
1.  Improving individual and population health outcomes
2. Improving value

3. Improving on the ground what it will take health management to achieve the goals  

Ted Rooney reviewed his memo.  See Comments from Ted Rooney attached below. 

He discussed what the Pathways to Excellence Group is doing.
He also reported that at the last MHDO board meeting he was asked to bring back to their next meeting suggestions about what else might be done with the Deloitte report. 
What are the handful of things that are really important and once that is figured out then you know what data is needed to get from A to B

We need a data infrastructure that allows MaineCare and Coalition to do what they need to do, without the inefficiencies of each developing their own systems.  There is a need for a warehouse somewhere that can serve different users with different needs. 
Jim Leonard discussed two approaches to data warehouses, one a central data repository and the other a distributive model that goes out and locates the data.
Garret pointed out the need to be clear on the different ways in which different groups seek to use the data and how the data can be structured to meet those different needs. User interfaces and discreet pieces of data need to be more readily available.
Current structures don’t meet our needs.  We don’t have 5 priorities. What we have are administrative cost data, but don’t have the clinical data and population data that we want. We need some place to serve as a repository that will link those data around a specific targeted set of concerns from purchasers and providers.
The driving change is really to enable the physicians and their practices to make the decisions. 

Providers need to get closer to the data to answer specific questions about their provision of care.
Al pointed out that there are cost and financial components that also need to be looked at. One problem that really affects everything is the ability to identify payers and providers. MHDO can create a patient identifier, but that is with the data that comes into MHDO. How do they link to DHHS and the others? When you move outside of providers it is politically a difficult thing to do but technically it can be done. At HIN they use the actual name and clinical information provided, there are technical issues but it can be done. 

There are issues of data ownership that need to be addressed.
The group still needs to get back to the things we want to collect information about and why? How are we going to tackle the issues such as privacy, technology, etc. This requires concrete action plans.
The role of state oversight needs to be spelled out in any approach linking clinical and administrative data. The role of MHDO is an important responsibility that state government has which needs to be an overarching component of any recommendations.  There are legal and policy issues that need to be addressed.
It was suggested that we endorse those existing cases that are in the works to give them access to the data they need, and use them to explore the policy and technical issues that must be addressed. The ACO pilots and MaineCare managed care are the two cases that need to be supported.
There is a need to seriously think about transparency at all levels, which would include everyone evaluating this.  There is a need to show responsible use.  We need to commit to using data in an ethical way and to use it in ways that are already in the works.
What are the 5-10 things to hold intermediaries accountable for and what are the things we need to hold the providers accountable for? 
There is a need for a group to help facilitate this process. How can help be provided? What are the barriers that are being encountered? 

Andy summarized the discussion:

1. The work group needs to lay out a vision about what we want to get to in the end by way of the aggregation of different kinds of data and the core uses of those data, managed care pilots, etc.
2.  The work group needs to articulate a set of goals.
3.  There is a need to present a set of recommendations that would be aimed at the ACO pilots and MaineCare managed care efforts that would represent incremental improvements in the short term but also move us further toward the long term goals regarding the infrastructure of a system, such as improving analytic capacity.
One immediate need is the accessibility of the data and linkage of data that would be helpful.
There is a need to get data to the practicing providers.
Regarding supporting delivery system reform, addressing the value problem and the health problem will mean getting data to those who can bring about change, the patients, providers and administrators.
There is a need to make sure we are working with ACOs to gain further improvements so we can get to the details and start tackling the real issues that they need addressed.
The State Coordinator’s Office should become the place of responsibility for moving the recommendations forward and doing something with them in consultation with the ACHSD.
Is the mission of the Office of the State Coordinator broad enough to encompass the wide range of issues that need to be addressed? There could also be an ongoing workgroup of the ACHSD with stakeholders that keep an eye on barriers and what should be in place to make progress.
It is important to keep the Bangor Beacon community insight as a learning point. HIN is bringing forward a disease management tool that will be tested out with the HIE at Bangor Beacon. 
Work Group Process – The recommendations of the group will be presented to the ACHSD at their meeting on 1/28. The workgroup will get feedback from the Council before we finalize the report.  Work group members will be helpful in providing some context for the presentation.  A draft of the recommendations with some background will be sent to the work group by email for feedback and edits before meeting on 28th.  We will also want members of workgroup to participate in the presentation and are looking for volunteers. 

The importance of strengthening data regarding race and ethnicity was emphasized. If we can’t get that data, we won’t get anywhere in meeting the needs of those populations.  There is a need to strengthen the data collection standards at the hospitals and emergency departments.  It is also possible to use predecitve modeling.
Comments from Lisa Tuttle
One quick comment: there are valuable data sources in DHHS beyond Maine CDC that should also be included or looked at in a comprehensive approach.  For example, the Office of Substance Abuse has a Treatment Data System with rich elements for analysis on a geographic and demographic capacity.  The Offices of child and adult mental health also participate in large national grants and survey efforts that provide comprehensive data on public mental health users.  Benefits, such as rates of participation in food supplement programs, analyzed by geography are often used to complement population based analyses of food insecurity and poverty.  It would depend on how broadly one defines ‘health’ but surely if we are going for a definition that approximates a public health or World Health Organization approach, these are important sources of information to consider.

Comments from Ted Rooney
December 21, 2010

Objectives:

1. Update usability work with PTE Physicians and Health Systems

2. Work with Chris McCarthy to develop employer comments on Deloitte report on MHDO

Two Core Needs of System:

1. Data Regulation:   There needs to be state regulatory authority for:

a. Health plan submission of data

b. Consumer protections

c. Regulation of the use of data

d. etc.

2. Data Access:  Maine Health Management Coalition is contracting with HDMS to provide easy access for 500 - 1,000 providers and purchasers, (and ? state government officials, health plans, researchers, etc.) to combined quality and cost information needed to help manage AND evaluate care.  Starting with MHMC commercial database. 

	
	Provide Care
	Evaluate effectiveness and efficiency of
	Sources

	Providers
	· Which patients to do what with when

· Predictive modeling
	· Own programs

· Vendors of care

Compare to

· Similar

· Averages

· Best practice
	· Claims

· Clinical (Healthinfonet, EMRs)

· Health Risk Appraisal

	Purchasers


	· What wellness programs

· What disease mgmt programs, Etc.
	
	· Claims

· Health Risk Appraisal

· Absenteeism


Question purchasers ask:

What is the most effective and efficient method overall to produce information that meets the need of all stakeholders at the best cost:

1) MHDO In house:  As in Deloitte report

2) MHDO outsource to MDPC:   (? Have Deloitte also review)

3) MHDO outsource to other vendor (e.g. Thompson, HDMS, Ingenix, etc. etc.)

4) Other?

Can we do it in a way to save employers/purchasers money?  

Employers/Purchasers Current Spend on Health Data  (All numbers approximate)

	Current Spend
	MHMC Employers
	All Commercial Insurance

	Approx. Commercial Spend
	$1,000,000,000
	$3,000,000,000

	Health Plan Data Reporting
	??
	??

	
	
	

	MHDO Data
	$500,000
	$1,500,000

	MHMC/HDMS 
	$500,000
	?

	Employer Other Vendors
	$400,000
	?

	Total
	$1,400,000
	?
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