Health Data Committee Retreat
Crystal Inn Downtown
Tuesday, July 10, 2013
11:00 a.m. – 4:00 p.m.
Minutes

Members Present: Lauren Florence, Lynette Hansen, Kevin Potts, Sharon Donnelly, David Purinton, Bill Crim

Members not Present: Laura Polacheck

Staff Present: Wu Xu, David Arcilesi, Zachary Burningham, Charles Hawley, Jamie Martell, Mike Martin, John Morgan, Lori Savoie

Staff not Present: Keely Cofrin Allen

Guests: Robert Rolfs, Greg Poulsen, Paul Anderton, Mark Munger, Denise Love, Shelly Tuescher, Jennifer Garvin, Megha Kalsey

Excused: Scott Baxter, James Tabery, Keith Tintle, Christopher Wood, Jim VanDerslice, Vaughn Holbrook, Pat Richards



Opening and Introduction:

Lauren Florence welcomed everyone to the retreat. Scott Baxter was on a business trip and was not able to make it back in time for the retreat, so she acted as Chair for the meeting. She outlined the purpose of the retreat and highlighted some of the agenda items. 

There will be a Sunset Review of the Health Data Committee on July 17, 2013, where the Committee will need to be reauthorized. 

Welcome: 

Robert Rolfs is the Deputy Director and Chief Medical Officer of the Utah Department of Health. One part of the Department that he is responsible for is the Center for Health Data, which includes the Office of Health Care Statistics. He used to be the Director for the Center, and was temporarily Acting Director for OHCS at one point in time. He learned a lot from those positions and commented that he is looking forward to spending the day with everybody. 

He stressed that the Health Data Committee was a very important policy advisory body. It’s been around for almost 25 years, and the role of the HDC has never been more important. 

Bob then introduced Greg Poulsen, who was the Keynote Speaker for the retreat. He will be giving a presentation titled Shared Accountability: The Value Imperative. 

Keynote Speech – “Shared Accountability: The Value Imperative”

Greg Poulsen is the Senior Vice President and Chief Strategy Office for Intermountain Healthcare. Mr. Poulsen has had direct responsibility for strategic planning, research and development, marketing, and policy for more than 20 years. 

He started off by saying that it was the most interesting time in health care. He quoted Niels Bohr, “Prediction is difficult—especially about the future”, and remarked that that there hasn’t been a time that’s been more difficult. The economics are going to force some change, and that’s something that the HDC can have a huge beneficial impact on that reality. 

Greg brought a Power Point slideshow for his presentation. Below is a summary of those slides. 

He wanted to focus the Committee’s attention on the current debt and unfunded federal obligations, and pointed out that the debt for social security was 7.7 trillion dollars, while the total national debt was 15.7 trillion dollars, and Medicare was 38.7 trillion dollars. The federal government has enormous obligations for which it has no identified funding, and that’s going to be a huge implication towards healthcare in the future. 

The HDC can change value proposition for the better, both for quality and cost. But it revolves around a key point that is embodied in a numerous articles and books, two of which he referenced. They are Hippocrates’ Shadow by David H. Newman M.D. and Overtreated by Shannon Brown Lee. Both of them make the same point, albeit in different way, which is that unnecessary health care is rampant in America, and that unnecessary care not only costs money, but it puts people at risk. It has been repeatedly estimated that up to 40% of health care contributes nothing to people’s well-being. The neat thing is that if you are able to eliminate even close to the 40% of the expenditures in healthcare, the 38.7 trillion for Medicare gets reduced to $0. Getting there is not easy. 

Greg used the quote “Half of what you are taught as medical students will in ten years have been shown to be wrong; the trouble is, none of your teachers know which half” by C. Sidney Burwell, MD to iterate that the way we are doing things now may not be the way they should ideally be done five or ten years from now. He cited a couple of examples. 

· In the late 1930s, surgeons developed an innovative procedure to reduce angina related to blocked coronary arteries (20 years before the first coronary bypass surgery).  Two redundant arteries that supply blood to the chest wall were tied off, with the hope that additional blood flow would then be provided to the heart.  Case studies showed that the procedure significantly reduced pain in 75% of patients, and the procedure became fairly common.
· In the late 1950s, two independent researchers tested the approach by testing “placebo” surgeries (where incisions were made, but he arteries were not tied) vs. the full procedure.  The two studies found very similar results:
· In the true surgery group, 67% of patients had major reductions in pain and in the need for medicine. 
· In the placebo surgery group, 83% of patients had major reductions in pain and in the need for medicine. 

It is arguable that higher quality of health care leads to lower costs, or less health care avoids complications. Both arguments are good in pointing out that more health care isn’t always better. He provided an example of an anti-depressant ad, in which only a quarter of the page was devoted to the actual medication and its benefits, and the rest of it was all the side effects that the medication could possibly have, some of which were fatal. 

Some of the slides showed that based on where you lived determined the types of care you received. 

Does Utah have room for improvement? Yes. All three of Utah’s communities ranked lowest in the country for Carotid Stent Replacement per 1,000 Medicare Enrollees, and we’re in the bottom 20 percentile for Coronary Artery Bypass Grafts per 1,000 Medicare Enrollees, whereas we’re in the top 10 percentile for Knee Replacements per 1,000 Medicare Enrollees. 

If the Health Data Committee can take that kind of information and make it available, there are huge opportunities for saving our communities’ cost, and our data-rich state is in the best position to do so.  

Public Reaction and Comments:

Shelly Tuescher is the project manager on the State Innovation Model Grant. She began her career in politics in 1983 with a position at the main staff office of the Utah Legislature, and has worked as a lobbyist since 1989. She acted as the facilitator for the retreat and nimbly transitioned from Greg’s presentation to take questions and comments from the committee members. 

Lynette Hansen had a question about his study that he showed about end of life and hospital deaths and asked if he thought with all the hospitals being built in Utah, are we considering the impact on the community and are those hospitals beds really needed, or are we considering filling those hospital beds as a way to justify being funded. Greg replied that data can help, incentive changes can help even more. We’re working on the incentive part as a state and as an individual organization. 

David Purinton (?) gave an example where his wife recently had to have surgery and wasn’t required to fill out forms, but he did have to fill them out for the same surgery at the same hospital. Greg said that that may be an example that he’s not proud of, and that we’ve grown up in a society that thinks more health care is better, and it is not. He went on to a study about full body scans and whether they were more helpful or harmful, and it turned out that they were harmful. It also pointed out that nobody is completely normal. Each personal example is different.

Committee Business:

There wasn’t a quorum present at this time, so the HDC Chair elections and RGE Subcommittee: Sammadder Amendment was pushed to the end of the meeting. 

History and Role of the HDC:

Bob Rolfs was asked to talk a little about the history and role of the Health Data Committee. He noted that he was going to hit the highlights and that he would undoubtedly be skipping over several key things, and apologized to the project managers for that. 

The Health Data Authority Act was passed in 1990. In 1993 the Hospital Inpatient Discharge Database was established. In 1996 HEDIS and CAHPS were established. They are acronyms for satisfaction survey. The next milestone was in 2009 with the All Payer Claims Database Initiative.

It’s really important to remember how many stakeholders there are, and an important part of the HDC is both representing those stakeholders and paying attention to that. He started to mention this morning that the mission and the purpose of the HDC has never been more important that we spend time figuring out what we’re doing. Cost is driving everything in health care right now and things are changing and being changed in a lot of ways. 

There are new uses for the data. Nobody realized a few years ago how important health insurance exchanges were going to be. This is a pretty critical time for the HDC and it’s imperative to figure out the strategic direction.  

Reaction and Comments: 

The majority of the HDC Members are unclear as to what their role within the Committee is, and what the Committee’s purpose is. Are they a policy-setting body, or an advisory Committee, or both? 
Kevin Potts viewed it as a partnership between a legislatively established committee that represents the community and the Department of Health that has the executive functions to carry out a lot of the work that the committee does. 
David Purinton commented that he feels like he’s just a warm body that is expected to show up and approve data requests, rather than a participating member of the Committee. He has never been asked for his input in setting the agenda and doesn’t even know how it does get set. He’s frustrated about the lack of communication recently, citing that he didn’t even know that Keely was being reassigned and that Barry was retiring. One such issue he brought up was the Subcommittee that was created for compliance. They met a couple of times and then nothing happened after that and he couldn’t get answers from Keely, Barry, or Jamie about it. Facility Compliance is a major concern and he isn’t sure how to get it back on the agenda. He also frustrated that he takes time away from his job and volunteers to sit on the Committee and right now feels like it’s a waste of his time.
Wu addressed his concerns by telling him and the rest of the Committee that the Mike, John, and Jamie are actively working on Compliance and are tracking down those facilities that haven’t sent their data into to us. She also said that the Committee should be setting the policies and that approving the requests is an operational issue. 
Sharon Donnelly said that different leaders have different approaches, but lately she felt that the information they have been getting is being filtered. 
The members’ input on setting the agenda was brought up again. Wu told them that to call her if they wanted something put on the agenda, and then suggested making it a standing item on the agenda under the “other business” section to discuss what should be on the agenda for the next meeting. Everyone really liked that idea. 
Bob Rolfs apologized to David and the rest of the members for not keeping them in the loop about Barry’s retirement and the other changes around the office. He formally introduced Wu as the new CHD Director and informed them of the plan for her to be the interim director of OHCS until the new director is hired. He said that now is the time to reinvigorate the Committee.
Bill Crim said that David brought two issues. 
1. Communication and follow up – The Committee needs clarity of purpose, how we make those decisions, and how we follow up on those decisions. 
2. Beyond the statutory requirements of showing up and approving or not approving data requests and exemptions, what is the purpose of this Committee and how best to use the time of the members. 
Lynette started off by saying that she was a new member and has only been to a few meetings and was really hoping this retreat would be an opportunity to find out what the committee does, what their authority is, and how they function.

PRODUCTION: Moving Forward with the All Payer Claims Database (APCD)

Evolvement of Utah’s APCD, 2008-present

Utah APCD 2013:
· 21 payers submitted data
· Database contains
· 1.9 million Utah residents
· 80 million claims
· 16% facility claims
· 84% professional claims

Update on APCD Contract and Operations

From October 2012 t0 January 2013, OHCS consulted with NAHDO to develop a Request for Proposal (RFP) seeking a vendor for APCD data management and analytic improvement. The objective of the RFP was to build and improve on the current Utah APCD system within the following domains:
· Data Submission Management
· Data Validation and Improvement
· Data Consolidation
· Analytic Services

RFP Process
· February 2013—the RFP was issued and an evaluation committee consisting of representatives from UDOH, DTS, U of U, and NAHDO was formed. 
· April 2013—Nine proposal responses were received. Six of the nine were found to be qualified on technical proposal
· May 2013—Vendors were asked to come to Utah to give oral presentations and vendor references were obtained 
· June 2013—Evaluation Committee recommended Treo Solutions be awarded the contract

Projected milestones over the next 12 months
· Next three months—new vendor on board
· Next six months—improve data quality
· Next twelve months—public reporting 

Requested core data products
· All edited, linked, and enhanced data files
· Health insurance risk adjustment data files
· Aggregated data files for cost reporting
· Aggregated data files for quality reporting
· OHCS access to vendor’s Utah-data warehouse and business intelligence reporting applications
· Normalized raw data files

What needs to be done to ensure success?
1. Get the most value out of the final selected vendor
· Develop a back-up plan
· Building in-house capacity and expertise
2. Ensure data submitters/payers are active partners
· High missing values in key data elements (paid amount, patient paid, rendering provider, secondary diagnosis codes)
· How do we actively engage the data submitters/payers in data quality improvement?
· Increase communication on data quality
· Reconvene the data submitters workgroup
· Other…?
3. Update Administrative Rule 428-15 and technical specifications for data submission
· Add new data elements
· How do we engage the carriers?
· Encourage payers’ involvement and vendor input

Challenges
· Make sure data is usable
· Match the claims data to the provider 
· Working with payers
Shelly prompted the Committee to think about how they could engage the carriers, especially on the issue of compliance and imposing punishment. 

David said that it ultimately becomes a money issue. At some point the carriers are going to want the resources to do it. 

Lynette spoke from the payers’ prospective, saying that they are being called upon to produce all sorts of data, from HEDIS data to Hospital Discharge data, and right now that’s a big driver. The APCD makes it easier to get that data. If more transparency could be provided, it would make jobs like hers easier. 

ENHANCEMENT: CMS Price Transparency/Data Center Cycle III Grant

Paul Anderton is an Actuary with the Utah Department of Insurance, and he took a moment to give a little background on the Cycle III grant to the HDC. 

HHS wanted the health exchanges to succeed and rate increases to be reasonable, so they set up a lot of laws, rules, and regulations in order to do that. He said that one of the ways the federal government is able to get things done and get people to cooperate and give them data is to give them money. 

Here are some more details about the Cycle III Grant: 

Grant Information
· Funding agency: CMS Center for Consumer Information and Insurance Oversight
· The health insurance rate review grant program grants to states to support insurance rate review and increase transparency in health care pricing, Cycle III
· Projected dates for project completion are October 1, 2013 to September 30, 2015
· Total budget allowed--$2M to $3,255,397.68 (including $2,000,000 baseline award, $400,000 performance funds, and $855,397.68 workload funds.) 

Objectives
1. Improve APCD’s data quality and completeness
· Improve the APCD’s data quality, completeness, and patient-provider attribution by working with eligible carriers and using appropriate technology to collect all necessary data elements and reduce missing values
· Partners: OHCS, Vendor, UHIN, and HealthInsight
2. Develop and implement analytics infrastructure and capacity
· Develop and implement analytics infrastructure, capacity, and appropriate statistical methods to produce meaningful information for online reporting and query of healthcare cost and quality information
· Partners: OHCS, the Reporting Task Force, U of U, and DOI
3. Develop web applications to broadly disseminate healthcare cost information
· Develop web applications to broadly disseminate healthcare cost information for particular medical services by geographic areas, healthcare settings, and providers
· Partners: HealthInsight (UtahHealthScape.org), the Reporting Task Force, U of U, DOH (IBIS-PH), OHCS, and DOI

Below is what the Committee members came up with during the Cycle III Grant discussion.
1. Use federal money to build expertise 
· Sustain by who gets benefit
· Timeliness
2. Build, sustainability will be okay
· Users to look at:
· U model
· Small businesses 
· Advertising?
· Find a driver to drive use
3. Too many committees and workgroups

INTEGRATION: State Innovation Model

Sharon Donnelly gave a power point presentation on the State Innovation Model Initiative. Below is a summary of those slides. 

Why do we need HIT? We need it because it’s the way to view healthcare changes. There are different kinds of questions that need to be answered. 

Access to reliable and comprehensive data on quality and cost to:
· Equip providers with information to improve
· Enable payers to hold providers accountable
· Allow stakeholders to target and evaluate policy
· Provide transparency to consumers

Keys to aligned HIT infrastructure:
· Core set of standard quality measures
· Meaningful, valid, parsimonious, tied to priorities
· Data flow efficiently and securely
· Governance, privacy and security, identity management
· Efficient data collection, reporting, and feedback
· EHR/HIE, databases, analytics, security
· Access to accurate, timely, and actionable information
· Providers supported and motivated by aligned incentives

Vision: HIT enabled payment and delivery redesign that reach the Triple Aim (Health, Cost, and Quality)
· Aim 1: HIT-enabled infrastructure that supports timely, accurate, quality and cost data to inform health care decision-making; and electronic availability of patient-record across providers
· Aim 2: Improve transparency and analytic capacity and infrastructure for quality and cost reporting
· Aim 3: Risk management oversight and education program for all users

Drivers for Aim 1: HIT-enabled infrastructure
· Ongoing support to providers to achieve meaningful use of EHRs
· Availability of Advanced Directives and other individual responsibilities for personal health through HIT (including health literacy)
· Continue building interfaces to a community health information exchange and protocols for communications across providers and settings
· Consider legislating opt out model for all
· Invest in required security infrastructure 

Drivers for Aim 2: Transparency and Analytic
· Develop state master person index
· Develop master provider directory for multiple users
· Agree on standard metric and benchmarks
· Increase information for shared decision-making
· Invest in optimizing one consumer facing website
· Build databases and analytics to create robust cost and quality measures
· Support collection of patient experience measures 

Drivers for Aim 3: Risk mitigation
· Conduct risk analysis of current HIT infrastructure
· Develop safeguard program for all users
· Make assistance available to smaller providers to assess and improve their HIT security and privacy process
· Test authorization, use, and termination procedures
· Support the education of all stakeholders to their responsibility for use of HIT infrastructure security and privacy

Lynette spoke about some of this issues that come along with transition from paper medical records to electronic medical records; such as when the same notes are copied and pasted verbatim from visit to visit—along with the same spelling errors, or when only three months’ worth of records are stored electronically and the rest of the paper copies are locked up in a storage unit somewhere. They don’t know how to create a registry or print out the reports. 

Wu stressed the need for a provider directory for public reporting. Sharon thinks that this is a conversation we ought to have. 

Sharon wanted to give a nod to Mark Munger (who unfortunately had to leave the retreat) and told the Committee how invaluable he’s been on this.

Shelly took over and informed the HDC about the other work groups, which are:
· Health Care Work Force
· Prevention and Wellness
· Payment Reform
· Patient Safety

They are putting together a presentation for the Governor’s Health Summit, which will be on September 26, 2013 at the Salt Palace Convention Center. The other half of the Health Summit will be on how to expand Medicaid.  

Goal and Strategies—Next three years

Shelly took a moment to recap what the Committee talked about, particularly about the issues and concerns they had. 

The HDC goals and strategies are:
1. Revitalize HDC and OHCS
2. Build sustainable partnerships for the Utah Healthcare Data Center/Network
3. Upgrade technical infrastructure and process for facility databases

Sharon started off the discussion by saying that some of the Committee members don’t really understand where they fit in and what they are supposed to do. She said that that more information OHCS could give them and outline their roles, the better. She suggested figuring out what can be done directly versus what could be separated and maybe given to another group whose purpose was transparency, or something along those lines. 

Wu mentioned Denise Love and said she that she is a resource for historical knowledge on the HDC, since she served as the OHCS Director and Executive Secretary to the Committee nine years ago. Then she said that the HDC’s role was to collect and analyze the data to improve cost and quality and health care reform. She said that Committee can also play a big role in deciding how we handle pushback in the reporting and to make sure it’s fair. 

[bookmark: _GoBack]Another important role they have is to decide how the data is used. She told the Committee about an agenda item lined up for the September meeting, where Lee Wyckoff from the OIG office will talk to the members about using our data to do a Fraud Abuse Detection report. This is a really major new use for the data and the HDC will play a huge part in deciding if this is a proper new use and how we deal with each new request. 

She asked the Committee members for help in preparing for the Sunset Review on September 17th. 

Denise commented on what the Sunset Review was like when she was the Director, and said that back then the Committee’s role was a bit different. They didn’t have a need for such overt leadership and she thought that what’s happening right now is really exciting. 

Sharon felt that the APCD will be a useful tool in the future. 

Closing

The members cast their votes via ballot and email for the new HDC Chair and Vice Chair. Sharon Donnelly was nominated as Chair, and Kevin Potts was nominated as Vice Chair. However, there couldn’t be a formal motion or vote to approve those nominations since there wasn’t a quorum present. 
