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the provision and delivery
of health care.
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Preface

A Joint Commission on Health Care report, Catastrophic Health Insurance — HD No. 3 (2011),
included a policy option to review the idea of establishing an All-Payer Claims Database
(APCD). APCDs, large-scale databases that manage systematically-collected health care claims
data, can facilitate a better understanding of cost and utilization across institutions and
populations.

The concepts involved in establishing an APCD were reviewed by the Joint Commission in
2011. The review revealed that APCD data analyses can provide useful information in such
areas as health care costs, quality, and efficiency; geographic differences related to access and
utilization; and overall system utilization.

Based on the study findings, JCHC members voted to introduce legislation to create an APCD
specifying that the governance-structure should be housed within the nonprofit organization,
Virginia Health Information; that data collection should adhere to national reporting standards
for medical claims; and that health insurers be required to report health insurance claims data.
House Bill 343 (Delegate O’Bannon) and Senate Bill 135 (Senator Puller) were introduced as
companion bills during the 2012 General Assembly Session. During consideration by the
General Assembly, the bills were amended to allow insurers to voluntarily report claims data.
House Bill 343 and Senate Bill 135 were awaiting the Governor’s signature when this report was
submitted.

Joint Commission members and staff would like to thank the numerous individuals who assisted
in this study, including representatives from: Aetna, Anthem, APCD Council, Castlight Health,
Centers for Medicaid and Medicare Services, Medical Society of Virginia, Mercer, National
Association of Health Data Organizations, National Conference of State Legislatures, National
Governors Association, Onpoint Health Data, Sentara, Virginia Hospital & Healthcare
Association, Virginia Association of Health Plans, Virginia Department of Health, Virginia
Health Information, Virginia Health Reform Initiative, and WellPoint.






Table of Contents

BACKGROUND . ....cocvviiiiieiiieeeeii e eeeie s e eain e e eea s

FINDINGS ..vvviiiiiiiiie it

PoLicy OPTIONS AND PuBLIC COMMENTS ..........

ATTACHMENTS. ottt et e e e e e






All-Payer Claims Databases, Report Document No. 107 (2012)

All-Payer Claims Databases

A Joint Commission on Health Care report, Catastrophic Health Insurance — HD No. 3 (2011),
included a policy option to review the idea of establishing an All-Payer Claims Database
(APCD). This review was undertaken on behalf of the Joint Commission in 2011.

Background

Although spending on health care is a significant expense for individuals, families, private
entities, and all levels of government, what makes up this spending is not well understood. As
noted in an overview on All-Payer Claims Databases:

“Gaps in...knowledge limit the ability to identify opportunities to address rising
health care costs. In response to this lack of transparency in health care spending,
states are actively seeking robust information about the costs and performance of
their state’s health care delivery system. One key source of information to support
transparency and general knowledge of the health care marketplace is the
development of All-Payer Claims Databases...."”"*

APCD:s are large-scale databases that manage systematically-collected health care claims data
from a variety of payer sources.”? Examples of information that may be collected include:
medical, pharmacy, and dental claims as well as eligibility and provider information from private
(health insurance) and public (Medicare, Medicaid, Veterans Administration) payers. APCDs
can facilitate a better understanding of cost and utilization across institutions and populations and
support sub-state analysis. APCDs can be useful tools in tracking the performance of local
delivery systems and in helping communities decide where to focus their improvement efforts to
improve care delivery and efficiency.

Findings

The enhanced availability and transparency of health care information collected within an APCD
can benefit many different groups.® For consumers, additional cost and quality measures for
medical procedures could be published allowing for better-informed decision-making. For
policymakers and researchers, an APCD can provide a better understanding of health care system
costs and quality by geographic area as well as the market impact of proposed Medicaid, health
care and payment reform changes. Employers can use APCD-generated information to
benchmark health care cost, quality, preventive service measures, and high-cost cases across
populations to improve health and wellness programs. Public health may be assisted through
identifying and tracking the impact of public health strategies, enhancing public health
surveillance and investigation, and improving understanding about diseases across settings and
across payers.

! patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview for
Policymakers, Academy Health & State Coverage Initiatives, May 2010.
2 Data elements typically collected for inclusion within APCDs include: encrypted SSN or member identification number; type
of product (HMO, POS, Indemnity, etc.); type of contract (single person, family, etc.); patient demographics (DOB, gender, zip);
diagnosis, procedure, and NDC codes; and information on service provider, prescribing physician, plan payments, member
gayment responsibility, type and date of bill paid, facility type, revenue codes, and service dates. (Source: Id.)

Id.
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Other States Have Implemented APCDs. Twelve states currently have an APCD and two states
are in the process of implementing such databases.* As shown in Figure 1, the state databases
focus on different aspects of the health care system and consequently gather and analyze
different types of health care related information including cost, quality, efficiency, geographic
differences in access and utilization, episodes of care, and overall system utilization.

Figure 1
APCD Focus by State®
Cost | Quality | Efficiency | S | SO aton
Kansas m [ [ [ n n
Maine [ n n n [
Marvland ] L] n
Massachusetts ] L]
Minnesota ] L] L] n L]
New Hampshire ] L] L] L] n L]
Oreaon L]
Tennessee m ] [ L] n
Utah (] n [ n n [
Vermont m ] L] L]
Washinaton ] L] L] n L]
Wisconsin ] L] L] n L]

Some of the specific ways that APCD-supported analyses have been used include:®

Helping employers understand variations in the cost and utilization of services by geographic area
and in different provider settings (ME, NH).

Exploring value (cost and quality) for services provided (NH).

Informing design and evaluation plans for payment reform models (NH, VT).

Evaluating the effect of health reforms on the cost, quality, and access to care in a state

(MD, VT).

Comparing utilization patterns across payers to inform state purchasing decisions for Medicaid
(NH) and identifying successful cost containment strategies (NH, VT).

% The states with an APCD are listed in Table 1. Colorado and Rhode Island are in the process of implementation.
® JCHC staff correspondence with APCD Council representatives and Tennessee APCD website at
http://www.tn.gov/finance/healthplanning/dataWarehouse.shtml.

® See note 1.
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Health Care Data Collection in Virginia. The Commonwealth has supported transparency in
health care information for decades. The Health Care Data Reporting Act (Code of Virginia,
Title 32.1, Chapter 7.2), enacted in 1996, directed “the Commissioner of Health to contract with
a nonprofit...health data organization to develop and implement health data projects that provide
useful information to consumers and purchasers of health care, to providers including health
plans, to hospitals and to nursing facilities and physicians.”” The work of that nonprofit health
data organization, Virginia Health Information (\VHI), has expanded and includes the collection
of some in-patient hospital and outpatient surgery information. However, there are significant
limitations in the information that is collected. Additional information is essential in order to
understand cost and utilization across institutions and populations and to have the ability to
conduct comprehensive sub-state health care analyses.

Establishing a Virginia APCD. Joint Commission on Health Care (JCHC) staff provided a
general overview regarding APCDs to the Joint Commission on June 14, 2011 (Attachment 1).
At that time, JCHC members approved a recommendation to have the Healthy Living/Health
Services Subcommittee study the APCD concept further.

The Healthy Living/Health Services Subcommittee met on October 3™ and heard presentations
by the Virginia Hospital and Health Care Association, Virginia Association of Health Plans, and
Virginia Health Information. The Subcommittee also discussed various guiding principles for
establishing an APCD. If Virginia were to pursue creating an APCD, some of the important
decisions which would need to be made include: governance structure, voluntary or mandatory
submission of data, the payers that would be required to submit data, rules for release and for
public dissemination of data, and funding sources to support the database. JCHC staff was
directed to develop policy options regarding potential guiding principles. (The October 3™
meeting materials are included in Attachment 2.)

A staff presentation was made during the October 17" meeting of the Joint Commission. The
presentation included a review of the types of health care questions an APCD could answer,
other state’s uses for their APCDs, important questions to answer when creating an APCD as
well as potential policy options for JCHC-member consideration. (The October 17" meeting
materials are included in Attachment 3.)

Policy Options and Public Comment

Nine written comments were received regarding five proposed policy options. Comments were
submitted on behalf of the following organizations:

Donald Gehring for Anthem

Chalmers M. Nunn, Jr., M.D. for Centra

Jodi Fuller for MeadWestvaco

Nicole Riley for National Federation of Independent Business — Virginia (NFIB-VA)
David R. Maizel, M.D. for Sentara

Doug Gray for Virginia Association of Health Plans (VAHP)

Eileen E. Ciccotelli, MPM for Virginia Business Coalition on Health (VBCH)

7 Virginia Health Information’s 2011 Annual Report and Strategic Plan Update, p. 2.

3
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o Christopher S. Bailey for Virginia Hospital and Healthcare Association (VHHA)
e Jim Cronin for UnitedHealthcare

Option 1: Take no action.
In Support: VAHP

Option 2: Introduce legislation and accompanying budget amendment (amount is dependent on
decisions made related to the APCD design and funding structure) to amend Chapter 7.2 of Title
32.1 of the Code of Virginia to expand health data collected in order to develop an All-Payer
Claims Database.

In Support: Centra, NFIB-VA, and VBCH
In Opposition: Anthem

Option 3: By letter of the JCHC Chairman, indicate support for the creation of a Virginia All-
Payer Claims Database. The letter would be sent to the Senate Committee on Commerce and
Labor; House Committee on Commerce and Labor; Senate Committee on Education and Health;
and House Committee on Health, Welfare and Institutions.

(No comments in support or opposition)

Option 4: Include in the legislation or a Chairman’s letter (if Option 2 or 3 is approved),
specific attributes for the All-Payer Claims Database.

A. Governance structure is housed at:
1. Virginia Health Information (VHI)
In Support: Sentara, MeadWestvaco, and VHHA
2. Another public or private entity other than VHI.
(No comments in support or opposition)

B. Types of data collected
1. Adhere to national reporting standards for medical claims
(e.g. Accredited Standard Committee X12 standards when finalized)
In Support: VAHP® and VBCH
2. APCD will determine the required data elements
(No comments in support or opposition)

C. Data collection from health insurers

1. Mandated collection

In Support: Centra, VBCH, and VHHA
In Opposition: UnitedHealthcare

2. Voluntary submission
In Opposition: UnitedHealthcare

8 VAHP supports this option only if an APCD is developed.
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Option 5: Include in the 2012 work plan for JCHC’s Healthy Living/Health Services
Subcommittee, continued study of an All-Payer Claims Database for Virginia.

Summary of Public Comments Based on Position Taken

Supports taking no action:
Virginia Association of Health Plans

Supports APCD legislation:
National Federation of Independent Business — Virginia

Supports developing an APCD administered by VHI:

MeadWestvaco

Sentara

Virginia Hospital and Healthcare Association

Supports APCD legislation that requires insurers to report claims information:
Centra

Supports APCD legislation adhering to national data standards that requires reporting of claims
information:
Virginia Business Coalition on Health

Opposes APCD legislation at this time and supports further study:
Anthem

Opposes an APCD at this time and recommends Virginia define data infrastructure goals and
priorities in the near and long term, and construct a system to that end:
UnitedHealthcare

Subsequent Actions by the Joint Commission on Health Care. During the Joint Commission’s
2011 Decision Matrix meeting, JCHC members voted to proceed with Policy Options 2, 4A, 4B,
and 4C. Specifically these options involved introducing legislation and accompanying budget
amendment to expand the health data collected in order to create an All-Payers Claim Database.
The approved options specify that the governance-structure should be housed within the
nonprofit organization, Virginia Health Information; that data collection should adhere to
national reporting standards for medical claims; and that reporting of health insurance claims
data should be made on a mandatory rather than voluntary basis.

House Bill 343 (Delegate O’Bannon) and Senate Bill 135 (Senator Puller) were introduced as
companion bills during the 2012 General Assembly Session. During consideration by the
General Assembly, the bills were amended to allow insurers to voluntarily report claims data.
House Bill 343 and Senate Bill 135 were awaiting the Governor’s signature when this report was
submitted.

JCHC Staff for this Report
Stephen W. Bowman
Senior Staff Attorney/Methodologist
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Attachments

June 14, 2011
JCHC Meeting

Staff Presentation:
All-Payer Claims Databases (APCDs)

October 3, 2011
Healthy Living/Health Services Subcommittee Meeting

Staff Presentation:
All-Payer Claims Databases

Presentation:

Carilion Clinic Perspectives on an APCD

Letter from Virginia Hospital & Healthcare Association
Letter from Sentara Medical Group

Presentation:
APCD Considerations — Virginia Association of Health Plans

Presentation:
APCDs — VHI Background and Key Considerations

October 17, 2011
JCHC Meeting

Staff Presentation:
All-Payer Claims Databases






June 14, 2011

All-Payer Claims
Databases

JOINT COMMISSION ON HEALTH CARE

Stephen W. Bowman — Senior Policy Analyst/Methodologist

June 14, 2011

» Background

» All-Payer Claims Database (APCD)
» APCD at VHI

» Potential Avenues for Further Study




Background: 2010 JCHC Approved Option

Staff review:

(i) other states’ efforts to publicly disseminate
expansive cost and quality information by
specific facility and provider for selected medical
procedures; and

(i) legal, financial, data and other requirements for
Virginia Health Information to provide similar
specific cost and quality information through an
All-Payer Claims Database in order to improve
quality and health outcomes.

Background: Different Groups Can be

Assisted by an APCD

The 2010 study option focused on APCDs to provide
greater cost and quality transparency for consumers.

APCDs can also provide timely information about
health care procedures, variation and costs for:

» Policymakers » Providers

» Researchers » Insurers

» Employers » Public Health
» Employees » Quality-efforts

APCD would allow Virginia to build on our current VHI system
and enhance the knowledge of our health care system for
better understanding, transparency of cost, and service

performance.
— 2010 Virginia Health Reform Initiative report

June 14, 2011



June 14, 2011

Background Health Care Facts: State Costs, State

Inflation, Sector Inflation and Region Quality

Fact 1: Virginia’s 2004 per capita health care costs are lower than the
U.S. (54,822 vs. $5,283)

Fact 2: Virginia’s annual health care inflation rate from 1991-2004 is
higher than the U.S. average (5.6% vs. 5.5%)

Fact 3: Virginia health care sectors annual inflation from 1991-2004

= Rx with medical non-durable expenses had the highest
increases of 8.4%

= Hospital Care was lowest at 4.6%

Fact4: Preventable hospital readmissions in Virginia differ by
geography

Fact 5: More expensive health care does not yield higher quality

Fact 6: Significant variation exists for states’ health care costs and

inflation, health care sector costs and inflation as well as
quality of care geographically

Fact 1: Virginia’s per Capita Health Care Costs Are

Lower than U.S. but Higher Than Some States (2004)

2004 Personal Health Care Expenses (per capita)

$6,000 - $5,283 $4,822 55191 g Qther Health Care

$5,000 $4,600

$4,000 $3,972 B Nursing Home Care

33,000 M Drugs

$2,000

$1,000 B Physician and Clinical
$ Services

Vlrgmla Utah Georgla North ™ Hospital Care
Carolina

Health care costs vary across states....

6
Source: US per Enrollee State Estimates of Residents, CMS, Office of the Actuary, September 2007




Fact 2: Virginia’s Health Care Inflation Is Above

the U.S. Average

Health Care Expenditure Growth (per capita)

12.0%
10.0% A
—uUnited States 5.5%
8.0% 7 ==\/irginia 5.6%
6.0% —@Georgia 4.8%
4.0% - —North Carolina 6.7%
2.0% N/ —Utah 5.7%
0.0% T L — —

199 1994 1995 1998 2000 <2002 2004

If Virginia’s 1991-2004 average health care inflation rate (5.6%) decreased by 1%,
then 2004 per capita expenditures would be 13% lower ($4,259 instead of 4,822)

Health care inflation varies across states....

7
Source: US per Enrollee State Estimates of Residents, CMS, Office of the Actuary, September 2007

Fact 3: Rx and Other Medical Nondurable Expenses

Increased an Average of 8.4% per year from 1992-2004

Virginia Health Care Sector Expenditure Growth (per capita)

16.0%
o =—Drugs and Other Medical
14.0% Nondurables 8.4%
0, 4
12.0% /\ ——QOther Health Care 6.0%
10.0% >~ (N A /
8.0% \ / \ I\‘x( ——Nursing Home Care 5.7%
6.0% -
4.0% - —Phys.ician and Clinical
Services 5.4%
0, -
2.0% —=Hospital Care 4.6%
0.0% -

-2.0% 19971994 199519952000 20022004

Healthcare inflation varies across sectors....

Source: US per Enrollee State Estimates of Residents, CMS, Office of the Actuary, September 2007

June 14, 2011



Fact 4: Preventable Hospital Readmissions in

Virginia Differ by Geography

> 28% of localities are 1.5 times higher of State average (37 of 134)
» 18% are of localities are % or lower of State average (24 of 134)

PQl
Discharge
Rate per
100,000
Population
(2009)

Prevention Quality Indicators (PQIs) can identify conditions for which good
outpatient care can potentially prevent the need for hospitalization or for
which early intervention can prevent complications or more severe disease.

Healthcare quality varies across Virginia....

9
Sources: Atlas of Community Health Map Book, March 2011, produced by Community Health Solutions at vitality.communityhealthinfo.com, VHI website and JCHC staff analysis..

Fact 5: More Expensive Health Care Does
Not Yield Higher Quality

“The evidence does not indicate that higher Medicare spending
is associated with better care for Medicare beneficiaries”
- Congressional Budget Office (CBO)

A 2008 CBO report on Medicare spending noted the following
possible reasons for geographic variation in spending:

1. Differences among regions in the prices of medical services and in the
population’s health status

0 These factors most likely explain less than half of total variation,
and possibly much less

2. Demographic factors and patients’ treatment preferences
0 Contribute only a small amount to geographic variation

3.  Much or most of the variation cannot be explained by prices, health
status, demographics, or treatment preferences

Is the right care being provided?

Source: Geographic Variation in Health Care Spending, February 2008, Congressional Budget Office at
ttp://www.cbo.gov/ftpdocs/89xx/doc8972/MainText.3.1.shtm

10

June 14, 2011
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Consumers Are Expected to Be More

Responsible for Health Care Expenses

Health Care Payment Trends

»Consumers will “take on more of the risk
associated with health care ....”

> “With persistent medical inflation,
employers continue to promote greater
employee cost sharing to reduce their
health care spending.”

> “Individuals play a major role in the flow
of health care funds. And [PPACA] will only
increase the role of individuals.”

Consumers are more financially involved in their care...

11
Source: McKinsey and Co., Then Next Wave of Change for U.S. Health Care Payment, McKinsey Quarterly, May 2010.

More Public Health Care Cost and Quality Data

Could Facilitate Better Decisions

VHI Collects Information for Certain VA Health Insurance Coverage (2009)
Health Care Services (% of population)
Available Data S—— c8%
* Hospital in-patient mployer - 567
« Limited Outpatient surgery O Individual - 4%
Not Available Data & Medicaid - 10%
* Rx data B Medicare - 12%
* Outpatient V'%'ts O Other Public - 3%
¢ Other Outpatient procedures /tests O Uninsured - 13%
¢ Labs
¢ Dental
« Medical equioment In Virginia, the only health care data
autp across the care continuum that is publicly
VHI cannot currently analyze across the available is for Medicaid and Medicare
care continuum and episodes of illness beneficiaries (22% of the insured)

APCDs provide more health care information than is
currently publicly available....

Source: Kaiser Family Foundation, StatehealthFacts, http://www.statehealthfacts.org/profileind.jsp?cmprgn=1&cat=3&rgn=48&ind=125&sub=39 &
Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview for Policymakers, May 2010 &
conversation with Michael Lundberg from VHI. 12
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What Is an All-Payer Claims Database

(APCD)?

Databases that typically include data derived from
medical, eligibility, provider, pharmacy, and/or dental
claims from private and public payers:

»Insurance carriers

= Medical, dental, third party administrators (TPAs),
pharmacy benefit managers (PBMs)

» Public payers
= Medicaid, Medicare, Veterans Administration

APCDs can allow for a broad understanding of cost
and utilization across institutions and populations

Source: Slide from NAHDO Annual Conference, October 2009
Patrick Miller, MPH Research Associate Professor, University of New Hampshire (revised by JCHC staff).

13

APCDs Can Answer Many Health Care

Questions

» Which hospitals, surgical centers or doctors have the highest ratings for
certain medical procedures?

» Which hospitals, surgical centers or doctors have the lowest prices by
procedure, or treatment? What do health insurance companies pay for
these services?

» In what geographic areas is public health improving?

» If emergency room usage in Medicaid is higher than the commercial
population, what are the possible reasons?

» How far do people travel for services and for what type of services?

» Are established clinical guideline measurements related to quality, safety,
and continuity of care being met?

»What are the key public health issues by city and county?

Sources: Slide content from Alan Prysunka presentation to Virginia Health Reform Initiative Technology Task Force November 16, 2010 &
Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview for Policymakers, May 2010. 14




12 States Have Existing APCDs and 2 States
Are in Implementation

Existing:

Maryland
Massachusetts
Minnesota

Tennessee
Utah
Vermont
Washington
Wisconsin

Implementing:

Colorado

Sources: APCD Council email correspondence with JCHC staff & Oregon APCD website. 15

APCD Primary Focus Varies Among States

Geographic Episodes System
Cost Quality Efficiency Differences of Care Utilization

Kansas ] ] n [ ] u ]
Maine ] ] ] [ ] ]
Maryland ] | [ ]

Massachusetts [ ] [ ]
Minnesota ] ] n ] ]
New Hampshire ] ] [ [ [ ] ]
Oregon [ ]

Tennessee ] ] | ] ]
Utah ] ] ] | [ ] [ ]
Vermont ] ] | ]

Washington ] ] ] [ ] [ ]
Wisconsin ] ] ] ] ]

Other uses include: cost and quality benchmarking for Medicaid payment rates, measuring

competition within the commercial health market, and potential risk adjustments.

Sources: APCD Council correspondence with JCHC staff & Tennessee APCD website.

June 14, 2011
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Specific State Uses for APCDs

» Help employers understand variations in the cost and
utilization of services by geographic area and in different
provider settings (ME, NH)

» Explore value (cost and quality) for services provided (NH)

» Inform design and evaluation plans for payment reform
models (NH, VT)

» Evaluate the effect of health reforms on the cost, quality,
and access to care in a state (MD, VT)

» Compare utilization patterns across payers to inform state
purchasing decisions for Medicaid (NH) and identify
successful cost containment strategies (NH, VT)

Source: Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview 17
for Policymakers, May 2010.

States Will Have a More Significant Role in

the Health Care Market

PPACA increases the number of health care
market participants overseen by states

» Insured State employees (currently) Virginia Medicaid Facts
» Health Benefits Exchange participants
in 2014 (if state-operated)

FY 2001 to FY 2010
e Budget increased 122%

» U.S. Medicaid program (5x inflation rate)
= Enrollees Enroliment
0 60 million (currently) » 764,000in 2010

0 Additional 16 million in 2014 |* Additional 271,000 -

42 in 201
= Percentage of state budgets 5,000in 2014

0 22% average % of State budget

0 25-30% average in 2014 * 20.7% state-only portion
» 18.8% of total

Sources: , Brad Finnegan, National Governors Association, APCD: A View from NGA, presentation October 15, 2010, Report of the Virginia
Health Reform Initiative Advisory Council, December 20, 2010. & JLARC, Review of State Spending: 2010 Update 18
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APCDs CAN BENEFIT DIFFERENT
GROUPS AND AREAS

A. Consumers F. Providers

B. Policymakers G. Insurers

C. Researchers H. Public Health

D. Employers I. Quality-efforts

E. Employees "

AVERAGE HEALTH CARE COST INFORMATION BY
PROCEDURE AND PROVIDER CouLD BE PUBLISHED

Detailed Estimate for MRI — Knee (outpatient) Consumer Cost Estimate |

Procedure: VP 2
Insurar
within 3
Deducoble and Cansurance Amount: § £

jent)
eferred Provider Organi zgpeh (PFO)

Precision Cost Estimate

(] Estimate| Estimate | Estiriate |Precision Typicsd
Provider of Wh?t - of the PaFan‘l: Contact Info
Name you Will Insurancz Cost Cer.iplexity
Pay WillZay |Payments|Estimate .
ACCESS
SPORTS

LoweSt J\(:(]'h'-.‘: SPoiTs
Average ||on oracoics
Cost

HIGH
ORTHOPAEDICS
603.775.7575

BEDFORD

BEDFORD
AMELILA TORY $769 HIGH WVERY LOW

25 Providers Listed in Search Results

WENTWORTH

DOUGLASS 1368 1472 2840 LOW  VERY HIGH
HOSPITAL ? ® d HOSPITAL
High 603,742,5252
4 est PORTEMOUTH PORTSMOUTH

REGIONAL REGIONAL
Average |l $1378 s1514  s2892 Meorun | BEGIONAL
cost HCA AFFIL HCA AFFIL

AJNIUVdSNVY] HONOYH] S1I4IN3g H3IWNSNOD 'V

HDHP and Uninsured Consumers are most assisted by this type of information

Sources: Maine, New Hampshire and Oregon APCD websites & graphic from wwww.nhhealthcost.org and modifications by JCHC staff. 20
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APCDs Provide a Better Tool to Develop Policies
and Assess a Proposed Policy’s Impact

Policymakers

» Provide a better understanding of current health
care system and its costs and quality by geographic
area

» Assess market impact of proposed health policy
changes

0 Medicaid
O Health care and payment reforms

0 Mandated Health Insurance Benefits
Commission

Researchers

» Investigate specific Virginia health care cost data to
identify trends in costs, quality, and usage

S114IN3g 4IHIOHVIASIY ANV SHDIVINAIINOd D R® g

Source: Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview 21
for Policymakers, May 2010.

APCDs Provides Information to Structure Better
Medicaid Policies

» Benchmarking payments compared to commercial payers
across primary care, inpatient, and outpatient services

» Better understand patterns, cost, and quality by comparing
to commercial market

Payment Rate Benchmarking in New Hampshire

Average Payment Including Patient Share, 2006
Procedure Code Health Plan1  HealthPlan2 Health Plan3  NH Medicaid

99203 Office/Outpatient Visit

New Patient, 30 minutes $124 $115 §130 §42
Exianioncs Paon, 10 mindes s 9 55 0
90806 Individual Psychotherapy in Office/ 572 571 571 561

Outpatient, 45-50 minutes

S1I4INIg 4IHOUVISIY ANV SHIDIVINADITOd D R g

Source: NH Deparmant of Hea'th and Human Sarvicas payment rate banchmarking study.

Source: APCD Council, All-Payer Claims Databases in Public Health and Medicaid: A Fact Sheet 22
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APCDs Can Help Employees to Make Better
Care Decisions

APCD is a tool that can assist employers in facilitating the
lowest cost, best quality care at the right time for employees
» Employers are shifting more health care costs to
employees
» Most helpful for employers that offer high-deductible
health plans or tiered plans

APCD benchmarking of cost, quality, preventive service
measures, and high-cost cases across populations to improve
health and wellness programs

Educate employees about hospital costs and quality

S1143IN3g ¥IAOTdING ANV 3IA0TdNT ‘38 g

Source: Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview 23
for Policymakers,, May 2010.

APCDs Promote Better Information to

Understand and Manage Insured Populations

Providers

» Hospitals need better information to understand care
offered in outpatient settings and costs in movement
towards accountable care organizations (ACOs)

» ldentify practice inefficiencies and adjust accordingly

» Insurer negotiation

Insurers
» Better prepare to manage new insured populations
» Cost, quality, and utilization benchmarking
» Provider negotiation

S1143IN3g ¥IYNSN| ANV ¥3AINOYd "D 3 4

Source: Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview 24
for Policymakers,, May 2010.
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Better Understanding, Evaluation, and
Targeting of Public Health Efforts

» Identify and track success of strategies to provide consistent high

quality preventive health and health care

0 To better understand cause for high re-admission rates, investigate the
likelihood of outpatient check-ups between admissions

0 Understand what is leading to the current improvement in cardiac care for
African-American women in Virginia

0 VDH’s only Virginia data to investigate heart attacks are from
inpatient records and catheterization labs

» Use for public health surveillance and investigation

0  VDHs current Lyme Disease investigation is limited because incidence data only
comes from hospital admissions and lab tests and not from outpatient settings
where diagnoses occur without a lab test

» Improve understanding about diseases across settings and across
payers
0  Outpatient care treats many injuries, diseases, and conditions but information is
not consistently captured
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> Identify lifetime health care costs and value of interventions by linking
to vital records

Source: APCD Council, All-Payer Claims Databases in Public Health and Medicaid: A Fact Sheet & JCHC staff discussion 25
with Virginia’s Health Commissioner, Karen Remley.

APCDs Can Identify the Extent of Preventive

Health Measures Used

Percent of Diabetic Medicare Enrollees Receiving One or More Blood
Lipids Tests (1995-96)/\

Percent of Diabetic Medicare
Enrollees Receiving Blood
Lipids Testing

by Hospital Service Area (1995-96)

W 60orMore (1)
B 50w <60 (]

B 40wes50

M) 1o < 40

Percent of Female Medicare Enrol (1995'96)
Age 65-69 Having At Least One
Mammogram in a Two-Year Perioi

SLI4IN3g ALITYND 38V HLTVAH ']

by Hospital Service Area (1995-96)
B 60 or More i "
B 50w <60 17) _iff-
W d0w<s0 (13 oy
Wwedd (3
Less than 30 (1)
Staristically Imprecise
Suppressed for Confidentiality

Source: Dartmouth Atlas of Health Care in Virginia, Center for the Evaluative Clinical Sciences — Dartmouth

Medical School & Main Medical Assessment Foundation (2000) 26
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APCDs May Allow for Identification of More

Effective and Less Costly Treatments

UTAH: Study using APCD identified Further study of how chronic
that over 1/3 of persons prescribed disease and depression affect each

anti-depressants have 2 or more other may yield more effective
chronic diseases and less costly treatment

Comparison of Antidepressant Usage and Claims by Clinical Risk Group (CRG)

Among Persons Prescribed Antidepressants
60%
=+#=CRG Status Among Persons
Prescribed Antidepressants

50%

S114IN3G ALNMYND 38V HLIVAH °|

40% =8 Percentage of Dollars Paid for
30% Antidepressant Claims by CRG Status
20% —d—Percentage of Total Number of
Antidepressant Claims by CRG Status
10% 2 Significan
Chronic
0% Multiple
Significant Minor Chronic 3+ Significant Catastrophic
& " 1significant  cpronic . Conditions
Acute 1 Minor Chronic Metastatic
Healthy Chronic Malignancies

Source: Gaskill, M. Antidepressant Use in Utah. Utah Department of Health, Health Data
Committee, Office of Health Care Statistics. Utah Atlas of Healthcare: 1(1), September 2010.

27

Is VHI an Appropriate Location for an APCD?

VHI Benefits

» Currently manages some typical APCD information for
inpatient and outpatient surgery services

» Track record of success managing, analyzing, and publishing
health care cost and quality information

O VDH contracts with VHI to provide health care provider
and insurer cost and quality data

Existing data and confidentiality policies
Existing data management processes
Existing relationships with stakeholders
Governance structure contains stakeholders

V'V VY

VHI publicly provides health care cost information from insurers
» Pursuant to HB 603 (2008)

28




Common APCD Concerns Raised in States

» Which entities would be required to submit data
0 Cost of compliance for entities providing information

» Consumer data privacy and security

» Assuring that any specific provider-level price and quality
data reported is accurate

0 Accounting for patient case complexity

» Providing provider payment rates publicly could increase
health care costs

Source: NSCL Briefs for State Legislators, Collecting Health Data: All-Payer Claims Databases, May 2010. 29

FURTHER STUDY AVENUES

30

June 14, 2011



June 14, 2011

Potential Further Study Avenues

Avenue 1: No further action by JCHC staff

Avenue 2: Create a special Subcommittee of JCHC
members to review APCDs further and
possibly recommend specific APCD-related
options during the JCHC October 17, 2011
meeting. (Stakeholders would be invited to
present and participate during the sub-
committee meetings.)

31

Specific Issues That Would Need to Be Worked

Through for a Virginia APCD
» APCD Governance

» APCD Focus Many APCD
» Data collection permutations are
0 Mandated submission? possible

0 Which payers submit data?
0 Does datainclude patient identifier data?
» Datarelease rules
» Public dissemination of data
» Funding
0 VHI-provided estimates to house APCD
and associated analytics based on national
data
¢ S1 million startup
% S$750K - $1 million in annual costs

L)

Sources: Denise Love, William Custer and Patrick Miller, All-Payer Claims Databases: State Initiatives to 2
Improve Health Care Transparency, September 2010 & discussion with Michael Lundberg of VHI.




APPENDICES

A: VHI information

33

Appendix A: VHI Board of Directors Nominating

Organizations

Business

Virginia Chamber of Commerce
Virginia Business Council

Virginia Manufacturers Association

Hospital
Virginia Hospital and Healthcare
Association

Insurance
Anthem
Virginia Association of Health Plans

Nursing Facility

Virginia Association of Nonprofit
Homes for the Aging

Virginia Health Care Association

Source: http://www.vhi.org/about_stakeholders.asp

FROM NUMBERS TO KNOWLEDGE

VH|

VIRGINIA HEALTH
INFORMATION

Physician
Medical Society of Virginia
Old Dominion Medical Society

State

Joint Commission on Health Care
Virginia Department of Health

34
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VHI Current Databases

> Inpatient Hospital Discharges

> Financial and Operational
Data for Hospitals and Nursing
Facilities (EPICS)

> Hospital obstetric programs

> Outpatient Surgery (7 specific
procedure groups)

» HMO Rankings based on
HEDIS CAHPS information

> Average Health Plan Allowed
Amounts for 31 Commonly
Performed Services

» CON Survey data; ambulatory
surgical centers, hospitals,
nursing facilities, MRI centers

VHI Data Gaps

» Outpatient visits — including

emergency care, doctor’s
visits

» Outpatient procedures —
imaging, diagnostics, less
than 24 hour admissions,
chemotherapy, procedures,

» Ancillary services,
pharmacy, lab, physical
therapy, dental

» Any other covered costs

Source: Virginia Health Reform Initiative , Health IT and Transformed Health Care presentation, August 21, 2010 35

VHI Already Collects and Manages Some

Typical APCD Information

Typical APCD Information

Patient/Clinical Information m

e Patient identifier(encrypted)
* Type of product (HMO, PPO, FFS, etc.)
* Type of contract (single person, family)

* Patient demographics (DOB, gender,
residence, relationship to subscriber)

¢ Diagnosis codes (including E-codes)
¢ Procedure codes (ICD, CPT, HCPCs)
*NDC code /generic indicator

* Revenue codes
e Service dates

e Service provider (name, tax ID, payer ID,
specialty codes, location)

¢ Prescribing physician

¢ Plan payments

¢ Member payment responsibility (co-pay,
co-insurance, deductible)

 Date paid

e Type of bill

* Facility type

Categories Highlighted in Red are currently collected by VHI

Source: Patrick Miller, Denise Love, Emily Sullivan, Jo Porter and Amy Costello, All-Payer Claims Databases: An Overview

36

for Policymakers,, May 2010 & email correspondence with Michael Lundburg, VHI.
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All-Payer Claims Databases

Joint Commission on Health Care
Stephen W. Bowman
Senior Staff Attorney/Methodologist

Significant variation exists in health care
costs, inflation, and quality by location

Fact 1: Virginia’s 2004 per capita health care costs are
lower than the U.S. ($4,822 vs. $5,283)

Fact 2: Virginia’s annual health care inflation rate from
1991-2004 is higher than the U.S. average
(5.6% vs. 5.5%)

Fact 3: Virginia health care sectors’ annual inflation
from 1991-2004

Rx with medical non-durable expenses had the highest
increases of 8.4%

Hospital Care was lowest at 4.6%
Fact 4: Preventable hospital readmissions in Virginia
differ by geography

Fact 5: More expensive health care does not yield
higher quality

October 3, 2011



What Is an All-Payer Claims

» Databases that typically include data derived
from medical, eligibility, provider, pharmacy,
and/or dental claims from private and public
payers:
elnsurance carriers

» Medical, dental, third party administrators (TPAs),
pharmacy benefit managers (PBMs)

*Public payers

» Medicaid, Medicare, Veterans Administration

» APCDs can allow for a broad understanding of
cost and utilization across institutions and
populations

Q0O Annual Conference, October 2009
ate Professor, University of New Hampshire (revised by

12 States Have Existing APCDs and
2 States Are in Implementation
Kansas
Maine
Maryland
Massachusetts

Minnesota
New
Hampshire
Oregon
Tennessee
Utah
Vermont
Washington
Wisconsin

Colorado
Rhode Island

gondence with JCHC staff & Oregon APCD website.

October 3, 2011



Cost
Which hospitals, surgical centers
or doctors have the lowest prices
by procedure, or treatment?

What do health insurance
companies pay for health care
services?

Access

How far do people travel for
services and for what type of
services?

Medicaid
Is emergency room usage in
Medicaid higher than the
commercial population? What are
the possible reasons?

APCDs Can Answer Many Types of

Health Care Questions

Quality
» Which hospitals, surgical centers
or doctors have the highest
ratings for certain medical
procedures?

Are established clinical guideline
measurements related to quality,
safety, and continuity of care
being met?

Public Health

What are the key public health
issues by city and county?

v

v

» In what geographic areas is
public health improving?

2 Alan Prysunka presentation to Virginia Health Reform Initiative Technology Task Force

APCD Primary Focus Varies Among
States
Geographic Episodes System

Cost Quality Efficiency Differences  of Care  Utilization
Kansas n [ n [ [
Maine n ] [ ] ]
Maryland n n
Massachusetts u n
Minnesota n [ n [ [
New Hampshire n n n n n
Oregon n
Tennessee n m n n n
Utah n n n n n
Vermont n n [ ]
Washington n n n n n
Wisconsin n m n n

1G ~Yag[g,
. ‘\":3\\
\ \\\&:\‘\\'
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Specific State Uses for APCDs

» Help employers understand variations in the cost and
utilization of services by geographic area and in
different provider settings (ME, NH)

» Explore value (cost and quality) for services provided
(NH)

» Inform design and evaluation plans for payment
reform models (NH, VT)

» Evaluate the effect of health reforms on the cost,
quality, and access to care in a state (MD, VT)

» Compare utilization patterns across payers to inform
state purchasing decisions for Medicaid (NH) and
identify successful cost containment strategies (NH,
VT)

Rlv Sullivan, Jo Porter and Amy Costello, All-Payer Claims

Important APCD Elements

» APCD Governance

» APCD Focus

, . Many APCD

» Data collection e e
«  Mandated submission? are possible

«  Which payers submit data?
« Does data include patient
identifier information?

» Data release rules
Public dissemination of data
Funding

A

v

Sources: Denise Love, William Custer and Patrick Miller, All-Payer Claims Databases: State
Initiatives to Improve Health Care Transparency, September 2010 & discussion with Michael
dberg of VHI.

October 3, 2011



Carilion Clinic

Perspectives on an All-Payer
Claims Database

&
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CARILIONCLII

Carilion Clinic the Employer

* 10,956 employees
* 600 physicians in 60 specialties
« 120 practice site covering 28 localities

Total revenues: $1.24 billion
Total community benefit: $154.9 million

CARILION(

—
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Carilion Clinic the Provider

Approximately 1 million lives in our service
area.
» Primary Service Area (PSA): 653,717
e Secondary Service Area: 334,379

e 768,576 primary care Visits
* 48,541 admissions
» 180,881 ED visits

CARILIONCLINI¢

Carilion Clinic the Payer

* New partnership with Aetna

* Lower costs of health benefits for our
employees

* Develop new insurance plans that reward
better patient health outcomes while lowering
costs.

* Medicare Advantage Plan started 2010

* Medicaid MCO beginning 1/1/12 &

CARILIONCLINI¢

October 3, 2011



What are we concerned about?

Our issues similar to other stakeholders’.

» Health care costs on unsustainable
trajectory

» 20% of patients generate 80% of costs
» 20-30% of healthcare of no value
* 50% of patients do not get needed care

* Improving quality, reducing risk &
eliminating waste are key to VALUE!

CARILIONCLINI(

Obstacles to Improving Value

* FFS payment system incents overutilization
» Tort system reinforces this as standard of care
» Lack of good health policy
 Caring for the poor, uninsured & underinsured
* Funding medical education
* Smoking & other health risk
» Lack of data
* Longitudinal
» All payers
 All services

/'l

CARILIONCLINI(
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What would we do with an APCD?
Employer
Our goal is to keep our employees
healthy and productive.

1. Benchmark utilization of employees to identify
opportunities as well as best practices

2. ldentify at-risk employees for early intervention

3. Track impact of changes in plan design and care
management

4. Compare performance of providers

CARILION CLINT(

What would we do with an APCD?

Provider

Our goal is to provide the best possible care.

1. Benchmark utilization of patients to identify
opportunities as well as best practices

2. ldentify care redundancies and eliminate
them

Identify at-risk patients for early intervention

Use to facilitate collaboration with other
providers, with employers and with payers

5. Gain better insight into health status and
needs of the community

FREE

=

CARILIONCLINI(
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What would we do with an APCD?
Payer

Our goal is to ensure that our employees and
communities have access to affordable
coverage and optimal health.

1. Identify the needs of specific communities
and tailor coverage for them.

2. Hold ourselves and other providers
accountable for quality improvement

3. Eliminate coverage gaps and redundancies
to ensure efficient health care delivery

T

CARILION CLINT(

Closing Thoughts

* Health Care costs are on an unsustainable trajectory

* Most health care costs relate to patients with one or
more chronic diseases

* There is waste in the system yet many do not get
needed care

* Wide variation in adherence to best practices

* We have sketchy/incomplete information about the
full array of health care services used.

We can’t improve what we can’t measure.
An APCD is a tool for improvement for all

stakeholders. &
CARILIONCLINI(
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& HEALTHCARE 4200 INNSLAKE DRIVE, GLEN ALLEN, VIRGINIA 23060-6712

Y VIRGINIA HOSPITAL

P.0. BOX 31394, RICHMOND, VIRGINIA 23294-1394

ASSOC]ATEUN (804) 965-1227 FAX (804) 965-0475

September 30, 2011

The Honorable Benjamin L. Cline

Chairman

The Joint Commission on Health Care

P.O. Box 1322

Richmond, VA 23218

Dear Mr. Chairman:

The Joint Commission on Health Care (JCHC) is currently examining the benefits of creating an
All-Payer Claims Database (APCD) in Virginia. APCDs exist in several states and their
outcomes have been positive. By bringing together stakeholders to work through the issues at
stake, Virginia can also create an effective APCD that provides a valuable resource for health

care quality improvement and controlling costs.

During the June JCHC meeting, several issues were raised regarding the legislation and ultimate
implementation of the database. We wish to offer these suggestions to consider during your

process:

The APCD should have a clear focus on improving health care quality and
controlling costs. This focus should drive all data-collection and reporting efforts.

VHI is an ideal location to house an APCD. In particular, its governing board is
already comprised of key stakeholders: consumers, business, provider, payer, and
Commonwealth. This board has significant experience dealing with the issues
affecting the use and reporting of health care data. An APCD would be a natural
extension of their current mission.

VHI should be able to raise the capital necessary to create and maintain an APCD
without any additional state appropriation. Other states have combined voluntary
data subscriptions with federal, state and private grant funding in order to sustain
their efforts.

In order to ensure that a meaningful data set can be created, claim submission by
all payers must be mandated by the General Assembly. Patients utilize health
care in a variety of settings and pay for it in vastly different ways. Without the
claims of all payers for all services, significant information gaps will emerge and
render the data meaningless.

How the data is used and reported is the most important question whose answer
will likely change over time. The General Assembly should establish broad, but
well-defined data use parameters that will create a framework within which the
governing board of VHI can make the ultimate data-use decisions. This will
allow the board flexibility in its decision-making while still providing adequate
accountability to the General Assembly.

An alliance of hospitals and health delivery systems ADVANCING EXCELLENCE IN HEALTH CARE AND HEALTH
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The Honorable Benjamin L. Cline
September 30, 2011
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It is our desire to see the JCHC recommend the creation of an APCD to the General Assembly.
Virginia’s health care system has come as far as it can without accessible, broad-spectrum data.
If we fail to create an APCD, it will send the message that we do not need to improve our quality
or control our costs. Since this is clearly not the case, the General Assembly must create an
APCD so that all stakeholders can begin to make more-informed decisions that improve quality
and control cost.

Senior Vice President

xc: Members - Joint Commission on Health Care



SENTARA.

Sentara Medical Group
Executive Office

835 Glenrock Road, Suite 200
Norfolk, Virginia 23502

Tel: (757)252-3148

Fax: ( 757) 252-3146

drmaizel@sentara.com

David R. Maizel, M.D., ABFP, FAAFP
CVP & President

September 29, 2011

The Honorable Ben Cline

Chairman

The Joint Commission on Health Care
PO Box 1322

Richmond, VA 23218

Dear Mr. Chairman:

I write to you on behalf of Sentara Medical Group (SMG), a practice of more than 650 primary
care and specialty physicians and advanced practice clinicians (nurse practitioners and physician
assistants) serving Hampton Roads as well as Harrisonburg, Charlottesville and the exurbs of
Northern Virginia. I wish to voice our strong support for the development of an All-Payer Claims
Database (APCD) in Virginia.

We all know that health care costs are too great and growing too quickly. However, we cannot
improve what we cannot measure and assess. The informatics and analysis made possible by an
APCD will significantly advance the Commonwealth’s, businesses’, consumers’, health care
providers’ and payers’ ability to make critical improvements in health care quality as well as
control the growth of health care costs.

The lack of widely available health care cost information is astounding, especially given the
amount of data that is actually generated. While physicians at SMG know the outcomes of the
individual patients we treat, it has only been through a concerted effort on the part of the practice
and Sentara Healthcare as a whole that we are able to truly quantify the quality of the care we
provide and to make targeted improvements based on that information. We post this quality
information online and at the entrance to each of our facilities. This is a step in the right
direction, but it is still not enough. Like all providers around the state, we can and must do more.
We need better data to do so.

Patients receive care from a variety of sources and move between insurance plans regularly.
Quality varies between providers and even between different facilities of the same provider.
Trends in utilization, outcome and payment are impossible to discern because we lack
comprehensive, accessible information. As a result, we cannot make all of the substantive
improvements in quality and costs that we should. An APCD in Virginia will provide a wealth of
data that can facilitate care quality improvement and cost reduction.
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Like any worthy innovation, APCDs raise questions. Other states have implemented APCDs in
various ways, and Virginia can draw several lessons from our counterparts:

» Confidentiality and security of data has been a primary concern in every state and
through the careful application of technology, it can be sustained.

e Many states have created their APCDs as an adjunct to existing inpatient discharge
databases. Virginia Health Information has done an admirable job of stewarding these
data for more than a decade; an APCD is a natural extension of their current charge.

The largest question left to be answered is how to present claims data in a manner that is
meaningful to all users without creating instability in the system. Several models exist, and the
General Assembly, the Board of Health and the governing board of VHI (which includes strong
representation from stakeholder organizations) are certainly capable of making these data use
decisions in a manner that best suits the needs of Virginia’s consumers, businesses, providers and
payers, and the Commonwealth itself.

We need to improve health care quality and reduce costs in Virginia. We’ve all talked about this
issue as a matter of public policy. Many of us have talked about it at the kitchen table because it
impacts our families. It’s time to take the next step on the path to improvement. Establishing an
APCD is not a panacea, but represents an important tool to make sorely needed progress. There
are details left to be worked through, but we must move forward and establish an APCD in
Virginia.

Thank you for your attention to this important issue.

Sincerely,
-~

Doy Qunay

David R. Maizel, MD. ABFP, FAAFP
CVP & President

DRM/bw



All Payer Claims Database
Considerations

All Payer Claim Databases (APCDSs)
What Are They?

APCDs aggregate payer claim and related
information into databases used by state agencies to
produce information on:

—costs & quality

—utilization patterns

APCDs may collect eligibility, provider and product
information in addition to claim data.

October 3, 2011



June 2011 State Progress Map

Il - Existng
Wl - n implementation
I - strong Interest

— Existing Voluntary
n

AK Effor

— No Current Activity

Copyright 2009-2011, APCD Council, NAHDO, UNH 12 June 2011 State Progress Map m

Relationship to Health Information
Exchanges

= HHS is funding state initiatives to create Health
Information Exchanges. Virginia was awarded
$11.6 million to further develop the states HIE
which wil permit collection of clinic

providers for research and analysis

é HIEs combined with payer data to allow for I

analysis of both cost and quality

October 3, 2011



Examples of HIE Reports

The HIE will provide services to enable electronic public health reporting,
quality reporting, immunization reporting, reportable lab results and
surveillance data.

Public health measures from the HIE include:
Chronic disease registries vs. targets
Preventable hospitalization: pediatric asthma, heatrt failure, and diabetes
Health Maintenance registries vs. targets
Screening rate: breast cancer, colorectal cancer, cervical cancer

Percent of organizations sharing public health, quality management and
medication management information

Compare exchange vs. non-exchange organizations

What should be considered when
setting up the APCD?

Use a consistent set of data elements

Collect data from the source most likely to have it as part of the normal
course of business

Weigh the value of the data element collected against the cost
involved in payer collection and provision of the data

Include all stakeholders in the drafting of the legislation and in the
development of data collection standards and procedures

Implement strong privacy and security safeguards to protect against
inappropriate disclosure and use of data

October 3, 2011



Use a consistent set of data elements

The advantages of using standard datasets across states include:

= Carrier familiarity with the standard datasets means less time to get set up, and
more reliable data
Lower cost to carriers supporting more than one state's APCD since programs can
be adapted from other states, saving IT time and money
Use of programming developed by other states for common research questions
meaning less time and expense to produce usable information

= Established standards by the ANSI X12 organization will mean states can point to
the standards in their regulations

New York’'s Technical Tiger Team

f- Looking to leverage existing state data stores for information that carriers don’t

normally collect, saving time and money

Collect data from the source most likely to
have it as part of the normal course of
business

— s OUeSHONS HQEAS K
Is it needed to:
= pay a claim?
= enroll a member/subscriber?
= bill a member/subscriber?

If so, a Payer should have this data.
If not, another entity may be a better resource for the data.

October 3, 2011



Weigh the value of the data element
collected against the cost involved in payer
collection and provision of the data

Need to ask: Is the cost for retrieving the data justified by how the data will be
used?

Costs

= Payer systems collect and store data needed to support core business needs;
not all data on claim forms may be stored/reportable

= Adding data elements to systems can be costly — $1 million or more

= Storage costs for data elements not needed for core business can be substantial
(450 million claims processed a year)

Benefits

= Measurable improvement in quality of care for state residents
= Greater transparency in health care

= Overall cost savings in the health care system

Include all stakeholders in the drafting of
the legislation and in the development of
data collection standards and procedures

Who are the stakeholders?

= Entities which collect needed data in the normal course of business
= Potential users of the data
Others who should be resources?

= States considering or just beginning their data collection efforts
= States where ACPDs are established

= Organizations that have been involved in creating and maintaining
ACPDs in other states,

October 3, 2011



Sources of APCD Data

Commercial &
TPAs & PBM &
Dental &
Medicare Parts

C&D
."/f-— '
Medicaid FFS

& Managed
Care & SCHIP

Uninsured &

TRICARE &

VA& HIS &
FEHB

" VINGINLIA ABSOCLATION
[or mEaLTH FLans |

Establish a standard schedule for data
requirement additions/changes

Payers must plan for changes well in advance

Payer system release procedures control which system
changes are funded and resourced and when changes go
into the system

Release schedules and funding/assignment of resources
may be developed early in the previous year

System changes may be frozen during open enroliment
periods (Typically around Jan.1 or July 1 enrollment.)

VA

“ VINGINLIA ABSOCLATION
lor weaive rians]
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Implement strong privacy and security
safeguards to protect against inappropriate
disclosure and use of data

= Individuals expect that their state government will
protect their personal information

= Individuals rely on payers (health plans) to handle
Protected Health Information as required by state
and federal law

= Moving vast quantities of data and aggregating data
that still may identify individuals is high risk

APCD Uses

APCD uses include:
Health Care Transformation

= Evaluation of Care Coordination — to avoid waste and over/under utilization of
services and to improve patient health outcomes

Quality Measurement and Improvement — to maintain what is good about
existing care while focusing on areas needing improvement
= Example: Study of Medicare expenditures for patients with chronic diseases

[ Comparative Effectiveness I

- To compare a variety of treatment options to determine best outcomes under
what circumstances R

Example: Appropriateness study on angioplasty and coronary artery bypass grafts for certain
conditions. |

Hp

VERGENIA ABBOCIATION
lor meacrn Fiane |




Other Considerations

Will the use of an ACPD drive down costs by providing something that
insured individuals do not have access to currently?
Many payers already provide information to members on the actual cost the
member may expect to pay for a specific procedure
Insureds with lower cost-sharing requirements who may pay the same no matter
where they go do not have an incentive to look for the best price.
The implementation of additional federal health reform changes will create
increased standardization in benefit packages and cost-sharing; this may reduce
consumer incentives to be wise consumers of their health care dollars.

Recommend: Focusing on clinical data to improve guality and health outcomes.

Other Considerations (cont.)

General:

= Does the Commonwealth have jurisdiction to collect data from self insured;
uninsured; and those covered by government programs?
Where will an APCD be housed and how will it be funded?
What lines of business will be included — should plans that are limited or have
transient enrollees be excluded (i.e. student plans; limited benefit plans; specific
illness plans)?

Note:

= APCDs rely on monthly submissions of health care claims, with an average la
time of 6-9 months from the date of service. This means they are not useful for
“real-time” data needs, such as supporting the operations of ACOs.

States find it challenging to create consolidated, accurate provider files to allow

provider comparisons; reconciling provider identifiers from multiple carriers may
be time consuming and may result in many errors.

October 3, 2011



All Payer Claims Database
VHI Background & Key Consider

Michael Lundberg, Executive Direc

October 3, 2011

-Organizational Structu
-Mission

-Information Collected
-Publications & Databases

-Funding

Building a Value-Driven APCD
-Funding \
-Standardization

-Transparency

: -a
-Phased Implementation : ;
-Build on Success

~
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Our Mission

) ';ﬁ
. T viAMBERS TO Khg LT
A A

To create and disseminate health care information

To promote informed decision making by Virginia consumers and
purchasers,

To enhance the quality of health care delivery

Background- Who we are

VHI is an independent, not-for-profit,
501(c)(3) health information organization
established in 1992.
e Board of Directors represents Virginia
health care stakeholders

e Formed to administer Virginia Health
Care Data Reporting Initiatives to
benefit Virginians § 32.1-276.2

October 3, 2011



Representing All Health Care Stakeholders
To Benefit Consumers, Business and others

Since inception, VHI's
Board of Directors

Dusiness Representatives

Jodi L Fuller

Hospitsl Represenlatives

NTARA"
Edwards

Physician Representatives

&

Chanles 0.

October 3, 2011

recognized the value of
multi-stakeholder
collaboration.

e By-laws stipulate the Board
of Directors will include )
seven health care .
stakeholder groups.

e Inclusive structure and
member Involvement
results in credibility,

HCA

Feter kammo:

Peler W Howck MD

pyramind
3 f.‘"i‘BE Johne '?D"

Health Insurance Representatves
State Hepresentatves

™ KAISER PERMANENTE
™ ) !sa_- W Lenis

Anthem @9
.|i|..ﬁ . MD

E Bank

PRE——

Bruce Nave
— Nursing Facility Representatives

EXECUTIVE COMMITTEE

Consmmer Representatives

. . . . S D.r_.\:l!'! Adams A VH
financial diversity, and = .
recognition as a trusted, *‘"“c‘"‘““‘“'m; Um:““ naL e
independent intermediary. Dolrs G Gl P e samss ks

fames L Kammier

Kay W. Lewis

Charles O. Frazer, MD. FASFP

4

Information Collected and Funding Sources

Hospital Patient Level Data, General Funds and VHI. Consumer, business reports, (heart
Outpatient Data care, obstetrics, etc) public health ,
research

EPICS-financial and operational Ambulatory Surgical Centers,

Hospitals, Nursing Facilities

Public reports on efficiency,
productivity, financial health, charity
care, average cost per admission
etc.

HMO quality and financial HMOs

performance information

Quality, satisfaction and premium
(PPMPM) information for business
and consumers

Long Term Care information on
costs and quality

VHI and leveraged data from EPICS LTC Guide, costs and Nursing

facility quality

VDH Office of Licensure and
Certification fees

Annual Licensure Survey Certificate of Public Need,

utilization. Public reports

Prices for health care services VHI Public reports on average allowed

amounts for 31 services SN




VHI Publishes Business and Consumer Guides, Reports, and
Information

Consumer Costs for MRI,
Knee and Shoulder Surgery

Health Plan Satisfaction

Rates and Premiums g Doctors and Hospitals

Consumer Guides to
Health Insurance,
Hospitals, Long Term

Hospital Heart Surgery
M ity and Readmission

Assisted Living, Home
Health Facility Prices

and Location

Funding

VHI's FY2011 Revenues
Reflect Diverse Support for VHI Programs and Services

CODES
12%

Provider
Fees

o
Product Sales 19%
and Contracts
55%
General
Appropriations
13%
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Some Definitions

All Payer Claims Database: A database of medical,
pharmacy, and dental claims, member eligibility,
provider, and product files encompassing fully-insured,
self-insured, Medicare, and Medicaid data.

Health information exchange: (HIE) the
transmission of healthcare-related (clinical) data
among facilities, providers and government agencies

Health Benefits Exchange: A resource for Americans
seeking health insurance. Under the Patient Protection
and Affordable Care Act of 2010. Individual insurance
buyers can select any of a variety of plans within the

Exchange all of which are administered by private
insurance companies.

Other States are planning to integrate thesm

CER studies;
supplement

HIE with APCD Rate review;
transactions; APCD MLR rgvi(iw;
A q 0 roduc
= (administrative) Toenefi
design; etc.
Shared
Services
HIE/HIO HBE/HIX
Relationship (clinical) (insurance)

studies between

benefits and care

delivery; quality
rankings for
HBE/HIX; etc.
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APCD Funding — State Funding Models

* General Funds

+ Assessments (payers, providers)
* Medicaid (various options)

* Private Foundations

+ Data Sales (minimal)

* Fines for non-compliance (minimal source of
revenue)

* Grants: federal, state, private

* Products/Services: Data aggregation/reporting for
required HEDIS activities

* Products/Services: Data aggregation/reporting for
P4P programs

* Beacon Community Grant

10

Need for Standardization

+ 14 States have/are implementing APCDs

»  Historically, health insurance carriers were asked to
provide information differently state-by-state causing

. Unfair and unnecessary cost burden to carriers
. Difficulty in comparing care across state lines

. National Standards are needed to address these
problems.

. Standards for reporting have been drafted for adoption by
standards organizations

. If an APCD is developed in Virginia, adoption of these
standards is an important component for success

11
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Transparency- A Key to Value

When unrestricted, APCDs have something for
everyone...

« Consumers

« Employers

* Health Plans/Payers

* Providers

* Researchers (public policy, academic, etc.)

« State government (policy makers, Medicaid,
public health, BOI, etc.

Examples follow next 8 slides

12

Prevalence of Asthma by Age, NH Medicaid (non—Dua&m

NH Commercial Members, 2005

18%

17% 17% 17%

16% - 16%

14% +
13%
12% -
1%
10% - 10% 10% 9%
9%

8%

7%
7%
6%
| ‘ 6% %
| 5% 5% 5% 5% 5%
4% 4% | | | | | |
5-9

10-14  15-18  19-20 21-24 25-34 35-44 4549 50-54 55-59 60-64

8% -

7%
6% 1 M5

4% -

2% -

0% -

All Ages 0-4
SOURCE: NH DHHS
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Selected Prevalence Conditions — Vermontg I

Commercial Population — 2007-2009

Rate/1,000 [Rate/1,000 |Rate/1,000
Major Disease Category Members |Members |Members
2007 2008 2009

Cancers

Breast Cancer 6.3 6.3 6.6

Lung Cancer 1 1 1

Colorectal Cancer 1.2 1.1 1.2
Digestive System Diseases 101 99.5 101.1
Heart & Other Circulatory Diseases

Coronary Heart Disease 13.2 12.9 13.5

Stroke 4.8 4.9 5.2

Congestive Heart Failure 2.3 2.3 2.2
Genitourinary System Disorders 160.5 156.3 156.0
Respiratory System Disorders 263.3 255.5 261.1

SOURCE: VT BISHCA

Vermont Comparative Costs and Quality by M

460§y a1 cosT HIGH COST The scattergraph shows
LOW QUALITY HIGH QUALITY the relationship between
the rate of payments and
sl ® ® st iohnsbury the rate of effective and
Randalph .
preventive care. The
420 graph's vertical axis
3 displays the rate of
F @ Newport payment per member per
% 400 ® White River Junction month (PMPM) adjusted
2 for differences in age,
g 180 gender, and health status
2 ® springfield of the population. The
E Middlebyry graph's horizontal axis
g 360 Rutland @ Benningtan i Brattleboro displays the combined
g A @ sarre effective and preventive
< Morrisville @ ‘. Burlington i
240 St. Albans care score. The crosshair
lines display the statewide
average for each axis;
320 subpopulations are
LOW COST LOW COST classified into quadrants
%00 LOW QUALITY HIGH QUALITY based on comparison to
60 62 64 66 68 70 72 74 the statewide average.

Combined Effective & Preventive Care Score (%)

SOURCE: VT BISHCA
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Contact Us

Sunday, March 13, 2011

B pricing af Haalth Cara
Services Detailed esti for Ar

pic Knee Surgery (outpatient)

- A Deegar Fxplanation

K Surgery

B Health Costs for Inaurance Plan: Antham - NH, Hualth Malrtenance Grganlzation (HMB)
Snaured Patients Withén: 20 miles of 03301
B Health Costs for Deductible and Coinsurance Amount: $500.00 / 10%

Uniraured Satisnts

Lead provider m_"';'u‘::,:“
IIIIIIM wm
CONCORD
AMmuLATORY 2429 s3108 MEDIUM
SURSERY CENTER
CAPITAL
GRTRGPATD 818 s2maq s3659 HIGH Low
Slnteny canren
BARTMOUTH
[ 841 43077 +3918 MESIUM MEDIUM
800,238.0505
LAKES RPGIC
uxesmecion sea7 sas7a saart wow .
603,527.7171
SPEARE MEMORIAL
SPEARE MEMORIAL
g 5540 £a048 4095 HIGH Low
603,536,120
FRANKLIN
FRAMKLIN REGIDNAL REGIONAL
i 5975 0278 55251 HIGH Low
603,527.7471
CATHOUE MDA
5590 $4328 55300 Low Low SENTER
800,437.9666
Liind Provider = 3 the iaght iy Pt 38 Peslh Ghee GrEcesiee Coits OTE ARMENSE 13 14 HEaRCEL Bves wen SE5aralE SaYIErts A1e =ade 1 B chyloan and & Resoill, B
5ITR0EC DIYTIENE BMOLTE 5 The COMUINGS (DR BMCUTE . When & Le8a PTOWG 15 1% KSLED 13 the MESATS, We G0 ot have SuffiOen Gath £ CRIOAatE an eEsmate.
Estimate of What You Wil Pay - Ts e you mar be o= p your cesumiie, ane yeur eoinsurnes.
Dvsuciisies and o-nsurancs am FAG after the service I proviced.
- This figen papmers mace by your inurance compacy 5 he healih cans pravicer:
Estimate of Combined PaymMants - TS f1gure MEGTESETRS e CONGINES aMOURE E7a€ T AEATN CINE SMTVGET NECEIFES 119 Y5U 35 8 BIUETE a0 10 Y9ur INSUFANGE Sompany.
Precision of the Cost Estimate = T55 5 1 I=ccation of how acara sisoel sniyss 0 Psioncal expesence, e ot esinace s A lowes precsin mes
e 153 Graate LRG3 T e WL o yOur Bl i BT 1o o G €SS, A Pigh eI #18b% AL he Wt. o youe il il v g eiincos ef Seing cose
o the cont mates are mere s becise the amount tharges for the promeeurs scrows ol patiets Iy ot the armourt charged for &
“areices 3croas Bl pasants v e Rt b e oot o e e e PuAon e o T, W oot BBt e .
Tygical Patiens Comphexdy - This 5 8% IPGICIton of Nam ATy o K S5 BAUETES aNE 515 aNE Geen for TS SACLIAF OCESLITE 86 1S MeWL CIrE BrOvIGer, 53 heakn cane
SRR ST WEAEY (RS, 0 DAt U AT M GO, 416 R INETE Ay DX T0n LAl maceiated min reatiog e,

Range of Costs for Cardiac Valve Surgery* by Hospital

Beth Isragl Deaconess I $233,000 '
Medical Center 544,500 l-— g 5118000
Brigham and 1 . $a3,000 s
Women's Hospital $50,000 § 1 $127.500
Massachusstts I $489.500
General Hospital 545,500 l— = $129,000

§27000 540,000 $53,000 S$E8,000 S79,000 S%2,000 $105000 S$118,000 $131,000

1 Thare are no cost ratings for this procedure

If tra 15th Parcantie and Mecian values Tor o hospital e #gual, than only Medisn Bnd B58n Percentie vkt ane Shown on B9 Graph.

If the Median and 85th Percentie values for a hospital are equal. then only 158h Percentie and 85th Percentle values are shown on the graph.
It orfy the BS5th Percentia vakus is shown for o hoapital, than S 15th Percentile. Median. and B5th Peccentie values are squsl

Fiatar b5 e hospial-speciac dats 1t 1o 56w ol ¢t values Kor ach hoapital

Legend Cost Ratings
3 The hospital is among the least costly. This cost is lower than 85% of all hospitals
151 Madian State g5m in the state.
Value Median 35 The hoapital cont in below average. This cont is above 15% but below 50% of all
Percentie Percentile hospatal in the it
1 1 335 The henpital cont is above aversge, This cent is above S0% but below B5% of sl
I 1 Frospitaly in the state

533 The howpital i among the maost coutly, Thit cont is highes than B5% of all
haspitals in the state

Massacuuserrs Division oF Heaurm Care Fivaxce axo Poucy © Novesser 2009

Source: http://hcgcc.hcf.state.ma.us/Default.aspx

Copyright 2009-2011, APCD Council, NAHDO, UNH
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~ Comparison of Providers

Chouse = Topic

Patisnl Safely
Patiant 5,

Serious I2eportable Events
Surgical Care

Pationt Expericnce
Patient Experisnce

Bone and Jolnt Care
Fack Procedins

1lip Fracture

Hip Iteplacement
Knee Replacement

Cardiovascular Discase
Angioplasty

Bypass Suigury

Cardiac Screaning Tasts
Heart Artack

eart Cailure

Ieart Valve Surgery
Strake

Digestive System
Gall Bladder
Intastinal Surgery
Weight-doss Surgsry

Obstetrics
Cesarsan Section

Ggé"ﬁgéwﬁﬁrg"://hcgcc.hcf.state.ma.uleefauIt.aspx

waginal Delivery

‘Outpatient Diagnostic s Mot Different from State Average Quality.
CT Scan - Apove State Average Qualty.
MR L2 Mot enaugh i was reparted

alt!

Prov

hCareOptions-

For Patients & Camilies About The ing r

For Physicians & Providers [T ———

Asked Quuesti & Toals About U= Feedback
@0t now Scarch
‘@i Hoturn to Scarch Rosults
Bookmark
cardi lar Di v Surgery

Bypass surgery involves transplanting a blood vessel from your leg or chest to the heart to get around (or
“bypass”) a blockage in the heart's blood supply. (more)

Diac i i ion: Bypass with cardiac catheterization (APR DRG 165); Coronary
Bypass only ("PR DRG 166)

Summarized Reporc

Quality of Care
(more)

View Datailad Report View Statewide Procedura

Eoston Medical Center Brigham & Women's
Hospital ospital

k&4 A =4

Not dif from Statc Not different from State  Not different from State
Average Quality Average Quality Average Quality

Massachusetts General
H,

Quiality Rating

Cost of Care
(rriore)

Boston Medical Center Brigham & Woman's Massachusetts General
H.

playes =
i s ss sss

Not Different from Above Median State
Cost

Cost Median Statc Cost

Boston Medical Center ig| & wWomen's tts GGoneral

Quality of Care  State Legend
3 Below State Averuge Qualily.

PMPM Rate

2009 PMPM Rates by Age Group and Service Type

$450
$400
§350
$300
$250
$200
$150
$100

350

04 59

10-14 15-19 20-24 25-29 30-34 35-39 4044 4549 50-54 55-59 6064 65-69 70+

$ﬂ

Member Age

—+—Ambulance Sves
—+— Hospital Care

——Rx

Clinic Facilities —— DME & Supplies —+— Home Health Senices

—— Medicine SpecialyCare - Mental Health

quer'Sptednup Therapy —— Primary Care
—— Social Workers

Labs Radiology
= PsychiatryPsychology -+ Rehabilitation
—— Surgery Specialist Care
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New Hampshire =
£ New Hampshire How Do I Get
‘ Hospital Scorecard Hospital ings Quality Care?

Narrow Search(_within 10 miles %) of| zip code View Results

'New Hampshire Hospital Ratings
P N T o -
{ Highest Rated ){ Name [ City

PN A AN

Patient Fxperience
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anchomter o3m0a & &

=== & -
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=== &
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$3$

e L J
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‘ Surgical Infection
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‘ Surgical Infection
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viewmap

20 Copyright 2009-2011, APCD Council, NAHDO, UNH

Phased Implementation g I

Consider starting with population health measures. Align priorities with
VDH programs, high variation conditions, and /or costs. Examples:

» Diabetes: rates of good control: Variations by region/city/ commercial
compared to government programs

» Timeliness of prenatal care- related to low infant birth weight

» Follow-up after hospitalization For mental lliness within 7 days after
hospital discharge

* Proper medications following heart attack (persistent use of beta
blockers)

21




Phased Implementation-continued

» Support Health Benefits Exchange with information on health care
utilization and costs.

» Provide information to support emerging accountable care
organizations

» Expand pricing transparency to regional variations. Work with
stakeholders to expand detail to provider and payer

» Depending on HIE participation levels by consumers and providers
evaluate potential to add clinical lab/radiology/other information from
HIE to support quality improvement efforts and public reporting on
costs and quality

22

Build on Success: Leverage Existing Health
Data Reporting laws N

Many aspects regarding administration of an APCD including, fees, confidentiality,
data release and related issues have been previously addressed and can be
altered to address an APCD

Code Of Virginia Chapter 7.2 - Health Care Data Reporting
32.1-276.2 Health care data reporting; purpose

32.1-276.3 Definitions

32.1-276.4 Agreements for certain data services

32.1-276.5 Providers to submit data

32.1-276.5:1 Disclosures of contractual arrangements to be made publicly available.

32.1-276.6 Patient level data system; reporting requirements 32.1-276.8 Fees for
processing, verification, and dissemination of data
32.1-276.9 Confidentiality, subsequent release of data and relief from liability for reporting;
penalties

23
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A Fork in the Road ?

Thoughts on a Value-Driven APCD

Funding Model: Consider multi-stakeholder approach

Standardization: To reduce carrier burden

Transparency: To increase value to all

Phased Implementation: Based on Virginia priorities

Build on Success: Leverage existing Virginia Code

2

Virginia Health Information
102 N. 5th Street
Richmond, VA 23219

www.vhi.org
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All-Payer Claims Databases

Joint Commission on Health Care
Stephen W. Bowman
Senior Staff Attorney/Methodologist

Significant variation exists in health care
costs, inflation, and quality by location

Fact 1: Virginia’s 2004 per capita health care costs are
lower than the U.S. ($4,822 vs. $5,283)

Fact 2: Virginia’s annual health care inflation rate from
1991-2004 is higher than the U.S. average
(5.6% vs. 5.5%)

Fact 3: Virginia health care sectors’ annual inflation
from 1991-2004

Rx with medical non-durable expenses had the highest
increases of 8.4%

Hospital Care was lowest at 4.6%
Fact 4: Preventable hospital readmissions in Virginia
differ by geography

Fact 5: More expensive health care does not yield
higher quality

October 17, 2011



What Is an All-Payer Claims

» Databases that typically include data derived
from medical, eligibility, provider, pharmacy,
and/or dental claims from private and public
payers:
elnsurance carriers

» Medical, dental, third party administrators (TPAs),
pharmacy benefit managers (PBMs)

*Public payers

» Medicaid, Medicare, Veterans Administration

» APCDs can allow for a broad understanding of
cost and utilization across institutions and
populations

Q0O Annual Conference, October 2009
ate Professor, University of New Hampshire (revised by

12 States Have Existing APCDs and
2 States Are in Implementation
Kansas
Maine
Maryland
Massachusetts

Minnesota
New
Hampshire
Oregon
Tennessee
Utah
Vermont
Washington
Wisconsin

Colorado
Rhode Island

gondence with JCHC staff & Oregon APCD website.
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Cost
Which hospitals, surgical centers
or doctors have the lowest prices
by procedure, or treatment?

What do health insurance
companies pay for health care
services?

Access

How far do people travel for
services and for what type of
services?

Medicaid
Is emergency room usage in
Medicaid higher than the
commercial population? What are
the possible reasons?

APCDs Can Answer Many Types of

Health Care Questions

Quality
» Which hospitals, surgical centers
or doctors have the highest
ratings for certain medical
procedures?

Are established clinical guideline
measurements related to quality,
safety, and continuity of care
being met?

Public Health

What are the key public health
issues by city and county?

v

v

» In what geographic areas is
public health improving?

2 Alan Prysunka presentation to Virginia Health Reform Initiative Technology Task Force

APCD Primary Focus Varies Among
States
Geographic Episodes System

Cost Quality Efficiency Differences  of Care  Utilization
Kansas n [ n [ [
Maine n ] [ ] ]
Maryland n n
Massachusetts u n
Minnesota n [ n [ [
New Hampshire n n n n n
Oregon n
Tennessee n m n n n
Utah n n n n n
Vermont n n [ ]
Washington n n n n n
Wisconsin n m n n

1G ~Yag[g,
. ‘\":3\\
\ \\\&:\‘\\'
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Specific State Uses for APCDs

» Help employers understand variations in the cost and
utilization of services by geographic area and in
different provider settings (ME, NH)

» Explore value (cost and quality) for services provided
(NH)

» Inform design and evaluation plans for payment
reform models (NH, VT)

» Evaluate the effect of health reforms on the cost,
quality, and access to care in a state (MD, VT)

» Compare utilization patterns across payers to inform
state purchasing decisions for Medicaid (NH) and
identify successful cost containment strategies (NH,
VT)

Rlv Sullivan, Jo Porter and Amy Costello, All-Payer Claims

Important APCD Elements

» APCD Governance

» APCD Focus

, . Many APCD

» Data collection e e
«  Mandated submission? are possible

«  Which payers submit data?
« Does data include patient
identifier information?

» Data release rules
Public dissemination of data
Funding

A

v

Sources: Denise Love, William Custer and Patrick Miller, All-Payer Claims Databases: State
Initiatives to Improve Health Care Transparency, September 2010 & discussion with Michael
dberg of VHI.
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The HLHS Subcommittee Convened a
Meeting Regarding a Virginia APCD

» October 34 a APCD meeting was convened by the Healthy
Living/Health Services Subcommittee
> Members attending:
- Delegate O’Bannon
- Delegate Brink
- Delegate Peace
- Senator Barker
- Senator Blevins
- Senator Puller

o Stakeholders presenting:
+ Virginia Association of Health Plans
- Virginia Health Information
- Virginia Hospital & Healthcare Association

» APCD principles were discussed; No votes were taken.

Potential Policy Options From APCD
Meeting Discussion
Option 1: Take no action.

Option 2: Introduce legislation and accompanying budget
amendment (@mount to be determined) to amend Chapter
7.2 of Title 32.1 of the Code of Virginia to expand health
data collected in order to develop an All-Payer Claims
Database.

Option 3: By letter of the JCHC Chairman, indicate support
for the creation of a Virginia All-Payer Claims Database.
The letter would be sent to the chair of the following
committees:

Commerce and Labor (Senate and House)

Education and Health (Senate) Option 3 represents

Health, Welfare and Institutions (House) d?e?g?gzli:;gp\cl)irrtgfgira
APCD




Potential Policy Options from APCD

Meeting Discussion

Option 4: Include in the legislation or Chairman’s
letter (if Option 2 or 3 is approved), specific
attributes for the All-Payer Claims Database.

A. Governance structure is housed at;
1. Virginia Health Information (VHI) or
2. Another public or private entity other than VHI

B. Types of data collected

1. Adhere to national reporting standards for medical claims
(e.g. Accredited Standard Committee X12 standards when finalized)

2. APCD will determine the required data elements

C. Data collection from health insurers
1. Mandated collection

2. Voluntary submission

Public Comment

» Written public comments on the proposed
options may be submitted to JCHC by close of
business on November 7, 2011. Comments may
be submitted via:

o E-mail:
o Facsimile: 804-786-5538
> Mail to: Joint Commission on Health Care

P.O. Box 1322
Richmond, Virginia 23218

» The comments will be summarized and included
in the Decision Matrix which will be discussed
during the November 22nd JCHC meeting.
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Joint Commission on Health Care
900 East Main Street, 1st Floor West
P. O. Box 1322
Richmond, VA 23218
804.786.5445

804.786.5538 (fax)

Website: http://jchc.virginia.gov

/






