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Attendees
)
	Attendees


Did Not Attend
	

	Did Not Attend
	David Biggs, M.D., Christiana Care

	Did Not Attend
	Janet Faulkner, RN BSN, Bayhealth Medical Center

	Did Not Attend
	Robert Frelick, M.D., Helen F. Graham Cancer Center/Christiana Care

	Did Not Attend
	Patrick Grusenmeyer,Sc.D. FACHE, Helen F. Graham Cancer Center

	Attended
	Robert McBride, Helen F. Graham Cancer Center/Christiana Care

	Did Not Attend
	Rishi Sawhney, M.D., Bayhealth Medical Center

	Attended
	James Spellman, M.D. Beebe Medical Center

	Attended
	Robert Wilson, PhD, University of Delaware

	Did Not Attend
	Dennis Witmer, MD, Wilmington Veterans Administration

	
	

	Staff


Staff
	

	Attended
	Jill Rogers, DHSS/Delaware Division of Public Health

	Attended
	Anabel Rosado-Burgos, DHSS/Delaware Division of Public Health



 (
Review of Previous Meeting Minutes
)


Committee members were not able to approve minutes dated November 15, 2010 as they were not available.

 (
Old & New Business
)

Call to Order

Dr. James Spellman of Beebe Medical Center and Chairman of the Data Expert Resource Committee called the meeting to order at 10:10 AM.  Dr. Spellman then turned the meeting over to Jill Rogers to address the agenda items.  Ms. Rogers announced that she will temporarily staff the Committee since Dr. Allison Shevock has resigned from the Division of Public Health.

All Payer Claims Database – Overview 

Ms. Jill Rogers reviewed the presentation that Dr. Allison Shevock presented to the Advisory Council on December 13, 2010 on an All Payer Claims Database. Through the database, DE would be able to start gathering claims data; interpret what the data means; and analyze how DE can improve cancer care. 

An All Payer Claims Database is a database, created by state mandate, which typically includes data derived from medical, eligibility, provider, pharmacy, and/or dental files from private and public payers that includes the following:

· Insurance Carriers
· Third party administrators
· Pharmacy benefits managers
· Dental benefit administrators
· Medicaid
· Children’s Health Insurance Program (CHIP)
· Medicare
· Medicare, Part D
· Federal Employees Health Benefits
· TRICARE

Ms. Rogers stated the APCD theoretical framework will be reviewed at the DCC Retreat on February 16, 2011 by someone from the University of New Hampshire.

Ms. Rogers reviewed some of the benefits of an APCD including:

· Quality of Care Data – determine utilization patterns and rates, by provider, geography, etc…; identify gaps in disease prevention and health promotion services; evaluate access to care among at-risk populations; and establish clinical guideline measurements related to quality, safety, and the continuity of care.
· Cost-Effectiveness Data – inform heath care reimbursement decisions (especially Medicaid); provide cost information to support consumer-driven health care choices; assist employers and employees with benefit design and planning; assess payer competiveness within the commercial insurance market; and estimate the cost of potential legislative changes affecting health care.
· Evaluation Data – calculate the actual financial impact of legislation (Example – mandating Delaware to cover colorectal screening – meaning for providers and financial.

 Ms. Rogers also reviewed what types of questions can be answered with APCD for example:
· Which hospitals have the highest prices?
· Which health plan has the best discounts?
· What percentage of employees has had a mammogram?
· If emergency room usage in Medicaid is higher than the commercial population, what are the drivers?
· Are established clinical quality and safety guidelines being met?
· What is the average length of time people are using antidepressant medications and what are the patient demographics?
· Which parts of the state have better access to specialists?
· Where are the gaps in disease prevention and health promotion services?

Ms. Rogers noted that three out of the four federally qualified health centers that provide services to the uninsured, have an EMR system that is combined.  That is a potential claims data source for gathering information about the uninsured population.

Ms. Rogers reviewed the limitations of the current system.  The current health care databases are limited and incapable of “talking” to one another – i.e. Medicare & Medicaid (represent a fraction of the population); hospital discharge (no retreatment data; only inpatient care); BRFFSA – no individual-level data/only data for survey items; and DCR – missing demographic indicators, screening data, etc…these are all data sources, but we are currently not able to combine the data.

Ms. Rogers also gave a brief description on what APCD data typically-included.  It usually consists of: encrypted social security numbers, types of insurance product (HMO, POS, etc…), patient demographics (date of birth, gender, residence, relationship to subscriber), diagnosis and procedures codes (IDC, CPT, E-codes, etc…), NDC code/generic indicator, revenue codes, service dates, service provider (name, tax id#, payer id#, specialty codes, city, state, zip code), prescribing physician, plan payments, member payment responsibility (co-pay, coinsurance, deductible), date paid, type of bill, and facility type.  

Ms. Rogers gave a brief description on what APCD typically-excluded data elements are and they included: services provided to the uninsured, denied claims, worker’s compensation claims, premium information, capitation fees, administrative fees, back end settlement amounts, referrals, and test results from lab work/imaging/etc…, provider affiliation with group practice, and provider networks.

Ms. Rogers reviewed a potential path to establish APCD in Delaware and that is to start with state employees and Medicaid.  She also referenced states that have already established APCDs including Maine, Vermont, Massachusetts, New Hampshire, etc…

Ms. Rogers stated that the primary focus of the DCC Retreat on February 16th will be APCD.  Some of the speakers will be from the University of New Hampshire and she also announced that for the first time the DCC Retreat will invite potential stakeholders (advocacy agencies, insurance commissioners, general assembly, coalitions, etc.) that would interested, benefit and support establishing an APCD in Delaware.  Dr. Spellman suggested inviting hospitals and small business owner’s coalition also.

Dr. Spellman stated that he had reviewed several sample reports from APCD in other states and agrees that this will benefit cancer care, cost, private and public industry since the data from APCD is standardized and other states with established APCD have benefited from them.  Mrs. Rogers stated that by establishing APCD it eliminates the assumptions that were made in the past from the BRFSS data.

Mrs. Rogers reviewed how to build an APCD you will need the following:
· Step 1 – Establish stakeholders interest: 
· Policymakers - Medicaid expenditures are a major contributor to states’ fiscal crises, and it is expected to increase as unemployment rates rise.  APCD could inform DE of options for payment reform and provider accountability.
· Consumers - provide cost information on specific procedures for specific providers; help patients’ select high-quality/low-cost providers, this is especially important for those with high deductibles and even if consumers do not directly access this data, they will indirectly benefit as providers improve quality in identified areas and provide public quality reports.
· Researchers/Public Health – provide first ever source of data about health care delivery in the most common setting (primary care) – for the majority of the population (those with commercial insurance), measure rates of disease prevalence, and geographic comparisons to study variations of care between providers.
· Providers – provide an opportunity to move beyond analysis of physician performance using Medicare data alone and ability to have reimbursement data for all types of payers.
· Employers – employer coalitions could use APCD data to benchmark cost/quality/preventive service measures/high-cost cases across their populations, and data used to improve health and wellness programs and to more deeply engage the employers’ carriers in joint program development.
· Medicaid – support policy development, benchmarking for Medicaid payment compared to commercial plans, and support payment reform efforts.
· Commercial Payers – APCD could provide data for provider contracting negotiations while benchmarking themselves against their competitors, as well as public programs (CHIP/Medicaid)

· Step 2 – Create legislation 
· No “one-size-fits-all” approach
· Governance of APCD reflects political environment in each state
· Legislative authority enables states to craft details about data collection and release through the regulatory process 
· Legislative templates are available to help guide states in the APCD planning phase
· Who is responsible for APCD management?

· Step 3 – Develop data collection rules 
· Step 4 – Develop data release rules

Dr. Spellman suggested to the Committee members to visit http://www.nahdo.org and www.apcdcouncil.org to review some of the data reports and bring questions to the DCC Retreat for the APCD’s speakers regarding the types of data sources. 

Mr. Robert Wilson asked Ms. Rogers the cost of establishing and maintaining an APCD in the state of Delaware.  Dr. Spellman stated that the cost is reasonable compared to the data available and the cost savings benefit.  Dr. Spellman stated that the cost to establish an APCD would depend on how many carriers the state has and its population.  Ms. Rogers stated that some companies could pay a portion to help supported and established it.  Ms. Rogers stated that the estimated cost to establish APCD in the state would be $1 million or less and yearly maintenance would be about $250,000 and these figures came from reviewing other states that have already established and maintain an APCD.  

Ms. Rogers also stated that responsibility for  APCD management would have to be assigned  The APCD steward should be a neutral, independent entity that is trusted by all stakeholders. 


New Four Year Plan

The committee also reviewed two sheets with ideas generated for the next new four year plan that begins in July 2011 from a study done several months ago.  A similar study was conducted earlier on to establish the first set of DCC goals.  Mrs. Rogers explained that the ideas generated were broken down as follows:
· High importance and high impact/feasible are in green
· High importance and low impact/feasible are in yellow   
· Low importance and high impact/feasible are in orange
· Low importance and low impact/feasible are in gray   
· Ideas that have not been done are in bold
· Ideas that are not in bold are ideas that have been completed or in process

Dr. Spellman started reviewing ideas generated from 2010 and agreed that using a data management committee to review data, create reports needed to demonstrate evidence of program, progress and provide evaluation support to improve programs is of high importance/impact/feasible with an APCD in place. 

The committee reviewed some of the ideas that should be included in the next four year plan and they are as follows:
· Promoting collection of race and ethnicity data uniformly, including standard definitions across the state as high importance/high impact/feasible
· Use registry data to create a geographic map of cancer incidence (by type), including the risk factors and causes associated with each area is an idea that the Committee has in the process.
· Focus on survival rates due to early detection and advancement in treatment.
· Research cancer incidence and cure rates for children.
· Determine why DE cancer rate is so high.
· Examine how the high incidence of HIV and other sexually transmitted diseases impacts the cancer rate (sarcomas is an idea that the Committee has in the process.
· Focus on survival rates due to early detection and advancement in treatment.
· Research cancer incidence and cure rates for children.
· Determine why DE cancer rate is so high.
· Examine how the high incidence of HIV and other sexually transmitted diseases impacts the cancer rate (sarcomas, cervical.
· Standardize specific, accurate reporting of the cause of death for cancer patients.

Ms. Rogers stated that she will email the Committee the list of ideas for the next four year plan before the next meeting and finalize data on time Time-to-Treat.

Ad Hoc Writing Committee Updates

Ms. Rogers stated there is no update on the Ad Hoc Writing Committee.

Updates/Other 

Dr. James Spellman adjourned the meeting at 11:18 AM.

 (
Documentation
)

Along with the meeting agenda, the following documents were provided at this meeting and are available upon request to Jill Rogers 302-744-1000 or via email at jill.rogers@state.de.us.

· Data Committee Agenda dated January 18, 2011
· All-Payer Claims Database (APCD) Presentation dated October 18, 2010
· All-Payer Claims Database – An Overview for Policymakers dated May 2010 by State Coverage Initiatives
· Handout named Ideas Generated from 2010 
· Handout named Ideas Generated from 2001

 (
Follow Up
)

	Action Item / Task
	Responsible Party

	Email a summary of Ideas Generated for Next Four Year Plan for review
	Jill Rogers

	Email finalize data from Time-to-Treat 
	Jill Rogers



 (
Future Meeting(s)
)

The next Delaware Cancer Consortium Data Committee meeting is scheduled for March 21, 2011, 10:00 a.m. in The Corporate Training Center, Delaware Technical Community College, Terry Campus, Dover, DE. 
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