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Data User Feedback Summary
MHDO has received data user feedback and recommendations from a variety of sources. This document provides a high-level summarization of this feedback with the goal of prioritizing the issues that have been raised and what additional information is needed to allow MHDO to determine future changes or enhancements that would help address these concerns. No attempt has been made to resolve any inherent contradictions between items that may arise and no judgment has been made on the relative merit of the various issues.
The feedback items have been grouped into seven categories: Data Availability and Timeliness, Data Elements/Structure, Data Quality, Data Release and Documentation, Data Warehouse Structure, Linking Data, and Master Indexes. A summary of the key issues raised and potential questions appears below for each of these categories. This is followed by a table listing all of the summary feedback items documenting the categorization and source of each.
Data Availability and Timeliness
These feedback items involve recommendations to change the timing and availability of data sources (specifically Medicare and MaineCare) and ensure the completeness of data made available to users.
Key Issues
· Need for quicker turnaround for Medicare and MaineCare data
· Tradeoff between quicker data and data completeness
· Need for better communication of data availability and timing as well as a more streamlined data request process
Questions
· How should MHDO handle resubmissions or problem resolution when data has already been provided to end users?
Data Elements/Structure
These feedback items involve recommendations to add, remove or change the current required data elements or data file(s) structure/format.
Key Issues
· Need for consistent set of data elements and formats between states
· Need to restrict collection to only elements required to pay claims; other information would be better gathered from other sources; only require submitters to pass through non-payment-related fields
· Need to produce prioritized list of data elements
· Lack of NPI and inconsistent provider name format makes identifying physicians difficult; the use of NPIs other than the servicing provider or inaccurate NPIs
· Paid amounts for Medicaid data not reflecting true costs due to prospective payments
· Lack of claim or service level cost information for capitated HMO services and other special payment arrangements such as bundled or DRG payments.
· Lack of race/ethnicity, patient lifestyle and behavior information
· Lack of clinical outcome measures, lab results, radiology results, CPT Category II codes
· Changes necessary for ICD-10 and HIPAA 5010 initiatives
· Need for metadata
· Problems with maintaining the integrity of IDNs between feeds for Medicaid claims
· Inconsistent bundling of Medicaid and commercial data
Questions
· What metadata would end users find most valuable; what formats would they find most useful
Data Quality
These feedback items are recommendations concerning issues of inconsistencies, coding errors, and missing data, etc.
Key Issues
· Missing required elements, incorrect data values, and data type problems
· Invalid field values, such as NPI or product codes
· Variances from chapter 243 of CMR 90-950 format
· Need for update of chapter 243 of CMR 90-950
· Need for robust data profiling up front
· Poor quality of MaineCare and other data preventing its meaningful use; pharmacy and BH data inconsistent between payers
· Upcoding, bundling and unbundling cause claims processing issues
· Large changes in membership over time (poor retention, large proportion with breaks in coverage, etc.) for some payers may indicate data issues
· Concern about use of default values for DOB.
Questions
· What level of data cleaning should MHDO undertake? When should flagging and reporting be used and when should cleaned variables be created?
· What level of cross-file and cross-submission data quality reporting, flagging, and cleaning would end users find valuable?
Data Release and Documentation
These feedback items are recommendations related to communication with the data users, data release schedule, data release documentation including release notes and data dictionaries
Key Issues
· Difficulty in finding up-to-date and accurate data dictionaries for the files
· Need for more transparency in the data request process
· Concern about delays in discharge data
Questions
· What formats of data dictionary would end users of the data find most useful? Should additional metadata be incorporated into the data dictionary or should it be provided separately?
Data Warehouse Structure
These feedback items are recommendations to modify the data warehouse architecture and file format.
Key Issues
· Need for a design tuned for higher performance
· Need for a relational structure and better segmentation of historical data
· Need for dimensional modeling to determine appropriate granularity of aggregated facts in the warehouse
 Questions
· What types of dynamic data access and reporting tools would the end users find useful and valuable?
· What type of direct data access using technologies such as web APIs would the end users find useful and valuable?
· Should data extracts and other data products be provided in a relational format or as traditional flat files?
· Would end users find it useful or valuable to have aggregated data provided in addition to claim-level detail?
Linking Data
These feedback items are recommendations related to how records and files can be linked together. These are issues concerning the information necessary to perform these linkages.
Key Issues
· Need ability to link clinical data with claims data
· Need to balance data needs with patient’s rights: notice, privacy and consent need to be maintained
· Concern about difficulty of lining up charge systems with event of care, etc.
· Inability to cross link patients and claims prior to 1/1/2010 to more recent ones due to changes in encryption process
· Need for access to PHI for appropriate users in order to allow longitudinal tracking; need for careful controls and standards to maintain privacy
Questions
· Beyond the linking of information, what PHI do end users need access to?
· In addition to patient, provider encounters, and episodes of care, are there other linkages that end users would find value in?
· What clinical data elements are most critical?
Master Indexes
These feedback items are recommendations concerning the master provider and master patient indexes that go beyond the information necessary to perform the linkages.
Key Issues
· Need for patient profile that integrates medical, dental and pharmacy claims
· Need for ability to track events across multiple providers; e.g., coronary care, rehab, and PCP claims all for a single individual
· Need to prevent duplication of effort with other entities when producing master patient and provider indexes
[bookmark: _GoBack] Questions
· Should MHDO focus on producing indexes or directories (indexes allow the easy linkage of all records related to a given entity, a directory does this and also provides additional information about the entity)
· What additional administrative data related to patients or providers would end users find useful?

Feedback Summary Table
	Category
	Description
	Source

	Data Availability and Timeliness
	Lack of Medicare data in recent 6 quarters.
	Amy Marr and Michael Boyd, MaineHealth

	Data Availability and Timeliness
	Some stakeholders want the claims data to be available sooner than the goal of 90 days after the close of quarter. As per the current processes, if the data is made available sooner than 90 days it will be an incomplete dataset – based on the analysis performed, only 50% of the claims are adjudicated within 1 month of service provided and another 35% in 2nd month. This is the limitation of claims data currently available to MHDO and if stakeholders are to use this data for analysis, they will need to allow for this limitation.
	Deloitte Report

	Data Availability and Timeliness
	Data users and purchasers have voiced a concern that they cannot get access to the data. Users have requested more insight into the type of data existing in MHDO and when information would be made available.
	Deloitte Report

	Data Availability and Timeliness
	Other issues that were brought up included delays in Medicare claims data distribution.
	Deloitte Report

	Data Availability and Timeliness
	Payers have expressed concerns on incompleteness of data.
	Deloitte Report

	Data Availability and Timeliness
	The process of resulting the data and getting waivers for public use was time-consuming and caused a few other delays. 
	LD 1818 Work Group Report

	Data Availability and Timeliness
	The data is not very useful without Medicare and MaineCare data. To the extent that this is in the control of MHDO, a quicker turnaround time for updates is needed. 
	LD 1818 Work Group Report

	Data Availability and Timeliness
	Not real time – only 50% of claims are adjudicated within one month of service provided, additional 35% in second month. The current release schedule of 90 days after close of quarter already requires monthly submissions from carriers. 
	LD 1818 Work Group Report

	Data Availability and Timeliness
	Inclusion of Medicare and Medicaid data that are up to date and accurate.
	LD 1818 Work Group Report

	Data Elements/ Structure
	Lack of NPIs for easily identifying physicians.  We had to go through a painful mapping process using physician names.  The provider name data is also not consistently and accurately in the format of first, middle, and last name and is sometimes written as last name, first name and other formats.  
	Amy Marr and Michael Boyd, MaineHealth

	Data Elements/ Structure
	Paid amounts on the Medicaid data in 2011 and 2012 are impacted by prospective interim payments.  True costs then needed to be imputed in order to use the data.
	Amy Marr and Michael Boyd, MaineHealth

	Data Elements/ Structure
	No or limited outcome data (lab results, radiology results, or CPT Category II code) for clinical outcome measures
	Deloitte Report

	Data Elements/ Structure
	No or limited race/ethnicity information for disparity study
	Deloitte Report

	Data Elements/ Structure
	No or limited patient lifestyle or behavior data like smoking, drinking, exercising, etc. 
	Deloitte Report

	Data Elements/ Structure
	Lack of cost data at claim/service level for capitated HMO services
	Deloitte Report

	Data Elements/ Structure
	Premium cost is not available in claims data
	Deloitte Report

	Data Elements/ Structure
	Another issue that is impacting all the stakeholders pertains to National Provider Identifier (NPI) not available for servicing providers on all the claims. This impacts the overall analysis of claims data. 
	Deloitte Report

	Data Elements/ Structure
	Being ready for ICD-10 and HIPAA 5010 initiative.
	Deloitte Report

	Data Elements/ Structure
	There is also no metadata repository being maintained.
	Deloitte Report

	Data Elements/ Structure
	IDN field is the unique record number in the MHDO claims data feeds. However, in the historical Medicaid data feeds (prior to the newest batch covering quarterly periods from 1/1/2011 to 12/31/2012) we observed different IDNs being used for the exact records, which caused problems in our de-duplication process. IDNs weren't kept unique for some of the Medicaid claim records.
	Gokhan Cakmakci, MaineHealth

	Data Elements/ Structure
	Sporadically having Medicaid Data bundled with Commercial data, and sometimes as standalone files. This is causing processing efficiency issues on our side (in addition to duplicates stated in number one above).
	Gokhan Cakmakci, MaineHealth

	Data Elements/ Structure
	Limited outcomes data such as labs and radiology results.
	LD 1818 Work Group Report

	Data Elements/ Structure
	Lack of costs data at the claims/service level for capitated services or other special payment arrangements such as bundled payments or DRG payments. 
	LD 1818 Work Group Report

	Data Elements/ Structure
	NPI issues – NPI not available for all servicing providers on claims, NPI “confusion” between individual practitioners and billing practices, inaccurate NPIs on claims. Carriers may not need an NPI. 
	LD 1818 Work Group Report

	Data Elements/ Structure
	Support broad based agreement among the states on a consistent set of data elements and formats for collection. Greater harmonization will enable increased automation through system programming increasing timeliness and efficiency. From a research and data integrity perspective, it also allows better comparisons across states, regions and populations.
	LD 1818 Work Group Report

	Data Elements/ Structure
	Data submissions from carriers should be limited to those elements utilized by carriers for the payment of claims. Seek out the best access point for additional data. For example, carriers do not typically need the middle initial of a provider’s name in order to pay claims. It makes more sense to collect this information directly from providers. For non-payment essential fields, submitters should be only required to pass through what the provider submits and not be required to interpret, correct or enhance provider submitted fields. 
	LD 1818 Work Group Report

	Data Elements/ Structure
	Maine should consider whether there are some data elements that are more important than others. Prioritizing data elements would help the parties focus on those that are most important. Health information is needed by different constituents and different delivery rates. Patient data most frequent, analytical/financial data less frequently
	LD 1818 Work Group Report

	Data Quality
	Data accuracy - provider coding issue, up coding
	Deloitte Report

	Data Quality
	There are also data quality issues in the claims data sets which range from data type issues, missing required data elements and incorrect data values. 
	Deloitte Report

	Data Quality
	The MHDO team has reported issues in the quality of claims data that it collects currently. Data quality issues reported includes missing required data values, incorrect data values, data type, and size inconsistencies. Examples of data quality issues found in data elements are incorrect or invalid NPI numbers and product codes.
	Deloitte Report

	Data Quality
	The team has reported that the rules as defined in chapter 243 of CMR 90-950 are not being adhered to in the data files being received by MHDO from Onpoint.
	Deloitte Report

	Data Quality
	The MHDO team has also reported that certain rules that are defined in chapter 243 need to be revisited and rewritten.
	Deloitte Report

	Data Quality
	Quality issues in the data received are causing data load issues and preventing loads from being completed in time. 
	Deloitte Report

	Data Quality
	MHDO currently lacks a robust data profiling approach. Currently, data quality issues are being identified using a reactionary approach (after the fact), rather than on a proactive basis. 
	Deloitte Report

	Data Quality
	Problems with the quality of the MaineCare data made some of it unusable, resulting in only getting old data (2006) for other pieces. 
	LD 1818 Work Group Report

	Data Quality
	The procedure for ordering data from the Maine Health Data Organization was fairly easy, however after several different runs, the data was still unusable. 
	LD 1818 Work Group Report

	Data Quality
	Data accuracy – up-coding, bundling and unbundling number to process a claim. Therefore, submitters should only be required to pass through the NPI submitted on the claim
	LD 1818 Work Group Report

	Data Quality
	Pharmacy and BH data is inconsistent across payers. 
	LD 1818 Work Group Report

	Data Quality
	The results for this carrier (T0420) indicate that only about half of the members are retained each month and about half are new members.  The numbers gained and lost represent a much higher turnover rate than seen in most carriers; this finding will warrant further exploration of the data.
	NH Institute for Health Policy and Practices Quality Assurance Findings

	Data Quality
	The two tables below show all the members disappearing from MaineCare (G0001) in April 2010, and a small portion of them reappearing in September.  It appears that in the interim the members were found in MaineCare (G0001B).  This type of retention and gain of members over time may reflect a change in membership or an issue with the data.
	NH Institute for Health Policy and Practices Quality Assurance Findings

	Data Quality
	In the report below, Data System C0510 – Health Net Life Insurance Company appears with only 69% contiguous members, or 69% of members with no breaks in their coverage.  This percentage is much lower than the majority of other carriers, possibly indicating an issue in the data related to C0510.
	NH Institute for Health Policy and Practices Quality Assurance Findings

	Data Quality
	For Payer T0005, there is a sizeable reduction (not 50% like the previous example) when looking at the Date of birth, gender and Zip code key.  This could indicate the use of default values for date of birth.	
	NH Institute for Health Policy and Practices Quality Assurance Findings

	Data Release  and Documentation
	Data dictionaries are hard to find. Needed some assistance to find the right reports and files.
	LD 1818 Work Group Report

	Data Release and Communication
	Better communication of steps taken to prepare data in response to data requests. 
	Deloitte Report

	Data Release and Documentation
	Delays in the availability of the discharge data are a constant frustration.
	LD 1818 Work Group Report

	Data Warehouse Structure
	In order to provide a more robust and analytical framework, MHDO needs to design and implement a data warehouse repository based on principles of dimensional modeling and industry leading best practices. 
	Deloitte Report

	Data Warehouse Structure
	The current data architecture at MHDO is not tuned to provide the full range of capabilities to its users. The table structures are flat, non-relational and non-integrated. All medical claims data from commercial and government sources are stored in one physical table. Given the volume of these data files and the fact that MHDO has been storing claims data going back several years, the current architecture is not geared to support MHDO‟s data processing and growth needs. 
	Deloitte Report

	Linking Data
	Data we have prior to 1/1/2010 has single level encryption for fields such as subscriber SSN and Claim number. And after that it is mostly double-encrypted. Due to this, we cannot cross link the patients and their claims from before 1/1/2010 to patients/claims after 1/1/2010.
	Gokhan Cakmakci, MaineHealth

	Linking Data
	Clinical data integrated with claims data to support ongoing care process improvement and efficiency efforts.
	LD 1818 Work Group Report

	Linking Data
	While there may be value to expanding uses of the MHDO database or to linkage with other databases, these decisions should be made with patient’s rights at the fore. Often those doing the hard work of providing us with healthcare get so excited about increasing efficiency or improving coordination of care that patient notice, privacy and consent can get lost. 
	LD 1818 Work Group Report

	Linking Data
	Access to PHI data (by appropriate sources and with appropriate protections) to support ongoing projects. 
	LD 1818 Work Group Report

	Linking Data
	Within PCPs we may be able to only look at 10-15% of population. We cannot look at population data from a longitudinal basis because of the lack of data. Though I believe we need to be absolutely careful of PHI, the overall public good requires us to identify and implement standards so we can have PHI, have it timely, and need access to the PHI in the APCD. We will not be able to do the work that needs to be done if we do not do this.
	LD 1818 Work Group Report

	Linking Data
	The hardest part of the quarterly reporting process is to line up the charge systems data lined up with event of care. Who, what diagnosis, and which are multiple systems in the hospital.
	LD 1818 Work Group Report

	Master Indexes
	Push to produce client specific data.
	Deloitte Report

	Master Indexes
	MHDO also lacks an integrated view of patient profiles across the domains of medical, dental and pharmacy claims. Having an integrated view across these domains will help understand utilization and treatment trends and help strategize preventative care initiatives.
	Deloitte Report

	Master Indexes
	Improvement in the availability of administrative data, broadening the range of clinical quality measures, and developing safe and reliable rules governing the linkage of these two types of health data would allow the assessment of both quality and cost by all Maine stakeholders. 
	LD 1818 Work Group Report

	Master Indexes
	Important to have a master provider and patient index (slide 8). MHDO‘s RFP is around master patient and provider index. So we need to make sure that we don’t duplicate efforts and systems. 
	LD 1818 Work Group Report

	Master Indexes
	Provider centric data is insufficient to provide the type of data needed to parse into episodes. For example, coronary at hospital; what we didn’t know was who went to rehab or nursing home or saw PCP twelve times in the next year. 
	LD 1818 Work Group Report

	Master Indexes
	Patient identified data must be included but identifiable only at the patient/provider level to allow providers to effectively improve care for their patients. Identified data enables the combining of different data sources to allow a meaningful and longitudinal understanding of utilization, care patterns, and outcomes. 
	LD 1818 Work Group Report
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