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Welcome/Review/Approval of minutes


Review/Approval of Minutes
Dr. Nick Petrelli, filling in for the Chair, took a vote on the January 8, 2018 minutes and they were approved as written.
Human Papilloma Virus (HPV) Vaccination Uptake Planning/Recommendations/Discussion
Ms. Kate Smith from the Immunization Coalition of Delaware (ICD) provided a presentation on the HPV vaccination and uptake planning.  She began by posing the question, “Does mandating vaccines work?”   Studies in Europe have found that rates in mandatory vaccination countries are similar to those in countries with no mandate.  When California removed personal exemptions for vaccines, medical exemptions increased.  It has been found that mandating vaccines makes the provider have a conversation with patients and also makes the provider obligated to stock the vaccine and push for it.  Current Delaware HPV vaccine rates are 70.7% compared to national rates of 60.4% for those receiving one or more doses.  The rates broken down for females in Delaware are 78.3% while national rates are 65.1%.  For males the Delaware rate is 63.3% and the national rate is 56.0%.  HPV and flu vaccines are recommended for school entry but are not required.  There is an opportunity for parents to request a waiver under two qualifications – medical or religious reasons.  At present in Delaware, 1.31% have received a waiver for medical reasons and .09% have received a waiver for religious reasons.  Studies show that if the vaccine becomes required, the rates for those requesting a waiver usually go up.  Discussion among the group after viewing the current vaccination rates slide included that Delaware is doing well with 63.3% of males getting the vaccine since it is relatively new to males within the last six years.  Another comment was that it appears that the new recommendations of two doses may be enough to protect against HPV, although the effectiveness of only one dose is not known at this time.  Dr. Stephen Grubbs advised there has been a rise in head, neck and rectal cancer that can possibly be linked to HPV.  According to Ms. Smith, the ICD suggests before mandating the HPV vaccine the below steps should be taken:
1) Improve education for physicians
2) Provide public outreach
3) Incentivize vaccination
4) Use what is already out there – personal stories that promote the vaccine
Comments/questions posed by Advisory Council members/guests included:
· Promote that HPV vaccination is the only vaccine that prevents cancer.
· Should a measure on HPV vaccination be added to the provider scorecard as a quality metric?
· What is the behavior and attitude of providers?  Are they really pushing for it?
· Should provider scorecard be updated indicating 11-12 age only two doses needed but at age 15, three doses are needed?
· There is a large underserved population south of canal that are unable to get doctor’s appointments.  If mandatory, kids would be required to have it in order to go and attend school.
· Public outreach needs to get information everywhere – the more normalized it is the more likely people will get it.
· Need to flood the population with positive vaccine stories – need to emotionally connect to hesitant parents.
· More focus on cancer prevention as opposed to an STD preventive.
· Educate kids directly as part of school curriculum.
· Since students entering ninth grade are required to have a physical, advise during physical that the HPV vaccine is recommended and increase education on it.
· If all other vaccines are required, why not make HPV mandatory?
· Strongly recommend the HPV vaccine, but do not mandate it.  If a person seeks to opt out, then they should be required to take a class.
· Effort should be increased to have same rates for males and females – the challenge is to close the gap.  
Dr. Petrelli inquired who would be the lead on the HPV vaccine – which organization?   Dr. Rattay replied that DPH is the obvious group with their infrastructure.  She added that DPH should not just focus on physician education but also need to have provider education.  Dr. Grubbs suggested creating a quality HPV Dashboard to look at processes and outcomes twice a year and to tie in cancer statistics with emphasis being placed on the cancer issue.  The Council asked that a full proposal, including budget needs of what was included in the 5 year plan presented by Ms. Smith be presented at the July 9th meeting of the Advisory Council.

All Payer Claims Database Update
Dr. Jan Lee from the Delaware Health Information Network (DHIN) provided an update on what was originally called the All Payer Claims Database but is now referred to as Healthcare Claims Database (HCCD).  The statutory purpose of HCCD is:  
· Triple Aim – improved care, improved health-care quality & experience, affordability
· Population health research and analysis (disease prevalence, utilization data, etc.)
· Assist health-care entities in assessing and managing financial risk for care of a population
· Improve the public health through increased transparency of accurate health-care claims data and information
With regards to data collection the statute requires that DHIN shall collect and maintain claims, collaboration between DHIN, Health Care Commission (HCC), and DHSS will take place as necessary, DHIN will promulgate a regulation setting forth the specific format, form, medium and content of required data elements, regulation shall ensure privacy, confidentiality, and security and DHIN shall promulgate a template for Data Submission and Use Agreement between DHIN and Reporting Entities.  For Data Access the statute requires that DHIN shall provide DE payers, purchasers, and providers with access to the HCCD.  Self-insurers are not required to report however, they can still do so voluntarily.  Those required to report cover about 60% of the population of Delaware.  The timeline for the HCCD started in July 2016 when Governor Markell established the HCCD under DHIN.  In January 2017 a contract with Freedman Healthcare for consulting services was signed and was grant funded.  The same month DHIN by-laws were amended to establish DE HCCD Administrative Committee.  In March 2018 the Data Access final rule was promulgated.  Also, in March 2018 Centers for Medicare & Medicaid Services (CMS), granted approval for DHIN to serve as the custodian for DE Medicare data on behalf of the State.  During the Advisory Council meeting, Dr. Lee extended an invitation for members to participate on the HCCD Board.  Consensus was for Dr. Spellman to represent the Consortium.  The big question is how the HCCD will be funded.  Other states have found that it takes up to five years to break even.  DHIN does expect SIM funding to contribute but only for one year.  DHIN’s position is that if the State wants the HCCD, then the State should pay for it.  

FY19 Budget
Ms. Lisa Henry presented the FY19 budget that was submitted in the DCC health fund application.  She advised that it basically remained the same as the previous year.  The Delaware Cancer Treatment Program (DCTP) is at $4 million and there are currently 30 people in the program.  With regards to lung cancer screening, the program would like to add nurse navigators through FY19 at Federally Qualified Health Centers (FQHC).  There would be supplemental funding from the federal grant as well.  Dr. Petrelli stated that the DCTP is very unique in the United States.  Dr. Petrelli also posed the question if the DCC should get the pharmaceutical companies to the table and ask if they will reduce drug prices.  It could be a win/win situation for them receiving good public relations and decrease the amount of state funding needed for the program.  Dr. Sawhney added that a formulary might need to be developed to first look at what pharmaceuticals are being used.  It was asked if the DCTP program had information on the most common drugs being used for those in the DCTP.  Ms. Heather Brown advised that she would look into the question.  Further discussion of the budget will take place at the July 9, 2018 meeting.  

Sharing Time
Dr. Patricia Hoge advised the group that she has gotten married since the last meeting and relocated to South Carolina.  She informed the group that she would be stepping down as a member of the Advisory Council and as co-chair of the Cancer Risk Reduction Committee.  All present expressed their congratulations and gratitude for her contributions to the Consortium from its inception.

Public Comment
No items were discussed.

Adjournment
The meeting was adjourned at 10:10 am.

Attachments



	    

Meeting documentation is available on the DCC website (www.healthydelaware.org) or by contacting Rosemary Doughten (Rosemary.Doughten@state.de.us or 302-744-1000).
Future Meeting (s)




Next Meeting(s): 
The Outlook at the Duncan Center, 500 West Loockerman Street, Dover, DE  19901
Monday, July 9, 2018, 8:30 am – 10:00 am
Monday, October 8, 2018 8:30 am – 10:00 am
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Does Mandating Vaccines Work?






Mandatory Vaccinations

m European Union

- Enforcement of mandatory vaccinations
in determining childhood immunization rate in
the analyzed countries.

m Rates in mandatory vaccination countries are similar to those
countries with no mandate

m California
- Removed personal exemptions for vaccines

Delamater PL, Leslie TF, Yang YT. Change in Medical Exemptions From
Immunization in California After Elimination of Personal Belief
Exemptions. JAMA. 2017;318(9):863-864.
doi:10.1001/jama.2017.9242

m What does it do?
- Makes the provider have the conversation
- Obligation to stock vaccine & push for it



http://www.asset-scienceinsociety.eu/reports/page1.html



Delaware






Current Vaccination Rates

National Statistics

56.1 62.8 49.8 60.4 56.0
=2 45.4 52.2 39.0 49.2 55.0 43.6
>3 34.9 41.9 28.1 37.1 43.0 31.5

Delaware Statistics

I N

Nationally 60.4 65.1 56.0

Delaware 70.7 78.3 63.3

Walker TY, Elam-Evans LD, Singleton JA, et al. National, Regional, State, and Selected Local Area Vaccination Coverage Among
Adolescents Aged 13-17 Years — United States, 2016. MMWR Morb Mortal Wkly Rep 2017;66:874-882.
DOI: http://dx.doi.org/10.15585/mmwr.mm6633a2




http://dx.doi.org/10.15585/mmwr.mm6633a2



A

Yol
fr%at i
A Veu Lop
»

TMMUNIZATION Are Your Children Ready?

DELAWARE Delaware’s Minimum Vaccine Requirements

Use this chart as a guide to determine which vaccines are required to enroll in child care,
Immunization early childhood programs, and school (public or private)

Requirements

Find your child’s age/grade level and look to see if your child has had the number of
shots under each vaccine.

Birth through 4 years Age: 5 through 6 years Age: 7 through 11 years Age: 12 years and older
Early childhood programs For Kindergarten For 1st through 6th  For 7th through 12h
& child care grade grade
Hepatitis A (Hep A)
oo
Hepatitis B (Hep B) Hepatitis B Hepatitis B Hepatitis B*
aooano ooOa0O ooOn aooo
DTaP/DT DTaP/DT? DTaP/DT* Tdap’
oooo ooooon oooon 0
Polio Polio® Polio Polio
oo ooo oon ooo
MMR® MMR’ MMR MMR
] oo oo oo
Varicella Varicella® Varicella Varicella
O ao ano ono
Hib Meningococcal ™’
aoono ono
Pneumococcal
aoo0oao
Rotg\grus Child’s Name: Date of Birth:
Immunizations recommended but not required:
Influenza
Annually for all children age 6 months and older
HPV

At age 11-12 years

https://www.nvic.org/Vaccine-Laws/state-vaccine-requirements/delaware.aspx






Delaware Exemptions

m /.1.4 Immunization requirements shall be waived for:
- 7.1.4.1 Medical Exemptions
- 71.1.4.2 Religious Exemptions

m Current Exemption Rate

Religious 1,066 14 1.31%

Medical 1,066 1 0.09%






Proposed 5 Year Plan






Centers for Disease Control &
Prevention

m \Vaccine exemptions tend to cluster

m Reducing non-medical exemptions
- Strengthen rigor of

- Decrease frequency of submission

m More in-depth discussions with hesitant parents
m Establish vaccination as the default

https://www.cdc.gov/vaccines/imz-managers/laws/state-regs.htmi






Before Mandating ...

1. Quality Improvement Education
- Teach providers to advocate for HPV vaccination
- QGive providers updated information

2. Outreach Campaign
- Insurance Companies / Health Plans
- Private providers
- Educating the public

Incentivizing Vaccination

Use what is already out there
-  HPV roundtable resources
- Personal stories






Quality Improvement: Provider
Education

m Continuing education
— Vaccine information

- Effective

Communication o A
G ¢ 2)

m Correctness — ‘[?

m Clarity ?q'\ )

m Conciseness 1L L

m Completeness

m Consideration

m Concreteness

m Courtesy






Provider Outreach Campaign

m Education

- Complete education on the HPV vaccine
m Risk/benefit analysis

m [ype of vaccine

m Possible side effects

m Theonlyvaccine to
- How to communicate effectively
Sandwiching (Tdap, HPV, and meningococcal)
Standardizing vaccine visits
Making presumptive recommendation
Normalizing delivery of vaccine

m Incentives




https://youtu.be/zURREKHYeJs

https://youtu.be/nlx1dlwKsxA



Public Outreach Campaign

m Literature
- In every conceivable physician’s office / medical center
- Article in the Delaware Journal of Public Health
- Newspapers and online print media

m Advertising
- DART - sides of buses
- Billboards
- Online, radio, social media, television

m Flooding with positive vaccine stories
m Teens with no reaction to vaccine

m Education
- Information sessions
- Lectures

m Multilingual

m Sentiment/Story
- Harms of not getting vaccine
- HPV Cancer survivor stories

- “Someone You Love” Viewings across the state
m  With physician panels to answer questions afterwards






Models to Incentivize

m Statewide Provider Score Card
—  Currently:
m HPV vaccination, ages 13 - 17 years old
m Female 1st, 2"d, 31 dose
m Male 18t dose only
- Update score card
m [wo doses for males and females

- This allows for the to give the
vaccine at age 11-12 years, when only 2 doses are
needed

m Post HPV coverage rates online
- VFC Provider Baseline






5 Year Plan

1. Educate providers
- On the HPV vaccine itself
- On how to begin and have the conversation
- On common questions & worries parents may have
— On the use of the HPV vaccine as

2. Expand providers using the vaccine
- Pediatricians
— Oncologists

3. Incentivize providers / insurers to provide and advocate for HPV
vaccination to their patients

- Update Score Card

4. Advertise to the public
- Education on the safety and use of HPV as
- HPV Vaccine use in females males
-  Survivor stories
- “Someone You Love”






Milestones

Female Full Series 78.3% > 80% > 82% > 84% > 85%
Completion

Male Full Series 63.3 % > 65% >67% > 70% > 72%
Completion

Physician Completion  ?? >70% > 80% > 90% > 90%
of Series

Exemption Rate 2.2% <2% <2% <2% <2%






HPV Vaccination

Percent

100
90
80
70
60
50
40
30
20
10

78.3

633

50

Current

Series Completion (F)

80 88

70

65 67
Year 1 Year 2

Series Completion (M)

Milestones

90
84

70

Year 3

Physician Completion





Barriers to Implementation

m Incentivization
— Changing the scorecard
- Making VFC baseline public
— Other options?

m Physician Education

- Reaching all physicians for education on the vaccine
and proper way(s) to communicate with parents

— Uniting all physicians in a common voice

m Public education
- Anti-vaccination propaganda
- Social media
— Cost of advertisement

m Billooards
m Showing “Someone You Love” & Panels






Moving Forward...

m Whatis our end goal?
- Increased vaccination rates?
- Decreased cervical, anal, etc. cancer rates in DE?
- Decreased exemption rates?

m How much will this plan cost?
- Person hours
- Advertising
m What types of advertising will be most effective?
m Can we use things already created
- HPV Roundtable, CDC resources?

m Effective Provider Education
- Conferences with AMA credit?
- One-on-0One?

m  What Agency Will Be Responsible?





Implementation

Next Step Suggested Agency
Responsible
Provider Updating Score Card DPH
Incentivization
VFC Provider Baseline Availability DPH
Provider Increasing awareness of HPV Vaccine CDC/DPH, ICD
Education
Communication Techniques AAP, AAFP, DCC, DPH, ICD
HPV Vaccine Education AAP, AAFP, DCC, DPH, ICD
Public Advertising (social media, television, radio) DPH, ICD, physician offices
Outreach
Education AAP, AAFP, DCC, DPH, ICD

Survivor stories, “Someone You Love”
showings/panel discussions, Information
sessions

Literature CDC/DPH, physician offices
Multi-lingual, pamphlets, etc.

CDC - Centers for Disease Control & Prevention; DPH - Division of Public Health; ICD - Immunization Coalition of Delaware;
AAP - American Academy of Pediatrics; AAFP - American Association of Family Physicians; DCC - Delaware Cancer Consortium






Questions?






		HPV Vaccination in Delaware

		Does Mandating Vaccines Work?

		Mandatory Vaccinations

		Delaware

		Current Vaccination Rates

		Slide Number 6

		Delaware Exemptions

		Proposed 5 Year Plan

		Centers for Disease Control & Prevention

		Before Mandating … 

		Quality Improvement: Provider Education

		Provider Outreach Campaign

		Public Outreach Campaign

		Models to Incentivize

		5 Year Plan

		Milestones

		HPV Vaccination Milestones

		Barriers to Implementation

		Moving Forward…

		Implementation

		Questions?
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Health Care Claims Database:

Update for the Cancer Consortium

\
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? Jan Lee, MMM, MD, FAAFP
Chief Executive Officer
Delaware Health Information Network 04 00,9018
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Outline ’

o Statutory Background of the Health Care Claims
Database (HCCD)

o Status of the HCCD
— Timeline
— In Progress
— Funding

« HCCD Cost Containment: DHIN’s Technology Refresh
— Re-architecting the Network
— The Marriage of Clinical and Claims Data

« HCCD Proof of Concept

e DHIN’s Data Sources — What We Have and What We
Don’t Have

Better Communication for Better Healthcare 2





Statutory Purpose of HCCD

« Triple Aim — (improved care, improved health-care

guality & experience, affordability)

« Population health research and analysis (disease
prevalence, utilization data, etc.)

* Assist health-care entities in assessing and managing
financial risk for care of a population

 Improve the public health through increased
transparency of accurate health-care claims data and
Information

Better Communication for Better Healthcare 3





The Statute Requires...

Data Collection

 DHIN shall collect and maintain claims

e Collaboration between DHIN, HCC, and DHSS as necessary

 DHIN will promulgate a regulation setting forth the specific
format, form, medium and content of required data
elements

e Regulation shall ensure privacy, confidentiality, and security

e DHIN shall promulgate a template for Data Submission and
Use Agreement between DHIN and Reporting Entities

— Summary of how data may be used

— Warranty that DHIN will follow national standards for APCD, allowing
for appropriate exceptions

Better Communication for Better Healthcare 4





The Statute Requires... (Data Access) “rj

« DHIN shall provide DE payers, purchasers, and
providers with access to the HCCD
— For defined statutory purposes

— Release approved by a majority of DHIN Board or Board
Subcommittee established by DHIN by-laws

— Determination of Board must be provided to Data Requestor
In writing
— Determination of Board is final and without right of appeal

* DHIN shall, in consultation with HCC, promulgate a
regulation:
— For the form and content of an application to receive data

— Providing examples of requests that will generally be deemed
consistent with the statutory purpose

— Provide for notifying Reporting Entities with opportunity to
comment on data release reques{ prior to release |

2y Communication jor





The Statute Allows...

 DHIN and Reporting Entities may negotiate
the Data Collection and Use Agreement (ie,
the template Is a flexible guide)

* Regulations for voluntary reporting may differ
from those for mandatory reporting

 DHIN may make available to the public non-
individually identifiable data extracts and
analyses consistent with statutory purpose

Better Communication for Better Healthcare 6





Reporting Entities

Mandatory Reporting Entity Voluntary Reporting Entity

* Insurers and TPAs for State e Any non-mandatory insurer,
Group Health Plan TPA, etc. unless prohibited
« Medicaid plans under federal law
e (QHPs on the Marketplace
(2017 and beyond) Excluded from Required
Reporting

e Federal plans (Medicare,
FEHBP) * Any employee health plan

regulated by ERISA

* May still report on a voluntary
basis

Better Communication for Better Healthcare 7





|
Status of the HCCD: Timeline
f o)

e Jul 2016 — SB 238 signed into law by Gov Markell,
establishing HCCD under DHIN

e Jan 2017 — contract w/ Freedman Healthcare for consulting
services (grant funded)

« Jan 2017 — DHIN by-laws amended to establish DE HCCD
Administrative Committee

e Oct 2017 --Data Collection final rule promulgated
« Mar 2018 -- Data Access final rule promulgated

 Mar 2018 — CMS granted approval for DHIN to serve as the
custodian for DE Medicare data on behalf of the State (use of
this data is restricted to State-sponsored research)

Better Communication for Better Healthcare 8





Status of the HCCD - In Progress

Sub-regulatory documents (all on DHIN website) include:
— Data Submission Guide
— HCCD Committee Business Rules
— Data Access Application
— Data Use Agreement

* Negotiating with reporting entities on Data Submission and
Use Agreements

* Negotiating data sharing MOUs with State Agencies

o Parallel application to CMS for Medicare data with DHIN as a
“Qualified Entity”

— Allowed uses of the data are more expansive
— Requires other payer participation, not just Medicare
— Includes requirement for public reporting of quality data

Better Communication for Better Healthcare 9






Status of the HCCD -

In Progress

i

il
<«

Reporting by the payers is to begin in May, 2018

Requests for access to the data can begin in May, but may

not be able to be fulfilled immediately

 DHIN Board by-laws allow for non-Board members to
participate on DHIN Committees

The HCCD Committee is to have from 5 — 11 members
representing the diverse stakeholders

Six DHIN board members have been appointed
Three payers have submitted resumes of nominees

DHIN is seeking additional interested Committee members,
especially those representing consumers, physicians, and
researchers

Meeting frequency has not yet been set — will depend on volume
of data requests

Better Communication for Better Healthcare 10





16 Del.C. § 10314(c) -- OMB, SEBC, DPH, and DMMA shall haye]

access to all claims data reported by the HCCD at no cost for et
purposes of public health improvement research and activities.

16 Del.C. § 10315(a) — DHIN may not charge costs or fees to
Reporting Entities to submit data

So how will the HCCD be financed?
— Requests for data from other than State agencies
— Other states have found it takes up to 5 years to break even
— DHIN expects SIM funding for one year only

— DHIN BOD position: if the State wants the HCCD, the State must
pay for it

Moment of truth — procurement of technology tools (multi-year
financial obligation for DHIN) - expect to present for DHIN Board
decision at April meeting.

Better Communication for Better Healthcare 11





HCCD Cost Containment:
y

Factors in DHIN’s Technology Refresh \Q‘

Do not rely on a single vendor for all solutions

Modularize the technology stack — avoid proprietary solutions
that don’t interoperate

Take control over some things our vendor hasn’t done well

Reduce the number of instances and locations of data storage
(manage cost and risk)

Ensure the ability to accommodate many types of data
(structured and unstructured, transactional and flat files)

Better Communication for Better Healthcare 12





DHIN’s Technology Refresh

All incoming data passes through DHIN’s integration engine (Mirth
Connect) and identity matching tool (Initiate) before ingestion into the
NXT Platform

u Stream Reader
()] -
S g 3 Doc Parser ~ Msg Parser
)
n > .
S ..g © Rules Engine
2 a <

Terminology Svc.

Data Mapper
(FHIR)JSON Assembler

Elasticsearch FHIR APIs Services

Couchbase (NosQL database)

NXT Platform
\

FHIR Document Data Model

Better Communication for Better Healthcare 13





o X

The Marriage of
Clinical and Claims Data &\

| l

» Use clinical data sets to answer clinical questions and
claims data sets to answer financial questions

 Clinical data comes to DHIN in a stream of individual
real-time transactions

— Mix of highly structured, semi-structured, and unstructured
data

« Claims will come to DHIN in flat files, highly structured,
each containing thousands of claims

 DHIN proposes to use the NXT platform as the single
data repository to house all data types

Better Communication for Better Healthcare 14





Tech Refresh and the HCCD

No-SQL Database —
— Highly available (Amazon never goes down!)

— Accommodates “big data” (volume, variety, velocity — Facebook
processes text, graphics, music, etc.)

— Relies on indexing incoming data rather than relational database
tables

— Ability to retrieve data later depends on the quality of indexing

* No other state uses a no-SQL database for their APCD (gulp)...

e ...Butuse of the NXT platform would allow clinical and claims
data to be in the same data repository, and would keep costs
down by leveraging existing technology assets

» Proof of concept using SEBC member data will test suitability of
NXT platform to house the HCCD

(If we're going to fall, let’s fail fast and cheap)

Better Communication for Better Healthcare 15






v Ingest claims in the designated format
v' Match patients and encounters between clinical & claims data sets.
* Expose select elements of claims in a clinical application (PHR)

* Query the combined clinical and claims data sets, thus validating the
capability to evaluate both cost and quality of care.

« Extract a set of combined clinical and claims data in a format that
could be ingested into a researcher’'s SQL database.

« Identify any gaps or barriers in achieving the above goals, and
determine what it would take to overcome them.

* Evaluate the level of effort to inform future discussion of staffing
and/or professional service needs.

Better Communication for Better Healthcare 16





Proof of Concept: Methods

-
-

« DHIN has received from SEBC'’s data warehouse:
— 2 years of claims f'\

— For ~100 adult African-American males S—

— Known to have recent clinical activity (ie, DHIN already has
clinical data for them)

 Proposed Data queries:

— List of African American males with a Dx of HTN and currently
prescribed an ACEI
— List of African American males with a Dx of HTN and currently
prescribed an ARB.
— Total cost of care per patient over 2 years, stratified as follows:
 BP in arange that qualifies as HTN, but no evidence of treatment.
« Patients treated with an ARB.
» Patients treated with an ACEI.
— A query demonstrating DHIN’s ability to extract and report on
Information that is included in a CCD, such as BP actual values
(as opposed to a Dx code of HTN).

Better Communication for Better Healthcare 17





Proof of Concept: Outcomes

* |f successful, cost of the HCCD will be:
— Additional storage
— Additional node(s) in the Couchbase db
— Additional software tools
— At least one additional staff member at DHIN
— Total cost in a few hundreds of thousands $$
— Shortened time to break even

e |f unsuccessful:

— Requires procurement of a complete new platform for the
claims database

— Cost typically in the $$$SMM
— The State can’t afford this, and neither can DHIN

Better Communication for Better Healthcare 18





Proof of Concept

Pray for a successful proof of
concept!

If successful, and if DHIN BOD
approves implementation,
data will begin to be
delivered in May.

If unsuccessful, the whole
thing could fizzle due to lack
of financial support.

Better Communication for Better Healthcare 19





DHIN’s Data Sources: Clinical

What We Have

ADT’s from all DE acute care hospitals .

ADTs for DE residents from participating .
hospitals in neighboring states (next slide)

Lab/path results from all commercial labs
in DE

Reports from ~95% of imaging studies
performed in DE

Variety of “transcribed” (text-based)
reports from DE hospitals except Nemours

Encounter data from ~115 ambulatory
practices

Encounter data from 7 walk-in clinics
Encounter data from 2 telehealth providers
Data from 6 SNFs

What We Don’t Have

Pharmacy data
Dental data

Most pre-acute and
post-acute care settings

Most telehealth
encounters

Better Communication for Better Healthcare 20





Geographic Sources of DHIN Data
Clinical

B Al Data for Delawareans
B ADTs for Delawareans

B ADTs for DE - Select
Hospitals
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What We Will Have

Claims for Medicaid Members (FFS and
MCO)

Claims for members of State Group
Health Plan (even if residing outside of
DE)

Claims for ACA Marketplace members

Medicare claims (FFS and Medicare
Advantage)

Will include 3 years of historical claims

Will include pharmacy and medical
claims (all care settings)

What We Won’t Have

Dental claims

 Unpaid (denied) claims

e (Care for which there was no
claim (self-pay, some newer
payment models)

e Non-state contracted
commercial claims
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Summary: |

 DHIN is proceeding on the assumption that the
HCCD will be implemented

* DHIN's technology refresh offers an opportunity to
leverage existing technology assets to a degree
not previously possible

* The proof of concept Is critical to demonstrating
the HCCD can be implemented at a manageable
cost

e The State will have to find some way to support
the HCCD financially — technology isn’t free
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A Health Information Ecosystem...

... iIn wWhich all participants both
contribute and receive value
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