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Executive Summary

The 2020-21 General Appropriations Act (GAA), House Bill (H.B.) 1, 86th
Legislature, Regular Session, 2019 (Article IX, Health Related Provisions, Section
10.06) requires state agencies that pay for the health care of Texans to coordinate
data to identify outliers and improvements for efficiency and quality that can be
implemented within each healthcare system. Section 10.06 identified five key
agencies as providers of health care benefits:

e Department of State Health Services (DSHS) which promotes and protects
the health of all Texas residents;

e Employees Retirement System of Texas (ERS) for active and retired State
and certain higher education employees and their dependents;

e Health and Human Services Commission (HHSC) for persons enrolled in
Medicaid and the Children’s Health Insurance Program (CHIP);

e Texas Department of Criminal Justice (TDCJ) for incarcerated persons in the
State prison system; and

e Teacher Retirement System (TRS) for active and retired school and public
education employees and their dependents.

Section 10.06 requires the agencies to submit a report to the Legislative Budget
Board (LBB) and the Office of the Governor no later than September 1, 2020. The
report must describe: coordination activities; efficiencies identified; individual
agency policies and practices that have been improved due to the application of the
data; and recommendations on future ways to reduce cost and improve quality of
care in each health care system.

Coordination Activities

Coordination activities began as early as July 2019 and included:

e Establishing the 5 Agencies Project Workgroup (Workgroup) comprised of
representatives from the five agencies and from The University of Texas
Health Science Center at Houston (UTHealth) Center for Health Care Data
(Data Center) to facilitate compliance with the rider.

e Creating of a scope of work with tasks and deliverables organized in a phased
timeline for accomplishing the project goals and objectives.



e Developing a charter to govern the relationship among the agencies and to
define decision-making processes.

e Creating two subcommittees, a Strategic Governance Subcommittee to
provide direction and oversight for Workgroup actions and a Data
Subcommittee consisting of agency representatives knowledgeable on the
required data elements, formats, and limitations to work directly with the
UTHealth Data Center on data aggregation and analyses.

Efficiencies Identified

To begin coordination efforts, the workgroup developed of a set of comparable
metrics from 255 different data sources. While the datasets all contained
information on health care services and expenditures, they did so in different ways.
For example, cost in one dataset could be based on paying for each service
rendered to a patient, while another source could measure set fees paid to a
provider per person per month. The five agencies partnered with the UTHealth Data
Center to decipher each data source and how the respective data is defined to
ensure the accuracy of any cross-agency comparisons.

Despite the project’s complex initial administrative and technical tasks,
representatives from the five agencies and the UTHealth Data Center have been
successful in collecting and aggregating widely disparate data in varying formats
from multiple sources on an extremely large scale. Specifically, this project is
storing 680.3 gigabytes of data coming from 255 data sources comprising over 405
million health records (e.g., claim, visit, encounter, prescription). This amounts to
an estimated 9.4 million persons over approximately three fiscal years and
represents over $96 billion in total dollars expended.

The agencies created data warehouses ahead of schedule for each of the four
agencies contributing data during the first year of the project.! These data
warehouses were completed between one and four months after receiving data
from each agency. A fifth comparative warehouse was then developed incorporating
data from all four agencies.

From the data warehouses, secure interactive data portals for each agency provide
authorized users access to data that has been formatted and organized to allow for
viewing of agency-specific information. Most importantly, a fifth interactive data

IDSHS can provide data as needed to supplement the new warehouses and support specific
quality improvement and value-based initiatives; however, the agency was not a data
contributor for the initial phase of the project.



portal provides meaningful comparisons across all agencies. These portals are
currently in beta version and will be updated with enhanced analytics and increased
functionality in fiscal year 2021.

For the first time, meaningful analytics can be efficiently performed across the
state’s health care agencies. The aggregation of data and standardization of
analytical and reporting processes using a single, qualified data analytics service
eliminates possible variations in statistical methodology and allows reported metrics
to be derived in a consistent manner to ensure comparability across agencies. This
cross-agency capability is a valuable complement to each agency’s own substantial
analytic efforts.

Improvements to Agency Policies and Practices

Data aggregation and standardization was the key deliverable in the initial year of
the project. In addition, the workgroup was able to identify improvements to
agency policies and practices that resulted from the application of the data.

The most notable successes are:

e The practice of regular contributions to an aggregated data warehouse in one
location and one format for producing cross-agency comparisons and the
establishment of associated data transfer and sharing practices and policies
to facilitate future data exchanges;

e The establishment of data validation processes to ensure data completeness
and validity and accurate reporting and cross-agency comparisons; and

e Access to data portals that allow agencies to visualize different data
categories (e.g., demographics, utilization, expenditures), see trends across
years, and make comparisons among populations (e.g., age groups,
enrollment statuses, gender. For most agencies, this is the first time they
have had access to this type of comparative data.

Other achievements impacted specific individual agency practices. For example, the
processes of identifying and diagramming data sources and types, as well as
aggregating data in one location, have improved data reporting for TDCJ and have
led to a better understanding of their population’s health care needs and service
utilization. In addition, the UTHealth Data Center’s logic and coding for claims data
analyses has assisted TRS in establishing processes for their internal claims data
analyses.



Recommendations

Recommendations to reduce cost and improve quality of care in each health care
system are expected in fiscal year 2021. Now that the data have been aggregated
into comparable models, the agencies individually and collectively have a basis to
select areas for additional study with the goal of identifying interventions to reduce
cost and improve quality of care in each health care system, per Section 10.06.
The workgroup will also use this data to develop common strategies for responding
to critical, emerging health care issues. With the data aggregation platform, a
future analysis could, for example, provide a wider view of the impacts of the
current COVID-19 pandemic on the state’s health care systems and population than
is currently available.

The strong collaboration and data analysis efforts fostered in year one will continue
throughout the second year of the project, with a focus on providing data informed
recommendations for programs, services, policy, or other strategies to implement
and improve best practices, create service efficiencies, and improve resource
allocations. These strategic discussions will result in recommendations and
evaluations on potential value-based payment strategies, including opportunities for
episode-based bundling and pay for quality initiatives to improve outcomes and
control cost.

Next Steps

Work beyond the initial two-year project has the potential to drive meaningful
improvements in health care outcomes, costs, and delivery models. Web-based
data portals created for this project are powerful tools that can be used to visualize
population health status, cost and utilization data and trends across years. Most
importantly, the robustness and detail offer the opportunity to continuously drive
improvement by identifying the critical factors that have the greatest impact within
a strategy or program and monitoring the effects of interventions across time. In
short, it creates a platform for effective data-driven decision-making that
maximizes the efficiencies gained from collaboration across agencies.



1.Introduction

This project, referred to as “The 5 Agencies Project,” provided the five agencies
named in Section 10.06 and UTHealth with a framework for undertaking an
unprecedented and productive examination of the impact of their programs on the
health of Texans.

This report summarizes the activities and outcomes of the first year of this initial
two-year project, which runs from September 1, 2019 to August 31, 2021 and
follows the directive from Section 10.06 to:

Collaborate and develop a comprehensive structure for an integrated health
care information system that will be used to compare data related to the
health care systems funded by appropriations made to these agencies;
Extract and receive data from agencies and agency vendors, convert data to
standardized variables and values within the data warehouse and load data
into the integrated health care information system;

Create the foundation to analyze and compare health care data, including
outcome measures, to identify individual benchmark and progress data for
each agency and outliers and improvements for quality and efficiency that
can be implemented within each health care system; and

Facilitate cross-agency analyses that give policy-makers a more
comprehensive picture of healthcare quality and efficiency in Texas than is
currently available.

With the continuation of the project and contract with UTHealth, future steps will
include:

Trend analyses;

Recommendations for programs, services, policy, or other strategies to
implement identified best practices;

Recommendations and evaluations on current potential for value-based
payment strategies, including opportunities for episode-based bundling and
pay for quality initiatives to maximize quality and reduce expenditures;
Implementation of identified value-based payment strategies within and
across agencies;

Analysis of effectiveness of implemented strategies across years; and
Analyses that consider the impact of the COVID-19 pandemic.



This report summarizes actions taken in the first 12 months of this project. To
administer the data comparison, the agencies and the UTHealth Data Center met at
least quarterly to carry out coordination activities. Considerable preparatory work
was required to engage in legal agreements such as an Interagency Cooperative
Contract (ICC), Memorandums of Understanding (MOUs) for data use and Business
Associate Agreements (BAAs), some of which were accomplished before January
2020. Although the final interagency agreement was not completed until March
2020, the UTHealth Data Center and its agency partners engaged in project
planning, agency coordination and data collection as noted on the Estimated Project
Timeline (Appendix A). Between March and May 2020, the UTHealth Data Center
worked on standardizing data elements, running descriptive analyses, and creating
five initial interactive portals where results can be displayed and tailored by users.
This milestone in the analytical work is summarized and detailed in the report.

Data sharing can be challenging, especially when data is considered Protected
Health Information (PHI) and is subject to the Health Insurance Portability and
Accountability Act (HIPAA) privacy rules; however, many obstacles were overcome
and are noted within this report. Early and initial resolution of such obstacles has
helped to lay a foundation for long term success in this endeavor.



2.Background

Texas has identified the rising cost of health care as a key issue affecting State
finances. The 2018-19 GAA, Senate Bill (S.B.) 1, 85th Legislature, Regular Session,
2017 (Article IX, Health Related Provisions, Section 10.06), required HHSC to
coordinate with DSHS, ERS, TDCJ and TRS to develop recommendations and a
comprehensive plan for an integrated health care information system that can be
used to compare data related to the health care systems funded by appropriations
made to these agencies.? The five agencies formed the original workgroup and met
frequently to collaborate and explore opportunities for building an integrated health
care information system to compare utilization, costs, reimbursement rates and
quality in each health care program. In 2017, experts from the UTHealth Data
Center consulted with the workgroup, completed a pilot assessment of the ERS
health plan — HealthSelect of Texas® (HealthSelect) — claims data at no charge
and provided guidance on the process of data collection and analysis for the
recommendations to the Legislature.

A companion rider in the 2018-19 GAA (Article IX, Health Related Provisions,
Section 10.07) required HHSC, ERS and TRS (agencies with a large proportion of
their budget dedicated to health care expenditures) to share information and
collaborate, where possible, on approaches to improve value in their systems.?

The five named agencies submitted a report to the LBB and the Office of the
Governor on May 1, 2018, describing similarities and differences among the
programs, cost drivers and cost containment initiatives, options for meeting the
goals of the rider and lessons learned, including the need to adjust for demographic
and health acuity differences among populations for making valid comparisons
among programs.3 The workgroup reported that meaningful data comparisons were
achieved in the pilot with the UTHealth Data Center. It also concluded that the
Center’s experience and expertise in using health care claims and electronic health
data to produce analyses would make it a good partner for future work that impacts
treatment, policy, and payment systems. As a result of this report, the 2020-21
GAA expanded on Section 10.06 from the previous session, appointing and
providing funding to the UTHealth Data Center to perform data collection and
analyses.

3 Health and Human Services Commission, “Analysis of Certain Healthcare Data”, May 1,
2018, https://hhs.texas.gov/reports/2018/05/analysis-certain-healthcare-data.
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The workgroup, which now includes UTHealth, met in July 2019 to prepare for
transitioning from a pilot project to a comprehensive information system. In the
current phase, the UTHealth Data Center is working with the workgroup to build the
infrastructure and conduct the analyses needed to facilitate the comparison of
health care data within each agency and across all agencies to assess population
health, utilization of health care services and expenditures. The main deliverable for
the project’s first year is the development of an integrated health care information
system that is a sophisticated and comprehensive tool for identifying areas to
improve the quality and efficiency of health care services provided to Texans.
Ultimately, this data platform is expected to support advanced multi-agency/multi-
payer collaborations on projects and programs to improve value in Texas health
care.
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3.Project Output and Accomplishments

Interagency Coordination

Since the project started September 1, 2019, the full workgroup has met six times
and continues to meet bi-monthly to facilitate analytics, discuss and interpret
findings and collaborate on meeting project goals and objectives. In addition, two
subcommittees were established to meet monthly, the Strategic Governance
Subcommittee and Data Subcommittee.

In the initial stage of the project, the workgroup focused on infrastructure
development, executing contracts and agreements, developing timelines with
project milestones, development of a network of data warehouses and the
acquisition of data from multiple agencies. Some of the first documents developed
to facilitate organization and flow of the project were the following:

o Estimated Project Timeline (Appendix A): a flowchart illustrating the
major milestones of the project, the amount of time each task was estimated
to take and the milestone completion date (noted in green). For the analysis
of the data across agencies, the process flows linearly, and completion of
each milestone is dependent on successful completion of those prior. Each
agency also flowed through the timeline individually, and the status of each
agency’s data and analysis occurred at different points in the timeline
depending on when their prior milestones were completed.

e Data Analysis Plan (Appendix B): a detailed strategy for data collection,
data aggregation, data quality checks and data analyses.

e Agency Data Resources (Appendix C): visual depictions of the various
types of data included in the analysis and the sources of the data for each
agency. These schematics demonstrate the value in data assembly and
reporting for each individual agency as well as the challenges related to data
collection; they were referred to repeatedly in the data collection and quality
review process.

e Scope of Work (SOW) (Appendix D): an attachment to the contract
between UTHealth and HHSC that serves as a cornerstone for coordinating
the project’s trajectory and details the following information: the directive
from the legislature; project background; a summary of the overall
objectives of the project for the current funding period, as well as what could
be accomplished in future years; detailed lists of tasks and deliverables that
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serve to accomplish the project goals and objectives, organized in a phased
timeline (Phases I - IV); and a few basic details about the contract and
payment structure.

e Charter (Appendix E): a document to govern the relationship among the
agencies and provide guidance for decision-making. This document includes
many details such as workgroup scope, subcommittees, critical success
factors, assumptions, constraints, decisions, and membership.

e Shared Resources Site: a secure password-protected site that uses a
secure file-sharing platform (Kiteworks) that enables all workgroup members’
access to file sharing, including very large files.

Efficiencies Identified

From past projects, the workgroup learned there are variations between agencies
that create challenges for comparing cross-agency data and reaching accurate
conclusions. For example, the five agencies vary greatly in the populations they
cover, the data available for cross-agency comparison and their data collection and
reporting practices. Despite these known distinctions and the project’s complex
legal and technical requirements, representatives from the five agencies and the
UTHealth Data Center have worked collaboratively to address the challenges and
expect to produce meaningful results to improve health care quality in the project’s
second year (fiscal year 2021).

Primary Efficiency - Standardization of Complex Data Across
Agencies

The workgroup developed solutions to the agencies’ data variances and
standardized data across agencies and data sources to allow for comparisons and
accurate reporting. This aggregation of cross-agency data is a key achievement and
has resulted in an efficient data analytics platform for the workgroup. A related
efficiency has been realized from standardized analytical and reporting processes
across agency reports which is a result of using a single, qualified data warehouse
and analytics organization, the UTHealth Data Center. This approach eliminates
variations in statistical methodology or reporting metrics and allows all reported
metrics to be derived in the same manner to ensure comparability across agencies.

13



Key Successes in Achieving Standardization

Large Scale Data Collection

The workgroup has been successful in collecting and aggregating widely disparate
data, in varying formats, from multiple sources and on an extremely large scale.
Specifically, 680.3 gigabytes of data coming from 255 data sources comprising over
405 million health records (claim, visit, encounter, prescription) for an estimated
9.4 million persons over approximately three fiscal years and representing over $96
billion in total dollars expended.

Rapid Development of Data Warehouses

The extensive effort of data collection and aggregation resulting in the primary
standardization efficiencies described above has also involved other key successes
for cross-agency efficiencies. These include the creation of five separate data
warehouses that contain the data used to populate secure interactive agency data
portals that were developed earlier than anticipated. Four data warehouses were
initially created (one for each agency currently contributing data), and then the
comparative warehouse was developed comprising specific data from all four
agencies. These data warehouses were completed on an accelerated schedule,
between one and four months after receiving the data from each agency.

Early Development of Portals

Early creation of agency data portals, with access given to agency representatives,
allowed for coordination in data validation and review of reported rates and metrics.
The section below (Interactive Data Portals that Demonstrate Initial Cross-Agency
Comparison of Health Care Data) provides detailed information about the data
portals.

Other Key Initial Findings

Other important benefits related to efficiencies that have been achieved are
summarized as follows:

1. Initial cross-agency analyses have highlighted differences in agencies’ data
collection, services and populations served. Processes implemented through
the 5 Agencies project have made this data more comparable allowing
improved analyses of variations in utilization, expenditures, and outcomes.
Additionally, changes that may be attributable to adjustments in plan/benefit
design or vendor contracts can be tracked and reported across years to
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identify trends to better understand and learn from changes in population
and services delivered that might be adopted across agencies;

2. Initial reports defining costs/payments, population demographics and
population health are critical for the identification of outlier areas and
potential cost drivers that will prompt more detailed analyses in continuing
phases of the project;

3. Additional state agencies and institutions have been identified that could be
added to enhance the project in future years, e.g., juvenile justice system,
state inpatient psychiatric hospitals, state supported living centers (SSLCs)
and State universities’ and colleges’ employee health plans;

4. COVID-19 has also highlighted the advantages of an aggregated data
project. The workgroup has discussed the opportunity, when data become
available, to analyze impacts of COVID-19 on utilization and outcomes of key
services by each agency; and

5. Future analyses on a finer geographic level using TRS, ERS and HHSC data,
all of which provide coverage across Texas, will present an opportunity to
evaluate rural health and health care needs.

Interactive Data Portals that Demonstrate Initial Cross-Agency
Comparison of Health Care Data

UT Health, in conjunction with the workgroup agencies, created secure interactive
agency data portals from the data warehouses to provide authorized users access
to reports that have been formatted and organized to allow for retrieval of agency-
specific information. The data within the data warehouses is linked to web-based
Tableau® tools that support advanced data visualizations and reporting. Each
agency’s interactive portal (currently in beta version) allows authorized users to
select from multiple analytic categories (represented as page tabs). The categorical
tabs contain additional variables that can be selected to generate a variety of
information about agency populations and other metrics of interest about agency-
specific information. Most importantly, an interactive comparative data portal
provides authorized users with data across all agencies to enable comparisons.
Greater detail is shown in the example screenshots below from the comparative
portal where comparative data is visually reported to demonstrate the variation
among agencies.

(Please note that the results in the screenshots are preliminary and are continually
updated and revised as data checks are implemented and data refreshes occur.)
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Figure 1. Comparative Portal - Age Demographics
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Figure 2.

Fiscal Year Condition
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Figure 3. Comparative Portal - Expenditures
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Figure 4. Comparative Portal - Utilization

Fiscal Year TDCJ TRS/ERS Employee Enrollment Status Medicaid Type
2016 M utmB M Active M Frs M sTARHEALTH [l STARPLUS
2017 M Texas Tech M coerA STAR STARKIDS W cHip
2018 W Total Retiree
W Total

y TEXAS

/' Health and Human Services

ERS
ERD

l TRS TEACHER RETIREMENT SYSTEM OF TEXAS

TDCJ: Visit Type TRS, ERS & HHSC: Admission/Visit Type TRS, ERS & HHSC: Select Utilization Metric
Emergency Visits with no Inpatient Admission 0 Emergency Visits with no Inpatient Admission Count of Admissions/Visits
Inpatient Acute Hospital Admission 8Rate
outpatient Acute Hospital 30 Day Readmission

Professional

Count Per 1000 Rate Per 1000 MY Rate Per 1000 MY Rate Per 1000 MY
uTMB Texas Tech Community
0 2911 399.47
400 400 400
. 2475
300 300 300
20 1875 24836
" 1522 20117 .
= 1291 200 200 200 18241 17461
158.79 15476
w 835 113.48 12085 44055
100 100 100 78.61
5.43
B 417 56.50 57.0¢
180 3744 3293
UTME TexasTe. Total | UTME TexasTe. Total | UTME TexasTe. Total Active COBRA Retiree Total Active COBRA Retiree Total FFS STAR  STARHEA. STARKIDS STARPLUS  CHIP TOTAL  DUALELI
Service Provider TRS Employee Enrollment Status ERS Employee Enrollment Status Medicaid Program
Coums community [Acive] [Cadie ]
Count Per 1000 for Community Rate Per 1000 MY for Active Rate Per 1000 MY for Active Rate Per 1000 MY for STAR
Age Group Age Group Age Group Age Group

019 l 9.0 0-19 . 16.22 0-19 - 45.77 0-19 I 2684

35-44 I 73 35-44 - 36.62 35-44 - 4833

35-44
3352 4554
45-54

55-64

6574 24242

22478

)

N
s}
5]

2 400 600 800

o] 50 100 150 200 0 50 100 150 200 0 50 100 150 200

19



Figure 5. Comparison Portal - Utilization Cost
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In addition to the comparisons shown above, examples of agency portals and the
related tabs are found in Appendix F. Development of each reporting portal began
as each agency’s data flowed through the process, running parallel to the data
collection, quality assessment and analyses tasks underlying the reports. While the
interactive portals for data reporting are among the final project deliverables and
shown on the timeline late in the project cycle, these complex tools are integral to
the project and will provide deeper analyses specific to each agency.

Summary of Initial Data Analyses by Agency and Cross-Agency

This report provides a summary of initial data analyses for fiscal years 2016
through 2018, including:

e Demographic information on populations covered

e Costs/payments and trends for select population groups within each agency
(note: for HHSC 2018 data did not become available until shortly after the
drafting of this report)

e Key utilization facts and identify trends for select population groups within
each agency

e Key chronic conditions and prevalence rates, costs, and utilization for each
population group within each agency

e Comparative benchmarks or expected rates for payments, as well as
utilization and prevalence rates when appropriate

e High cost claimant trends and identify trends for select population groups
within each agency

e Assemble data, analyses, and findings in an agency-specific portal

e Review all data for accuracy compared to agency vendor reports or annual
reports

e Review each agency-specific data portal and all data findings with agency
representatives, obtaining feedback and identifying key issues for more
detailed assessment in the next phase of analysis

e Create a separate portal for comparative data findings across the four data
reporting agencies that highlights the distinctions in population
demographics, costs and payments, utilization rates and prevalence rates

Initial analyses will serve as a starting point to identify variances from expected
rates or benchmarks, potential cost drivers and other anomalies that need to be
explored to identify opportunities for intervention or improvement in fiscal year
2021. Also, in the next phase, the UTHealth Data Center will expand the analyses
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to include: risk assessment, assignment, and comparison; additional prevalence
rates and assessment of chronic conditions; review of complex procedures, i.e.,
rates and payments; select outcome measures; adjustment for plan design
differences; and quality metrics.

In the second year, the UTHealth Data Center will provide a review of value-based
strategies used by health plans and, especially, strategies implemented by health
plans in coordination with state programs. The workgroup will strategize using data
findings, outcome analyses and value-based strategies to develop
recommendations for Texas.

Caveats for Data Comparisons
Data Limitations and Considerations

The following are limitations on interpreting the findings resulting from the data
analyses:

e The ERS Retiree population includes Medicare-eligible retirees who have
opted out of the HealthSelect Medicare Advantage plan (and their
dependents), whereas TRS moved Medicare eligible retirees and their
dependents to a Medicare Advantage program. Claims and payment data for
this TRS population were not included in this study. Additionally, Medicaid
does not have a member category equivalent to retired employee, although
persons over age 65 are included in claims and encounter data based upon
enrollment.

e Some ERS and TRS costs were not included, such as capitated benefits (e.g.,
Behavioral Health for ERS [note: this will change 09/01/2020] and fully-
insured plans for both ERS and TRS), disease management services, other
contracted consultants or services, and benefit department operational and
management costs. These expenses were considered out-of-scope for the
health plans.

e For HHSC, fiscal year 2018 data were loaded but not yet converted for use in
these analyses (as of the drafting of this report). Operational and
management costs as well as costs for Disproportionate Share Hospital
(DSH), Uncompensated Care (UC) and Delivery System Reform Incentive
Payment (DSRIP) programs were not included. Data for Healthy Texas
Women (HTW) will be available for future reports. Individuals who are dually-
eligible for Medicaid and Medicare eligible are reported separately. In
addition, HHSC data includes service utilization and payments for long-term
services and supports (LTSS) provided through Medicaid managed care
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organizations (MCOs). LTSS fee-for-service data will be available for future
reporting.

Agencies’ analytic staff have reviewed summary data included throughout the
report. The data are considered complete at time of publication; however,
data are subject to change due to claims adjudication and the parameters
used for particular analyses. Member counts are not additive because
members can be in more than one program in a year. Additionally, it is
important to note that at the time of this document, verification of data and
results was still ongoing, thus reported numbers may change with updates.
TDCJ claims costs are based on charges and do not reflect total contract
capitation payments to its two university health system partners, the
University of Texas Medical Branch (UTMB) and Texas Tech University Health
Sciences Center (TTUHSC). Overall annual costs per offender are derived
from total program operating expenses, whereas specific treatment costs are
derived from claims data. Additionally, the universities have different
methods for recording services delivered and associated costs, and in many
cases a cost amount was not assigned for services delivered on site or at
some contract sites. Reported costs for TDCJ] health care services include
some items not included by the other agencies, such as indirect
administrative costs not directly related to the provision of health care
services and co-pays. Differences in how outpatient visits, diagnostics and
professional services are captured preclude a comparison between TDCJ’s
two vendors, UTMB and TTUHSC, for cost per offender per year. Offenders
frequently change locations and assignment to UTMB or TTUHSC fluctuates.
Some TRS data was received from an intermediary and required corrections
and refreshes due to data errors or omissions. Data from vendors who were
no longer contracted could not be updated, and historical files were utilized
for 2016 and 2017 pharmacy data, except for retiree data, which could not
be used. Pharmacy data for 2016 appears incomplete. Medicare Advantage
Retiree data had to be removed for 2018 because costs were not carried by
TRS, yet non-Medicare eligible Retiree dependents remained in the standard
plan. HMO plans were not included.

Over the course of six months (October 2019 to April 2020), workgroup
discussions reviewed relevant data maintained by DSHS that could be
included in the project. The workgroup identified the Texas Health Care
Information Collection program’s (THCIC) hospital discharge and related
data, as well as Vital Records birth and death record data, as having value
for future cross agency quality improvement focused analytics. A data
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request, including information on specific uses for the DSHS data sets, is
currently under development.

Key Differences Among the Agencies

The five agencies each have key features or design elements that distinguish their
health care programs. The following information provides an initial comparison of
the data findings for four agencies regarding services and program design,
payment/cost, population demographics and population health.

Populations Served

The services provided by the agencies included in this report account for a
significant proportion of the State’s health care budget. These agencies provide
health care services for the following populations residing in Texas (see Table 1.
2018 Members):

e TRS and ERS both offer employer-sponsored health plans for employees
across the state. Claims and encounter data are available through these
systems for analysis of health benefits payments and population health.

e TDCJ] provides all medically necessary health care to incarcerated persons
through contracted managed care systems. Some claims and encounter data
are available, providing estimated charges which are not equivalent to
payments, and some data merely provide records of services without
costs/payments associated. Additionally, the overall costs of TDCJ health
care services include operational costs not directly associated with the
provision of health care services to offenders.

e HHSC provides health care coverage for the Medicaid and CHIP programs,
which primarily cover low income children, families, seniors, and people with
disabilities. HHSC has a fee-for-service (FFS) traditional payment system,
through which the state pays claims directly, but 95 percent of Medicaid and
CHIP enrollment is with capitated managed care plans.* These plans are
required to submit encounter data to the state at a level of detail similar to
claims. The claims and encounter data provided by HHSC were analyzed to
determine payments by the capitated managed care plans and by Medicaid
FFS to providers.

4 Not including enrollees receiving partial benefits (emergency Medicaid and some dual
eligible categories).
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Similar analyses were possible for the three agencies that provided claims and
enrollment information, specifically ERS, TRS and HHSC Medicaid and CHIP.
Analyses for TDCJ were conducted in a similar manner, however direct costs (as
assessed by payments) were not fully represented. Additionally, due to the wide
variety of data collection methods, UTHealth Data Center applied significant effort
to enable data from various TDCJ sources to be comparable with data from the
other agencies.

2018 Health Plan Design

Each agency has unique health plan designs to benefit the people they serve.

e ERS’ health plan enrollment is primarily in HealthSelect, a point-of-service
plan® designed to meet a two-pronged goal of realizing optimal health
outcomes and equipping state agencies and institutions of higher education
with a benefit that attracts and retains a qualified workforce.

e For HHSC, most members are enrolled in managed care plans paid by HHSC
under capitation, and only a small portion of members are enrolled in the FFS
plan. Reported payments are derived from MCO claims and encounters and
do not fully reflect the State capitation expense.

e Additionally, HHSC covers many services for eligible members that are not
offered by the other agencies’ plans, such as LTSS, attendant care,
vocational training, and residential living.

e Health care services for TDCJ are contracted primarily through two vendor
managed care systems, UTMB and TTUHSC. UTMB has two hospital facilities
within their system, and TTUHSC contracts with a community hospital. Also,
UTMB services most of the offenders with severe health conditions, as well as
the HIV population. Both systems provide physician and professional services
through their network, and TDCJ utilizes community providers for emergent
and unexpected treatment needs under an agreed fee structure.

e For TDCJ, overall operation costs and costs associated with health care
delivered on-site (at the prison facilities) as well as certain contracted
services such as telehealth programs and mental health services are
reflected in the count of services through Pearl® (prison electronic health
documentation) but not actually assigned a cost as an individual claim.
Therefore, the costs associated with these expenses cannot be calculated

> A point-of-service plan provides both in-network and out-of-network benefits but requires the
designation of a primary care physician (PCP) and referrals to see specialists.
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comparably to the other agencies providing claims and encounter costs for

services.

e TRS has multiple plan options with differing benefit designs for enrollees. For
example, they offer high deductible plans and accountable care organization
(ACO) options. Medicare-eligible retirees are moved to Medicare Advantage
plans. It is important to note that reported payments and rates reflect
aggregated results (specific breakouts by plan design are available).

Payment/Cost Information

The following table provides a comparison of the key metrics for each agency in
fiscal year 2018. In total, the four agencies provided health coverage and/or
services to over five million persons annually at an expense of about $34 billion.

Table 1. 2018 Agency Comparison?

TDCJ]
ERS HHscP TRS Reports®
Annual Average 433,353 4,006,678 507,861 148,185
Covered Persons
Counts¢
Total Annual
Expenditures
3,222M 20,906M 2,585M 7,075M
(Medical and 3 3 3 3
Pharmacy)
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ERS

HHScP

TRS

TDCJ]
Reports®

Average Total
Annual
Expenditures Per
Member/Offender
Per Year (Medical
and Pharmacy)

$5,032¢

$5,218

ACO
Plan:
$2,872¢
Active
Care 2
Plan:
$5,947¢
Active
Care HD
Plan:
$3,197¢
Open
Select
Plan:
$3,913¢

$4,774

@ Agencies’ analytic staff have reviewed summary data included in this table and throughout the
report. The data are considered complete at time of publication; however, data are subject to

change due to claims adjudication and the parameters used for particular analyses.

b HHSC data are combined for Medicaid and CHIP and do not include duals, HTW, DSH, UC or DSRIP.

€ TDCJ reported numbers from annual report, fourth quarter 2018.

d Member Year (MY) counts are calculated based on total member months for a year divided by 12
and will be smaller than unduplicated member counts. Member counts are not additive because

members can be in more than one program.

€ Per Member Per Year (PMPY) amounts for ERS and TRS are for active employees and their

dependents only.
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Demographics - Age

Figure 6. Distribution of Age Across Agencies
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e About 40 percent of ERS’s enrollee population is under age 35, just under 50
percent are between 35-64, and 10 percent are age 65 and over.

e More than 85 percent of HHSC’s population are under age 20, and less than 3
percent are age 55 and over.

e 41 percent of the TDCJ offender population is between the ages of 20-34,
with less than 1 percent under age 19 and less than 3 percent age 65 and
over.

e TRS’ enrollee population is young with 45 percent under age 35 and less than
4 percent age 65 and over.

Improvements in Policies and Practices

The workgroup focused primarily on data collection processes in the initial year of
the project, but agencies were able to identify improvements to agency policies and
practices because of the application of the data.
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Data Aggregation in One Location and One Format

Each agency made important contributions to an aggregated data warehouse to
produce cross-agency comparisons from one location using a common format. The
establishment of the practices and policies associated with data transfer and data
sharing will facilitate future data exchanges.

Data Verification and Validation with Agency and Vendor Reports

UTHealth Data Center and representatives from each agency continue data
verification and validation activities to ensure accuracy and completeness of data
prior to reporting and acceptance of findings. Data counts and metrics were
compared to those previously reported by plan vendors or annual reports.
Additionally, any discrepancies were discussed and reviewed with the agency
representatives to resolve data issues or interpretations. As of the date of this
report, this data verification and validation is continuing to ensure an acceptable
level of accuracy.

Agency Access to Data Portals for Visualizing Data

Access to the data portals allows agencies the opportunity to visualize data
categories (e.g., demographics, utilization, expenditures) and see trends across
years. The portals also allow agencies to make comparisons among populations
such as age groups, gender, and health plan enrollment status (e.g., Active
employees, Consolidated Omnibus Budget Reconciliation Act [COBRA] employees,
Retirees, dependents, and Medicaid/CHIP program). For most agencies, this is the
first time they have had access to this type of comparative data. Representatives
from each agency may access their agency-specific portal to allow them continuous
review as data are updated and revised.

Agency-Specific Improvements

Enhanced Understanding of Data Resources (TDC])

TDCJ, as well as the other agencies, found aggregation of data to be highly useful
and informative. Data aggregation accomplished through this project has allowed
TDCJ to identify utilization across contractors and community providers based on
offenders’ assigned correctional facility. The TDCJ data schematic (Appendix C-3) is
by far the most complicated of the agencies because offenders access care in
multiple environments, and each environment has different processes and systems
of capturing care and/or documenting cost or receiving payment. In addition, TDCJ]
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has contracted with UTMB and TTUHSC to manage and/or provide health services to
incarcerated adult offenders. The TDCJ schematic is color-coded to help explain
where care is provided, which vendor (UTMB or TTUHSC) is responsible for the
facilities, and what type of data is produced.

Internal Expertise (TRS)

The coordination directed by Section 10.06 has provided a good opportunity to
increase agency internal expertise with data. For example, the UTHealth Data
Center provided TRS with important time-saving assistance on coding for data
aggregation and analyses that TRS is now using internally. TRS is expanding their
analytics team. Understanding that knowledge of claims data analytics is very
specialized, they collaborated with UTHealth Data Center experts to identify best
practices and processes. The UTHealth Data Center has provided training, created
coding for analyses and made other related recommendations as part of this
collaboration.

Recommendations

Year one of the 5 Agency initiative involved extensive efforts to build a new cross-
agency data system. Using the collected cross-agency data and ongoing data
refreshes, the workgroup will continue to analyze and explore the data to identify
and discuss findings.

In year two of the initiative (fiscal year 2021), recommendations will be drawn from
these data findings on opportunities to reduce costs and improve quality across
agency health care systems, per Section 10.06. As part of this process, the
workgroup will explore federal and other funding opportunities enabled by access to
multi-payer data to advance value-based payment (VBP) in Texas healthcare and to
identify and calculate key metrics for use in VBP. Some future analyses may focus
on cross-agency impacts related to the current COVID-19 crisis.

At the end of the initial two years of the 5 Agencies Project, the workgroup will
evaluate further updates on important data findings as well as details on the
recommendations for individual and collaborative actions to improve efficiency and
effectiveness among and between agencies. The in-depth examination of the initial
data analyses and findings during the second year will allow for further
identification of efficiencies, more improvements to individual agency policies and
practices and targeted recommendations on ways to apply the data tools for future

30



strategies and efforts, including the added benefits of continued and expanded data
analytics.
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4.Process

Data Collection Process

Once all sources of data collection and aggregation were identified, the UTHealth
Data Center, with the collaboration of agency representatives, conducted
administrative measures for data acquisition which included: acquisition of data
layouts and data dictionaries for each data source; agreements with each agency
for the acquisition and use of their data; agreements with each data source or
vendor (e.g., Blue Cross Blue Shield, Aetna) for acquisition and use of their data;
establishment of secure file transfer protocols (SFTP) that complied with HIPAA
privacy and security requirements; and data mapping (i.e., a process that maps
data variables to a common data warehouse structure).

Once the preliminary steps noted above were completed, many of which were
performed simultaneously, the UTHealth Data Center was able to begin data
collection and data processing. Figure 7 illustrates the process for data collection
and aggregation into the UTHealth Data Center data warehouse. The steps
identified in green represent the processes required to collect data, integrate data,
and conduct data quality checks to ensure data completeness and validity. UT
Health cannot conduct analyses with confidence until data completeness and
validity are confirmed. Once confirmed, UT Health then conducts the initial data
analysis to define populations as well as costs and utilization metrics for each
agency population. This process is denoted in the last box shown in green, and it
represents the current state of this project, resulting in this initial report.

The second year of this project (fiscal year 2021) will allow for more detailed and
focused analyses per agency and across agencies, as shown in the blue process
boxes. At these upcoming stages, data will be enhanced by applying logic to
calculate clinical episodes, clinical condition groups and potentially preventable
events to best assess utilization and potential for efficiency improvement. Specific
quality metrics will be calculated to identify clinical outcomes, patient safety
indicators and health care effectiveness and efficiency metrics. The quality metrics
from each agency will be custom-analyzed to identify specific cost drivers,
investigate unexpected findings, and identify potential areas for improvement or
intervention.
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Figure 7. Schema of Overall Process of Data Analysis
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Project Implementation Challenges and Resolutions

Legal Agreements

Participating agencies planned to begin the 5 Agencies Project at the start of the
2020-21 biennium (September 1, 2019), including holding the planning meeting in
July 2019. The data governance and legal framework for the project is extremely
complex, requiring review of numerous agency and agency contractor
requirements, subcontractor arrangements, the establishment of six separate MOUs
for data use and completion of an ICC (master contract). Working through these
complexities and implementing all required contracts is a significant
accomplishment for the first year of the project.

UTHealth and HHSC completed development of an ICC for this project in March
2020. In addition to the ICC, each agency entered into separate agreements with
UTHealth to govern the use and protection of their individual data sets. Some
vendors required additional protections such as non-disclosure agreements (NDAs)
and/or data use agreements (DUAs) to allow UTHealth access to their data. While
the data acquisition process began as early as July 2019, all data could not be
delivered until the ICC and all legal documents were complete.

While the agencies worked to complete all required legal, contractual, and technical
agreements, all parties continued, in good faith, to complete as much of the work
as possible without violating regulations around data privacy and other regulations.
UTHealth agreed early in the project planning to underwrite a significant portion of
the estimated project cost and believed the seven months of non-sponsored work
(i.e., the work completed without an executed contract) supported this
commitment.

Data Collection

The technical challenges to map and extract complex data cannot be overstated.
Each of the 255 data source files are unique with a variety of file layouts, variables,
identifiers, and other data parameters that constituted many different types of
data, formats, and codes (see Appendix C. Agency Data Sources). Each agency
uses a different data platform most suitable to their operational needs. Identifying
common data elements in each system and subsequently structuring queries to
extract relevant data required input from many people, including multiple
departments at each agency, their third-party vendors, the UTHealth Data Center
and the 5 Agencies Project Data Subcommittee. For some agencies, it took many

34



brainstorming meetings to get a clear picture how the data owners define and
capture data. For others, it took months to resolve format, encryption, and
compatibility issues to allow the UTHealth Data Center to download the data and
map the data warehouse.

UTHealth Data Center mitigated challenges with the receipt of data through early
data management using the schematics and data dictionaries, allowing for faster
data integration once data were received. Quality checks for data completeness and
data validity by the UTHealth Data Center and the five agencies identified data
issues that were resolved through communication and collaboration with agencies
and their designated vendors. That said, the resolution of some data issues is still in
progress and some data limitations may remain for the duration of the project (as
reported above).

Collaboration has played a pivotal role in resolving technical issues. Throughout this
process, the UTHealth Data Center and the five agencies have cooperated to use
the best data available to produce initial tables and graphs that provide important
insights into the cost and outcomes of health services. These visuals will continue to
be updated and refined during the second year of the project.
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5.Next Steps in Year 2 — Fiscal Year 2021

Targeted Analyses and Comparisons

Throughout the continuing process of data analyses, the UTHealth Data Center will
work with each agency directly to explore findings and target analyses. Deeper data
reviews, based on initial findings, will be conducted to explain, and dissect
anomalies and identified cost drivers or impediments to efficiency and
effectiveness. This process is described in detail in Appendix G. Data Analysis for
Quality Assessments.

UT Health, in consultation with the respective agencies, will expand the agency
portals to include future analytical reports. Authorized agency representatives will
be provided with continued controlled access to their secure portal for agency data
exploration needs. Ultimately, the agencies will have ongoing access to an analytic
tool that will allow them to query data directly and create customized reports.

Additional Review

The five state agencies’ health care systems face distinct challenges based on who
they serve, how they are funded and how they deliver care. However, even with
these differences, the agencies manage similar cost drivers and share the same
overarching aims to improve outcomes and health while containing costs.

In the second year of this project, the workgroup will apply the findings through
cross-agency collaborations for improved benefit design, service provision, cost
management strategies, and most importantly, improvement in population health.
Overall, the aims of this project are the following:

Improving the patient experience of care (including quality)
Improving the health of populations

Reducing the per capita cost of health care

Improving provider work-life

PR

Efforts by the five agencies to make simultaneous improvement along these aims is
consistent with a vision for value in health care that maximizes quality while
minimizing cost. To this end, the second phase of this project will explore options
related to value-based program design and potential value-based payment
strategies, including opportunities for episode-based bundling and pay for quality
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initiatives. The workgroup will review approaches by other states and entities, and
together develop a coordinated value-based and/or quality improvement strategy
that prioritizes areas with highest potential for improvement. The agencies will
share information on best practices for promoting value in health care, including
experiences with alternative payment models, performance-based contracting,
incentive programs, recognition programs and continuous quality improvement
approaches. This quality improvement work will be supported by expanded data
analytics from the project’s comprehensive, integrated information platform built to
identify common issues and trends across different agencies’ health care programs.

Opportunities for cost savings, within and beyond value-based strategies, will be
explored to identify implementation actions that can generate combined
efficiencies. Potential actions to streamline administrative burdens on agencies,
health plans, providers and/or patients will also be explored.
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The first year of this project has demonstrated the potential of taking disparate
health care data sets and translating them into information for each agency and
across agencies. The creation and implementation of separate data warehouses as
well as an integrated health care information system and the presentation of data
portals is the first step to exploring its value. It has not been easy or
straightforward; however, each agency’s representatives have worked in good faith
with the UTHealth Data Center to overcome obstacles while remaining faithful to
the objectives of the project and the imperative to comply with all relevant state
and federal regulations.

Initial results have established baselines and trends and have revealed a series of
opportunities to delve deeper into the data. There is still much work to be done to
ensure that comparisons account for the significant differences in each agency’s
populations and variances in plan designs and delivery systems. These variations
are also opportunities to identify best practices and root causes that can be shared
by the five agencies as well as others who provide health care services for Texas
residents. Continuing to monitor trends, identify outliers (both positive and
negatives) and delve into root causes provides a map for continuous improvement
both in health outcomes and the efficient use of state resources.

Agencies will continue the collaboration and data analysis throughout the second
project year, working to provide recommendations for programs, services, policy,
or other strategies to implement identified best practices, efficiencies, pricing and
contracting efficiencies and strategies. Included in the strategic discussions shall be
recommendations and evaluations on potential value-based payment strategies,
inclusive of opportunities for episode-based bundling and pay for quality initiatives
to maximize quality and control cost.

Beyond that, the work has the potential to drive meaningful improvements in health
care outcomes, costs, and delivery models. It can be used to select and prioritize
value-based payment strategies based on predictive analytics. It can track the
outcomes of these strategies across applicable sectors. The robustness and detail
captured offers the opportunity to continuously drive improvement by identifying
the critical factors within a strategy or program that have the greatest impact. In
short, it creates a platform for data-driven decision making that is more powerful
when shared and used in collaboration across agencies.
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1.List of Acronyms

Acronym Full Name

AHRQ Agency for Healthcare Research and Quality
APR All Patient Refined

BAA Business Associate Agreement

CABG Coronary Artery Bypass Grafting

CDC Centers for Disease Control

CHIP Children’s Health Insurance Program
COBRA Consolidated Omnibus Budget Reconciliation Act
COPD Chronic Obstructive Pulmonary Disease
COVID-19 Coronavirus Disease 2019

CRG Clinical Risk Group

C-Section Cesarean Section

DRGs Diagnostic Related Groups

DSH Disproportionate Share Hospital

DSHS Department of State Health Services

DSRIP Delivery System Reform Incentive Payments
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Acronym Full Name

DUA Data Use Agreement

Duals Individuals who are Medicaid and Medicare eligible
ERS Employees Retirement System

FFS Fee for Service

HB House Bill

HCC High Cost Claimant

HealthSelect

HealthSelect of Texas®

HEDIS Healthcare Effectiveness Data and Information Set
HHSC Health and Human Services Commission

HIPAA Health Insurance Portability and Accountability Act
HTW Healthy Texas Women

ICC Interagency Cooperative Contract

IQIs Inpatient Quality Indicators

LTSS Long-Term Services and Support

MCO Managed Care Organization

MDC Major Diagnostic Categories

MOU Memorandum of Understanding

40



Acronym Full Name

MRI Magnetic Resonance Imaging
MS Medicare Severity

NICU Neonatal Intensive Care Unit
NQF National Quality Forum

PDIs Pediatric Quality Indicators
Pearl® Electronic health records documentation used by TDC]
PHI Protected Health Information
PMPY Per Member Per Year

POPY Per Offender Per Year

PPE Potentially Preventable Events
PQIs Prevention Quality Indicators
PSIs Patient Safety Indicators

RX Pharmacy

SB Senate Bill

SFTP Secure File Transfer Protocol
SOwW Scope of Work

TDCJ Texas Department of Criminal Justice




Acronym

Full Name

THCIC Texas Health Care Information Collection program

TRS Teacher Retirement System

TTUHSC Texas Tech University Health Sciences Center

ucC Uncompensated Care

UTHealth The University of Texas Health Science Center at Houston

UTHealth Data
Center

The University of Texas Health Science Center at Houston
Center for Health Care Data

UTMB

The University of Texas Medical Branch

VBP

Value-Based Payment
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9/1/19-11/30/19

12/1/19-1/15/20

12/1/19-2/28/20

3/1/20-4/15/20

4/15/20-5/31/20

5/1/20-8/31/20

9/1/20-11/30/20

12/1/21-2/28/21

3/1/21-5/31/21

3/1/21-38/31/21

Estimated 5 Agency Timeline
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Y
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AGREEMENTS

TRS: 12/10/19; TDCI: 1/13/20

Contract HHSC, 3/11/20
.| MOUsagencies, ERS: 12/5/19;

Need from all vendors

BAAs / NDAs, BCBS 12/16/19;
United 1/15/20

Data Dictionaries

Data Layouts

Vendor Reports
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Appendix B. Data Analysis Plan

UTHealth

The University of Texas
Health Science Center at Houston

School of Public Health

Center for Health Care Data

DATA ANALYSIS PROCESS

A description of the process for claims and encounters

data analysis in health plan assessment
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Background

Sponsors of health plans aim to provide benefits to covered members to maintain and improve
their health status in the most effective and efficient manner. Effectiveness in health plans
relates to ensuring appropriate and timely services and quality outcomes from those services.
Efficiency comes from managing the payment of services and plan administration. Value is the

crossroads of effectiveness and efficiency: providing maximum quality at the lowest payment.

To meet these objectives, plan administrators and sponsors find value in comprehensive data
analysis of health plan payments, utilizations, and trends to best understand how the needs of
the population covered affect payments. The most resourceful means to uncover this knowledge
is to analyze claims and encounters history, which provides a spotlight on health conditions,

patterns of utilization and payment of services.

There are many drivers to an increasing trend in the payment of a health benefit plan. General
inflation is one possibility which would affect the plan as well as be reflected in expected rates as
seen among like organizations. Also, it is possible that the payment of treatments, technologies,
supplies and services have risen. Perhaps there are changes in the population covered, such as
an increase in an aging population, increases in family ratios, an increase in COBRA members, or
in high cost claimants (HCCs). Changes in benefit design or required benefits may also impact
payment and utilization. Prescriptive analytics of claims and encounters allows payers to
understand the driving trends and provides key information for actuaries and plan administrators
to model predictions of future expenditures. These logical predictions also help to identify future
needs and structure the plan design to meet those needs. Innovative strategies in payment
methodologies and contracting for services can be better targeted with factual understanding of
the population health needs and payment projections. Once trends have been identified,
analysts and plans are able to take targeted looks at data to explore assumptions and garner

further insights.
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The Center for Health Care Data provides employer sponsored health plans and other health
benefit plans a service with the objective to evaluate health claims and encounters to assess the
following:

s Key drivers of payments

e Analysis of payment trends

e Health of the population

s Quality metrics

e Comparison of plan experience to expected rates

* Vendor services

e Return on investment of plan strategies

s Opportunities for plan design, interventions, member services, value-based contracting

and other plan strategies to address the needs of the population and to manage payments
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Schema of Overall Process of Data Analysis

The following diagram is a schema of the process of claims and encounters data analysis to assess population health, utilization, and

drivers of payment. These steps will be discussed in greater detail in this document.

gk UTHealth

The University of Texas
Health Science Center at Houston

School of Public Health | Center for Health Care Data



Data Extraction, Transformation and Loading

Data Extraction, Transformation and Loading (ETL) is the process by which data from multiple
sources are acquired, extracted into a readable format, transformed and loaded into an
aggregated data warehouse. The transformation process allows analysts to convert the data into
a normalized and consistent format with standardized variables and values. The loading process
places the transformed data into a target destination where the aggregated data can be

represented as a whole.

Data Extraction

Before the data analysis process can begin, the data must be extracted from many and diverse
sources. Claims and encounters data can be obtained from carriers or other vendors,
consultants, plan administrators or elsewhere. The format is very often different depending on
the source. Data are transferred to The Center for Health Care Data — CHCD via secure ftp sites

after appropriate agreements and other legal documents are completed.

Data Transformation

Data transformation is the process of converting data from diverse sources with different
variables or values into a common format or structure. It is a fundamental element to ensure
data integration into a common data warehouse and analytical application. In this process the
data variables and data values are mapped from the source to a standard data structure and
convert the file to comply. This process allows us to incorporate and aggregate administrative

data from multiple sources into a common structure and data warehouse.

Data Loading
Once all data files are normalized through the data transformation process, they can be loaded

into the custom data warehouse structure, where they are aggregated. The original files are
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never altered, the data loading process copies transformed files from the source file to a

development storage site, where the next step occurs.

Data Integration:

The data integration process occurs as data are loaded into the warehouse. The process of
integrating different kinds of data from a variety of sources requires some key steps. To avoid
any possible duplication of sequencing series by different sources, a unique identification number
is assigned to each individual represented in the data, thus removing any protected identifiers
such as social security number or name. Unique claim IDs are also assigned to avoid the possible
duplication of a claim number from different sources. The data are converted to a standardize
format as for example in the display of a negative amount and date and time. Additional steps
are conducted based on the data format, all of which are designed to provide users with a unified

and common view of the data.

Quality Checks:

Once the data are extracted, transformed and loaded, critical quality checks are performed to
ensure data completeness, data integrity, and data validity. Data completeness checks ensure
that all data that were transferred were received. This is done through comparing the loaded

data counts to the control reports sent by the data source.

Data integrity is a process that checks the accuracy and consistency of data to ensure that the
correct data are placed in the appropriate fields and that they meet the expected format and are
reliable. For example, a common check is that values in the CPT procedure field have 5 digits. If
it is discovered that some values have 7 digits, it is possible that modifiers are appended. Aseries

of logical data integrity checks are applied.
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Data validation is a process that tests and evaluates the data to assess accuracy and reliability.
For example, the total allowed amount per month derived from the data residing in the data
warehouse will be compared with carrier reports and control reports to ensure a reasonable
match. Another example would be a computation of the average claim count per person to
ensure that it is within a range that is believable and reasonable compared to expectations and

benchmarks.

If any issues are identified related to data quality, data integrity or data validation, the analysts
will work with the data sources to identify and possibly explain the issue or request a correction
of the data and a data refresh. The process of data quality checks will repeat with a data refresh.
The feedback loop will continue until the data is deemed to be of sufficient quality to proceed

with analyses.

Data Enhancement

Before analyses can begin, the data go through a complicated enhancement process. At this
stage, some functions are performed that make the data more conducive to interpretation. For
example, additional software is applied to create additional fields that convert codes to text, such
as diagnoses codes to text descriptions. Group diagnostic categories in hierarchical categories
and Major Diagnostic Categories -MDC categories are added. Groupers are applied to procedures
as well and also to prescription drugs to identify therapeutic categories. Consistent Diagnostic
Related Groups - DRGs in both All Patient Refined - APR DRGs and Medicare Severity - MS DRGs
are compiled. The 3M® PPE software is applied to identify potentially preventable events.
Through the creation of a monthly enrollment file, a single age is assigned per person per year

and a link to family members on a time relevant basis.

Importantly, an elaborate process to link claims and encounters in order to accommodate for

claims and encounters submitted more than once or adjusted during the adjudication process is
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conducted. Events are created, such as Inpatient Event, where all claims and encounters related
to that event are assigned a common and unique admission number, allowing a full view of all
combined services during the hospitalization. In addition, “episodes” are created that link claims

and encounters to a common episode of care across time.

Pre-identified markers for common or select disease states and conditions are developed using
validated and commonly accepted methodology. This allows for identification, for example, all
persons with diabetes from the time of initial diagnosis to facilitate key analyses related to
diseases. Finally, anindividual retrospective (or concurrent) risk value is assigned to each person

in the database, based on their claims and encounters history and utilization.

Expected Rates

In addition to these enhancements to the aggregated plan data, there is an ongoing process to
conduct continuous updates and refreshes to a maintained data set that provides expected rates
for key metrics. Expected rates are useful comparisons of like populations that can be weighted
and adjusted to fit the profile of the population being analyzed in order to display a rate that
would be “expected” given comparable populations. An expected rate is similar to a benchmark,
except that a benchmark is used to mark a desired point of attainment, and an expected rate is

a point of measurement of common performance.

The expected rate considers the demographics and risk of the population and adjusts the
observed rate of other plans to reflect the population under study. For example, the expected
rate of emergency room visits per 1000 may be somewhat higher for a population where the
average age is 49 compared to an industry where the average age is 41. Thus, a comparison rate
for appropriate metrics is computed that indicates the level which we would expect to see the

plan report.
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Once these enhancements are completed, the data are loaded to the production site where the

analysis can begin.

Population Demographics

Data review begins with analysis on the population demographics. Members are stratified by
age, gender, age+gender, plan type, region, business line, active vs retired, employee/subscriber
and family/dependents, business unit or other groupings as appropriate. By these stratifications
compile counts of unique persons are compiled as well as member month counts and member
year counts. Member month and member year counts are generally used in common key metrics
as they reflect the transitory pattern of employee/member enrollment in the plan. These age

and gender distinctions are used to make adjustments in the expected rates.

Risk Analysis

The application of the Clinical Risk Groups CRG risk values to each individual member allows for
specific analysis of segments based on risk level. In relation to trend analysis the risk assessments

can be used to predict future payments and utilization

Payment Trends

Payment of health care is assessed on an annual basis and reviewed for trend across years. An
initial payment assessment looks at payments by individual demographic characteristics (as
suggested above) compared to expected rates. If a segment of the population varies greatly from

the expected rate or demonstrates an unexpected trend, further analysis will focus on that group.

Additionally, special focus will be given to individuals considered HCCs, defined here as claims

and encounters with annual medical and pharmacy expenses in excess of $150,000. Particular

| | T g
;:i:- U Health ’ School of Public Health Center for Health Care Data

The University of Texas
Health Science Center at Houston

B-10



10

focus will be given to the conditions responsible for the high payments and patterns of utilization

of resources.

When an anomaly is identified through initial payment review, attention and further analysis of

that population group follows to target the main payment drivers.

Prevalence Rates

Diagnoses codes are utilized to categorize key health conditions and disease states which are
then used to develop prevalence and incidence rates. It is commonly stated that 5% of the
population account for 50% of health care payments incurred, and that overall, persons with
chronic conditions account for 75% of all health care spending. Therefore, it is important to
assess population health status, as stratified by demographics. Unusual and unexpected rates

will prompt further investigation.

Additionally, comparing prevalence and incidence rates of certain conditions among health plan
enrollees with estimates from combined data sets will allow for identifying unusual and
unexpected rates that will prompt further investigation. Payments associated with key

conditions are also analyzed, as well as related utilization rates.

Specifically, prevalence or incidence rates are reported by stratified group; per member per year
total payments are also reported. Common diseases and health conditions evaluated include,
but are not limited to, the following:

Prevalence Rates for chronic conditions:
Heart disease
Cerebrovascular disease
Diabetes
Diabetes complications
Hypertension
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Hyperlipidemia

Arthritis

Muscoloskeletal

COPD & Allied Conditions
Asthma

Bronchitis & chronic bronchitis
Emphysema

Serious mental health conditions

Incidence rates for non-chronic conditions:

Immunization rates

Cancer:

Breast cancer

Colon cancer

Lung cancer

Prostate cancer

Skin cancer

Depression

Reproductive health/Pregnancy

Low birth weight newborns
As noted previously, when an anomaly is identified through condition review, attention and
further analysis of that population group follows to target the main payment drivers and

opportunities for action.

Utilization of Resources

Rates of utilization by setting is an important key metric to identify trends and payment drivers.
Specifically, rates of emergency department visits, acute inpatient admissions, and use of
specialists can spotlight opportunities for action and payment reduction. These metrics can be
reported by population segments or health conditions. Rates are generally reported on a rate
per 1000 population, and will be shown compared with the expected rate, which is adjusted for

demographics and risk.

Some of the resources and settings reviewed include, but are not limited to, the following:
Acute inpatient hospitalizations
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Rehabilitation hospitalizations

Psychiatric hospitalizations

Substance abuse hospitalizations

Skilled nursing facility

Emergency room

Observation stays

Freestanding emergency room and urgent care

Acute Inpatient hospitalization days
Rehabilitation days
Psychiatric days

Professional and physician visits
Pharmacy use
Physical Therapy

Utilization of Preventive Services

Preventive services are included within health benefit plans and are highly encouraged as means
for screenings and early identification of conditions. The rate of utilization of age and gender
appropriate preventive services are reported for, but not limited to, the following:

Physical exam (annual, including blood pressure)
Colorectal cancer (CRC) screening

Breast cancer screening

Cervical cancer screening

Immunizations (influenza, pneumonia)

Smoking cessation

Weight counseling

Pharmacy Utilization

Pharmacy utilization is reviewed by assessing medication usage and payments by therapeutic
categories and classes of medications including, but not limited to, the following with special
interest in the following and their relationship to other key measures:

Antidepressants
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Anti-Anxiety

Psychotic and Bipolar Disorders
Cancer drugs (chemotherapy)
Tobacco Cessation (prescribed)
Weight Loss (prescribed)
Antibiotics

Additionally, the use and payment trend of specialty drugs will be reviewed with attention to
member co-pay. If indicated, maintenance medication adherence for chronic disease states can

be assessed to inform disease management strategies.

HEDIS® and NQF Measures

The Healthcare Effectiveness Data and Information Set (HEDIS) is a set of performance measures
used to report on quality in the managed care industry. HEDIS, along with the National Quality
Forum (NQF) endorse measures for use with administrative claims and encounters data to report

on quality metrics, frequency of selected procedures, and other key metrics.

Selected measures will be computed and reported as indicated. Variations noted when
comparing these results with expected rates can identify possible opportunities to designate

centers or providers of excellence for value-based contracting opportunities.

AHRQ Quality Indicators Measures

Prevention Quality Indicators (PQls): Agency for Healthcare Research and Quality (AHRQ) identify

ambulatory care sensitive conditions, defined as 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;
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Inpatient Quality Indicators (IQls): These indicators reflect quality of care inside hospitals and

include inpatient mortality; utilization of procedures for which there are questions of overuse,
underuse, or misuse; and volume of pracedures for which there is evidence that a higher volume

of procedures is associated with lower mortality;

Patient Safety Indicators (PSIs): These indicators focus on potentially preventable instances of

complications and other iatrogenic events resulting from exposure to the healthcare System

Pediatric Quality Indicators (PDIs): These indicators reflect the quality of care for children younger

than 17 years of age and neonates inside hospitals (provider-level indicators) and identify

potentially avoidable hospitalizations among children (area-level indicators).

Specific Procedures or Events

An analysis of specific procedures or health events may also be conducted to identify unexpected
rates, trends, payments or inappropriate utilization. Some examples include, but are not limited
to, the following:

C Section: rates and outcomes
Pregnancy outcomes

NICU admission rate

Cancer Treatment and Providers, centers of excellence
Hip replacement

Knee replacement

MRI

CABG

Cardiac catheterization

Back surgeries

Overuse of antibiotics
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Apprapriateness

Other financial metrics include checks on provider network adequacy and assessment of out-of-
network utilization. An evaluation of “surprise billing” from non-network providers seen in the
ER or for anesthesia can be conducted to assess the impact to members. Overpayment analysis

can include a check on payments made on claims and encounters in excess of billed charges.

Summary

The comprehensive data integration and analysis process applies algorithms that allowfor the
analysis of thousands of health care data elements. This leads to the identification of trends,
payment drivers, treatment and utilization patterns and population health issues for the specific
plan, and specific segments. The incorporation of expected rates allows the analyst to compare
and identify areas to target additional analysis and possible insights on intervention strategies

for action.

Analytical results will ultimately be displayed on a secure web-based platform to allow the user
to explore the pre-curated results. The site will also allow for interactive queries by authorized

client users to examine the data and allow for self-service reporting.

| | T
;:i:- U Health ’ School of Public Health Center for Health Care Data

The University of Texas
Health Science Center at Houston
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Appendix C. Agency Data Resources

ERS Data Resources

BCBS | BCBS .
Employes Plan Retires Plan

BCBS |

Supplemental Plan

Historical 4’ #
United " United n Caremark Sf;vemijrt
EGWP
Empl Supplemental
FI:;IEE Plan Empioyees —
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HHSC Data Resources

Medicaid
CHIP

i ¢

DATA FILES

IcC, SOW,
DUA, BAA
byt UTHealth
and HHEC

I o
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TDC]J Data Resources

PRISON
SYSTEM

SUB

Clinics

Infirmaries
[majority at Texas Clty & Huntsvillg)

Comectiona] e—
Managed Care

In-Patient Peychiatric
{Stgar Land & Rusk)

Centers of Excellence
[Hap C & HIV)

vy oy by

Clinics

Infirmaries
{Amarillo, Abliene, & Wichita Falis)

Managed Care

In-Patient Peychiatric
{Amarilio & Lubbock)

Montford Regional Medical

——
—
> Contracted — e
Off-Site Senices ‘ [Lubback]
UTMB = =
onal | UTME Prison Hospital
una“"'m“h Came (Hospital Galvestan)
UTME Community Hospital
{John Sealy)
— T“"'?_‘C“ N— Specialists
Sub-contracted Hospitals
TTUHSC
HON N 5 1
Regional Community Hospitals
—» Contracted &
Off-Site Sendoss J ¢ Gare)
UTMB
e comectionas |
Managed Care

BPROGRAMS
Pharmacy Transportation
Telehealth Dental
Primary Care Vision
Mental Health Laboratory {Quest)
Substance Abuse DOutpatient Radiclogy
Chronic Care (ds mgmit) Officers

MOU, BAS, DSENA
byt UTHealth and TDC)

UT Receives Direct
From TDC.)

MOU, BAS, DSENA
byt UTHealth and TDC)
¥

UT Recelves Direct
From UTMB CMEC:
bath UTMB &
TTUHSC

MOU, BAS, DSBNA
byt UTHealth and TDC)

UT Recelves Direct
From UTMB CMC
& TTUHSC MC

MOU, BAA, DSBNA
byt UTHealth and TDCI

¥

UT Recelves Direct
From UTMB CMC



TRS Data Resources

TRS’s

vendor data

Histarioal

MO, B, DSEMA
b/t UTHealth and TRS

MO, B, DSBMA
b/t UTHealth and TRS

B s f DS
b/t UTHealth &

ES!

{idedicare O]

TR vendors

ESI

(TRS-Care
Srandard)

/

AN

S/

Active ernployees have Employee Plan

Retirees <65 have Retiree Plan (TRS -Care Standard)

Retirees =65 have Medicare Advantage & Medicare Rx

A small number of retirees have alternative plan if member
lacks Medicare Part B or access to certain providers

|

Legend:

MO = BMemorandum of
Understanding

BAA = Business Associste
Agreerm ent

MDA = Mon-Disclosure Agreement

D50BA = Data Security and Breach

Motification Agreement

C-4



Appendix D. Scope of Work

N

Jia
it

UTHca

. l l The University of Texas Health
d t 1 Scionce Conter at Houwsaton School of Public Health

Attachment A. Scope of Work

THE HEALTH anp Humaw SERVICES CoOMMISSION (“Fecenving Agency” or the “Sistem
Lgency) and THE UNIVERSITY OF TEXA$ HEALTH SCIENCE CENTER AT HovsToN, State
Agency Nurnber 744 (“UTHSCHOU”, UTHealth”™ or the “Performing Lgency™) on behalf of ts
School of Public Health’s Certer for Health Care Data (“CHTD™), raust fulfill the mles and
responsihilities st forth below regarding services wlated o the Cross-Lgency Coordivation on
Healthrare Strategies and Ieasuwres. UTHealth CHCD will hereafter be referred to as “TTTHealth
Diata Center” or “Data Certer™

L Project Description

Dring the 2019 Texas Legislature, a ditectrve in the form ofa bill nider to the 2020-21 Gereral
ppeo priations Aet was izsued to evaluate the provision ofhe altheare hene fits o ffered by ke watate
azencies that pay for healtheare of persons in Texwas. Five kew agencies were identified as
providers of healthoare benefits contributing to these expenses: the Departrnent of State Health
Services (DEHS), the Emplowees Betirerment Systern of Texas (ERS) —active and refived state and
certain higher education employees and their dependents, the Departrnent of Health and Hurman
Services (HHEC) — Medicaid and CHIF, the Texas Department of Criminal Instice (TDCI) -
incatcerated persons in the State prison syster, and the Teacher Retirement Systern ( TRS) — actmee
and retired school and higher education exployees and their de perdents.

The rider (Sec 10.06% directrve is as follows:

See, J00G Cross-Agency Coordingfion on Healthcare Srafegies and Measures.

(a) Cut of fands appeo priated elsewhere in this &t the Health and Huran Services Commission
shall coordivate with the Departraent of State Health Services, the Employees Retirerment 5 ysterm
of Texas, the Texas Department of Criminal Justice, and the Teacher Retirement System to
cotpate healthcare data, including outeomme measures, o iderntify outliers and irgeovernents for
efficiency and quality that canbe aplemented within each healtheare systern. To administer the
data comparison, HHSC shall expend $2.5 million per vear with the Center for Health Care Data
at the Unrversity of Texas Health Science Center at Houston (UTHealth Data Center) for data
avalyeis, mcloding mdnadual bercherark and progress data for each agercy Lz applicable,
azencies shall collaborate on the development and implementation of potential value-hased
panent stategies, meluding opporunites for episode-based bundling and pay for guality
initiatTves.

(b} The agencies shall meet gquarterly to caryout coordinatinn activitie s as descrbed ahoe.
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i) The agencies shall submit a report to the Legislattee Budgzet Board and the Governor no later
than September 1, 2020 descrbing coordination actvities, efficiencies identified, mdividual
agency policles and practices that hawe been improved due fo the application of the data, and
recorntnendations on fubure ways o reduce cost and improwve gquality of care v each healtheare
syste .

I Project Background

The State of Texas has identifie d the rising cost of healthcare asa ke yissue affec ting state finances.
Senate Bill (3B 1, &rticle [, Section 1006, 25th Legislature, Fegular Sessior, 2017 (Rider
10.06) requred HHSZ to coordirate with DSHS, ERS, TDCI, and TES to dewvelop
recorntne idations and a comprehereive plan foran integrated healtheare information systern that
can be nsed to corgeare data related to the healthoare systems funded by appropriations made to
these agencies. The fove agencies formed the Fre Agercy Workgmup (Workzroup) that met
frequertly to collaborate and explore opporhmites for bulding an integrated healtheare
mfbrmation system to compare utilization, costs, reiobarsement rates, and guality o each
healthcare program. Experts from UTHealth Data Center consulted with the Workgmup,
corpleted a pilot assessment of HealthSelect™ of Texas (HealthSelect) clairas data with ERS at
no cost, and provided expertise on data collection and analysis for the recoramendations to the
Legislature.

The 25th Texas Legislature, 2017, also approved a companion nder — 5B 1, &rticle I, Section
10.07, requinng HHSC, ERS, and TRES (agencies with a large proporbon of healthcare
expendiures) to share nformation and collaborate, where possible, on approaches to mprove
walue in their systerns.

The five agencies named in Rider 10.06 submmited a report to the Legislatnee Budget Board and
the Governor on IWlayl, 2018, descrbing sirailarities and differences among the programs, cost
drivers and cost containmment initiattees, optiors for meeting the goals of the rider, and lesso e
learred including the need to adjust for derno graphie and health acuity differenee s arnong
poplations for making valid corparizons among mrograms. The Workgroup re ported
weaningful data coraparisons were achisved in the pilot with UTHealth Data Center and that the
experience and expertise in using healtheare claims and electront medical record data to
produce analyses that impact treatment, policy, and pasment systemns make them a good pariner
for firture work. As a result of the Ilay1, 2018 report, House Bill (HB) 1, &rticle IX Section
10.06 {entitled *C ross-Agenc v Coordination on Healthcare Strategies and hie asures™) of the
Cleneral &ppropriations Lot was evacted by the Texas Legislature during its 8% Sesdon in
2019, which included a funding divectrve for this project and appointed TUTHealth Data Center to
perormm the data collection and analyses.
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The Workgroup, expanded to inclode UTHealth Data Center and other merbers of the {ove
agencies, met in July 2019 in preparation of the next plase of the project. UTHealth has been
working with HH3C 10 amend an e xisting Interagenc v Cooperation Contract (OO as well as with
each indrvidual agency to update or indtiate W morandurms of Urnderstanding (WDUs) for data
analysis.

l l The University of Texas Health
d t 1 Scionce Conter nt Houwsten School of Public Health

III. TUTHealth Data Center Back ground

UTHealth Data Center aggregates claims data and provides comprebensive data analysis to
evaluate cost, guality, utilization and policy impact on healtheare in Texas. Data Center has
developed an expertise in the nse of healtheare claims data and electrorie e dical record data for
analyses that mpact treatrnent, policy, and pavment systerns. Data Center has demonstrated
excellence in the analysis of electioric medical records (EWE) and clairas data as well as the
extraction, trarslation, and enhancement of drverse data sets into a4 cross-analstical data collec tion
for analysis and comparisons. With wast historical data, UTHealth Data Center has developed
reliable expected rates, orbenchenarks, that are nsefnl in plan analvees.

Data Center has recerved certification frorm the Centers for Medicare and MMedicaid Services
(CIVIS) as a Qualified Entity (QE), which designates it as one of onlya few data centers in the
nation that meet the rigowus reguire e nts of TS for data analyeis and data protecton.

UTHealth Data Center iz affiliated with the Texas Adwvanced Compmting Center (TACC) which
operates sorne of the world's most powerful compnting resowrces and advanced corapmting
teckmologies. Data ave seeurely stored and processed through TACC, TACC's ermironment
inchides a comprehenstee cvbenrfrastrocture ecosystem of leading-edgze resources in high
peribrmance cormpmting (HPCY, wimalization, dats avalysis, storage, avchive, clhud, data-dimeen
computing, conrecttvity, tools, application pogramming interfaces (4FI8), alzorithms,
consulting, and software. Since 2015, TACC has peovided Health Insurance Portability and
&eccountability Act (HIPAL) compliant compmting and data systerns for all Untrersity of Texas
Systern medical researchers and their collaborators. In addition, TACC is authorized to work with
Federal Information Security Management &ct (FISMA) data.

IV, Scope of Work Statement

UTHealth will enter into agreements with the fire namwed agencies of the State of Texas (DSHS,
ERS, HH:C, TDCT, ard TRS) for data analyeis to facilitate a comparisonofhealtheare data within
each azency and across all agencies to assess population health, utilization of healtheare services,
costs of healtheare benefits and delivery, and to identifirareas for improving qualitvand e fficiency.
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The initial project mns frorm 3712019 10 813172021 and shall followr the directire from the rder to
do the following:

Develop a comprehenstre structure for an integrated healtheare mformation systern that
will be used to cormpare data related to the healtheare systems funded by appro priatio ns
made o these agencies,

Extract data from agencies and agency vendors, translate such data to standardized
wariables and values within the data warehouse, ard load data into the integrated healtheare
mfbrmation system;

Lnalyze and compare healthcare data, including outeo e measwres, to identifyoutliers and
mnprovernents for efficiency and gquality that can be implernented within each healtheare
systerm; and

Provide reporting on data analysis, including baselive, trend and progress amalysis, and
mdridual be nchmark data for each age ney {where availdhle).

Should the contract be contivmed in future sears, future stepe will include the following:

Contirming and npdated trend analysis,

Becommendations for programs, services, policy, or other stategies to implement
ide ntified best practices, efficiencies, pricing and contracting efficiencies and strategies;
Becommendations and evaluations on walue-based strategies to mavimize ouality and
control cost;, and

Lnalyeis ofeffectiveness of impletnented strate gles acroas years,

. Phase One: Project Implementation: Estimated Time: Septernber 2019 —
February 2020

The initial stage of the project i primarily administratie.  The fllowing tasks rust he
accorplished duaring this tive frarme:

1. Interagency Cooperation Contract (ICC) between UTHealth and HHSC

2. Memorandums of Understanding for Data Use (WOTTs) and related Busine ss Associate
Lereements (BAAs) and Data Secunty and Breach Hotification Agreements
(DR HAS) between UTHealth and each other agency (D5HS, ERS, TDCT, and TRS)
Vendor cortacts, BA&s and Hon-Disclosure Szreements (HDAs)

Data Dirtionaries and Layouts

Data Warelouse

Recerve Data

Extraction, translation and loadivg of data

SR s L
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8. bssgess Data Cmalifyand Completeness
Delrverables:

UTHealth Diata Center shall subrnit written monthly project status reports to HHSC describing the
activities to date of the Diata Center and the agencies, including action iterns corapleted during the
previous month and action items currently in progress.

UTHealth Data Certerwill prepare, deliver and present a summaryreport on the actmities in Phase
e to the Workgroup in Jannary 2020, Please note: the dates of all future phases are continge it
on sue ce ssful completion of Phase One data collecton and quality check.

B. Phasze Two: Initial Data Analysis: Estimated Time: arch 2020 — Dday 2020
UTHealth Data Certer will corduet the initial data analysis to inchide:

+ Population lealth status

+  Comparizon of populations with age and risk adjustraerd when appropriate
+ Consideration of Flan Desigh and Operation

+  Creerall costs comparison

+  Review of value-based strategies

+  Keyguality metrics

+  Keyutilization metrics

+ Review and analysiz of ide ntified variations from expected rates

+  Other analyses as Hentified

Delrerahles:

UTHealth Data Center shall subrait written ronthly project status reports to HHSC describing the
actrvities to date of the Data Center and the agencies, including action iterns coraplete d daring the
previons month and action iterns currently in peo gress.

UTHealth Data Certer shall subrnit ard present a surarnary report to the Workgroup no later than
Jure 2020 describing the coordination activities to date, the activities of the Diata Center related to
data collection and analygis, and a discussion of the ke differences among the agencies. Some
finding s of the initial data analysis, including an indtial cormparison of data across agencies, shall
be inclnded provided the Phase One fimeline is met.
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The report shall provide information for the Workgroup that will be useful for an initial report to
the Legislattve Budget Board and the Governor, which is due no later than September 1, 2020
This first report will describe coordination activities in fiscal year 201972020 and consist of a final
report femplate describing how the data and finding willbe presented in the final report.

. Phase Three: Data Analysis for Qality Azsessments: Estimated Time: June

2020 -February 2021

Based on irgut provided by the Fore Agercies Workgroup, UTHealth Data Certer shall explore
the data from the five agencies to analyze and corapare the provisionof healtheare bene fits within
and across agencies. Analyses mavinclude:

L.
2

Utilize the data to define the health of the distinet popmlatiors;

Utilize the claitns and ELIR data to compare cost, reimburaement rates, utilizatinn, visk,

and guality related to these azencies” healtheare systems to assess for comrnon issues

across agencies as well as agenc i specific issues;

a. Ewaluate each ageney's data for: presalerce rates of specific health conditions,
mmeidence rates of specific procedures or events, cost of services, cost of member
groups, specific quality measures, ard other key metrics used in the identification
and analysis of the health of the popmlatior, the gquality of services, and drivers of
cost; and

b, Evalnate cost, quality and performance measures compared with expected rates for

specific popnlation groups for the purpose of dentifiing significant variances to
hig Wighting areas for potential e fficie ney andfor guality iraprove me nts;
Lupply risk adjustment tools to normalize the data of diverse popmlation groups to assist in
appropriate cOMpATISONg actoss agelcies,
Compnte select gquality measures for comparison across agencies using either Healtheare
Effectiveness Data and Information Set (HEDIS) or Mational Quality Formn (HOF)
approved mwe asures and technical specifications,
Spply the 3hI Core Group software to identify potentially preventdble events withan the
claims experierce of each agency,
Use select Lgeney for Healthcare Research and Cmality ( AHRO) Cuality Trdicators (Ols).
LHED) Qs are standardized evidence d-based measures of healtheare quality:

a. Prevention CQuality Indicators (POIs): These indicators identifsrambulatory
cate sensittve conditions, defined as conditions for which good outpatient
care can potentially prevent the need for hospitalization, or for which early
intervention can prevent cormplications or more severe diseass;
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b, Inpatient Cality Indicators (I0Is): These indicators reflect qualityof care
inside hospitals and include inpatie nt rortality, ntilization of procedures for
which there are guestions of overuse, undernse, or misns; and volurme of
procedures for which there is evidence that a higher wolume of proce dures
15 asgociated with lower mo rality,

c. Patient Safety [rdicators (P3Is): Thes: indicators focus on potentially
preventable instances of complications and other latrogenic events resulting
from exposure to the healthoare systemm; and

d. Pediatric Chality Indicators (PDUs): These indicators reflect the quality of
cate for children younger than 17 years of aze and neorates inside hosyitals
(provider-level  indicators)  and  identify  potentially  awoidable
hospitalizations amorg children {area-lewel indicators) , and

5. Other relevant metrics or analyses, either at 2 popubtion or subpopulation
lewel, as deterrained by the Workgroup.

l l The University of Texas Health
d t 1 Scionce Conter nt Houwsten School of Public Health

Delrerahles:

UTHealth Data Center shall subrnit written ronthly project status reports 10 HHSC deserbing the
activities to date of the Diata Center and the agencies, including action ierms corapleted during the
previons month and action iterns currently in peo gress.

UTHealth Data Center shall dewelop and impletnert a web-based reporting struetare and user
interface for stakeholders to access infonmation, analyses and repoms by agency and across
azencies for state- lewel analyees using data provaded for this project. Specific reporting tools arve
defined below. This reporting structure shall be accessible only to anthorized users, shall be de-
identified as required by HIP&A ) and shall contain only aggregated poymlation-based reporting
with no individual health data or identifiers. The Beta wersion shall be operational no later than
Julyr 2021,

When complete, the web-based reporting tool will produce:

1. & report of findings for each ageney that provades ageney-specific mfbrmation to include:
prevalence rates of specific health conditions, veidence rates of specific procedwres or
events, cost of related services, cost of affected memwber groups, specific related qualiy
e asures, and other ke vrnetrics used inthe identificationand analysiz of the healthoftheir
poplatior, guality of services, and drivers of cost. This report will provide information
that car be weed to iderdifire fiecttve strateg k2 orbest practices that mizht be plermented
across the agencies.
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2 & report of finding s that provide s information across all participating agencies corparing
aggregate data on cost, reimbursernent rates, utilization, risk, and cuality e asures. This
report will provide infbrmation describing variances across agencies and identifying
possible opporturatie s for impeove e nt of efficiency and quality across agencies.

p l l The University of Texas Health
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[ Phaze Four: Agency Coordination and Fecommendations: Estirnated Time:
DWlarch 2021 — Auguast 2021

UTHealth Data Center shall work with the Fre Agency Workgroup fo provide data-based
guidance and suggestions fo the agencies o assist with developing recommendations to the Texas
State Legslature and a comprehenstee plan to address identified issues that considers the
differe nces across agencies in populatiors, acwity, and o ther sig nificant factors. Recomenendations
for futwre action shall incorporate the use of existing and fitore health clains data sources with
the potential for expansion of existing healtheare data integration initiatrees.

Dielrerahles:

UTHealth Data Center shall subrnit written monthly project status reports to HHIC describing the
activities to date of the Data Center and the agencies, including action iterms completed during the
previons month and action iterns ourrently in peo gress.

UTHealth Data Certer shall assist in the dewelopeaent of a report and plan, and shall provide data
visualizatior, background, and recormemendations to inform the Workgroup’s reporting yrocess.
The final project report shall describe coordination actmities across two years, efficiencies
identified, indrridual agency policies and practices that could aprove due in response to the data
finding 5, and recornendations on fotare wais to reduce cost and Baprove qualityofcare ineach
healthcare systern, with the opporfunity for ongoing dats subrossion, concwrent analyses, and
trend repoting that conld reveal mpact of terventions.

The report shall provide information for the Worligroup that would be useful for a final project
suwrtnaty report to the Legislattee Budset Board avd the Gowvernor.

V.o Interagency Cooperation Contract (1CCY and Data Tze Agreernert (DTTAY

UTHealth has an existing Interagency Cooperation Contract (ICC) and Data Tse Agreerment
(DA with HHSC (contract mrber HH3000023000001), which shall serve as abasis forholding
and protecting the HHSC data used to fulfill the Section 10,06 Cross-Agency Coordiration on
Healthcare Strategies and Measure s project,
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UTHealth and HHSC will execnte a rew contract to authorize this specific use of the Ile dicaid
data and establish terms for payment of services.

&dditionally, UTHealth will execute a MO wath each agency e lved in the project regarding
the project and the maragement and protection of dats provided to UTHealth Data Center.
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Appendix E. Charter

CHARTER

Cross-Agency Coordination on Healthcare
Strategies and Measures

House Bill 1, Article [X, Section 10.06
86th Texas Legislature, Regular Session, 2019
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Section 1. Background

1.1 Issue Statement

Since 1991, the year the Texas Legislature established the Health and Human Services
Commission (HHSC), healthcare spending nationally has risen from 13 percent of gross domestic
product to about 18 percent in 2015.7 At the same time, more responsibility for paying for
healthcare has shifted to government at all levels, including state government. For example,
between 1991 and 2015, the portion of all healthcare expenditures borne by the major publicly
funded programs of Medicare, Medicaid, and Children’s Health Insurance Plan (CHIP) increased
from 27 percent to 38 percent.2 Overall, these trends in healthcare payments challenge state
governments not only in how to fund essential healthcare programs but also in maintaining
investments in education, highways, and other critical infrastructure. In Texas, as of 2015,
healthcare accounted for over 43% of the state’s all funds budget with expenditure growth of
nearly 20% since 2011, a rate that far exceeds inflation (5.4%) and the increase in population
(7.1%) during the same four-year period.’

The Teacher Retirement System of Texas (TRS) has a long history of delivering health benefits to
public education affiliated participants. Since 1986, TRS has provided health coverage to retirees
through TRS-Care. Starting in 2003, TRS has also offered coverage to public education
employees through TRS-ActiveCare. Infiscal year 2019, TRS provided health coverage to
712,888 people, including 483,113 public education employees and their families and 229,775
retirees and their families. Health benefits offered by TRS are funded by employee and retiree
contributions, as well as funding from scheools and the legislature. The TRS Board of Trustees
makes adjustments to benefits and determines the total cost of premiums. The legislature and
school districts determine their cortributions to retiree and employee premiums.* The Employees
Retirement System of Texas (ERS) manages benefits for employees and retirees of State of
Texas agencies and certain higher education institutions including providing health coverage to
about ore of every 52 Texans.® HHSC, ERS, and TRS, oversee a majority of Texas’ public
sector expenditures on health services. Together, according to the Texas Comptroller, these

1 U.S. Centers for Medicare and Medicaid Services, "Table 1 National Health Expenditures: Aggregate and Per Capita Amounts,
Annual Percent Change and Percent Distribution: Calendar Years 1960-2015," https://www.cms. gov/Research-Statistics-Data-
and-Systems/Statistics- Trends-and-Reports/NationalHealthExpendData/DownloadsNHEGDP15.zip (accessed February
14,2017).

2 Ibid, "National Health Expenditures by Type of Service and Source of Funds: Calendar Years 1960-2015,"
https:/fwww.cms.gov/Research-Statistics- Data-and-Systems/Statistics-Trends-and-
Reports/NationalHealthExpendData/DownloadsNHE2015.zip; "National Health Expenditures; Aggregate and Per Capita
Amounts, Annual Percent Change and Percent Distribution: Calendar Years 1960-2015," https:/fwww.cms.gov/Research-
Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/DovwnloadsNHEGDP15. zip.
(accessed February 14, 2017).

? Texas Comptroller of Public Accounts, “Texas Health Care Spending Report Fiscal 2015,” January 2017, p. 1,
https://comptroller.texas.gov/economy/docs/96-1796. pdf. (accessed May 18, 2017).

#TRS Health Benefits Report 2019,

https:/fwww.trs.texas. gov/T RS% 20Documents/healthcare_health_benefits report_2019.pdf. (accessed April 14, 2020)

® hitps:/fers.texas.gov/. (accessed April 2, 2020)
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three agencies account for about 78 percent of the state’s healthcare budget and 83 percent of
general revenue spending on healthcare

The Texas Department of Criminal Justice (TDCJ) parthers with two organizations, University of
Texas Medical Branch (UTMB) Correctional Managed Care (CMC) and Texas Tech University
Health Science Center (TTUHSC) Managed Care, to provide health care to offenders throughout
the state.

Texas Department of State Health Services (DSHS) was created by House Bill 2292 of the 78th
Texas Legislature in 2003 by merging four state agencies: the Texas Department of Health,
Texas Department of Mental Health and Mental Retardation, Texas Health Care Information
Council, and Texas Commission on Alcohol and Drug Abuse. DSHS provides state-operated
health care and other services to promote and protect the health of Texans.

These five state systems face distinct challenges based on whom they serve, how they are
funded, and how they deliver care. However, even with these differences, the five agencies
manage similar cost drivers’ and share the same overarching aims to improve outcomes and
health while containing expenditures.

Overall, the aims of these five state institutions are consistent with the goals of The Quadruple
Aim initiative:

Improving the patient experience of care (including quality and satisfaction),
Improving the health of populations,

Reducing the per capita cost of health care; and

Improving provider worklife.

AW~

Through data analyses the workgroup intends to work towards improving the health of the
populations served via optimizing the health and experience of state workers and citizens, while
reducing the state's overall health care expenditures. This effort is consistent with working
towards value in health care, which is maximizing quality while minimizing cost.

1.2 Texas Legislature Directive, 85th Legislature, Regular Session, 2017

Senate Bill (SB) 1, Article IX, Section 10.06, 85th Legislature, Regular Session, 2017 (Rider 10.06)
was enacted requiring HHSC to coordinate with DSHS, ERS, TDCJ, and TRS to develop
recommendations and a comprehensive plan for an integrated healthcare information system that
can be used to compare data related to the healthcare systems funded by appropriations made to
these agencies.

To ensure that healthcare initiatives across Texas agencies are appropriately coordinated and
reflect the best available evidence and practice, the 85th Texas Legislature, 2017, approved a
companion rider SB 1, Article 1X, Section 10.07 calling on HHSC, ERS, and TRS (Texas agencies

¢ Comptroller of Public Accounts, p. 2.
7 Ibid, p. 36-41.
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with large healthcare expenditures) to share information and collaborate, where possible, on
approaches to improve value in their systems.® Until it was disbanded in 2011, the Texas Health
Care Policy Council provided a similar forum for multi-agency discussion on ideas to improve
healthcare quality and efficiency in Texas.®

1.2.1 Workgroup (2017)

The five agencies named in Rider 10.06 formed a workgroup that met frequently to collaborate and
explore opportunities for building an integrated healthcare information system to compare
utilization, costs, reimbursement rates, and quality in each healthcare program. The workgroup
consulted with experts from The University of Texas Health Science Center at Houston (UTHealth)
Center for Health Care Data (Data Center) to complete a pilot assessment of HealthSelect of
Texas® (HealthSelect) claims data with ERS.

In addition, a charter was developed to establish a formal collaborative process and set of
expectations that guided the state’s major healthcare related agencies with the goal of working
together to improve publicly funded healthcare services.

1.2.2 Workgroup Outcomes

The workgroup submitted a report to the Legislative Budget Board and the Governor on May 1,
2018, describing similarities and differences among the programs, cost drivers and cost
containment initiatives, options for meeting the goals of the rider, and lessons learned including
the need to adjust for demographic and health acuity differences among populations for making
valid comparisons among programs. The workgroup identified initial focus areas for collaborative
value-based and quality improvement initiatives as well as significant value-based opportunities
and challenges.

1.3 Texas Legislature Directive, 86th Legislature, Regular Session, 2019

During the 2019 Texas Legislature, a directive in the form of a bill rider to the 2020-21 General
Appropriations Act was issued to evaluate the provision of healthcare benefits offered by key state
agencies that pay for healthcare of persons in Texas. Effective September 1, 2019, House Bill (HB)
1, Article X, Section 10.06 (entitled “Cross-Agency Coordination on Healthcare Strategies and
Measures”) included a funding directive for the project and appointed University of Texas Health
Science Center - Center for Health Care Data to perform the data collection and analyses. The
rider (Sec. 10.06) directive is as follows:

Sec. 10.06. Cross-Agency Coordination on Healthcare Strategfes and Measures.

& The full text of S.P. 10.07 reads: The Health and Human Services Commission, the Employees Retirement System of Texas,
and the Teacher Retirement System shall collaborate on the development and implementation of potential value -based payment
strategies, including opportunities for episode-based bundling and pay for quality initiatives. To the extent possible, these
agencies shall work toward similar outcome measures.

® House Bill 916, 79" Texas Legislature, Regular Session, 2005,
https://capitol.texas. gov/tlodocs/ 79R/billtext/p df/HB 00916F. pdffnavpanes=0
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(a) Out of funds appropriated elsewhere in this Act, the Health and Human Services Commission
[HHSC] shall coordinate with the Department of State Health Services [DSHS], the Employees
Retirement System of Texas [ERS], the Texas Department of Criminal Justice [TDCJ], and the
Teacher Retirement System [TRS] to compare healthcare data, including outcome measures, to
identify outliers and improvements for efficiency and quality that can be implemented within each
healthcare system. To administer the data comparison, HHSC shall expend $2.5 million per year
with the Center for Healthcare Data at the University of Texas Health Science Center at Houston
(UT Data Center) for data analysis, including individual benchmark and progress data for each
agency. As applicable, agencies shall collaborate on the development and implementation of
potential value-based payment strategies, including opportunities for episode-based bundling and
pay for quality initiatives.

(b) The agencies shall meet quarterly to carry out coordination activities as described above.

(c) The agencies shall submit a report to the Legislative Budget Board and the Governor no later
than September 1, 2020 describing coordination activities, efficiencies identified, individual
agency policies and practices that have been improved due to the application of the data, and
recommendations on future ways to reduce cost and improve quality of care in each healthcare
system.

Section 2. Workgroup Configuration (2019)

2.1 Workgroup Description

As a result of Sec. 10.06 from the 86™ Texas Legislature, a new workgroup was formed including
participants from the five agencies named in Sec. 10.06 (HHSC, DSHS, ERS, TDCJ, and TRS)
and UTHealth Data Center.

Each participating agency along with the Data Center will name one representative to serve as
the primary project contact and also name representatives to serve on the full workgroup and
subcommittees.

2.2 Workgroup Goals and Objectives

2.2.1 Goals

To identify cost drivers and/or quality challenges with potential for significant improvement that
are specific to participating Texas healthcare related agencies, as well as those that are common
across agencies.

To identify outliers and improvements for efficiency and quality that can be implemented within
the agencies.

To develop a coordinated value-based and/or quality improvement strategy to address the
identified topics.
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To develop a comprehensive structure for an integrated healthcare information system that will be
used to compare data related to the healthcare systems funded by appropriations made to these
agencies;

2.2.2 Objectives

Prioritize areas with highest potential for improvement through cross-agency collaboration on
value-based initiatives.

Exchange information on best practices for promoting value in healthcare, including experiences
with alternative payment models, performance based contracting, incentive programs, recognition
programs, continuous quality improvement approaches, and data analytics and reporting.

Identify opportunities to align around common outcome measures and to streamline other
administrative burdens on agencies, health plans, providers, and patients.

2.3 Workgroup Scope

Workgroup Scope Includes

Agenda topics agreed to by consensus of participating agencies
Review of aggregated data and analytic reports

Review of comparative data across agencies for best practices

Coordination of cross agency responses to legislative requests

Workgroup Scope Excludes
Agenda topics that do not reflect a consensus of participating agencies

Review of any analytics or discussions that reveal protected health information

2.4 Workgroup Subcommittees

2.4.1 Strategic Governance
Each agency, along with UTHealth Data Center, will designate at least one member to serve on
the Strategic Governance Subcommittee to discuss details of how the workgroup will operate, as
well as the strategic goals, mission, and objectives of the project. This subcommittee will also
problem solve project issues that arise. Final decisions will reflect consensus by all participating
entities, and they will be documented and reported to the workgroup.

2.4.2 Data
Each agency, along with UTHealth Data Center, will designate at least one member to serve on
the Data Subcommittee to assist with determining details such as data periods, common issues,
metrics, measures, etc. Outcomes and suggestions from the Data Subcommittee will be
proposed to the workgroup for discussion and consensus.



2.5 Critical Success Factors

a) Active participation by quality improvement leaders and subject matter experts from all
participating agencies

b) All participating agencies are represented on workgroup and subcommittees

¢) The availability and good faith sharing among all participating agencies of relevant
aggregate data and information on performance and challenges faced by each
represented healthcare system

d) Executive management support

2.6 Workgroup Outcomes

26.1 First Year Report

The First Year Report will be a project report to the workgroup that will serve as the basis for the
report due to the Legislature on 9/1/20. This report will describe the coordination activities in fiscal
year 2019/2020 as well as analytics related to potential benefits across agencies.

2.6.2 Year Two Project Summary Report:

The Year Two Project Summary Report will be a project summary report to the workgroup that
describes coordination activities across two years as well as final data findings.

2.6.3 Information to be Reporfed

UTHealth will serve as the initial HIPAA compliance & de-identification expert for any public
reporting of data.

Secondarily, each agency (project leads, subject matter experts, legal, etc.) will review to ensure
compliance with specific agency regulations regarding public data reporting.

Aggregated population-based reporting with no individual health data or identifiers.

Information across all participating agencies comparing aggregate data on cost, reimbursement
rates, utilization, risk, and quality measures.

Information describing variances across agencies and identifying possible opportunities for
improvement of efficiency and quality across agencies.

2.6.4 Information not Reported

Individual health data, identifiable data, and/or protected health information.
Individual agency contracted provider rates.

2.7 Assumptions

Workgroup Assumptions

Subject matter experts see benefits of participating in a formal cross agency project
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Workgroup Assumptions

Healthcare related agencies have shared areas of interest for advancing value-based payment

and quality improvement

High quality data analytics with appropriate adjustments for populations served are available
for review and use by the workgroup

Workgroup and subcommittee meetings are operational in nature and not considered public
meetings

Findings from the workgroup would not be binding on participating agencies
2.8 Constraints

Workgroup Constraints
Workgroup members’ time
Timely availability of data and information

Length of approval process for deliverables

Section 3. Workgroup Authority and Decisions

3.1 Funding Authority

HHSC shall coordinate with DSHS, ERS, TDCJ, and TRS to compare healthcare data, including

outcome measures, to identify outliers and improvements for efficiency and quality that can be
implemented within each healthcare system. To administer the data comparison, HHSC shall
expend $2.5 million per year in FY 2020 and 2021 with the UTHealth Data Center for data
analysis, including individual benchmark and progress data for each agency.

3.2 Workgroup Decisions

Agencies and UTHealth should have representation at all bi-monthly in-person workgroup
meetings as well as monthly subcommittee meetings. Agencies and UTHealth must reach
consensus regarding decisions. The rationale and final outcomes for decisions made by
consensus will be documented in the meeting minutes.

Section 4. Workgroup Organization

41 Workgroup Membership

Agency Name* Title
Jimmy Blanton™ Director, Health Quality Institute, Medicaid & CHIP
HHSC Janna Doan Program Specialist, Quality Oversight
David Lynch * Senior Research Analyst, Quality Oversight
8
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Lisa Kalakanis
Briana Novian
Andy Vasquez

Director of Data Dissemination
Government Relations
Deputy Assoc. Commissioner, Qual. & Prog. Improvement

Bruce Burns
Dr. Lara Lamprecht

Manager, THCIC
Assistant Deputy Commissioner

DSHS Dr. Stephen Pont* Medical Director, Office of Science and Population Health
Jeremy Triplett Maternal and Child Health Section Directer
Amy Chamberlain Office of Strategic Initiatives
ERS Jennifer Chambers Director, Government Relations

Blaise Duran*
Diana Kongevick

Director, Actuarial and Reporting Services
Director, Group Benefits

Ashley Cameron
Karen Hall
Ron Steffa*

Budget Department, TDCJ
Chief of Staff, TDCJ
CFO, TDCJ

Dr. Denise DeShields*
TDCJ Dr. Cynthia Jumper
Will Rodriguez

Corey Shank

Executive Medical Director, TTUHSC Managed Care (MC)
Vice President, Health Policy, TTUHSC MC

Executive Director, TTUHSC MC

Assoc. Managing Director, Data & Analytics, TTUHSC MC

Dr. Owen Murray*
John Pulvino

Vice President, UTMB Correctional Managed Care (CMC)
Senior Director, Quality & Risk Management, UTMB CMC

Meaghan Bludau

TRS Katrina Daniel
Kyle McKay*
Eric Wolfe-Schacter

Manager Analytics and Engagement
Chief Health Care Officer

Analyst
Analyst

Donna Alexander
Kara Crawford

UTHealth | Dr. Cecilia Ganduglia Cazaban*
Dr. Trudy Millard Krause*

Rachel Vojvodic Neave

Associate Director, Center for Health Care Data
Associate Vice President, Governmental Relations
Co-Director, Center for Health Care Data
Co-Director, Center for Health Care Data

Project Manager

*primary contact

4.2 Workgroup Facilities and Resources

Resource Requirement

Meeting rooms for in-person full workgroup

meetings (bimonthly)

Meeting facilitation services for subcommittee

meetings (monthly)

Meeting minutes

Data analytics resources

Responsibility

HHSC is responsible for identifying in-person meeting
locations and scheduling in-person meetings

UTHealth will arrange monthly WebEXx teleconferences
for all subcommittee meetings

UTHealth will produce meeting minutes for bimonthly full
workgroup and monthly subcommittee meetings

Each agency would provide relevant data and
information for agenda items

E-10



Appendix F. Agency Portals

ERS Portal — Enrollment

Select Metric Employee Enrollment Status

Self/Dependent Enrollment Status

®
8Unique Count W Active Active Self M Retiree Self
Member Year W cobra M Active Dependent M Retiree Dependent
M Retires [ Cobra Self ?
W Cobra Dependent
Member Year Self/Dependent: Member Year
2016 2017 2018 Fiscal Year EE Status | Member Year
2016 Active Self 204,872 (56.4%)
a0 (38623;:5 ?;:;i‘)g (3:;;2? Active Dependent 158,614 (43.6%)
Cobra Self
Cobra Dependent
Retiree Self 51,799 (69.0%)
300K Retiree Dependent 23,278(31.0%)
N 2017 Active Self 206,226 (56.6%)
o Active Dependent 158,086 (43.4%)
; Cobra Self
-E 200K Cobra Dependent
g Retires Self 51,950 (69.2%)
Retirae Dependent 23,173 (30.8%)
2018 Active Self 205,843 (56.5%)
L00k 75,077 Active Dependent 158,707 (43 5%)
(17.1%) Cobra Self 796 (75.3%)
Cobra Dependent | 261(24.7%)
274 Retires Self 53,108 (69.0%)
0% (0.0%) Retiree Dependent 23,878(31.0%)
Active Cobra Retiree Active Cobra Retiree Active Cobra Retiree OK 20K 40K BOK. 80K 100K 120K 140K 160K 180K 200K 220K 240K
Select Employee Enrollment Status
[Thetve™ | cobra | memree !
Member Year By Active Age Group Family Ratio
Age Group  Fiscal Year Member Year Fiscal Year  EE Status
0-19 2016 £9.235 (24.5%)
2017 89,151 (22.5%) 2016 Active
2018 53,283 (24 5%)
20-34 2016 52,555 (22.8%) Cobra
2017 83,033 (22.8%)
2018 £2.824(22.7%) Retiree
35-44 2016 57.417 (15.8%)
2017 sees %) 2017 Active
2018 58,810 (16.1%)
45-54 2016 66564 (18.3%)
2017 66,072 (18.1%) Cobra
2018 65.451 (18.0%)
5564 2016 53.198 (14.6%) Retiree
2017 53,122(14.6%)
2018 52,655 (14.5%) 2018 Active
65-74 2016 12,116 (3.6%)
2017 13,588 (2.7%)
2018 14,194 (3.9%) Cobra
75+ 2016 1,201 (0.3%)
2017 1,178 (03%) Retiree
2018 1.300(0.4%)
Q.0 0.2 04 06 08 10 12 14 16 18
OK 10K 20K 30K 40K 50K 60K ToK 80K S0K 100K - N
Family Ratio




ERS Portal — Claims / Encounters

Select Claims Metric Employee Enrollment Status Self/Dependent Enrollment Status
Total Medical Claims Count W Active Active Self M Retiree Self

@) Average Medical Claims Count M Cobra W Active Dependent M Retiree Dependent
Total Rx Scripts Count M Retiree

| Cobra Self R
Average Rx Scripts Count W Total H Cobra Dependent

Average Medical Claims Count Self/Dependent: Average Medical Claims Count
2016 2017 2018 Fiscal Year EE Status ‘ Average Medical Claims Count
40 2016 Active Self 1489
Active Dependent 10.42
3443 Cobra Self 39.09
- Cobra Dependent 1733
§ 30 Retiree Self 2554
- Retiree Dependent 17.95
g 2017 Active Self 1430
= 2318 Active Dependent 10.43
= Cobra Self
s = Cobra Dependent 2180
g 1488 Retires Self 254g
r 12.94 Retires Dependent 17.76
g 2018 Active Self 1394
g 4p Active Dependent 9.84
= Cobra Self 2821
Cobra Dependent 1277
Retiree Self 2423
0 Retiree Dependent 1665
Active  Cobra Retiree  Total Active  Cobra Retiree  Total Active  Cobra Retiree  Total 0 5 10 15 20 25 30 35 40
Select Employee Enrollment Status
[TAcive™ [ cobra | Retiree
Average Medical Claims Count By Active Age Group
Age Group  Fiscal Year Average Medical Claims Count
0-19 2018 213
2017 8.2l
2018 751
20-34 2016 S8
2017 571
2018 88§
35-44 2016 1288
2017 1zee
2018 1203
45-54 2016 1sss
2017 1550
2018 1479
5564 2016 1852
2017 19.00
2018 1804
65-74 2016 2418
2017 2487
2018 23.04
75+ 2016 3248
2017 3221
2018 23.70




ERS Portal - Expenditures

Select Cost Metric

Employee Enrollment Status

Self/Dependent Enrollment Status

Total Allowed Amount Medical M Active Active Self
Average Total Medical Cost PMPY M cobra M Active Dependent
Total Rx Cost [ Retiree [ Cobra Self
Average Rx COSI_ PMPY W Total M Cobra Dependent
Total Cost (Medical and Rx) .
M Retiree Self
Average Total Cost PMPY (Medical and Rx)
M Retiree Dependent
Average Total Cost PMPY (Medical and Rx) Self/Dependent: Average Total Cost PMPY (Medical and Rx)
2016 2017 2018 Fiscal Year EE Status | Average Total Cost PMPY (Medical and Rx)
2016 Active Self
— $32,271 Active Dependent
& Cobra Self
z Cobra Dependent
; Retiree Self
= Retiree Dependent
2 521,179 2017 Active Self
by Active Dependent
5 Cobra Self $38,315
?-_ Cobra Dependent
3 Retiree Self
; $11,707 511,527 Retiree Dependent
° 2018 Active Self
: Active Dependent
g Cobra Self
% Cobra Dependent
Retiree Self
Retiree Dependent
Active  Cobra Retiree Total Active  Cobra Retiree Total Active  Cobra Retiree  Total
Select Employee Enrollment Status
[Thctive’™ [ cobra | Retiee
Average Total Cost PMPY (Medical and Rx) By Active Age Group
Age Group  Fiscal Year Average Total Cost PMPY (Medical and Rx)
0-19 2016 $3,544
2017 $3.520
2018 43,446
20-34 2016 $4,505
2017 $4,558
2018 43,837
35-44 2016 $6,076
2017 $6,249
2018 35,761
45-54 2016 $8,495
2017 $8,741
2018 $8,013
55-64 2016 $11,266
2017 $11,458
2018 $11,248
6574 2016 $15,642
2017 $16,160
2018 $14,846
75+ 2016 s21,528
2017 $22,520
2018 $21,131
0K $1K $2K $3K $4K $5K $6K $7K $8K $9K $10K. S11K $12K $13K. 514K $15K $16K $17K $18K $19K $20K $21K $22K $23K $24K



ERS Portal — Active Benchmark

M ~verage Total Cost Medical PMPY
M Average Total Cost Medical PMPY Benchmark

Average Total Cost Medical PMPY

B Average Total Cost Rx PMPY
M Average Total Cost Rx PMPY Benchmark

Average Total Cost Rx PMPY

M Average Total Cost PMPY ®
M Average Total Cost PMPY Benchmark

Average Total Cost PMPY

$7,000 $7,000 47,000 High- $6.936
%6, High: $6.415
N $6,000 High: 85,674 p— $6,000 36,000
T 2 5,
= 35,159 High: 5,166 T .
3 §5,000 $a, £ $5.000 = $5.000
2 & &
2 4 IS
B $4000 § $4.000 S $4000
5| E B
B 2 5
2 $3,000 v $3,000 2 $3.000
o g o
g g E
2 3200 < $2,000 $2,000
$1,000 $1,000 $1,000
s 80 o s0)
2016 2017 2018 2016 2017 2018 2016 2017 2018
Fiscal Year
2016
2017
2018
Average Total Cost Medical PMPY by Age Group Average Total Cost Rx PMPY by Age Group Average Total Cost PMPY by Age Group
2018 2018 2018
$20,000 $20,000 $20,000
£ 5
: 5 5 Yoo
£ s15.000 2 £15000 H
z & =
2 S £ S —
g % K] 11,252
o
= =
£ '% $10,000 Y
- S‘ I
§ : :
2 2
a
$5,000
$3.275
4707 $1,185
019 2034 3544 4554 0-19 2034 3544 4554 5564 6574 75+
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ERS Portal - High Cost Claimants

Select Metric Employee Enrollment Status Select Claims Metric
Unigue Count M Active HCC Total Medical Claims Count
@) Member Year W Cobra HCC @) Average Medical Claims Count
I Retiree HCC Total Rx Scripts Count
Average Rx Scripts Count —db—
Member Year Average Medical Claims Count
\ 2016 2017 2018 2016 2017 2018
S 3615 205.2
(1.0%) 3322 200

(23%)

=
=]
3K
g 1509
w
H E
©
@ 5 1230
5 k]
2 =t 024
I3 =
5 @
= =
@
=]
©
s
g
1K <
&0
0K (65%)
Active HCC  CobraHCC  Retiree HCC | Active HCC  CobraHCC  Retiree HCC | Active HCC  CobraHCC  Retiree HCC Active HCC CobraHCC  Retiree HCC | Active HCC CobraHCC  Retiree HCC | ActiveHCC  CobraHCC  Retiree HCC

Select Cost Metric

‘@) Average Total Medical Cost PMPY
Average Rx Cost PMPY
Average Total Cost PMPY (Medical and Rx)

Average Total Medical Cost PMPY
Fiscal Year EE Status Average Total Medical Cost PMPY

2016 Active HCC
Cobra HCC
Retiree HCC

2017 Active HCC
Cobra HCC

Retiree HCC

2018 Active HCC

Cobra HCC $293K

Retires HCC $252¢

=]
=
=
o
=
)
=1
ES
w
&
=
I
S
=
n
=]
=

60K TOK BOK 90K 100K 110K 120K 130K 140K 150K 160K 170K 180K 190K 200K 210K 220K 230K 240K 250K 260K 270K 280K 290K 300K 310K
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ERS Portal - Utilization

Admission/Visit Type

Select Utilization Metric

ED Visits Rate M Active
Acute Hospital Admission Count of Admission/Visits W cobra
Acute Hospital 20 Day Readmission M Retires
W Total
Acute Hospital Admission: Rate Per 1000 MY
2016 2017 2018
2016
250 243.27
23182
201.17
200
>
= 2017
=
g 150
- 126.60
g 117.z20
o
& 100
7598
6515 - 2018
57.32 56.50
50
0

Active

Cobra  Retiree  Total Active Cobra  Retiree  Total Active Cobra  Retiree  Total

Select Employee Enrollment Status
Cace ]
Acute Hospital Admission: Rate Per 1000 MY by Active Age Group

Age Group
015

20-34

35-44

45-54

55-64

65-74

75+

Employee Enrollment Status

Fiscal Year

Self/Dependent Enrollment Status

Active Self M Retiree Self
M Active Dependent M Retiree Dependent
I Cobra Self

_‘b_

[l Cobra Dependent

Self/Dependent Acute Hospital Admission: Rate Per 1000 MY

EE Status Rate Per 1000 MY

Active Self 63.16

Active Dependent | NN NN <: :°

Cobra Self 25352

Active Self 57.69

Active Dependent | NN 527

Cobra Sel? e 25124
Cobra Dependent [, 10118

Retires Self I 13210

Retires Depencent [N :: 23

Active Self 56.61

Active Dependent | NN s¢ o

Cobra Sel* i 2a s
Cobre Depencer: I °: 05
Petiesser ] 27 78

Retiree Depencen: [N 7572
0 20 40 B0 80 100 120 140 160 180 200 220 240 260 280

Rate Per 1000 MY

Fiscal Year

2016 s8.45

2017 I 275

2018 I T

2016 A 2

2017 I <+

2018 I 34

2016 I — 552

2017 I = 55

2018 I <22

2016 I 512

2017 I =055

2018 I <2

2016 I 70

2017 1 38 55

2018 1, =10

2016 N, 11 66
2017 I 105
2018 1 10557
2016

2017 e
2018

1z0 130 140 130 160 170 180 150 200 210 2z0 230



ERS Portal - Utilization Cost

Admission/Visit Type Select Utilization Cost Metric Employee Enroliment Status Self/Dependent Enroliment Status ®
ED Visits Total Allowed Amount Per Visit M Active Active Self M Retiree Self
Acute Hospital Admission Average Allowed Amount Per Visit W cobra M Active Dependent M Retiree Dependent
M Retiree I Cobra Self ?
W Total M cobra Dependent
Acute Hospital Admission: Average Allowed Amount Per Visit Self/Dependent Acute Hospital Admission: Average Allowed Amount Per Visit
2016 2017 2018 Average Allowed Amount Per Visit
$60K 2016 Active Self $24,670
i I, 20,757
$54.230 Active Dependent 4
Cobra Self A $29,132
550K Cobra Dependent NN $o.452
= Retires Self N $13,320
g Retiree Dependen: N 517,013
£ 540K $38,513 2017 Active Self $25,476
2 Active Dependent | 2,526
£ 31,784 Cobra Self I 541,391
b =t
8 $30K 426,280 sos 176 (ub.ra Dependent 525,
3 423,007 $24,253 2 Retiree Self N $13,716
= - $20,508 §21,562 Retiree Dependent | 1°.525
8,520k 2018 Active Self $24,748
@
5 514,164 $14,800 Active Dependert NN -: ==
Ed Cobra Self I, $31,227
$10K Cobra Dependent | 5,55
Retiree Self T $ss,318
S0K Retires Dependent [N 546,332
Active  Cobra  Retiree  Total | Active  Cobra  Retiree  Total | Active  Cobra  Retiree  Total $0K $5K  $I10K S1SK 520K  $25K 530K 535K $40K  $45K  S50K  S55K 360K

Select Employee Enrollment Status

Acute Hospital Admission: Average Allowed Amount Per Visit by Active Age Group

Age Group  Fiscal Year

0-1%

20-24

35-44

4554

55-64

B5-74

75+

2016

Average Allowed Amount Per Visit
$17,326

$22.004

$25.486
U e

0K $2K $4K 36K 38K 310K 312K 314K 316K 318K 320K 322K $24K 326K 328K 330K 332K $34K 336K $38K $40K



ERS Portal - Condition Demographics

Condition Employee Enroliment Status
Diabetes W active
M cobra
M Retiree
W Total
Prevalence Rate for Diabetes
2016 2017 2018
24.817%
25% 23.894% 24.509%
20%
=
&
¥ 15% 14.046%
2
E 11577% 11.583% 12.293%
@ 10.216% 10.742%
g 9.731%
& 10% | 8.984% 9.142%
5%
0%
Active  Cobra  Retiree  Total | Active  Cobra  Retiree  Total | Active  Cobra  Retiree  Total

Select Employee Enrollment Status

Unique Count for Diabetes by Active Age Group

Age Group  Fiscal Year Unigue Count
0-19 2016 I 517 (10%)
2017 Il 525 (05%)
2018 Il 5+ (05%)
20-34 2016 L maEEs
2017 I = ees (25
2018 I ;<o 2 5%)
3544 2016 s
2017 - =z
2008 N - 5%
552 2006 ] 11253 (77 0%)
207 ) (1 55 (16 5%)
2018 N - 17 (1 5
T 2016 ] 21 (35 )
2017 I 1: o2 (22.4%)
2018 —————————————————————————— e
€574 2016 I 3755 (56.3%)
2017 I ¢ o (275%)
2018 I 257 27
75+ 2016 I =71 (34.2%)
2017 1 375 (20.3%)
2018 I 425(20.0%)

0K 1K 2K 3K 4K 5K 6K 7K 3K 9K 10K 11K 12K 13K 14K 15K

Self/Dependent Enrollment Status
Active Self

M Active Dependent

I cobraSelf

Ml Cobra Dependent

M retiree Self

[ Retiree Dependent

Unique Count for Diabetes

2018 2017
TOK
60,678
57,383 (11.6%)
60K
50K
39,662
£ 37,145
S a0k
o
£}
T
S 30K
= 20,028 20,813
(24.8%) (23.9%)
20K
10K
208 203
oK (14.0%) (10.2%)

Active  Cobra Retiree  Total | Active Cobra Retiree  Total
Unique Count for Diabetes
Fiscal Year EE Status Unigue Count
2016 Active Self
active Dependent | NNNMI 7559 (4.1%)
Cobra Self | 184 (16.9%)
Cobra Dependent | 25(6.3%)
Retiree Self N 18,023 (29.195)
Retiree Dependent | 4005 (15 6%)
2017 Active Self
active Dependent | NG 7.550 (4.4%)
Cobra Self | 186 (18.2%)
CobraDependent | 17(4.6%)
Retiree Self S s 0z (0.1
Retiree Dependent [N 4110 (16.0%)
2018 Active Self
active Dependent | NN ©.225 (44%)
Cobra Self | 173 (13.2%)
Cobra Dependent | 25(4.4%)
Retiree Self N 17,709 (28.79)
Retiree Dependent | +.086 (14.8%)
0K K 10K 15K 20K 25K

41,180
(9.7%)

Active

@
2018
63,183
[12.3%)
138
(10.7%)
Cobra  Retiree  Total
29,587 (12.9%)
31,702 (12.3%)
32,362 (13.9%)
204 254 40K



ERS Portal - Condition Cost

Condition Select Condition Cost Metric Employee Enroliment Status Self/Dependent Enroliment Status
Diabetes Average Total Cost Medical PMPY M Active Active Self

Average Cost Rx PMPY M cobra M Active Dependent

Average Total Cost Medical Rx PMPY W Retiree I Cobra Self

Ratio of Ave Cost BMPY to Ave Total BMPY W Totzl [l Cobra Dependent

M Rretiree Self
[ Retiree Dependent

Average Total Cost Medical Rx PMPY for Diabetes Average Total Cost Medical Rx PMPY for Diabetes
2016 2017 2018 Fiscal Year EE Status Average Total Cost Medical Rx PMPY
2016 Active Self $15,515

$51,565 Active Depender: N $25, 522
, 980K CobraSalf i $68,456
% $71,742 Cobra Dependent NN 70,423
< Retiree Self I 19,070
é Retiree Dependent NN §2: 535
E seK 2017 Active Self $16,144
] Active Dependent | 22 424
= Cobra Self Y $77,285
E $a0K Cobra Dependent | $10.108
= Retiree Self I $18,727
5 Retiree Dependent NN 519,110
2 $24662 | 2018 Active Self $14,926
I 19,024 18,300 Active Dependent | NN :-c.ccc
£ oo S ey T

CobraDependent |, §53.050
Retiree Self L

. . . . . Retiree Depencent [N § 35543

Active  Cobra  Retiree  Total | Active Cobra Retiree  Total | Active Cobra Retiree  Total SOk 10K $20K  $30K  S40K  $50K  $EOK  S70K 680K $90K

S

o

K

Select Employee Enrollment Status
Average Total Cost Medical Rx PMPY for Diabetes by Active Age Group

Age Group  Fiscal Year Average Total Cost Medical Rx PMPY
0-19 2016 $32.010
2017 $15,537
2018 517,984
20-34 2016 I 12.4%8
2017 I, 2,843
2018 1 °.77
3544 2016 I $:12.985.
2017 I, 2,277
2018 e
45-54 2016 eeee——————————————
2017 | 15,412
2018 e
55-64 2016 I 312,732
2017 I 55851
2018 I 13,732
6574 2016 I 23,426
2017 N, 52057
2018 I EEEEEEEEEEEEII——_—— 22
75+ 2016 ', 20751
2017 .
2018 _____________________________________________________________________________________________________________________________________________ K2y

oK $1K $2K $3K $aK $5K $6K 7K $8K $9K  $10K 311K $12x 313k $14K  $15K 316K S17K 318K S19K $20 $21K 322K 323K $24K  $25K $26K 327K $28K  $29x 330K $31K 332K $33K  $34K 335K 336K



ERS Portal — Condition Utilization

Condition Admit Type Employee Enrollment Status Self/Dependent Enrollment Status @
Diabetes Emergency Visits M Active Active Self
Acute Inpatient Admits M cobra M Active Dependent
Readmits Within 30 Days M Retiree M CobraSelf
W Total Ml Cobra Dependent
M retiree Self
M Retiree Dependent
Rate of Admits Per 1000 for Diabetes Rate of Admits Per 1000 for Diabetes
2016 2017 2018 Fiscal Year EE Status Rate of Admits Per 1000
2016 Active Self 1175
484 Active Dependent [N 195 2
Cobra Self DO s
400 3757 Cobra Depencen: NN 352
o Retiree Self I 2172
= Retiree Dependent: [N 205 2
. 2017 Active Self 1108
&30 Active Dependen: NN 177.2
£ Cobra Self s
E 215.0 s0e1 sors ;nbra Dependent | 0.0
w5 200 etiree Self I 20
2 162.3 1220 I Retiree Degencen: [N 155 2
= 1332 1239 1233 2018 Active Self 1095
Active Dependent | 1 V< ¢
100 Cobra Self T 4080
Cobra Dependent |, 522
Retiree Self I 20
o Retiree Dependent | 5= 3
Active Cobra Retiree Total Active Cobra Retiree Total Active Cobra Retiree Total 0 50 100 150 200 250 300 350 400 450 500
Select Employee Enrollment Status
Rate of Admits Per 1000 for Diabetes by Active Age Group
Age Group  Fiscal Year Rate of Admits Per 1000
0-15 2016 1565
2017 1647
2018 1 125
20-34 2016 1805
2017 1, 1575
2018 =y
35-44 2016 I, 1150
2017 I 1142
2018 1, 1022
45-54 2016 e 1110
2017 |, 10+.7
2018 I 027
55-84 2016 1 13
2017 I 1179
2018 1 -5
65-74 2016 L 172
2017 eee—————————————————— e
2018 5
75+ 2016 e 3585
2017 N, =17.0
2018 =y
o 20 40 60 80 100 120 140 160 180 200 220 240 260 280 300 320 340 360 380
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HHSC Portal — Enrollment

Select Metric

4,001,252
(100.0%)

Unique Count M s
Member Year STAR
Member Year
2016
aM
2,955,397
738%
M ( )
=
&
g
g
]
2
E
g M
-
M
456,653
(11.4%) 2ag573 307,582
32,508 (6.26) (7.7%)
L
FFs STAR STAR  STARPLUS  CHIP

Select Medicaid Program

STAR

Member Year by Age Group for STAR

Medicaid Program

M starneatd M STARPLUS W ToTAL
STAR KIDS W cHiP Il DUALELIGIBLE
2017
2,986,002
(74.0%)
629,225
(13.6%) 313,625 s3z1gg 333006
(7.8%) 23734 135,397 ’%) (8.3%)
- oo L
DUAL FFS STAR STAR  STARKIDS STARPLUS  CHIP
ELIGIBLE

Age Fiscal Year Member Year
0-1% 2016
2017
2018
20-34 2016 171,667(5.8%)
2017 | EEEES
2018 I 125775 7
3544 2016 45,450(1.5%)
2017 Il =730 8%)
2018 Il =057
4554 2018 12.305(0.5%)
2017 J] 150100.5%)
2018
55-64 2016
2017
2018 3,021(0.1%)
65-74 2016 12(0.0%)
2017 17(0.0%)
2018 17{0.0%)

oK 100K 200K 300K

900K

1000K 1100K 1200K 1300K 1400K 1500 1600K

1700K

TEXAS

Health and Human Services

sn1e

culs
4,034,933 4,006,678
(100.0%) (100.0%)
2,010,615
(75.1%)
533,337 £45,300
[12.7%¢) rrarsy 00T (13.2%)
161,797 72 (8.79%)
35,487 20%) (5.9%)
(0.9%)
STAR STARKIDS STARPLUS CHIP

1800K 1S00K

00K

2722,354(32.1%)

2,745,411(31.3%)

2400K 2500K  2600K

2800K  2900K

3000k
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HHSC Portal — Claims / Encounters

Select Claims Metric Medicaid Program
Total Medical Claim and Encounter Count M s M sTARPLUS
Total Rx Claim Count [ sTaR W cHiP
Average Medical Claim and Encounter Count M STARHEALTH W TOTAL
Averzge Ry Claim Count STARKIDS M DUAL ELIGIBLE
Average Medical Claim and Encounter Count
2016 2017 2018
698
70
649
&0

Average Medical Claim and Encounter Count

STAR STAR  STARPLUS  CHIP TOTAL DUAL
HEALTH ELIGIBLE HEALTH ELIGIBLE HEALTH

Select Medicaid Program

Average Medical Claim and Encounter Count by Age Group for STAR

Age Fiscal Year Average Medical Claim and Encounter Count
0-19 2016 e ————————————————————————

2017 I 0

2018 I —— -

573
53.0
50 e 153
- 425
38.5 40.1
40 .
353

313

30
205
= 16.4 168 151 176
120 : 125
10 EE] 96 ER
0 . . .
FFS FFS

STAR STAR  STARKIDS STARPLUS  CHIP TOTAL DUAL FFS STAR STAR  STARKIDS STARPLUS

TEXAS

Health and Human Services

CHIP TOTAL DUAL
ELIGIBLE

;12

20-34 2018 202
2017 0.3
2018
3544 2018 N
2017 I E E E —EEEEEEEEE—————————— 2
2018 I ——10
45-54 2016 I =2
2017 I E—————————————————————— 5.2
2018 I E E———————————————— &
55-64 2016 e ————————————————————————————————————————————
2017 I  ———— — —— — ——— — ——————————EEEEA——M—— &1z
2018 I —————————————————————————————— 3
6574 2016 e >
2017 R mmE————
2018 I ———————————— s
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HHSC Portal - Expenditures

Select Cost Metric %,
Total Allowed Amount Medical M Frs I STARPLUS b I TEXAS

Medicaid Program

Total Cost Rx W sTaR M cHiP Health and Human Services
Total Cost (Medical and Rx) B STAR HEALTH B ToTAL
Average Total Cost Medical PMPY STARKIDS B CUALELIGIBLE
Average Cost Rx PMPY
Average Total Cost Medical and Rx PMPY
Average Total Cost Medical and Rx PMPY
2016 2017 2018
$23,613

> $21,803 §22443

% 421,059

= $19,950

5

o

=

c

©

Ei

b=

% $12,182

% “ $11,096 $10,998 $11.504

i~ $9,567 40,075 $5,788 $9,681
T

= $8,110

2

=

g $4,827 42,925 $5,218

a

S

< $2 805 3,2 a2 $2 661 $2,334 $2,911 $2.351

$0M - - -
FFS STAR STAR  STARPLUS CHIF TOTAL DUAL FFS qTAR STAR  STARKIDS STARPLUS  CHIP TOTAL DUAL STAR STAR  STARKIDS STARPLUS  CHIP TOTAL DUAL
HEALTH ELIGIBLE HEALTH ELIGIBLE HEALTH ELIGIBLE

Select Medicaid Program

Average Total Cost Medical and Rx PMPY by Age Group for STAR

Age
0-15

20-24

35-44

55-64

65-74

Fiscal Year
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018

Average Total Cost Medical and Rx PMPY
I 2,221

== 57,350



HHSC Portal - High Cost Claimants

High Cost Claimants (HCC) with PMPY >=$100,000 Medicaid Program
M Frs HCC Il STAR PLUS HCC B TEXAS
W STAR HCC M CHIP HCC # Health and Human Services
M STARHEALTH HCC [l DUAL HCC
STARKIDS HCC
Unique Count
2016 2017 2018
So 18,587
15K
13,543
z 12,639
]
(=3
o
@
2 10K 9,268
s 7684 8,028 - 7,719
. 5,514 5089 .
- 5,054 5,3%6 5,315
SK
= = . = - = =
Ok — | | — | — |
FFSHCC  STARHCC STAR STARPLUS  CHIPHCC  DUALHCC | FFSHCC  STARHCC STAR STARKIDS STARPLUS CHIPHCC  DUALHCC — FFSHCC  STARHCC STAR STARKIDS STARPLUS CHIPHCC  DUALHCC
HEALTH HCC HCC HEALTH HCC Hee HCC HEALTH HCC HCC HCC
Select Cost Metric
Average Total Medical Cost PMPY
Average Rx Cost PMPY
Average Total Cost Medical and Rx PMPY
Average Total Medical Cost PMPY
2016 2017 2018
264K $258K $258K $259K
250,000 241K $243K
$ s 231
a $223K $218K
2 $215€ $200K
+ $200,000
]
S
ki $153K
T $150,000 $147K $126K
=
£ $109K $107% $111%
¥ $100,000
=]
£
a
Z
$50,000
$0
FFS HCC STARHCC  STARHEALTH STARPLUSHCC DUALHCC FFS HCC STARHCC  STARHEALTH STARKIDSHCC STARPLUSHCC  DUALHCC FFS HCC STARHCC  STARHEALTH STARKIDSHCC STARPLUSHCC  DUALHCC

HCC

HCC

HCC
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HHSC Portal — Utilization

Admission/Visit Type Select Utilization Metric

Medicaid Program

Acute Inpatient Admissions Rate | = W sTARPLUS TEXAS
Emergency Visits with No Inpatient Admissions Count of Admission/Visits STAR M cHiP Health and Human Services
Readmissions Within 30 Days M STAR HEALTH W TOTAL
STARKIDS W ousLELIGIBLE
Acute Inpatient Admissions: Rate Per 1000 MY
2015 2017 2018
3935
400 385.0
3570
z 300
252.6 257.6 259.2
g 2379 2855 248.1 sine
(=]
-
@
S 1774 17756 1221 1715 1824 1745
& 152.4 1472 158.4 1548
= .
1208 1106
100 786
0
FFs STAR STAR  STARPLUS  CHIP TOTAL DUAL STAR STAR  STARKIDS STARPLUS  CHIP TOTAL DUAL FFs STAR STAR  STARKIDS STARPLUS  CHIP TOTAL DUAL
HEALTH ELIGISLE HEALTH ELIGIELE HEALTH ELIGIELE
Select Medicaid Program
Acute Inpatient Admissions: Rate Per 1000 MY by Age Group for STAR
Age Fiscal Year Rate Per 1000 MY
012 2016 [ 10312
2017 | kS
2018 I 2524
20-34 2016 i s
2017 e 53554
2018 I 76 52
35-44 2018 I, 43591
2017 I 43581
2018 I 41926
4554 2016 I 212.54
2017 I 216.70
2018 I 21539
55-64 2016 . 21263
2017 I 2778
2018 I 22478
£5-74 2016 I 24161
2017 I 240.00
2018 I 24242
75+ 2017 s, 2,900.00
0 100 200 300 400 500 600 700 800 <00 1000 1100 1200 1300 1400 1500 1800 1700 1800 1900 2000 2100
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HHSC Portal — Utilization Cost

Admission/Visit Type Select Utilization Cost Metric Medicaid Program
Acute Inpatient Admissions Total Allowed Amount M Frs H sTAR PLUS
Emergency Visits with No Inpatient Admissions Average Allowed Amount Per Visit M sTar M cHip
Il STAR HEALTH W TOTAL
STARKIDS W ouaLELIGIBLE

Acute Inpatient Admissions: Average Allowed Amount Per Visit

2016 2017 2018
$18,781 418,771
o
@
=
[
o
o
5
g 411,082 $11,220 $11,084
<
$5,788
K $6,861 $9,034 48,945 59,224
H
= . 47,527 oo 47,297 $7,719 7185
& - - 45,288
g
5 $4,983 $4,420 $4,668 $4,891
=4
$0M
FFS STAR STAR  STARPLUS  CHIP TOTAL  DUAL FFS STAR STAR  STARKIDS STARPLUS  CHIP TOTAL  DUAL FFS STAR STAR  STARKIDS STARPLUS  CHIP TOTAL  DUAL
HEALTH ELIGIBLE HEALTH ELIGIBLE HEALTH ELIGIBLE
Select Medicaid Program
Acute Inpatient Admissions: Average Allowed Amount Per Visit by Age Group for STAR
Age Fiscal Year Rate Per 1000 MY
0-13 2016 $5,856
2017 46,009
$5,747
20-34
3544
4554 o, 53,837
2017 . 8,692
2018 I, %557
5564
6574
75+

F-16



HHSC Portal - Condition Demographics

Condition
Diabetes

Prevalence Rate for Diabetes

Prevalence Rate
[
=

%

338%

148% 2105

HEALTH

Medicaid Program

S STAR STAR STAR STAR CHIP TOTAL D

H KIDS PLUS

M Frs M sTARPLUS
STAR W crip
M STARHEALTH W ToTAL
STARKIDS W ouALELIGIELE
2016 2017 2018
35.31% 35.75%
= 3414%
33.22%
30.55% 400K
300K
200K
9.48%
100K
562%
. 471% 57.173
348% .
27%4% 3.09%
115% . 158% 186% 11m l . 185 180% . 28175
| [ | [ | | ] [ 0K - 703
: S

STAR CHIP TOTAL
FLUS El

STAR STAR STAR STAR CHIP TOTAL D
E

STAR STAR
H KIDS PLUS .

Select Medicaid Program

Unique Count for Diabetes by Age Group for STAR

Age
0-13

20-24

35-44

45-54

Fiscal Year
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018

oK 1K 2K 3K 4K 5K BK 7K 8K 9K 10K 11K 12K 13K 14K 15K
Unique Count

016

o

79,851

STAR
s

TEXAS

Health and Human Services

Unique Count for Diabetes

2017 2018
439,224
254,629
235803 247697
171,958 179,797
B1.580 84444
61852 54,735
2la29 — 19,680 2210

6,082 B 6.707 B 7177

e m s s m e =

CHIP TOTAL DUAL S STAR STAR STAR STAR CHIP STAR CHIP TOTAL DUAL

PLUS El

ELI HEAL. KIDS PLUS

16K 17K 18K 18K 20K 21K 22K 23K 24K 25K 26K 27K
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HHSC Portal — Condition Cost

Condition Select Condition Cost Metric Medicaid Program
Dizbetes Average Medical Cost PMPY W crip I STAR HEALTH
Average Rx Cost PMPY W CUALELIGIBLE STARKIDS
Average Medical and Rx Cost PMPY M Frs M STARPLUS
Ratio of Average Cost PMPY to Average Program Population Cost PMBY I sTAR W ToTAL
Average Medical and Rx Cost PMPY for Diabetes
2016 2017 2018
50K $47,515
x $45,139
=z $a1 408 $42,561
4 40K 537,574 537,844
S
%
&
o
& 30K
o $24,205 524,899
5 421,219 $21,169
=
% 20K $16,357 316,429
b
=
10k | $9.176 §8,275 $9,480
oK . .
CHIP DUAL FFS STAR STAR  STARPLUS TOTAL CHIP DUAL FFS STAR STAR STARKIDS STARPLUS TOTAL CHIP DUAL FFS STAR STAR
ELIGIBLE HEALTH ELIGIBLE HEALTH ELIGIBLE HEALTH

Select Medicaid Program

STAR: Average Medical and Rx Cost PMPY for Diabetes

Age
015

20-24

35-44

4554

55-64

Fiscal Year
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018

Average Medical and Rx Cost PMPY
§7.120
$6.401
56,667
$10.388
510,712
511388
$11.558

TEXAS

Health and Human Services

$37,442

426,509

13,595

STARKIDS STARPLUS TOTAL

Q 500 1000 1500 2000 2500 3000 3500 4000 4500 5000 5500 G000 6500 7000 7300 BOOOQ 8500 9000 8500 10000 10500 11000 11500 12000 12500 13000 13500 14000 14500 15000
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HHSC Portal — Condition Utilization

Condition
Diabetes

2500

[
=
=
=

1500

Rate of Admissions/1000 MY
5]
]
8

o
©
=

CHIP

Admission Type

Select Medicaid Program

Age
015

20-24

35-44

5584

65-74

Fiscal Year
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018
2016
2017
2018

Medicaid Program

Acute Inpatient Admits M chip M STARHEALTH TEXAS

Emergency Visits with No Inpatient Admissions M DUALELIGIBLE STARKIDS Health and Human Services

Readmits Within 20 Days M Frs M STARPLUS

M sTaRr W ToTAL
Rate of Admissions/1000 MY for Diabetes
2016 2017 2018
2,276 2,241
1434
885 a1
524 — 637 657
531
480 207 . 433 288
DUAL FFS STAR STAR  STARPLUS TOTAL CHIP DUAL FFS STAR  STARKIDS STARPLUS TOTAL CHIP DUAL STAR STAR  STARKIDS STARPLUS TOTAL
ELIGIBLE HEALTH ELIGIBLE HEALTH ELIGIBLE HEALTH
STAR: Rate of Admissions/1000 MY for Diabetes
Rate of Admissions/1000 MY
I
I s
I 151
BI%
855
B31

=
1 555
1 =5
e
I ==
I —— ==
el
Ly =27
1
s
s =2
I — ===
(4] 50 100 150 200 250 300 350 400 550 600 650 700 750 800 850 200
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TDC]J Portal — Demographics

Select Demo Metric

TDCJ
M UTME District

Unique Offenders
Average Annual Cffenders B Texas Tech District

Average Annual Offenders By Age Group
2016 2017 2018 Age Fiscal Vear| Average Annual Offenders
140K 0-19 2016 615 (0%)
125,667 2017 615 (0%)
(80%)
2018 553 (0%)
120K 20-34 2016 63,424 (40%)
2017 61,563 (39%)
2018 58,858 (38%)
E 100K 35-44 2016 42,426 (27%)
E 2017 42,798 (27%)
b 2018 43,293 (28%)
O 80K
= 45-54 2016 31,024 (20%)
E 2017 30,311 (19%)
=
s EOK 2018 29,708 (19%)
o 55-64 2016 15,242 (10%)
s 2017 16,621 (11%)
=
40K 2018 17,248 (11%)
£5-74 2016 3,588 (2%)
2017 3,858 (2%)
20K 2018 4,147 (3%)
>75 2016 558 (0%)
oK 2017 530(0%)
— 2018 692 (0%)
UTMB District Texas Tech District UTMB District Texas Tech District UTMB District Texas Tech District
|0K 10K 20K 320K 40K 50K 60K FOK
Female Age Grp Fiscal Yr Male
Average Annual Offenders | Average Annual Offenders
s5(0%) [| 013 2016 561(0%)
45 (0%) 2017 564 (0%)
47 (0%} 2018 506 (0%)
6,149 (4%) 20-34 2016 57.274(35%)
5,969 (4% 2017 55,592 (36%)
5,543 (43 2018 52,208 (35%)
2112 (3%) 3544 2016 38,312 (24%)
4318 (33) 2017 38880 (25%)
4204 (3%) 2018 39089 (25%)
2,630 (2%) 45-54 2015 28,394 (18%)
2,492(2%) 2017 27819 (18%)
2,417 (2%) 2018 27.231(18%)
927 (1%) 5564 2016 15,016 (10%)
945 (1%) 2017 15.676 (10%)
1002 (258) 2018 16,246 (10%)
143 (0%) 65-74 2016 3245(2%)
154(0%%) 2017 3,704 (2%)
158(0%%) 2018 3,989 (3%)
n@ws | >75 2016 547 (0%}
13(0%) 2017 611 (%)
25(0%) 2018 887 (0%)
6500 6000 5500 5000 4500 4000 3500 3000 2500 2000 1500 1000 500 0 0K 5K 10K 15K 20K 25K 30K 35K 40K 45K SOK 55K 80K BEK

F-20



TDC]J Portal — Medical Expenditures

Select Cost Metric
Total Allowed Amount
Total Allowed Amount Per Offender Per Year

TDCJ
M UTME District
B Texas Tech District

Total Charged Amount M Total
Total Charged Amount Per Offender Per Year
Total Allowed Amount Per Offender Per Year
2016 2017 2018
N $1,571
H
2 143 51,475
d
o) $1,288
z 41,237
£
5
3 51K
o
=
=
=] 721
E $
= $589
@
E 5438
=
B
o
e
SOK
UTMB District Texas Tech Teta! UTME District Texas Tech Tetal UTMB District Texas Tech
District District District
Female
Total Allowed Amount Per Offender Per Year
$881
$2,901
52417
$750
$710
$696
$1.200
$1.240
§1.202
$2,170
$2.028
$2.345
$4.886
$3.945
$5.610
$4.836
$5.210
$9,746
$16.700
$14.357
$15195
$20K $18K S16K S14K $12K S10K 22K 6K 24K $2K

By Age Group
Age Group  Fiscal Year Total Allowed Amount Per Offender Per Year
0-15 2016 5308
2017 I s3=2
2018 I 50
20-34 2016 I sez2
51,323 2017 I sess
2018 I 5es2
35-44 2016 sz
2017 | R
2018 | BE
45-54 2016 I 51604
2017 I $ 513
2018 I 5162
55-64 2016 s
2017 I 522
2018 I 3 2%
6574 2016 e s
2017 I 5722
2018 I, $7-555
>75 2015 i s1z408
2017 I, £11.522
2018 1 512557
Tota
SOK $1K 2K 53K $4K 5K $6K  $7K  SBK 39K S10K $11K $12K 13K S14K
Male
Age Group  Fiscal Year Total Allowed Amount Per Offender Per Year
0-19 2016 J 5220
2017 ) $281
2018 W 5357
20-34 2016 I $3s8
2017 W s<8
2018 W 547
35-44 2016 B
2017 I s6%0
2018 Il 5705
45-54 2016 | EEE
2017 | Bk
2018 I 51550
5564 2016 L EE
2017 I
o1 I 5
65-74 2016 I, <7055
2017 I, § 257
2018 I 57
573 2016 " E
2017 — I
2018 R
$0K $0K $2K $4K $6K $8K $10K $12K $14K $16K $18K

$20K
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TDC]J Portal - Pharmacy

Select Rx Metric

Scripts Count
Scripts Count Per Offender Year

Scripts Count Per Offender Year
2016 2017

14

12.348

12

10.540

10

7178

6.002

Scripts Count Per Offender Year

UTME District Texas Tech District UTME District Texas Tech District

Female

Scripts Count Per Offender Year

TDCJ
M UTME District
M Texas Tech District

By Age Group

2018 Age Group Fiscal Year
0-15 2016
13339 2017

2018 I G 5T
2034 2016

10.924 2017
2018 I 23
35-44 2016

45-54 2016
55-64 2016
65-74 2016

>75 2016

UTMB District

Texas Tech District 0 g 10

Age Grp Fiscal Yr

2.02 o1z 2016 |HENEE 228
14.27 2017 | 579
16.65 201z [ 564
7.83 20-3¢ 2015 [ 354
1479 2017 | .24
14.58 2016 | .43
10.50 3542 2015 | 555

2052 2017 | 5 67
2055 2015 I 255

26.81
2743

3240
3248

1455 4554 2016 [N © .23
2017 | 1¢.00
2015 | 1639
18.21 s5.84 2015 [N :: o

2017 [ 2507
2015 N 2403

213 s57: 201 | 1.7
2017 | 25 21
205 N 7545

38.31
4145
25.43
4155
43.72

75 70 65 60 55 50 a5 40 35 30 25

»75  zo16 [ 2010

oy N 107!
iz R 1050

Scripts Count Per Offender Year

e
01 N ' 2

e T E
iz 253

Male

Scripts Count Per Offender Year

2017 I 508
2015 [ 5536

20 15 10 5 0 v] 5 10 15 20 25

30 35 40 45 50 55

e T E
o N 20

60

65

- P
zoic | 5

70

an

75
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TDC]J Portal - Utilization

Select Utilization Measure

Emergency Visits

Emergency Visits with no Inpatient Admis:

Inpatient
Qutpatient
Professional

Inpatient

Service Provider Fiscal Year

UTMB

Texas Tech

Community
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TDC]J Portal — Utilization Cost

Select Utilization Measure Service Provider
Emergency Visits all
Inpatient
Outpatient
Professional

Total Allowed Amount for Inpatient

Service Provider Fiscal Year

TDCJ
M UTME District
B Texas Tech District

Average Allowed Amount Per Inpatient

Allowed Amount Per Inpatient Day

uTMB 2016 957,480K 1937.0
$1,404K : $20,054 202856
: Total $58,383K verage: $17,401 Total: $1,938
2017 $57,776K 19835
$3,051K H §15(647 2,040.9
I Total $60,827K : Average: $16,901 Total: 31,986
2018 380, 456K 24311
$4,059K 2,383.4
Total: $64,515K Average: $16,762 Total: §2,428
Texas Tech 2016 $675K"
$7,448K 1
H Total: $8,123K Average: $8,453 Total: $2,135
2017 $1,058
$6.642K 2,295.0
: Total: $7,698K Average: 38,553 Total: 52,250
2018 $2,133K 49,155 23703
$5,638K $10,564 2,706.gTotal
© Total $8,771K Average: $10,352 615
Community 2016 $21,460K
$635K : $8815 17389
: Total: $22,095K : Average: $3,241 : Total: 1,843
2017 $21,075K $9,965 1,868.0
$969K : 1,759.4
H Total: $22,045K Average: 99,881 . Total: 1,958
2018 $18,933K $10,119 21053

31,157K

Total: $20,090K

$8,507
H Average: $10,010

12,077.2

Total: $2,104

$0K $20,000K $40,000K $60,000K

Total Allowed Amount

$80,000K

50 $5,000 $10,000 $15,000

Average Allowed Amount

$20,000

o] 500 1000 1500 2000 2500 3000
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TDC]J Portal — Pearl® Utilization

TDCJ (i ]
M UTMB District
B Texas Tech District
Prison Health Visits Per 1000 Offender Year Total Prison Health Visits
Fiscal Year Fiscal Year
2016 14719
: 2016
12,180 ‘Average: 14,150 2,218,677
2017 14,214
: 2017
11965 :average: 12,714 2141383
2018 12,386
: 2018
11595 Average 12,934 2,020,524
OK 1K 2K 3Kk 4K 5K 6K 7K 8K 9K 10K 11K 12Kk 13K 14K 15K 16K 17K OK 200K 400K 600K 800K  1000K 1200K 1400K 1600K 1800K 2000K 2200K  2400K
Visits Per 1000 Offender Year Total Visits
Visit Type
®ADS @®Dental ®Medical ®Mental @®NuUrsing @®Rehab ®TeleHealth
Mental Visits Per 1000 Offender Year Total Mental Visits

Visit type Fiscal Year
Mental 2016

Visittype  Fiscal Year

3,555
: Mental 2016
EAverage: 3,2818
2017 3,419
. 2017
2935 pverage 33088
2018 3,181
: 2018
2953 verage 3,134 3 487,381
0 500 1000 1500 2000 2500 3000 3500 4000 OK  SOK 100K 150K 200K 250K 300K 350K 400K 450K 500K 550K

Visits Per 1000 Offender Year Total Visits

Unique Individuals with Mental Visits Average Mental Visits Per Person with Mental Visits

Visit type Fiscal Year Visit type Fiscal Year

Mental 2016 Mental 2016 661
470
2017 6.70
6.87
2018 6.58
763
0K 10K 20K 30K 40K 50K 60K 70K 0 1 2 3 4 5 [ 7 8

Unique Individuals with Visits Average Visits Per Person
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TDC]J Portal - Condition Demographics

Select Conditions Metric

Unique Count
Offender Year

Condition
Cancer
Chronic Kidney Disease
Cengestive Heart Failure
Diabetes
HIV
Serious Mental llinesses

TDC)

W UTME District

B Texas Tech District
W Total

Prevalence Rate for Diabetes

Offender Year for Diabetes Offender Year for Diabetes by Age Group

2016 2017 s018 2016 2017 2018 Age Group Fiscal Year Offender Year
o ok 0-19 2016 5(075%)
5.4% 540 3783 2017 2(0.22%)
5.2% 5.1% s om 8,390 (5.44%) 2018 2(0.51%)
0% 5.7% 7288 (6.15%) 20-34 2016 I 585(0.57%)
8K g 2017 I 7z (115%)
(5.02%) - N
5.0% e 2018 I s (12
5.0% 50 BSAL 2006 L 1 e
. 2007 I - 555 (4555
i 8K 201s R - 05 457
y 0% 55 2016 | % 57
5 2017 R : 35105
R 2018 I = <+ (11.08%)
& aK 55-64 2016 T 2622 (14.68%)
2017 I : 020 (17.56%)
2 Lom 2085 201 R 27 1825%)
1,858 [y (5.97%) 6574 2016 e
2K (4.63%) 2017 I 108 (25.40%)
1.0% 2018 I : ::: (25.5:%)
>75 2016 I 134(23.36%)
0o o 2017 Il 169 (26.75%)
2018 Il 192 (28.01%)
UTME TexasTech Total UTME Texas Total UTME  TexasTech Total uTMme Texas Tech UTME Texas Tech UTME Texas Tech
District  District District  Tech.. District  District District District District District District District o] 500 1000 1500 2000 2500 3000 3500 4000
Female AgeGrp  Fiscal Vr Male
Offender Year Offender Year
1(025%) 0-19 2016 510.72%)
01(0.00%) 2017 2{0.27%)
01(0.00%) 2018 2{0.55%)
115(1.54%) 20-34 2016 I - (0.89%)
112(187%) 2017 I 52= (1080
120(138%) 2018 D 31 (113%)
168 (2.41%) 35-44 2016 I, 1sse (.73
R 2017 R 1 75 5%
z13(449%) 2018 -
25745 1554 2016 I 55 (5 16%)
285(102%) 2017 ] 70 (1103%)
261(9.69%) 2018 3,183 (11.23%)
Tz 5564 2016 I - <35 (1+ 53%)
1251477 2017 1 : 75 (17.76%)
3155 2018 R ;175113 55%)
22(2956%] || 6574 2016 ————E]
32 (24.26%) 2017 I 55 (75 %)
39(23.90%) 2018 1.093(27.07%)
5167 | »75 2015 T 129 (22.02%)
6(36.36%) 2017 I 153 (25.45%)
7(22.33%) 2018 I 157 (28.15%)
3500 3000 2500 2000 1500 1000 500 0 0 500 1000 1500 2000 2500 3000 3500
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TDC]J Portal - Condition Medical Cost

Condition

Cancer
Chronic Kidney Disease
Congestive Heart Failure

Dizbetas
HIV

Serious Mental Ilinesses

Select Medical Cost Metric
Total Allowed Amount
Average Allowed Amount POPY

Average Allowed Amount POPY for Diabetes

Average Allowed Amount POPY

7K
6K $5,904
5K
aK
3K
2K
1K
oK
utmB
District
$35K
35K

2016

Texas Tech
District

- I

2017 2018

6,609

$5,790
) I

$6,221

$5,101

$5,451
$2,422

Total uTmBE Texas Tech Total (=) Texas Tech Total
District District District District
Female
Average Allowed Amount POPY
§2.322
$2.417
$1628
$3.630
§3.042
$2.745
$4.226
$4575
34555
$6.365
$9.657
57527
§9.811
$8.783
$12K
15K
$22K
$25K S20K $15K S10K 5K

$0K

TDCJ
M UTME District
M Texas Tech District

M Total
By Age Group
Age Group  Fiscal Year Average Allowed Amount POPY
0-19 2016 SES]
2017 50
2018 50

20-34 2018 o lgLETs
2017 I ;2,154
2018 I ;2,068
2544 2016 I 2,336
2017 I 2355
2018 I $2.228
45-54 2016 . 43es3
2017 I $4,535
2018 I $4198
55-64 2018 I 56,562
2017 —
2018 I

65-74 2016 I $11K
2017 I 513K
2018 I, 5121
575 2018 A 27k
2017 I $20K
2018 ) 19K
s0¢ sax S4K S6K 58K S10K S12K S14K S1eK S20K $221
Male
TDCJ Fiscal Year Average Allowed Amount POPY
0-1% 2015 |59
2017 50
2018 50
2024 2018 I 51184
2017 I 2207
2018 I 52151
25-44 2016 I szl
2017 I 2537
2018 I 52158
4554 2016 I 508
2017 I 5531
2018 I §--155
5564 2016 I §6.572
2017 I se70s
2018 | EEE
6574 2016 I $11K
2017 I, 5134
2018 — 12
275 2018 =
2017 I, £20
2018 e s1se
$0% £5¢ S10K S15K S20K $25K $30K S35K
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TDC]J Portal — Condition Utilization

Condition Admit Type TDCJ
Cancer MAcute Inpatient Admits M UTME District
Chronic Kidney Disease Emergency Visits M Texas Tech District
Congestive Heart Failure Emergency Visits with no Inpatient Admission W Total
Diabetes Readmits Within 30 Days
HIV

Serious Mental Ilinesses

Rate of Admits Per 1000 for Diabetes By Age Group
2016 2017 2018 Age Group Fiscal Year Rate of Admits Per 1000
0159 2016 20
200 151.89 2017 00
179.35 17760 179.55 2018 00
20- 2 [ 725
= sscoe | F 00—
2018 I ::
g1s0 3544 2016 I 1740
= 2017 =
g 11542 2018 I
w 109.13 4554 2016 L
E 100.25 2017 e Bt
3100 2018 L EE
= 55-64 2016 [ 2028
o 2017 I, 2026
E 2018 I 1510
65-74 2016 ==
=C 2017 =
2018 . &
»75 2016 1, 75+
2017 =
0 2018 _________________________________________________________________________L==
utme Texas Tech Total UTME Texas Tech Total UtTMB Texas Tech Total 4] o 100 150 200 250 300 350 400 450 00 550 600 650
District District District District District District
Female AgeGrp Fiscal Yr Male
Rate of Admits Per 1000 Rate of Admits Per 1000
oo 015
0.0
0.0
833 20-34
385
568
142 35.44
14
891
130 45-54
1765
1378
1843 55-64
3254
2233
2257 B5-74 2
el 7 I, =701
3348 k
8= »75 I, +53.5
45l I, 5505
TEs2 I, 5055
Q00 800 700 600 500 400 300 200 100 0 400 500 500 700 200 200
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TDC]J Portal - Vendor Report

TDCJ
W utme
M Ttech

W combined

Service Population

Total Expenditures

Fiscal Year Fiscal Year
s [ o o2z ot | S S 6417
2017 s 7 245,281 =7 flsmsomoc o osssdEM T zm
2018 e s 2 §707.5M
2018 S s 7 128,185
s0M $100M $200M $300M $400M $500M $600M $700M  $800M
0K 10K 20K 320K 40K 50K 60K 70K 80K 90K 100K 110K 120K 130K 140K 150K 160K
Dollar
Average Count of People
Rate
TDCJ Fiscal Year
Total 2016 I 370.5
. ey
2018 I 7745
0 500 1000 1500 2000 2500 3000 3500 4000 4500 5000
POPY
Total Service Population Measure Total Expenditures Measure
All All
Total Service Population By Measure Total Expenditures By Measure
Measure Fiscal Year Measure Fiscal Year
Community 2016 = B Hospital snd 2016 B s g,
Outpatient &ER Clinical Care
Visits o [ o IEESET cno e
HIV 2016 Jzoss Managed 2016 o
Health Care -
2017 Jzoos Pharmacy 2017 Pssam ..
2018 Jzoz 2018
Mental Heslth 2015 = oo Unit& 2016 $249.8M
Outpatient Psychiatric
Caseload 2017 = e Care 20l 535130
2018 | o BE =0is $37L.2M
Total 2016 146,832 Total 2016 $641.7M
2017 145,381 2017 $670.8M
2018 148,185 2018 $707.5M
oK 204 40K S0K 20K 100K 120K 140K 160K $oM  $100M $200M $300M $400M $500M $600M $700M  $800M
Monthly Average Count of People Dollar
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TRS Portal — Enrollment

Select Metric

Employee Enrollment Status

Self/Dependent Enroliment Status

Unique Count M Active Active Self M Cobrz Dependent
Member Year M cobra M Active Dependent M Retiree Self TRS
TEACH! NT SYSTEM OF TEXAS
M Retiree I Cobra Self B Retiree Dependent FRRETIREMENT & o
Member Year Member Year
2016 2017 2018 Fiscal Year EE Status ‘ Member Year
500K 2016 Active Self 268,433 (63.0%)
425,143 “:fz:s 423,503 Active Depencent 157,710 (37.0%)
(84.6%) (85.4%)
(84.0%) Cobra Self 701 (61.3%)
200K Cobra Dependent 441 (38.6%)
Retiree Self 50,964 (63.6%)
Retiree Dependent 29,217 (36.4%)
_ 2017 Active Self 279,306 (53.4%)
E 300K Active Dependent 161,479 (36.6%)
5 Cobra Self 893 (62.3%)
£ Cobre Dependent 541(37.7%)
2 00K Retiree Self 50,398 (63.8%)
Retiree Dependent 28,626 (36.2%)
2018 Active Self 281,836 (55.0%)
50,181 — Active Dependent 151,567 (35.0%)
100K (15.8%) (14'_3%) Cobre Self 961 (63.1%)
Cobra Dependent 562 (36.9%)
1,143 1,524 Retiree Self 49,702 (68.2%)
QK (0.2%) (0.3%) Retiree Dependent 23,132(31.8%)
Active Cobra Retiree Active Cobra Retires Active Cobra Retirze S0k 100K 150¢ 200% 2350 200%
Select Employee Enrollment Status
Active
Cobra
Retiree
Member Year by Age Group Family Ratio
Age Group  Fiscal Year Member Year Fiscal Year  EE Status
0-19 2016 .
2017 108,191 (24.5%) 2018 Active
2018
20-34 2016 98,545 (22.7%) Cobra
2017 100,850 (22.9%)
2018 Retiree
3544 2016 73,537 (17.3%)
2017 76,940 (17.5%) o ctive
2018
45-54 2016
2017 B1,704 (18.5%) Cobra
2018
5564 2016 62,497 (14.7%) Retiree
2017 63,750 (14.5%)
2018 2018 Active
£5-74 2018 8,765 (2.1%)
2017 5,951 (2.0%)
2018 Cobra
75+ 2018 341 (0.1%)
2017 355 (0.1%) Retirze
2018
0o 0z 04 06 [+X:3 10 12 14 16
oK 10K 20K 30K 40K SOK 80K TFOK 80K S0K 100K 110K 120K 130K Family Ratio

F-30



TRS Portal - Claims / Encounters

Select Claims Metric
Total Medical Claims Count
Average Medical Claims Count
Total Rx Scripts Count
Average Rx Scripts Count

Average Medical Claims Count

Employee Enrollment Status
W active

M cobra

M Retiree

W Total

Self/Dependent Enrollment Status

Active Self M Retiree Self
M Active Dependent M Retiree Dependent
I cobraSelf

[l Cobra Dependent

Average Medical Claims Count

TRS TEACHER RETIREMENT SYSTEM OF TEXAS

2016 2017 2018 Fiscal Year EE Status ‘ Average Medical Claims Count
2016 Active Self 9.20
3373 Active Dependent 6.01
Cobre Self 3511
= 0 Cobra Dependent 9.87
2 Retiree Self 16.95
u Retiree Dependent 9.14
3 2017 Active Self 12.40
E Active Dependent 8.23
= 0 Cobra Seif 2338
s Cobra Dependent 17.01
2 Retiree Self zz.a9
o Retiree Dependent 1218
I 2018 Active Self 1038
g 10 Active Dependent 5.83
< Cobra Self 3234
Cobra Dependent 1456
Retiree Self 18.13
Retiree Dependent 211
Active  Cobra Retiree  Total Active  Cobra Retiree  Total Active  Cobra Retiree  Total o 5 10 15 20 25 30 35 40 a5
Select Employee Enrollment Status
Active
Cobra
Retiree
By Age Group
Age Group  Fiscal Year Average Medical Claims Count
0-18 2016 s
2017 705
2018 538
20-24 2016 B48
2017 B7E
2018 732
35-44 2016 g04
2017 1037
2018 317
45-54 2016 373
2017 1321
2018 1114
55-64 2016 1213
2017 16.14
2018 1359
65-74 2016 1457
2017 2035
2018 1687
75+ 2016 2173
2017 3141
2018 2514
0 1 2 3 [ 7 8 9 10 1 1z 13 14 15 1e 17 18 15 20 21 22 23 24 25 26 27 28 25 30 31 32 32
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TRS Portal - Expenditures

Select Cost Metric
Total Allowed Amount Medical
Average Total Medical Cost PMPY
Total Rx Cost
Average Rx Cost PMPY
Total Cost (Medical and Rx)

Average Total Cost PMPY (Medical and Rx)

Employee Enrollment Status
M Active

M cobra

M Retiree

W Total

Average Total Cost PMPY (Medical and Rx)

Self/Dependent Enrollment Status

Active self
M Active Dependent
[ Cobra Self
[l Cobra Dependent
M retiree Self
M Retiree Dependent

TRS TEACHER RETIREMENT SYSTEM OF TEXAS

Average Total Cost PMPY (Medical and Rx)

2016 2017 2018 Fiscal Year EE Status | Average Total Cost PMPY (Medical and Rx)
it 089
—_ 429,064 2016 Active Self 34,
= Active Dependent $2.765
E Cobra Self 525,182
Tuu Cobra Dependent $11.805
B $20,613 2017 Active Self 35,000
= $18,548 Active Dependent 34,026
=
% Cobra Self $39.103
; Cobra Dependent $12,492
o 2018 Active Self
= 410,230
] g Active Depencent
= 4 Cobra Self 525704
2 5,839
g $3.559 44,082 $5.278 Cobra Dependent
g Retiree Self $12328
= $0M Retiree Dependent
Active Cabra Total Active Cabra Total Active Cobra Petires Total |$0K 55K S10K S15K 320K 325K 530K $35K $40K
Select Employee Enrollment Status
Active
Cobra
Retiree
By Age Group
Age Group  Fiscal Year Average Total Cost PMPY (Medical and Rx)
0-19 2016
2017
2018
20-34 2016
2017
2018
35-44 2016
2017
2018
45-54 2016
2017
2018
55-54 2016
2017
2018
574 2016
2017 512473
2018
75+ 2016 $12.168
2e17 $20,055
2018 $17.160
S0K $1K $2K £3K $4K $5K $6K S7K $8K $9K S10K $11K $12K $13K $14K $15K $16K 17K $18K $19K $20K $21K
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TRS Portal — Active Benchmark Cost

M ~verage Total Cost Medical PMPY
[ | Average Total Cost Medical PMPY Benchmark

Average Total Cost Medical PMPY

$7,000

$6,000 High: 55,674

45,155

$5,000

$4,000

$3,000

Average Total Cost Medical PMPY

$2,000

$1,000

o s
2016

Fiscal Year
2016
2017
2018

High: $5,531

$5,028

2017

High- $5,166
_ 34,895

2018

Average Total Cost Medical PMPY by Age Group

2018

M ~verage Total Cost Rx PMPY
[ | Average Total Cost Rx PMPY Benchmark

Average Total Cost Rx PMPY

37,000

$6,000

$5,000

$4,000

$3,000

Average Total Cost Medical PMPY

$2,000

51,147 $1,150 $1,139

31,000 [ =]

$0
2016 2017 2018

Average Total Cost Rx PMPY by Age Group

M 2verage Total Cost PMPY
[ | Average Total Cost PMPY Benchmark

Average Total Cost PMPY

S I

$7,000 (6935 56,956 High- $6, 796

46,206 High: §6,418

$6,178
$6,000

$5,000

$4,000

$3,000

Average Total Cost PMPY

$2,000

$1,000

o s0
2016 2017 2018

Average Total Cost PMPY by Age Group

2018

$20,000

$15,000

510,000

Average Total Cost Medical PMPY

0-19 20-34

35-44

4554

$14,738

55-64 65-74 75+

2018
$20,000

-

a

=

2 ¢15.000

T

o

©

4
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]

S

§ $10,000

B

o

=

8

B

< $5000

0-19 20-34 35-44 45-54 5564 6574

75+

$20,000

$15,000

$10,000

Average Total Cast PMPY

35-44

45-54

55-64 65-74

$15,088

$18,063

75+
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TRS Portal - High Cost Claimants

High Cost Claimants with with PMPY >=$100,000

Unique Count

2016 2017

Select Claims Metric
Total Medical Claims Count
Average Medical Claims Count
Total Rx Scripts Count
Average Rx Scripts Count

Employee Enrollment Status
M Active HCC

M cobra HCC

[ Retires HCC

Average Medical Claims Count

2018 2016

2017

TRS TEACHER RETIREMENT SYSTEM OF TEXAS

2018

2000 1,308

1500

1129

1000

Member Year

00

2% 7

Active HCC  CobraHCC  Retiree HCC | Active HCC

Select Cost Metric
Average Total Medical Cost PMPY
Average Rx Cost PMPY
Averzge Total Cost PMPY (Medical and Rx)

Average Total Medical Cost PMPY

Fiscal Year EE Status ‘

Cobra HCC  Retiree HCC

1s36 205.7
- 200

150
1328

1,016

Average Medical Claims Count

50

65

Active HCC - Cobra HCC Retires HCC Active HCC CobraHCC  Retiree HCC

Average Total Medical Cost PMPY

2223

1327

Active HCC  Cobra HCC

1119

Retiree HCC | Active HCC

178.3

Cobra HCC

Retires HCC

2016 Active HCC
Cobra HCC

Retiree HCC

$193K

$238K

2017 Active HCC
Cobra HCC

Retiree HCC

$293K

2018 Active HCC
Cobra HCC

Retiree HCC

$179K

$227K

$20,000 $40,000 $60,000

$80,000 $100,000 $120,000 $140,000 $160,000 $180,000 $200,000

$220,000 $240,000

$260,000

$280,000

$300,000
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TRS Portal - Utilization

Admission/Visit Type Select Utilization Metric

ED Visits Rate M Active

Acute Hospital Admission Count of Admissions/Visits W cobra

Acute Hospital 30 Day Readmission W Retiree
W Total

Acute Hospital Admission: Rate Per 1000 MY

2016 2017 2018
200 15038
182.85
158.7%

150
>
=
[=]
=]
=
§ 100
o
@
o
I
o

50.72
50| 4203 44.57

36.96 37.44 3093
0 [ — S

Active Cobra Retiree Total | Active Cobra Retirse Total | Active Cobra Retiree Total

Select Employee Enrollment Status

Active
Cobra
Retiree
By Age Group
Age Group  Fiscal Year
0-13 2016 I, =1 0
2017 B
2018 I, ¢
20-34 2016 e =
2017 I, 2>
2018 I -
3544 2016 e s
2017 I 2
2018 I > <
45-54 2016 I, - =
2017 I 0 55
2018 I -2
5564 2016 —
2017 I 2
2018 I =55
6574 2016 1] 75 62

75+ 2016

Employee Enrollment Status

Self/Dependent Enrollment Status

Active Self M Retiree Self
W Active Dependent M Retiree Dependent ! THSTEMNHHEMBITSVSTEMUFM
[ CobraSelf

Ml CobraDependent

Rate Per 1000 MY

Fiscal Year EE Status

2016

2017

2018

Rate Per 1000 MY

Active Self 4537
Active Dependent NN

Cobra Self 58061
Cobra Dependent | NN 4535

Retiree Self | 0.69

Retiree Dependent [N 2071

Active Self 55.22

Active Dependent [N 4295

Cobra Self e 267 64
Cobra Dependent | NN - 25

Retiree Self 1141

Retiree Dependent [N 1862

Active Self 4204

Active Dependent [N 25.16
Cobra Self
Cobra Dependent | /&.04
Retiree Salf |131

Retiree Dependent [l

0 20 40 60 80 100 120 140 160 180 200 220 240 260 280 300

Rate Per 1000 MY

100 110 120 130 140 150 160 170 180 150 200 210
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TRS Portal — Active Benchmark Utilization

M Rate Per 1000 MY of Acute Hospital Admissicns
M Rate Per 1000 MY of Acute Hospital Admissions Benchmark

Rate Per 1000 MY of Acute Hospital
Admissions

5205 52.23

o w £ n
=] =] =] =]

Rate Per 1000 MY of Acute Hospital Admissions
=
o

2016 2017 2018

Fiscal Year
2016
2017
2018

Rate Per 1000 MY of Acute Hospital Admissions
2018

M rate Per 1000 MY of Emergency Visits
W Rate Per 1000 MY of Emergency Visits Benchmark

Rate Per 1000 MY of Emergency Visits

M rate Percent for Acute Hospital 30 Day Readmi
M Rate Percent for Acute Hospital 30 Day Readmissions Benchmark

ions

FTRSmwmsmmsmasm

Rate Percent for Acute Hospital 30 Day Readmissions

=50 236.22 238.17

= 1 r
=} w =1
5 =] =1

Rate Per 1000 MY of Emergency Visits

w
=]

2016 2017 2018

Rate Percent for Acute Hospital 30 Day Readmissions

Rate Per 1000 MY of Emergency Visits

| 2018

2016

2017 2018

Rate Percent for Acute Hospital 30 Day Readmissions

2018

Rate Per 1000 MY of Acute Hospital Admissions

55-64

r [l o= w
& & o =1
5] 5 [S] [S]

Rate Per 1000 MY of Emergency Visits

=
=1
=]

0-13 20-34 35-44 45-54

5365

55-64 6574 75+

14%

.
Fa
&

10%

@
&

6%

4%

2%

Rate Percent for Acute Hospital 30 Day Readmissions

0-13

20-34 35-44 45-54 55-64 55-74 75+
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TRS Portal — Utilization Cost

Admission/Visit Type Select Utilization Cost Metric

Employee Enrollment Status

Self/Dependent Enroliment Status

850 Visits 8TﬂtalAllowed Amount W active Active Self M Retiree Self
Acute Hospital Admission Average Allowed Amount Per Visit W cobra M Active Dependent M Retiree Dependent TRS TEAGHER RETIREMENT SYSTEM OF TEXAS
[ Retires 1 Cobra Self
W Total Il Cobra Dependent
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TRS Portal — Active Benchmark Utilization Cost
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TRS Portal - Condition Demographics

Condition
Diabetes

Select Condition Metric Employee Enroliment Status

Unique Count M Active

Member Year M cobra
M Retiree
W Total

Prevalence Rate for Diabetes

2016 2017 2018
17.1%
015
12.1%
2
&
o
2 0.10
a8
s
i R 71% .
= £.0%
0.05
0.00
Active  Cobra  Retiree  Total Active Retiree  Total Active  Cobrs  Retiree  Total
Select Employee Enrollment Status
Active
Cobra
Retiree
Member Year for Diabetes by Age Group
Age Group Fiscal Year Member Year
0-18 2015 e
2017 476(0.4%)
2018 W 457 (0a)
20-34 2016 1865 (LE%)
2017 I 27 (285
2018 I, =075 (3.0%)
3544 2016 DU ey
2017 I =243 (57
2018 I, =751 (7 4%
45-54 2016 e
2017 I, 10115 (12.3%)
2018 1 1082 (12.15)
55-64 2016 T ey
2017 s 12.047 (12.8%)
2018 Y =253 (19.6%)
£5-74 2016 [ 1861020.4%)
2017 I 2 (225
2018 2,238 (25.2%)
75+ 2016 | s (250%)
2017 l 100 (27.6%)
2018 J 125(20.1%)

0K 1K 2K 3K 4K 5K 6K 7K 8K 9K 10K 11K 12K 13K 14K

Self/Dependent Enrollment Status
Active Self

M 4ctive Dependent

[ CobraSelf

Ml CobraDependent

M retiree Self

M retiree Dependent

Member Year for Diabetes

2016 2017
50K
37,533
40K
32,868
= (7.3%)
3
= 26,774
= 30K
o
=
D
=
10,642

117 186
(7.7%) (12.7%)
Active  Cobra  Retiree  Total  Active  Cobra
Member Year for Diabetes
Fiscal Year EE Status
2016 Active Self
Active Dependent | 3.829 (2.4%)
Cobra Self
Cobra Dependent
Retiree Self I 374 (16.6%)
Retiree Dependent [ 2.257 (7.4%)
2017 Active Self
Active Dependent | 2420 (2.7%)
Cobra Self | 173 (18.2%)
Cobra Dependent | 23(4.0%)
Retiree Self D 8,75 (19.7%)
Retiree Dependent [ 2.737 (9.4%)
2018 Active Self
active Dependent | 3520 (2.6%)
Cobra Self | 171 (27.6%)
Cobra Dependent | 36(5.8%)
Retiree Self P 10,336 (21.0%)

Retiree Dependent [ 2.595 (20.5%)

0K 5K 10K 15K

Retirse

THS TEACHER RETIREMENT SYSTEM OF TEXAS

Member Year

2018
47,817
45,550 (9.39%)
(8.5%)
34,680
(7.5%)
12,331
(17.1%)
207
(13.1%)
Total | Active Cobra Retiree  Total
22,885 (B.3%)
28,426 (10.0%)
30,760 (10.8%)
20K 25K 30K 35K

F-39



TRS Portal — Condition Cost

Condition Select Condition Cost Metric Employee Enroliment Status Self/Dependent Enrollment Status
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TRS Portal — Condition Utilization
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Appendix G. Data Analysis for Quality Assessments

Data Enhancement

The UTHealth Center for Health Care Data uses sophisticated tools that allow the
data to be interpreted across platforms thereby creating opportunities to make the
data more conducive to interpretation. For example, additional software will be
applied to create additional fields that convert codes to text, such as diagnoses
codes to text descriptions. Group diagnostic categories in hierarchical categories
and Major Diagnostic Categories (MDCs) will be added. Groupers (software that
categorizes data) shall be applied to like procedures as well as to prescription drugs
to identify therapeutic categories. Consistent Diagnostic Related Groups (DRGS) in
both All Patient Refined (APR) DRGs and Medicare Severity (MS) DRGs will be
compiled. The 3M™ Potentially Preventable Events (PPE) software shall be applied
to identify potentially preventable events.

Importantly, an elaborate process will be added to link claims and encounters to
identify and group claims related to an event or an episode. For example, an
Inpatient Event would join all claims related to that event and assign a common
and unique admission number, allowing a full view of all combined services
(professional and facility) during the hospitalization. In addition, “episodes” are
created that link claims to a common episode of care across time. Analyses of
episodes can be performed to assess episode-payment options.

Pre-identified markers for common or select disease states and conditions are
developed in this phase using validated and commonly accepted methodology. This
allows for identification, for example, of all persons with diabetes from the time of
initial diagnosis to facilitate key disease-specific analyses.

The application of the Clinical Risk Groups (CRG) risk values to each individual
member allows for specific analysis of segments based on risk level. In relation to
trend analysis, the risk assessments can be used to predict future costs and
utilization. Overall risk value scores per population groups can be compared across
and within agencies. Risk adjustment can then be performed to revise expected
rates and could ultimately be used for projections.

Expected Rates

In addition to these enhancements to the aggregated plan data, there is an ongoing
process to conduct continuous updates and refreshes to a maintained data set that
provides expected rates for key metrics. An expected rate is similar to a



benchmark, except that a benchmark is used to mark a desired point of attainment,
whereas an expected rate is a point of measurement of common performance
based on an average for a given population. Expected rates are useful comparisons
of like populations that can be weighted and adjusted to fit the profile of the
population being analyzed to display a rate that would be expected given
comparable populations.

The expected rate considers the demographics and risk of the population and
adjusts observed rates of other plans to reflect the population under study. For
example, the expected rate of emergency room visits per 1000 may be somewhat
higher for a population where the average age is 49 compared to a population
where the average age is 41. Once expected rates are established for a given
population, observed rates can then be compared to identify both high performance
as well as opportunities for improvement. Thus, a comparison rate for appropriate
metrics is computed that indicates an expected level which we would expect to see
the plan report. Other considerations that may be included are geographic location
of the populations as well as adjustments for differences in plan design.

High Cost Claimants

Special focus will be given to individuals considered High Cost Claimants (HCCs),
defined here as claimants with annual medical and pharmacy expenses in excess of
$100,000. Particular attention will be given to the conditions responsible for the
high costs and patterns of utilization.

Prevalence Rates

Initial analysis has included prevalence rates for six conditions. Annual prevalence
rates report the proportion of persons in the population who have a particular
condition in that year. Prevalence rates for additional conditions will be added, with
a focus on chronic conditions or conditions with high expenditures. Diagnoses codes
are utilized to categorize key health conditions and disease states which are then
used to develop prevalence and incidence rates. According to the Centers for
Disease Control (CDC), 90% of annual health costs are attributable to persons with
chronic conditions or mental illness.® Therefore, it is important to assess population
health status, stratified by demographics. Unusual and unexpected prevalence rates

6 National Center for Chronic Disease Prevention and Health Promotion, “Health and
Economic Costs of Chronic Diseases,”
https://www.cdc.gov/chronicdisease/about/costs/index.htm (accessed June 23, 2020).
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will prompt further investigation. Prevalence rates for common conditions and
health care episodes shall include, but are not limited to:

Heart disease

Cerebrovascular disease
Diabetes

Hypertension

Hyperlipidemia

Arthritis

Musculoskeletal conditions
Chronic Obstructive Pulmonary Disease (COPD) & allied respiratory
conditions

Asthma

Acute and Chronic Bronchitis
Emphysema

Serious mental health conditions
Pregnancy

Births

Addiction

Incidence Rates

Along with prevalence rates, prevalence and, where possible incidence rates shall
be computed and presented stratified by group. Incidence rates differ from
prevalence as they report the initial occurrence of a condition or event. Per member
per year (PMPY) total costs will also be reported by incidence. Incidence rates for
non-chronic conditions shall include:

e Immunization rates

e (Cancer:

Breast cancer

Colon cancer

Lung cancer

Prostate cancer

Skin cancer

Depression

Reproductive health/Pregnancy
Low birth weight newborns

[
v v v v w
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As noted previously, when an anomaly is identified through condition review,
attention and further analysis of that population group follows to target the main
cost drivers and opportunities for action.

Utilization of Resources

Rates of utilization by setting are important key metrics to identify trends and cost
drivers. Rates are generally reported per 1000 population and will be shown, when
applicable, compared with the expected rate, which is adjusted for demographics
and risk. Specifically, rates of emergency department visits, acute inpatient
admissions and use of specialists can spotlight opportunities for action and cost
reduction. These metrics can be reported by population segments or health
conditions. Some key utilization rates have been reported with the initial data
findings. They will be expanded to include additional resources and settings such as
the following:

Acute inpatient hospitalizations

Rehabilitation hospitalizations

Psychiatric hospitalizations

Substance abuse hospitalizations

Skilled nursing facility

Emergency room visits

Observation stays

Freestanding emergency room and urgent care visits
Acute inpatient hospitalization days - length of stay
Rehabilitation days

Psychiatric days

Professional and physician visits

Prescription Drug use

Physical Therapy

Utilization of Preventive Services

Preventive services are included within health benefit plans and are highly
encouraged as means for screenings and early identification of conditions. The rate
of utilization of age and gender appropriate preventive services shall be reported
for, but not limited to, the following:

e Physical exam (annual)
e Colorectal cancer screening
e Breast cancer screening
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Cervical cancer screening
Immunizations (influenza, pneumonia)
Smoking cessation

Weight counseling

Pharmacy Utilization

Pharmacy utilization shall be reviewed in greater detail by assessing medication
usage and payments by therapeutic categories and classes of medications
including, but not limited to, the following with special interest in their relationship
to other key measures:

Antidepressants

Anti-Anxiety

Psychotic and Bipolar Disorders
Cancer drugs (chemotherapy)
Tobacco Cessation (prescribed)
Antibiotics

Specialty drugs and biologics
Disease modifying therapies

Additionally, the use and cost trend of specialty drugs will be reviewed with
attention to a member’s co-pay. If indicated, maintenance medication adherence
for chronic disease states can be assessed to inform disease management
strategies.

Quality Measures

The Healthcare Effectiveness Data and Information Set (HEDIS®) is a set of
performance measures used to report on quality in the managed care industry.
HEDIS, along with the National Quality Forum (NQF), endorse measures for use
with administrative claims and encounters data to report quality metrics, frequency
of selected procedures and other key metrics.

Selected measures will be computed and reported as indicated. Variations noted
when comparing these results with expected rates can identify possible
opportunities to designate centers or providers of excellence for value-based
contracting opportunities.
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Additionally, the Agency for Healthcare Research and Quality’s (AHRQ) Quality
Indicators™ measures will be derived for each agency. The AHRQ indicators include
the following:

e Prevention Quality Indicators (PQIs): AHRQ identifies ambulatory care
sensitive conditions, defined as 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;

e Inpatient Quality Indicators (IQIs): These indicators reflect quality of
care inside hospitals and include: inpatient mortality; utilization of
procedures for which there are questions of overuse, underuse, or misuse;
and procedures for which there is evidence that a higher volume is
associated with lower mortality;

o Patient Safety Indicators (PSIs): These indicators focus on potentially
preventable instances of complications and other iatrogenic events resulting
from exposure to the health care system; and

e Pediatric Quality Indicators (PDIs): These indicators reflect the quality of
care for children and neonates inside hospitals (provider-level indicators) and
identify potentially avoidable hospitalizations among children (area-level
indicators).

Specific Procedures or Events

An analysis of specific procedures or health events may also be conducted to
identify unexpected rates, trends, costs, or inappropriate utilization. Some
examples include, but are not limited to, the following:

Cesarean section (C-Section) rates and outcomes
Pregnancy outcomes

Neonatal Intensive Care Unit (NICU) admission rate
Cancer treatment and providers, centers of excellence
Hip replacement

Knee replacement

Magnetic Resonance Imaging (MRI)

Coronary Artery Bypass Grafting (CABG)

Cardiac catheterization

Back surgeries

Overuse of antibiotics
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Appropriateness

Other financial metrics will include indicators of provider network adequacy and
assessment of out-of-network utilization. For example, an evaluation of “surprise
billing” from non-network providers seen in the emergency room or for anesthesia
could be conducted to assess the impact to members. Additionally, overpayment

analyses can include reviewing payments made for claims in excess of billed
charges.
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	Executive Summary 
	The 2020-21 General Appropriations Act (GAA), House Bill (H.B.) 1, 86th Legislature, Regular Session, 2019 (Article IX, Health Related Provisions, Section 10.06) requires state agencies that pay for the health care of Texans to coordinate data to identify outliers and improvements for efficiency and quality that can be implemented within each healthcare system. Section 10.06 identified five key agencies as providers of health care benefits:  
	● Department of State Health Services (DSHS) which promotes and protects the health of all Texas residents; 
	● Department of State Health Services (DSHS) which promotes and protects the health of all Texas residents; 
	● Department of State Health Services (DSHS) which promotes and protects the health of all Texas residents; 

	● Employees Retirement System of Texas (ERS) for active and retired State and certain higher education employees and their dependents;  
	● Employees Retirement System of Texas (ERS) for active and retired State and certain higher education employees and their dependents;  

	● Health and Human Services Commission (HHSC) for persons enrolled in Medicaid and the Children’s Health Insurance Program (CHIP);  
	● Health and Human Services Commission (HHSC) for persons enrolled in Medicaid and the Children’s Health Insurance Program (CHIP);  

	● Texas Department of Criminal Justice (TDCJ) for incarcerated persons in the State prison system; and 
	● Texas Department of Criminal Justice (TDCJ) for incarcerated persons in the State prison system; and 

	● Teacher Retirement System (TRS) for active and retired school and public education employees and their dependents. 
	● Teacher Retirement System (TRS) for active and retired school and public education employees and their dependents. 


	Section 10.06 requires the agencies to submit a report to the Legislative Budget Board (LBB) and the Office of the Governor no later than September 1, 2020. The report must describe: coordination activities; efficiencies identified; individual agency policies and practices that have been improved due to the application of the data; and recommendations on future ways to reduce cost and improve quality of care in each health care system. 
	 
	Coordination Activities 
	Coordination activities began as early as July 2019 and included:  
	● Establishing the 5 Agencies Project Workgroup (Workgroup) comprised of representatives from the five agencies and from The University of Texas Health Science Center at Houston (UTHealth) Center for Health Care Data (Data Center) to facilitate compliance with the rider.  
	● Establishing the 5 Agencies Project Workgroup (Workgroup) comprised of representatives from the five agencies and from The University of Texas Health Science Center at Houston (UTHealth) Center for Health Care Data (Data Center) to facilitate compliance with the rider.  
	● Establishing the 5 Agencies Project Workgroup (Workgroup) comprised of representatives from the five agencies and from The University of Texas Health Science Center at Houston (UTHealth) Center for Health Care Data (Data Center) to facilitate compliance with the rider.  

	● Creating of a scope of work with tasks and deliverables organized in a phased timeline for accomplishing the project goals and objectives.  
	● Creating of a scope of work with tasks and deliverables organized in a phased timeline for accomplishing the project goals and objectives.  


	● Developing a charter to govern the relationship among the agencies and to define decision-making processes. 
	● Developing a charter to govern the relationship among the agencies and to define decision-making processes. 
	● Developing a charter to govern the relationship among the agencies and to define decision-making processes. 

	● Creating two subcommittees, a Strategic Governance Subcommittee to provide direction and oversight for Workgroup actions and a Data Subcommittee consisting of agency representatives knowledgeable on the required data elements, formats, and limitations to work directly with the UTHealth Data Center on data aggregation and analyses. 
	● Creating two subcommittees, a Strategic Governance Subcommittee to provide direction and oversight for Workgroup actions and a Data Subcommittee consisting of agency representatives knowledgeable on the required data elements, formats, and limitations to work directly with the UTHealth Data Center on data aggregation and analyses. 


	 
	Efficiencies Identified 
	To begin coordination efforts, the workgroup developed of a set of comparable metrics from 255 different data sources. While the datasets all contained information on health care services and expenditures, they did so in different ways. For example, cost in one dataset could be based on paying for each service rendered to a patient, while another source could measure set fees paid to a provider per person per month. The five agencies partnered with the UTHealth Data Center to decipher each data source and h
	Despite the project’s complex initial administrative and technical tasks, representatives from the five agencies and the UTHealth Data Center have been successful in collecting and aggregating widely disparate data in varying formats from multiple sources on an extremely large scale. Specifically, this project is storing 680.3 gigabytes of data coming from 255 data sources comprising over 405 million health records (e.g., claim, visit, encounter, prescription). This amounts to an estimated 9.4 million perso
	The agencies created data warehouses ahead of schedule for each of the four agencies contributing data during the first year of the project.1 These data warehouses were completed between one and four months after receiving data from each agency. A fifth comparative warehouse was then developed incorporating data from all four agencies.  
	1DSHS can provide data as needed to supplement the new warehouses and support specific quality improvement and value-based initiatives; however, the agency was not a data contributor for the initial phase of the project. 
	1DSHS can provide data as needed to supplement the new warehouses and support specific quality improvement and value-based initiatives; however, the agency was not a data contributor for the initial phase of the project. 

	From the data warehouses, secure interactive data portals for each agency provide authorized users access to data that has been formatted and organized to allow for viewing of agency-specific information. Most importantly, a fifth interactive data 
	portal provides meaningful comparisons across all agencies. These portals are currently in beta version and will be updated with enhanced analytics and increased functionality in fiscal year 2021.  
	For the first time, meaningful analytics can be efficiently performed across the state’s health care agencies. The aggregation of data and standardization of analytical and reporting processes using a single, qualified data analytics service eliminates possible variations in statistical methodology and allows reported metrics to be derived in a consistent manner to ensure comparability across agencies. This cross-agency capability is a valuable complement to each agency’s own substantial analytic efforts. 
	 
	Improvements to Agency Policies and Practices 
	Data aggregation and standardization was the key deliverable in the initial year of the project. In addition, the workgroup was able to identify improvements to agency policies and practices that resulted from the application of the data.  
	The most notable successes are:  
	● The practice of regular contributions to an aggregated data warehouse in one location and one format for producing cross-agency comparisons and the establishment of associated data transfer and sharing practices and policies to facilitate future data exchanges;  
	● The practice of regular contributions to an aggregated data warehouse in one location and one format for producing cross-agency comparisons and the establishment of associated data transfer and sharing practices and policies to facilitate future data exchanges;  
	● The practice of regular contributions to an aggregated data warehouse in one location and one format for producing cross-agency comparisons and the establishment of associated data transfer and sharing practices and policies to facilitate future data exchanges;  

	● The establishment of data validation processes to ensure data completeness and validity and accurate reporting and cross-agency comparisons; and 
	● The establishment of data validation processes to ensure data completeness and validity and accurate reporting and cross-agency comparisons; and 

	● Access to data portals that allow agencies to visualize different data categories (e.g., demographics, utilization, expenditures), see trends across years, and make comparisons among populations (e.g., age groups, enrollment statuses, gender. For most agencies, this is the first time they have had access to this type of comparative data.  
	● Access to data portals that allow agencies to visualize different data categories (e.g., demographics, utilization, expenditures), see trends across years, and make comparisons among populations (e.g., age groups, enrollment statuses, gender. For most agencies, this is the first time they have had access to this type of comparative data.  


	Other achievements impacted specific individual agency practices. For example, the processes of identifying and diagramming data sources and types, as well as aggregating data in one location, have improved data reporting for TDCJ and have led to a better understanding of their population’s health care needs and service utilization. In addition, the UTHealth Data Center’s logic and coding for claims data analyses has assisted TRS in establishing processes for their internal claims data analyses. 
	 
	Recommendations 
	Recommendations to reduce cost and improve quality of care in each health care system are expected in fiscal year 2021. Now that the data have been aggregated into comparable models, the agencies individually and collectively have a basis to select areas for additional study with the goal of identifying interventions to reduce cost and improve quality of care in each health care system, per Section 10.06.  The workgroup will also use this data to develop common strategies for responding to critical, emergin
	The strong collaboration and data analysis efforts fostered in year one will continue throughout the second year of the project, with a focus on providing data informed recommendations for programs, services, policy, or other strategies to implement and improve best practices, create service efficiencies, and improve resource allocations. These strategic discussions will result in recommendations and evaluations on potential value-based payment strategies, including opportunities for episode-based bundling 
	 
	Next Steps 
	Work beyond the initial two-year project has the potential to drive meaningful improvements in health care outcomes, costs, and delivery models. Web-based data portals created for this project are powerful tools that can be used to visualize population health status, cost and utilization data and trends across years. Most importantly, the robustness and detail offer the opportunity to continuously drive improvement by identifying the critical factors that have the greatest impact within a strategy or progra
	1. Introduction 
	This project, referred to as “The 5 Agencies Project,” provided the five agencies named in Section 10.06 and UTHealth with a framework for undertaking an unprecedented and productive examination of the impact of their programs on the health of Texans. 
	This report summarizes the activities and outcomes of the first year of this initial two-year project, which runs from September 1, 2019 to August 31, 2021 and follows the directive from Section 10.06 to: 
	● Collaborate and develop a comprehensive structure for an integrated health care information system that will be used to compare data related to the health care systems funded by appropriations made to these agencies; 
	● Collaborate and develop a comprehensive structure for an integrated health care information system that will be used to compare data related to the health care systems funded by appropriations made to these agencies; 
	● Collaborate and develop a comprehensive structure for an integrated health care information system that will be used to compare data related to the health care systems funded by appropriations made to these agencies; 

	● Extract and receive data from agencies and agency vendors, convert data to standardized variables and values within the data warehouse and load data into the integrated health care information system; 
	● Extract and receive data from agencies and agency vendors, convert data to standardized variables and values within the data warehouse and load data into the integrated health care information system; 

	● Create the foundation to analyze and compare health care data, including outcome measures, to identify individual benchmark and progress data for each agency and outliers and improvements for quality and efficiency that can be implemented within each health care system; and  
	● Create the foundation to analyze and compare health care data, including outcome measures, to identify individual benchmark and progress data for each agency and outliers and improvements for quality and efficiency that can be implemented within each health care system; and  

	● Facilitate cross-agency analyses that give policy-makers a more comprehensive picture of healthcare quality and efficiency in Texas than is currently available. 
	● Facilitate cross-agency analyses that give policy-makers a more comprehensive picture of healthcare quality and efficiency in Texas than is currently available. 


	With the continuation of the project and contract with UTHealth, future steps will include: 
	● Trend analyses; 
	● Trend analyses; 
	● Trend analyses; 

	● Recommendations for programs, services, policy, or other strategies to implement identified best practices; 
	● Recommendations for programs, services, policy, or other strategies to implement identified best practices; 

	● Recommendations and evaluations on current potential for value-based payment strategies, including opportunities for episode-based bundling and pay for quality initiatives to maximize quality and reduce expenditures;   
	● Recommendations and evaluations on current potential for value-based payment strategies, including opportunities for episode-based bundling and pay for quality initiatives to maximize quality and reduce expenditures;   

	● Implementation of identified value-based payment strategies within and across agencies;  
	● Implementation of identified value-based payment strategies within and across agencies;  

	● Analysis of effectiveness of implemented strategies across years; and 
	● Analysis of effectiveness of implemented strategies across years; and 

	● Analyses that consider the impact of the COVID-19 pandemic. 
	● Analyses that consider the impact of the COVID-19 pandemic. 


	This report summarizes actions taken in the first 12 months of this project. To administer the data comparison, the agencies and the UTHealth Data Center met at least quarterly to carry out coordination activities. Considerable preparatory work was required to engage in legal agreements such as an Interagency Cooperative Contract (ICC), Memorandums of Understanding (MOUs) for data use and Business Associate Agreements (BAAs), some of which were accomplished before January 2020. Although the final interagenc
	Data sharing can be challenging, especially when data is considered Protected Health Information (PHI) and is subject to the Health Insurance Portability and Accountability Act (HIPAA) privacy rules; however, many obstacles were overcome and are noted within this report. Early and initial resolution of such obstacles has helped to lay a foundation for long term success in this endeavor. 
	  
	2. Background 
	Texas has identified the rising cost of health care as a key issue affecting State finances. The 2018-19 GAA, Senate Bill (S.B.) 1, 85th Legislature, Regular Session, 2017 (Article IX, Health Related Provisions, Section 10.06), required HHSC to coordinate with DSHS, ERS, TDCJ and TRS to develop recommendations and a comprehensive plan for an integrated health care information system that can be used to compare data related to the health care systems funded by appropriations made to these agencies.2 The five
	 
	 
	3 Health and Human Services Commission, “Analysis of Certain Healthcare Data”, May 1, 2018, 
	3 Health and Human Services Commission, “Analysis of Certain Healthcare Data”, May 1, 2018, 
	https://hhs.texas.gov/reports/2018/05/analysis-certain-healthcare-data
	https://hhs.texas.gov/reports/2018/05/analysis-certain-healthcare-data

	. 


	A companion rider in the 2018-19 GAA (Article IX, Health Related Provisions, Section 10.07) required HHSC, ERS and TRS (agencies with a large proportion of their budget dedicated to health care expenditures) to share information and collaborate, where possible, on approaches to improve value in their systems.
	A companion rider in the 2018-19 GAA (Article IX, Health Related Provisions, Section 10.07) required HHSC, ERS and TRS (agencies with a large proportion of their budget dedicated to health care expenditures) to share information and collaborate, where possible, on approaches to improve value in their systems.
	2
	2

	  

	The five named agencies submitted a report to the LBB and the Office of the Governor on May 1, 2018, describing similarities and differences among the programs, cost drivers and cost containment initiatives, options for meeting the goals of the rider and lessons learned, including the need to adjust for demographic and health acuity differences among populations for making valid comparisons among programs.3 The workgroup reported that meaningful data comparisons were achieved in the pilot with the UTHealth 
	The workgroup, which now includes UTHealth, met in July 2019 to prepare for transitioning from a pilot project to a comprehensive information system. In the current phase, the UTHealth Data Center is working with the workgroup to build the infrastructure and conduct the analyses needed to facilitate the comparison of health care data within each agency and across all agencies to assess population health, utilization of health care services and expenditures. The main deliverable for the project’s first year 
	 
	3. Project Output and Accomplishments 
	Interagency Coordination 
	Since the project started September 1, 2019, the full workgroup has met six times and continues to meet bi-monthly to facilitate analytics, discuss and interpret findings and collaborate on meeting project goals and objectives. In addition, two subcommittees were established to meet monthly, the Strategic Governance Subcommittee and Data Subcommittee. 
	In the initial stage of the project, the workgroup focused on infrastructure development, executing contracts and agreements, developing timelines with project milestones, development of a network of data warehouses and the acquisition of data from multiple agencies. Some of the first documents developed to facilitate organization and flow of the project were the following:  
	● Estimated Project Timeline (Appendix A): a flowchart illustrating the major milestones of the project, the amount of time each task was estimated to take and the milestone completion date (noted in green). For the analysis of the data across agencies, the process flows linearly, and completion of each milestone is dependent on successful completion of those prior. Each agency also flowed through the timeline individually, and the status of each agency’s data and analysis occurred at different points in th
	● Estimated Project Timeline (Appendix A): a flowchart illustrating the major milestones of the project, the amount of time each task was estimated to take and the milestone completion date (noted in green). For the analysis of the data across agencies, the process flows linearly, and completion of each milestone is dependent on successful completion of those prior. Each agency also flowed through the timeline individually, and the status of each agency’s data and analysis occurred at different points in th
	● Estimated Project Timeline (Appendix A): a flowchart illustrating the major milestones of the project, the amount of time each task was estimated to take and the milestone completion date (noted in green). For the analysis of the data across agencies, the process flows linearly, and completion of each milestone is dependent on successful completion of those prior. Each agency also flowed through the timeline individually, and the status of each agency’s data and analysis occurred at different points in th

	● Data Analysis Plan (Appendix B): a detailed strategy for data collection, data aggregation, data quality checks and data analyses.  
	● Data Analysis Plan (Appendix B): a detailed strategy for data collection, data aggregation, data quality checks and data analyses.  

	● Agency Data Resources (Appendix C): visual depictions of the various types of data included in the analysis and the sources of the data for each agency. These schematics demonstrate the value in data assembly and reporting for each individual agency as well as the challenges related to data collection; they were referred to repeatedly in the data collection and quality review process.  
	● Agency Data Resources (Appendix C): visual depictions of the various types of data included in the analysis and the sources of the data for each agency. These schematics demonstrate the value in data assembly and reporting for each individual agency as well as the challenges related to data collection; they were referred to repeatedly in the data collection and quality review process.  

	● Scope of Work (SOW) (Appendix D): an attachment to the contract between UTHealth and HHSC that serves as a cornerstone for coordinating the project’s trajectory and details the following information: the directive from the legislature; project background; a summary of the overall objectives of the project for the current funding period, as well as what could be accomplished in future years; detailed lists of tasks and deliverables that 
	● Scope of Work (SOW) (Appendix D): an attachment to the contract between UTHealth and HHSC that serves as a cornerstone for coordinating the project’s trajectory and details the following information: the directive from the legislature; project background; a summary of the overall objectives of the project for the current funding period, as well as what could be accomplished in future years; detailed lists of tasks and deliverables that 


	serve to accomplish the project goals and objectives, organized in a phased timeline (Phases I - IV); and a few basic details about the contract and payment structure.   
	serve to accomplish the project goals and objectives, organized in a phased timeline (Phases I - IV); and a few basic details about the contract and payment structure.   
	serve to accomplish the project goals and objectives, organized in a phased timeline (Phases I - IV); and a few basic details about the contract and payment structure.   

	● Charter (Appendix E): a document to govern the relationship among the agencies and provide guidance for decision-making. This document includes many details such as workgroup scope, subcommittees, critical success factors, assumptions, constraints, decisions, and membership. 
	● Charter (Appendix E): a document to govern the relationship among the agencies and provide guidance for decision-making. This document includes many details such as workgroup scope, subcommittees, critical success factors, assumptions, constraints, decisions, and membership. 

	● Shared Resources Site: a secure password-protected site that uses a secure file-sharing platform (Kiteworks) that enables all workgroup members’ access to file sharing, including very large files. 
	● Shared Resources Site: a secure password-protected site that uses a secure file-sharing platform (Kiteworks) that enables all workgroup members’ access to file sharing, including very large files. 


	 
	Efficiencies Identified  
	From past projects, the workgroup learned there are variations between agencies that create challenges for comparing cross-agency data and reaching accurate conclusions. For example, the five agencies vary greatly in the populations they cover, the data available for cross-agency comparison and their data collection and reporting practices. Despite these known distinctions and the project’s complex legal and technical requirements, representatives from the five agencies and the UTHealth Data Center have wor
	 
	Primary Efficiency – Standardization of Complex Data Across Agencies 
	The workgroup developed solutions to the agencies’ data variances and standardized data across agencies and data sources to allow for comparisons and accurate reporting. This aggregation of cross-agency data is a key achievement and has resulted in an efficient data analytics platform for the workgroup. A related efficiency has been realized from standardized analytical and reporting processes across agency reports which is a result of using a single, qualified data warehouse and analytics organization, the
	 
	  
	Key Successes in Achieving Standardization 
	 
	Large Scale Data Collection 
	The workgroup has been successful in collecting and aggregating widely disparate data, in varying formats, from multiple sources and on an extremely large scale. Specifically, 680.3 gigabytes of data coming from 255 data sources comprising over 405 million health records (claim, visit, encounter, prescription) for an estimated 9.4 million persons over approximately three fiscal years and representing over $96 billion in total dollars expended.  
	 
	Rapid Development of Data Warehouses 
	The extensive effort of data collection and aggregation resulting in the primary standardization efficiencies described above has also involved other key successes for cross-agency efficiencies. These include the creation of five separate data warehouses that contain the data used to populate secure interactive agency data portals that were developed earlier than anticipated. Four data warehouses were initially created (one for each agency currently contributing data), and then the comparative warehouse was
	 
	Early Development of Portals 
	Early creation of agency data portals, with access given to agency representatives, allowed for coordination in data validation and review of reported rates and metrics. The section below (
	Early creation of agency data portals, with access given to agency representatives, allowed for coordination in data validation and review of reported rates and metrics. The section below (
	Interactive Data Portals that Demonstrate Initial Cross-Agency Comparison of Health Care Data
	Interactive Data Portals that Demonstrate Initial Cross-Agency Comparison of Health Care Data

	) provides detailed information about the data portals. 

	 
	Other Key Initial Findings  
	Other important benefits related to efficiencies that have been achieved are summarized as follows: 
	1. Initial cross-agency analyses have highlighted differences in agencies’ data collection, services and populations served. Processes implemented through the 5 Agencies project have made this data more comparable allowing improved analyses of variations in utilization, expenditures, and outcomes. Additionally, changes that may be attributable to adjustments in plan/benefit design or vendor contracts can be tracked and reported across years to 
	1. Initial cross-agency analyses have highlighted differences in agencies’ data collection, services and populations served. Processes implemented through the 5 Agencies project have made this data more comparable allowing improved analyses of variations in utilization, expenditures, and outcomes. Additionally, changes that may be attributable to adjustments in plan/benefit design or vendor contracts can be tracked and reported across years to 
	1. Initial cross-agency analyses have highlighted differences in agencies’ data collection, services and populations served. Processes implemented through the 5 Agencies project have made this data more comparable allowing improved analyses of variations in utilization, expenditures, and outcomes. Additionally, changes that may be attributable to adjustments in plan/benefit design or vendor contracts can be tracked and reported across years to 


	identify trends to better understand and learn from changes in population and services delivered that might be adopted across agencies; 
	identify trends to better understand and learn from changes in population and services delivered that might be adopted across agencies; 
	identify trends to better understand and learn from changes in population and services delivered that might be adopted across agencies; 

	2. Initial reports defining costs/payments, population demographics and population health are critical for the identification of outlier areas and potential cost drivers that will prompt more detailed analyses in continuing phases of the project; 
	2. Initial reports defining costs/payments, population demographics and population health are critical for the identification of outlier areas and potential cost drivers that will prompt more detailed analyses in continuing phases of the project; 

	3. Additional state agencies and institutions have been identified that could be added to enhance the project in future years, e.g., juvenile justice system, state inpatient psychiatric hospitals, state supported living centers (SSLCs) and State universities’ and colleges’ employee health plans;  
	3. Additional state agencies and institutions have been identified that could be added to enhance the project in future years, e.g., juvenile justice system, state inpatient psychiatric hospitals, state supported living centers (SSLCs) and State universities’ and colleges’ employee health plans;  

	4. COVID-19 has also highlighted the advantages of an aggregated data project. The workgroup has discussed the opportunity, when data become available, to analyze impacts of COVID-19 on utilization and outcomes of key services by each agency; and 
	4. COVID-19 has also highlighted the advantages of an aggregated data project. The workgroup has discussed the opportunity, when data become available, to analyze impacts of COVID-19 on utilization and outcomes of key services by each agency; and 

	5. Future analyses on a finer geographic level using TRS, ERS and HHSC data, all of which provide coverage across Texas, will present an opportunity to evaluate rural health and health care needs. 
	5. Future analyses on a finer geographic level using TRS, ERS and HHSC data, all of which provide coverage across Texas, will present an opportunity to evaluate rural health and health care needs. 


	 
	Interactive Data Portals that Demonstrate Initial Cross-Agency Comparison of Health Care Data 
	UT Health, in conjunction with the workgroup agencies, created secure interactive agency data portals from the data warehouses to provide authorized users access to reports that have been formatted and organized to allow for retrieval of agency-specific information. The data within the data warehouses is linked to web-based Tableau® tools that support advanced data visualizations and reporting. Each agency’s interactive portal (currently in beta version) allows authorized users to select from multiple analy
	(Please note that the results in the screenshots are preliminary and are continually updated and revised as data checks are implemented and data refreshes occur.)
	Figure 1. Comparative Portal - Age Demographics 
	 
	Figure
	Figure 2. Comparative Portal - Prevalence Rates 
	 
	Figure
	 
	Figure 3. Comparative Portal – Expenditures 
	 
	Figure
	Figure 4. Comparative Portal – Utilization  
	 
	Figure
	 
	Figure 5. Comparison Portal - Utilization Cost 
	 
	Figure
	In addition to the comparisons shown above, examples of agency portals and the related tabs are found in Appendix F. Development of each reporting portal began as each agency’s data flowed through the process, running parallel to the data collection, quality assessment and analyses tasks underlying the reports. While the interactive portals for data reporting are among the final project deliverables and shown on the timeline late in the project cycle, these complex tools are integral to the project and will
	 
	Summary of Initial Data Analyses by Agency and Cross-Agency 
	This report provides a summary of initial data analyses for fiscal years 2016 through 2018, including: 
	• Demographic information on populations covered 
	• Demographic information on populations covered 
	• Demographic information on populations covered 

	• Costs/payments and trends for select population groups within each agency (note: for HHSC 2018 data did not become available until shortly after the drafting of this report) 
	• Costs/payments and trends for select population groups within each agency (note: for HHSC 2018 data did not become available until shortly after the drafting of this report) 

	• Key utilization facts and identify trends for select population groups within each agency 
	• Key utilization facts and identify trends for select population groups within each agency 

	• Key chronic conditions and prevalence rates, costs, and utilization for each population group within each agency 
	• Key chronic conditions and prevalence rates, costs, and utilization for each population group within each agency 

	• Comparative benchmarks or expected rates for payments, as well as utilization and prevalence rates when appropriate 
	• Comparative benchmarks or expected rates for payments, as well as utilization and prevalence rates when appropriate 

	• High cost claimant trends and identify trends for select population groups within each agency 
	• High cost claimant trends and identify trends for select population groups within each agency 

	• Assemble data, analyses, and findings in an agency-specific portal 
	• Assemble data, analyses, and findings in an agency-specific portal 

	• Review all data for accuracy compared to agency vendor reports or annual reports 
	• Review all data for accuracy compared to agency vendor reports or annual reports 

	• Review each agency-specific data portal and all data findings with agency representatives, obtaining feedback and identifying key issues for more detailed assessment in the next phase of analysis 
	• Review each agency-specific data portal and all data findings with agency representatives, obtaining feedback and identifying key issues for more detailed assessment in the next phase of analysis 

	• Create a separate portal for comparative data findings across the four data reporting agencies that highlights the distinctions in population demographics, costs and payments, utilization rates and prevalence rates 
	• Create a separate portal for comparative data findings across the four data reporting agencies that highlights the distinctions in population demographics, costs and payments, utilization rates and prevalence rates 


	Initial analyses will serve as a starting point to identify variances from expected rates or benchmarks, potential cost drivers and other anomalies that need to be explored to identify opportunities for intervention or improvement in fiscal year 2021. Also, in the next phase, the UTHealth Data Center will expand the analyses 
	to include: risk assessment, assignment, and comparison; additional prevalence rates and assessment of chronic conditions; review of complex procedures, i.e., rates and payments; select outcome measures; adjustment for plan design differences; and quality metrics.  
	In the second year, the UTHealth Data Center will provide a review of value-based strategies used by health plans and, especially, strategies implemented by health plans in coordination with state programs. The workgroup will strategize using data findings, outcome analyses and value-based strategies to develop recommendations for Texas.  
	 
	Caveats for Data Comparisons 
	Data Limitations and Considerations 
	The following are limitations on interpreting the findings resulting from the data analyses:   
	● The ERS Retiree population includes Medicare-eligible retirees who have opted out of the HealthSelect Medicare Advantage plan (and their dependents), whereas TRS moved Medicare eligible retirees and their dependents to a Medicare Advantage program. Claims and payment data for this TRS population were not included in this study. Additionally, Medicaid does not have a member category equivalent to retired employee, although persons over age 65 are included in claims and encounter data based upon enrollment.
	● The ERS Retiree population includes Medicare-eligible retirees who have opted out of the HealthSelect Medicare Advantage plan (and their dependents), whereas TRS moved Medicare eligible retirees and their dependents to a Medicare Advantage program. Claims and payment data for this TRS population were not included in this study. Additionally, Medicaid does not have a member category equivalent to retired employee, although persons over age 65 are included in claims and encounter data based upon enrollment.
	● The ERS Retiree population includes Medicare-eligible retirees who have opted out of the HealthSelect Medicare Advantage plan (and their dependents), whereas TRS moved Medicare eligible retirees and their dependents to a Medicare Advantage program. Claims and payment data for this TRS population were not included in this study. Additionally, Medicaid does not have a member category equivalent to retired employee, although persons over age 65 are included in claims and encounter data based upon enrollment.

	● Some ERS and TRS costs were not included, such as capitated benefits (e.g., Behavioral Health for ERS [note: this will change 09/01/2020] and fully-insured plans for both ERS and TRS), disease management services, other contracted consultants or services, and benefit department operational and management costs. These expenses were considered out-of-scope for the health plans. 
	● Some ERS and TRS costs were not included, such as capitated benefits (e.g., Behavioral Health for ERS [note: this will change 09/01/2020] and fully-insured plans for both ERS and TRS), disease management services, other contracted consultants or services, and benefit department operational and management costs. These expenses were considered out-of-scope for the health plans. 

	● For HHSC, fiscal year 2018 data were loaded but not yet converted for use in these analyses (as of the drafting of this report). Operational and management costs as well as costs for Disproportionate Share Hospital (DSH), Uncompensated Care (UC) and Delivery System Reform Incentive Payment (DSRIP) programs were not included. Data for Healthy Texas Women (HTW) will be available for future reports. Individuals who are dually-eligible for Medicaid and Medicare eligible are reported separately. In addition, H
	● For HHSC, fiscal year 2018 data were loaded but not yet converted for use in these analyses (as of the drafting of this report). Operational and management costs as well as costs for Disproportionate Share Hospital (DSH), Uncompensated Care (UC) and Delivery System Reform Incentive Payment (DSRIP) programs were not included. Data for Healthy Texas Women (HTW) will be available for future reports. Individuals who are dually-eligible for Medicaid and Medicare eligible are reported separately. In addition, H


	organizations (MCOs). LTSS fee-for-service data will be available for future reporting.  
	organizations (MCOs). LTSS fee-for-service data will be available for future reporting.  
	organizations (MCOs). LTSS fee-for-service data will be available for future reporting.  

	● Agencies’ analytic staff have reviewed summary data included throughout the report. The data are considered complete at time of publication; however, data are subject to change due to claims adjudication and the parameters used for particular analyses. Member counts are not additive because members can be in more than one program in a year. Additionally, it is important to note that at the time of this document, verification of data and results was still ongoing, thus reported numbers may change with upda
	● Agencies’ analytic staff have reviewed summary data included throughout the report. The data are considered complete at time of publication; however, data are subject to change due to claims adjudication and the parameters used for particular analyses. Member counts are not additive because members can be in more than one program in a year. Additionally, it is important to note that at the time of this document, verification of data and results was still ongoing, thus reported numbers may change with upda

	● TDCJ claims costs are based on charges and do not reflect total contract capitation payments to its two university health system partners, the University of Texas Medical Branch (UTMB) and Texas Tech University Health Sciences Center (TTUHSC). Overall annual costs per offender are derived from total program operating expenses, whereas specific treatment costs are derived from claims data. Additionally, the universities have different methods for recording services delivered and associated costs, and in ma
	● TDCJ claims costs are based on charges and do not reflect total contract capitation payments to its two university health system partners, the University of Texas Medical Branch (UTMB) and Texas Tech University Health Sciences Center (TTUHSC). Overall annual costs per offender are derived from total program operating expenses, whereas specific treatment costs are derived from claims data. Additionally, the universities have different methods for recording services delivered and associated costs, and in ma

	● Some TRS data was received from an intermediary and required corrections and refreshes due to data errors or omissions. Data from vendors who were no longer contracted could not be updated, and historical files were utilized for 2016 and 2017 pharmacy data, except for retiree data, which could not be used. Pharmacy data for 2016 appears incomplete. Medicare Advantage Retiree data had to be removed for 2018 because costs were not carried by TRS, yet non-Medicare eligible Retiree dependents remained in the 
	● Some TRS data was received from an intermediary and required corrections and refreshes due to data errors or omissions. Data from vendors who were no longer contracted could not be updated, and historical files were utilized for 2016 and 2017 pharmacy data, except for retiree data, which could not be used. Pharmacy data for 2016 appears incomplete. Medicare Advantage Retiree data had to be removed for 2018 because costs were not carried by TRS, yet non-Medicare eligible Retiree dependents remained in the 

	● Over the course of six months (October 2019 to April 2020), workgroup discussions reviewed relevant data maintained by DSHS that could be included in the project. The workgroup identified the Texas Health Care Information Collection program’s (THCIC) hospital discharge and related data, as well as Vital Records birth and death record data, as having value for future cross agency quality improvement focused analytics. A data 
	● Over the course of six months (October 2019 to April 2020), workgroup discussions reviewed relevant data maintained by DSHS that could be included in the project. The workgroup identified the Texas Health Care Information Collection program’s (THCIC) hospital discharge and related data, as well as Vital Records birth and death record data, as having value for future cross agency quality improvement focused analytics. A data 


	request, including information on specific uses for the DSHS data sets, is currently under development. 
	request, including information on specific uses for the DSHS data sets, is currently under development. 
	request, including information on specific uses for the DSHS data sets, is currently under development. 


	 
	Key Differences Among the Agencies 
	The five agencies each have key features or design elements that distinguish their health care programs. The following information provides an initial comparison of the data findings for four agencies regarding services and program design, payment/cost, population demographics and population health.  
	 
	Populations Served 
	The services provided by the agencies included in this report account for a significant proportion of the State’s health care budget. These agencies provide health care services for the following populations residing in Texas (see Table 1. 2018 Members):   
	● TRS and ERS both offer employer-sponsored health plans for employees across the state. Claims and encounter data are available through these systems for analysis of health benefits payments and population health.  
	● TRS and ERS both offer employer-sponsored health plans for employees across the state. Claims and encounter data are available through these systems for analysis of health benefits payments and population health.  
	● TRS and ERS both offer employer-sponsored health plans for employees across the state. Claims and encounter data are available through these systems for analysis of health benefits payments and population health.  

	● TDCJ provides all medically necessary health care to incarcerated persons through contracted managed care systems. Some claims and encounter data are available, providing estimated charges which are not equivalent to payments, and some data merely provide records of services without costs/payments associated. Additionally, the overall costs of TDCJ health care services include operational costs not directly associated with the provision of health care services to offenders. 
	● TDCJ provides all medically necessary health care to incarcerated persons through contracted managed care systems. Some claims and encounter data are available, providing estimated charges which are not equivalent to payments, and some data merely provide records of services without costs/payments associated. Additionally, the overall costs of TDCJ health care services include operational costs not directly associated with the provision of health care services to offenders. 

	● HHSC provides health care coverage for the Medicaid and CHIP programs, which primarily cover low income children, families, seniors, and people with disabilities. HHSC has a fee-for-service (FFS) traditional payment system, through which the state pays claims directly, but 95 percent of Medicaid and CHIP enrollment is with capitated managed care plans.4 These plans are required to submit encounter data to the state at a level of detail similar to claims. The claims and encounter data provided by HHSC were
	● HHSC provides health care coverage for the Medicaid and CHIP programs, which primarily cover low income children, families, seniors, and people with disabilities. HHSC has a fee-for-service (FFS) traditional payment system, through which the state pays claims directly, but 95 percent of Medicaid and CHIP enrollment is with capitated managed care plans.4 These plans are required to submit encounter data to the state at a level of detail similar to claims. The claims and encounter data provided by HHSC were


	4 Not including enrollees receiving partial benefits (emergency Medicaid and some dual eligible categories). 
	4 Not including enrollees receiving partial benefits (emergency Medicaid and some dual eligible categories). 

	Similar analyses were possible for the three agencies that provided claims and enrollment information, specifically ERS, TRS and HHSC Medicaid and CHIP. Analyses for TDCJ were conducted in a similar manner, however direct costs (as assessed by payments) were not fully represented. Additionally, due to the wide variety of data collection methods, UTHealth Data Center applied significant effort to enable data from various TDCJ sources to be comparable with data from the other agencies. 
	 
	2018 Health Plan Design 
	Each agency has unique health plan designs to benefit the people they serve.  
	● ERS’ health plan enrollment is primarily in HealthSelect, a point-of-service plan5 designed to meet a two-pronged goal of realizing optimal health outcomes and equipping state agencies and institutions of higher education with a benefit that attracts and retains a qualified workforce.  
	● ERS’ health plan enrollment is primarily in HealthSelect, a point-of-service plan5 designed to meet a two-pronged goal of realizing optimal health outcomes and equipping state agencies and institutions of higher education with a benefit that attracts and retains a qualified workforce.  
	● ERS’ health plan enrollment is primarily in HealthSelect, a point-of-service plan5 designed to meet a two-pronged goal of realizing optimal health outcomes and equipping state agencies and institutions of higher education with a benefit that attracts and retains a qualified workforce.  

	● For HHSC, most members are enrolled in managed care plans paid by HHSC under capitation, and only a small portion of members are enrolled in the FFS plan. Reported payments are derived from MCO claims and encounters and do not fully reflect the State capitation expense.  
	● For HHSC, most members are enrolled in managed care plans paid by HHSC under capitation, and only a small portion of members are enrolled in the FFS plan. Reported payments are derived from MCO claims and encounters and do not fully reflect the State capitation expense.  

	● Additionally, HHSC covers many services for eligible members that are not offered by the other agencies’ plans, such as LTSS, attendant care, vocational training, and residential living. 
	● Additionally, HHSC covers many services for eligible members that are not offered by the other agencies’ plans, such as LTSS, attendant care, vocational training, and residential living. 

	● Health care services for TDCJ are contracted primarily through two vendor managed care systems, UTMB and TTUHSC. UTMB has two hospital facilities within their system, and TTUHSC contracts with a community hospital. Also, UTMB services most of the offenders with severe health conditions, as well as the HIV population. Both systems provide physician and professional services through their network, and TDCJ utilizes community providers for emergent and unexpected treatment needs under an agreed fee structure
	● Health care services for TDCJ are contracted primarily through two vendor managed care systems, UTMB and TTUHSC. UTMB has two hospital facilities within their system, and TTUHSC contracts with a community hospital. Also, UTMB services most of the offenders with severe health conditions, as well as the HIV population. Both systems provide physician and professional services through their network, and TDCJ utilizes community providers for emergent and unexpected treatment needs under an agreed fee structure

	● For TDCJ, overall operation costs and costs associated with health care delivered on-site (at the prison facilities) as well as certain contracted services such as telehealth programs and mental health services are reflected in the count of services through Pearl® (prison electronic health documentation) but not actually assigned a cost as an individual claim. Therefore, the costs associated with these expenses cannot be calculated 
	● For TDCJ, overall operation costs and costs associated with health care delivered on-site (at the prison facilities) as well as certain contracted services such as telehealth programs and mental health services are reflected in the count of services through Pearl® (prison electronic health documentation) but not actually assigned a cost as an individual claim. Therefore, the costs associated with these expenses cannot be calculated 


	5 A point-of-service plan provides both in-network and out-of-network benefits but requires the designation of a primary care physician (PCP) and referrals to see specialists. 
	5 A point-of-service plan provides both in-network and out-of-network benefits but requires the designation of a primary care physician (PCP) and referrals to see specialists. 

	comparably to the other agencies providing claims and encounter costs for services.  
	comparably to the other agencies providing claims and encounter costs for services.  
	comparably to the other agencies providing claims and encounter costs for services.  

	● TRS has multiple plan options with differing benefit designs for enrollees. For example, they offer high deductible plans and accountable care organization (ACO) options. Medicare-eligible retirees are moved to Medicare Advantage plans. It is important to note that reported payments and rates reflect aggregated results (specific breakouts by plan design are available).  
	● TRS has multiple plan options with differing benefit designs for enrollees. For example, they offer high deductible plans and accountable care organization (ACO) options. Medicare-eligible retirees are moved to Medicare Advantage plans. It is important to note that reported payments and rates reflect aggregated results (specific breakouts by plan design are available).  


	 
	Payment/Cost Information 
	The following table provides a comparison of the key metrics for each agency in fiscal year 2018. In total, the four agencies provided health coverage and/or services to over five million persons annually at an expense of about $34 billion.  
	Table 1. 2018 Agency Comparisona 
	a Agencies’ analytic staff have reviewed summary data included in this table and throughout the report. The data are considered complete at time of publication; however, data are subject to change due to claims adjudication and the parameters used for particular analyses.  
	a Agencies’ analytic staff have reviewed summary data included in this table and throughout the report. The data are considered complete at time of publication; however, data are subject to change due to claims adjudication and the parameters used for particular analyses.  
	b HHSC data are combined for Medicaid and CHIP and do not include duals, HTW, DSH, UC or DSRIP. 
	c TDCJ reported numbers from annual report, fourth quarter 2018. 
	d Member Year (MY) counts are calculated based on total member months for a year divided by 12 and will be smaller than unduplicated member counts. Member counts are not additive because members can be in more than one program. 
	e Per Member Per Year (PMPY) amounts for ERS and TRS are for active employees and their dependents only. 
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	ERS 

	HHSCb 
	HHSCb 

	TRS 
	TRS 

	TDCJ Reportsc 
	TDCJ Reportsc 



	Annual Average Covered Persons Countsd 
	Annual Average Covered Persons Countsd 
	Annual Average Covered Persons Countsd 
	Annual Average Covered Persons Countsd 

	433,353 
	433,353 

	4,006,678 
	4,006,678 

	507,861 
	507,861 

	148,185 
	148,185 


	Total Annual Expenditures (Medical and Pharmacy) 
	Total Annual Expenditures (Medical and Pharmacy) 
	Total Annual Expenditures (Medical and Pharmacy) 

	$3,222M 
	$3,222M 

	$20,906M 
	$20,906M 

	$2,585M 
	$2,585M 

	$7,075M 
	$7,075M 




	 
	 
	 
	 
	 

	ERS 
	ERS 

	HHSCb 
	HHSCb 

	TRS 
	TRS 

	TDCJ Reportsc 
	TDCJ Reportsc 



	Average Total Annual Expenditures Per Member/Offender Per Year (Medical and Pharmacy) 
	Average Total Annual Expenditures Per Member/Offender Per Year (Medical and Pharmacy) 
	Average Total Annual Expenditures Per Member/Offender Per Year (Medical and Pharmacy) 
	Average Total Annual Expenditures Per Member/Offender Per Year (Medical and Pharmacy) 

	$5,032e 
	$5,032e 

	$5,218 
	$5,218 

	ACO Plan:     $2,872e           Active Care 2 Plan: $5,947e            Active Care HD Plan: $3,197e            Open Select Plan:  $3,913e 
	ACO Plan:     $2,872e           Active Care 2 Plan: $5,947e            Active Care HD Plan: $3,197e            Open Select Plan:  $3,913e 

	$4,774 
	$4,774 




	Demographics – Age 
	Figure 6. Distribution of Age Across Agencies 
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	● About 40 percent of ERS’s enrollee population is under age 35, just under 50 percent are between 35-64, and 10 percent are age 65 and over. 
	● About 40 percent of ERS’s enrollee population is under age 35, just under 50 percent are between 35-64, and 10 percent are age 65 and over. 
	● About 40 percent of ERS’s enrollee population is under age 35, just under 50 percent are between 35-64, and 10 percent are age 65 and over. 

	● More than 85 percent of HHSC’s population are under age 20, and less than 3 percent are age 55 and over.  
	● More than 85 percent of HHSC’s population are under age 20, and less than 3 percent are age 55 and over.  

	● 41 percent of the TDCJ offender population is between the ages of 20-34, with less than 1 percent under age 19 and less than 3 percent age 65 and over. 
	● 41 percent of the TDCJ offender population is between the ages of 20-34, with less than 1 percent under age 19 and less than 3 percent age 65 and over. 

	● TRS’ enrollee population is young with 45 percent under age 35 and less than 4 percent age 65 and over. 
	● TRS’ enrollee population is young with 45 percent under age 35 and less than 4 percent age 65 and over. 


	 
	Improvements in Policies and Practices 
	The workgroup focused primarily on data collection processes in the initial year of the project, but agencies were able to identify improvements to agency policies and practices because of the application of the data.  
	 
	 
	Data Aggregation in One Location and One Format 
	Each agency made important contributions to an aggregated data warehouse to produce cross-agency comparisons from one location using a common format. The establishment of the practices and policies associated with data transfer and data sharing will facilitate future data exchanges. 
	 
	Data Verification and Validation with Agency and Vendor Reports 
	UTHealth Data Center and representatives from each agency continue data verification and validation activities to ensure accuracy and completeness of data prior to reporting and acceptance of findings. Data counts and metrics were compared to those previously reported by plan vendors or annual reports. Additionally, any discrepancies were discussed and reviewed with the agency representatives to resolve data issues or interpretations. As of the date of this report, this data verification and validation is c
	 
	Agency Access to Data Portals for Visualizing Data 
	Access to the data portals allows agencies the opportunity to visualize data categories (e.g., demographics, utilization, expenditures) and see trends across years. The portals also allow agencies to make comparisons among populations such as age groups, gender, and health plan enrollment status (e.g., Active employees, Consolidated Omnibus Budget Reconciliation Act [COBRA] employees, Retirees, dependents, and Medicaid/CHIP program). For most agencies, this is the first time they have had access to this typ
	 
	Agency-Specific Improvements 
	 
	Enhanced Understanding of Data Resources (TDCJ) 
	TDCJ, as well as the other agencies, found aggregation of data to be highly useful and informative. Data aggregation accomplished through this project has allowed TDCJ to identify utilization across contractors and community providers based on offenders’ assigned correctional facility. The TDCJ data schematic (Appendix C-3) is by far the most complicated of the agencies because offenders access care in multiple environments, and each environment has different processes and systems of capturing care and/or d
	has contracted with UTMB and TTUHSC to manage and/or provide health services to incarcerated adult offenders. The TDCJ schematic is color-coded to help explain where care is provided, which vendor (UTMB or TTUHSC) is responsible for the facilities, and what type of data is produced.  
	 
	Internal Expertise (TRS) 
	The coordination directed by Section 10.06 has provided a good opportunity to increase agency internal expertise with data. For example, the UTHealth Data Center provided TRS with important time-saving assistance on coding for data aggregation and analyses that TRS is now using internally. TRS is expanding their analytics team. Understanding that knowledge of claims data analytics is very specialized, they collaborated with UTHealth Data Center experts to identify best practices and processes. The UTHealth 
	 
	Recommendations 
	Year one of the 5 Agency initiative involved extensive efforts to build a new cross-agency data system. Using the collected cross-agency data and ongoing data refreshes, the workgroup will continue to analyze and explore the data to identify and discuss findings.  
	In year two of the initiative (fiscal year 2021), recommendations will be drawn from these data findings on opportunities to reduce costs and improve quality across agency health care systems, per Section 10.06. As part of this process, the workgroup will explore federal and other funding opportunities enabled by access to multi-payer data to advance value-based payment (VBP) in Texas healthcare and to identify and calculate key metrics for use in VBP. Some future analyses may focus on cross-agency impacts 
	At the end of the initial two years of the 5 Agencies Project, the workgroup will evaluate further updates on important data findings as well as details on the recommendations for individual and collaborative actions to improve efficiency and effectiveness among and between agencies. The in-depth examination of the initial data analyses and findings during the second year will allow for further identification of efficiencies, more improvements to individual agency policies and practices and targeted recomme
	strategies and efforts, including the added benefits of continued and expanded data analytics. 
	4. Process 
	Data Collection Process 
	Once all sources of data collection and aggregation were identified, the UTHealth Data Center, with the collaboration of agency representatives, conducted administrative measures for data acquisition which included: acquisition of data layouts and data dictionaries for each data source; agreements with each agency for the acquisition and use of their data; agreements with each data source or vendor (e.g., Blue Cross Blue Shield, Aetna) for acquisition and use of their data; establishment of secure file tran
	Once the preliminary steps noted above were completed, many of which were performed simultaneously, the UTHealth Data Center was able to begin data collection and data processing. Figure 7 illustrates the process for data collection and aggregation into the UTHealth Data Center data warehouse. The steps identified in green represent the processes required to collect data, integrate data, and conduct data quality checks to ensure data completeness and validity. UT Health cannot conduct analyses with confiden
	The second year of this project (fiscal year 2021) will allow for more detailed and focused analyses per agency and across agencies, as shown in the blue process boxes. At these upcoming stages, data will be enhanced by applying logic to calculate clinical episodes, clinical condition groups and potentially preventable events to best assess utilization and potential for efficiency improvement. Specific quality metrics will be calculated to identify clinical outcomes, patient safety indicators and health car
	Figure 7. Schema of Overall Process of Data Analysis 
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	Project Implementation Challenges and Resolutions 
	 
	Legal Agreements  
	Participating agencies planned to begin the 5 Agencies Project at the start of the 2020-21 biennium (September 1, 2019), including holding the planning meeting in July 2019. The data governance and legal framework for the project is extremely complex, requiring review of numerous agency and agency contractor requirements, subcontractor arrangements, the establishment of six separate MOUs for data use and completion of an ICC (master contract). Working through these complexities and implementing all required
	UTHealth and HHSC completed development of an ICC for this project in March 2020. In addition to the ICC, each agency entered into separate agreements with UTHealth to govern the use and protection of their individual data sets. Some vendors required additional protections such as non-disclosure agreements (NDAs) and/or data use agreements (DUAs) to allow UTHealth access to their data. While the data acquisition process began as early as July 2019, all data could not be delivered until the ICC and all legal
	While the agencies worked to complete all required legal, contractual, and technical agreements, all parties continued, in good faith, to complete as much of the work as possible without violating regulations around data privacy and other regulations. UTHealth agreed early in the project planning to underwrite a significant portion of the estimated project cost and believed the seven months of non-sponsored work (i.e., the work completed without an executed contract) supported this commitment. 
	 
	Data Collection  
	The technical challenges to map and extract complex data cannot be overstated. Each of the 255 data source files are unique with a variety of file layouts, variables, identifiers, and other data parameters that constituted many different types of data, formats, and codes (see Appendix C. Agency Data Sources). Each agency uses a different data platform most suitable to their operational needs. Identifying common data elements in each system and subsequently structuring queries to extract relevant data requir
	brainstorming meetings to get a clear picture how the data owners define and capture data. For others, it took months to resolve format, encryption, and compatibility issues to allow the UTHealth Data Center to download the data and map the data warehouse.  
	UTHealth Data Center mitigated challenges with the receipt of data through early data management using the schematics and data dictionaries, allowing for faster data integration once data were received. Quality checks for data completeness and data validity by the UTHealth Data Center and the five agencies identified data issues that were resolved through communication and collaboration with agencies and their designated vendors. That said, the resolution of some data issues is still in progress and some da
	Collaboration has played a pivotal role in resolving technical issues. Throughout this process, the UTHealth Data Center and the five agencies have cooperated to use the best data available to produce initial tables and graphs that provide important insights into the cost and outcomes of health services. These visuals will continue to be updated and refined during the second year of the project. 
	 
	5. Next Steps in Year 2 – Fiscal Year 2021 
	Targeted Analyses and Comparisons  
	Throughout the continuing process of data analyses, the UTHealth Data Center will work with each agency directly to explore findings and target analyses. Deeper data reviews, based on initial findings, will be conducted to explain, and dissect anomalies and identified cost drivers or impediments to efficiency and effectiveness. This process is described in detail in Appendix G. Data Analysis for Quality Assessments.  
	UT Health, in consultation with the respective agencies, will expand the agency portals to include future analytical reports. Authorized agency representatives will be provided with continued controlled access to their secure portal for agency data exploration needs. Ultimately, the agencies will have ongoing access to an analytic tool that will allow them to query data directly and create customized reports. 
	 
	Additional Review 
	The five state agencies’ health care systems face distinct challenges based on who they serve, how they are funded and how they deliver care. However, even with these differences, the agencies manage similar cost drivers and share the same overarching aims to improve outcomes and health while containing costs.  
	In the second year of this project, the workgroup will apply the findings through cross-agency collaborations for improved benefit design, service provision, cost management strategies, and most importantly, improvement in population health. Overall, the aims of this project are the following: 
	1. Improving the patient experience of care (including quality) 
	1. Improving the patient experience of care (including quality) 
	1. Improving the patient experience of care (including quality) 

	2. Improving the health of populations 
	2. Improving the health of populations 

	3. Reducing the per capita cost of health care 
	3. Reducing the per capita cost of health care 

	4. Improving provider work-life 
	4. Improving provider work-life 


	Efforts by the five agencies to make simultaneous improvement along these aims is consistent with a vision for value in health care that maximizes quality while minimizing cost. To this end, the second phase of this project will explore options related to value-based program design and potential value-based payment strategies, including opportunities for episode-based bundling and pay for quality 
	initiatives. The workgroup will review approaches by other states and entities, and together develop a coordinated value-based and/or quality improvement strategy that prioritizes areas with highest potential for improvement. The agencies will share information on best practices for promoting value in health care, including experiences with alternative payment models, performance-based contracting, incentive programs, recognition programs and continuous quality improvement approaches. This quality improveme
	Opportunities for cost savings, within and beyond value-based strategies, will be explored to identify implementation actions that can generate combined efficiencies. Potential actions to streamline administrative burdens on agencies, health plans, providers and/or patients will also be explored.  
	 
	 
	6. Conclusion 
	The first year of this project has demonstrated the potential of taking disparate health care data sets and translating them into information for each agency and across agencies. The creation and implementation of separate data warehouses as well as an integrated health care information system and the presentation of data portals is the first step to exploring its value. It has not been easy or straightforward; however, each agency’s representatives have worked in good faith with the UTHealth Data Center to
	Initial results have established baselines and trends and have revealed a series of opportunities to delve deeper into the data. There is still much work to be done to ensure that comparisons account for the significant differences in each agency’s populations and variances in plan designs and delivery systems. These variations are also opportunities to identify best practices and root causes that can be shared by the five agencies as well as others who provide health care services for Texas residents. Cont
	Agencies will continue the collaboration and data analysis throughout the second project year, working to provide recommendations for programs, services, policy, or other strategies to implement identified best practices, efficiencies, pricing and contracting efficiencies and strategies. Included in the strategic discussions shall be recommendations and evaluations on potential value-based payment strategies, inclusive of opportunities for episode-based bundling and pay for quality initiatives to maximize q
	Beyond that, the work has the potential to drive meaningful improvements in health care outcomes, costs, and delivery models. It can be used to select and prioritize value-based payment strategies based on predictive analytics. It can track the outcomes of these strategies across applicable sectors. The robustness and detail captured offers the opportunity to continuously drive improvement by identifying the critical factors within a strategy or program that have the greatest impact. In short, it creates a 
	7. List of Acronyms 
	 
	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	AHRQ 
	AHRQ 
	AHRQ 
	AHRQ 

	Agency for Healthcare Research and Quality 
	Agency for Healthcare Research and Quality 


	APR 
	APR 
	APR 

	All Patient Refined 
	All Patient Refined 


	BAA 
	BAA 
	BAA 

	Business Associate Agreement 
	Business Associate Agreement 


	CABG 
	CABG 
	CABG 

	Coronary Artery Bypass Grafting 
	Coronary Artery Bypass Grafting 


	CDC 
	CDC 
	CDC 

	Centers for Disease Control 
	Centers for Disease Control 


	CHIP 
	CHIP 
	CHIP 

	Children’s Health Insurance Program 
	Children’s Health Insurance Program 


	COBRA 
	COBRA 
	COBRA 

	Consolidated Omnibus Budget Reconciliation Act 
	Consolidated Omnibus Budget Reconciliation Act 


	COPD 
	COPD 
	COPD 

	Chronic Obstructive Pulmonary Disease 
	Chronic Obstructive Pulmonary Disease 


	COVID-19 
	COVID-19 
	COVID-19 

	Coronavirus Disease 2019 
	Coronavirus Disease 2019 


	CRG 
	CRG 
	CRG 

	Clinical Risk Group 
	Clinical Risk Group 


	C-Section 
	C-Section 
	C-Section 

	Cesarean Section 
	Cesarean Section 


	DRGs 
	DRGs 
	DRGs 

	Diagnostic Related Groups 
	Diagnostic Related Groups 


	DSH 
	DSH 
	DSH 

	Disproportionate Share Hospital 
	Disproportionate Share Hospital 


	DSHS 
	DSHS 
	DSHS 

	Department of State Health Services 
	Department of State Health Services 


	DSRIP 
	DSRIP 
	DSRIP 

	Delivery System Reform Incentive Payments 
	Delivery System Reform Incentive Payments 




	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	DUA 
	DUA 
	DUA 
	DUA 

	Data Use Agreement 
	Data Use Agreement 


	Duals 
	Duals 
	Duals 

	Individuals who are Medicaid and Medicare eligible 
	Individuals who are Medicaid and Medicare eligible 


	ERS 
	ERS 
	ERS 

	Employees Retirement System 
	Employees Retirement System 


	FFS 
	FFS 
	FFS 

	Fee for Service 
	Fee for Service 


	HB 
	HB 
	HB 

	House Bill    
	House Bill    


	HCC 
	HCC 
	HCC 

	High Cost Claimant 
	High Cost Claimant 


	HealthSelect 
	HealthSelect 
	HealthSelect 

	HealthSelect of Texas®  
	HealthSelect of Texas®  


	HEDIS 
	HEDIS 
	HEDIS 

	Healthcare Effectiveness Data and Information Set 
	Healthcare Effectiveness Data and Information Set 


	HHSC 
	HHSC 
	HHSC 

	Health and Human Services Commission 
	Health and Human Services Commission 


	HIPAA 
	HIPAA 
	HIPAA 

	Health Insurance Portability and Accountability Act 
	Health Insurance Portability and Accountability Act 


	HTW 
	HTW 
	HTW 

	Healthy Texas Women 
	Healthy Texas Women 


	ICC 
	ICC 
	ICC 

	Interagency Cooperative Contract 
	Interagency Cooperative Contract 


	IQIs 
	IQIs 
	IQIs 

	Inpatient Quality Indicators 
	Inpatient Quality Indicators 


	LTSS 
	LTSS 
	LTSS 

	Long-Term Services and Support 
	Long-Term Services and Support 


	MCO 
	MCO 
	MCO 

	Managed Care Organization 
	Managed Care Organization 


	MDC 
	MDC 
	MDC 

	Major Diagnostic Categories 
	Major Diagnostic Categories 


	MOU 
	MOU 
	MOU 

	Memorandum of Understanding 
	Memorandum of Understanding 




	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	MRI 
	MRI 
	MRI 
	MRI 

	Magnetic Resonance Imaging 
	Magnetic Resonance Imaging 


	MS 
	MS 
	MS 

	Medicare Severity 
	Medicare Severity 


	NICU 
	NICU 
	NICU 

	Neonatal Intensive Care Unit 
	Neonatal Intensive Care Unit 


	NQF 
	NQF 
	NQF 

	National Quality Forum 
	National Quality Forum 


	PDIs 
	PDIs 
	PDIs 

	Pediatric Quality Indicators 
	Pediatric Quality Indicators 


	Pearl® 
	Pearl® 
	Pearl® 

	Electronic health records documentation used by TDCJ 
	Electronic health records documentation used by TDCJ 


	PHI 
	PHI 
	PHI 

	Protected Health Information 
	Protected Health Information 


	PMPY 
	PMPY 
	PMPY 

	Per Member Per Year 
	Per Member Per Year 


	POPY 
	POPY 
	POPY 

	Per Offender Per Year 
	Per Offender Per Year 


	PPE 
	PPE 
	PPE 

	Potentially Preventable Events 
	Potentially Preventable Events 


	PQIs 
	PQIs 
	PQIs 

	Prevention Quality Indicators 
	Prevention Quality Indicators 


	PSIs 
	PSIs 
	PSIs 

	Patient Safety Indicators 
	Patient Safety Indicators 


	RX 
	RX 
	RX 

	Pharmacy 
	Pharmacy 


	SB 
	SB 
	SB 

	Senate Bill 
	Senate Bill 


	SFTP 
	SFTP 
	SFTP 

	Secure File Transfer Protocol 
	Secure File Transfer Protocol 


	SOW 
	SOW 
	SOW 

	Scope of Work 
	Scope of Work 


	TDCJ 
	TDCJ 
	TDCJ 

	Texas Department of Criminal Justice 
	Texas Department of Criminal Justice 




	Acronym 
	Acronym 
	Acronym 
	Acronym 
	Acronym 

	Full Name 
	Full Name 



	THCIC 
	THCIC 
	THCIC 
	THCIC 

	Texas Health Care Information Collection program 
	Texas Health Care Information Collection program 


	TRS 
	TRS 
	TRS 

	Teacher Retirement System 
	Teacher Retirement System 


	TTUHSC 
	TTUHSC 
	TTUHSC 

	Texas Tech University Health Sciences Center 
	Texas Tech University Health Sciences Center 


	UC 
	UC 
	UC 

	Uncompensated Care 
	Uncompensated Care 


	UTHealth 
	UTHealth 
	UTHealth 

	The University of Texas Health Science Center at Houston 
	The University of Texas Health Science Center at Houston 


	UTHealth Data Center 
	UTHealth Data Center 
	UTHealth Data Center 

	The University of Texas Health Science Center at Houston Center for Health Care Data 
	The University of Texas Health Science Center at Houston Center for Health Care Data 


	UTMB 
	UTMB 
	UTMB 

	The University of Texas Medical Branch 
	The University of Texas Medical Branch 


	VBP 
	VBP 
	VBP 

	Value-Based Payment 
	Value-Based Payment 
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	Appendix G. Data Analysis for Quality Assessments 
	Data Enhancement 
	The UTHealth Center for Health Care Data uses sophisticated tools that allow the data to be interpreted across platforms thereby creating opportunities to make the data more conducive to interpretation. For example, additional software will be applied to create additional fields that convert codes to text, such as diagnoses codes to text descriptions. Group diagnostic categories in hierarchical categories and Major Diagnostic Categories (MDCs) will be added. Groupers (software that categorizes data) shall b
	Importantly, an elaborate process will be added to link claims and encounters to identify and group claims related to an event or an episode. For example, an Inpatient Event would join all claims related to that event and assign a common and unique admission number, allowing a full view of all combined services (professional and facility) during the hospitalization. In addition, “episodes” are created that link claims to a common episode of care across time. Analyses of episodes can be performed to assess e
	Pre-identified markers for common or select disease states and conditions are developed in this phase using validated and commonly accepted methodology. This allows for identification, for example, of all persons with diabetes from the time of initial diagnosis to facilitate key disease-specific analyses.  
	The application of the Clinical Risk Groups (CRG) risk values to each individual member allows for specific analysis of segments based on risk level. In relation to trend analysis, the risk assessments can be used to predict future costs and utilization. Overall risk value scores per population groups can be compared across and within agencies. Risk adjustment can then be performed to revise expected rates and could ultimately be used for projections. 
	 
	Expected Rates 
	In addition to these enhancements to the aggregated plan data, there is an ongoing process to conduct continuous updates and refreshes to a maintained data set that provides expected rates for key metrics. An expected rate is similar to a 
	benchmark, except that a benchmark is used to mark a desired point of attainment, whereas an expected rate is a point of measurement of common performance based on an average for a given population. Expected rates are useful comparisons of like populations that can be weighted and adjusted to fit the profile of the population being analyzed to display a rate that would be expected given comparable populations.  
	The expected rate considers the demographics and risk of the population and adjusts observed rates of other plans to reflect the population under study. For example, the expected rate of emergency room visits per 1000 may be somewhat higher for a population where the average age is 49 compared to a population where the average age is 41. Once expected rates are established for a given population, observed rates can then be compared to identify both high performance as well as opportunities for improvement. 
	 
	High Cost Claimants 
	Special focus will be given to individuals considered High Cost Claimants (HCCs), defined here as claimants with annual medical and pharmacy expenses in excess of $100,000. Particular attention will be given to the conditions responsible for the high costs and patterns of utilization. 
	 
	Prevalence Rates 
	Initial analysis has included prevalence rates for six conditions. Annual prevalence rates report the proportion of persons in the population who have a particular condition in that year. Prevalence rates for additional conditions will be added, with a focus on chronic conditions or conditions with high expenditures. Diagnoses codes are utilized to categorize key health conditions and disease states which are then used to develop prevalence and incidence rates. According to the Centers for Disease Control (
	6 National Center for Chronic Disease Prevention and Health Promotion, “Health and Economic Costs of Chronic Diseases,” 
	6 National Center for Chronic Disease Prevention and Health Promotion, “Health and Economic Costs of Chronic Diseases,” 
	6 National Center for Chronic Disease Prevention and Health Promotion, “Health and Economic Costs of Chronic Diseases,” 
	https://www.cdc.gov/chronicdisease/about/costs/index.htm
	https://www.cdc.gov/chronicdisease/about/costs/index.htm

	 (accessed June 23, 2020).  


	will prompt further investigation. Prevalence rates for common conditions and health care episodes shall include, but are not limited to: 
	● Heart disease 
	● Heart disease 
	● Heart disease 

	● Cerebrovascular disease 
	● Cerebrovascular disease 

	● Diabetes 
	● Diabetes 

	● Hypertension 
	● Hypertension 

	● Hyperlipidemia 
	● Hyperlipidemia 

	● Arthritis  
	● Arthritis  

	● Musculoskeletal conditions 
	● Musculoskeletal conditions 

	● Chronic Obstructive Pulmonary Disease (COPD) & allied respiratory conditions 
	● Chronic Obstructive Pulmonary Disease (COPD) & allied respiratory conditions 

	● Asthma 
	● Asthma 

	● Acute and Chronic Bronchitis 
	● Acute and Chronic Bronchitis 

	● Emphysema 
	● Emphysema 

	● Serious mental health conditions 
	● Serious mental health conditions 

	● Pregnancy 
	● Pregnancy 

	● Births 
	● Births 

	● Addiction 
	● Addiction 


	 
	Incidence Rates 
	Along with prevalence rates, prevalence and, where possible incidence rates shall be computed and presented stratified by group. Incidence rates differ from prevalence as they report the initial occurrence of a condition or event. Per member per year (PMPY) total costs will also be reported by incidence. Incidence rates for non-chronic conditions shall include: 
	● Immunization rates 
	● Immunization rates 
	● Immunization rates 

	● Cancer: 
	● Cancer: 
	● Cancer: 
	 Breast cancer 
	 Breast cancer 
	 Breast cancer 

	 Colon cancer 
	 Colon cancer 

	 Lung cancer 
	 Lung cancer 

	 Prostate cancer 
	 Prostate cancer 

	 Skin cancer 
	 Skin cancer 




	● Depression 
	● Depression 

	● Reproductive health/Pregnancy 
	● Reproductive health/Pregnancy 

	● Low birth weight newborns 
	● Low birth weight newborns 


	As noted previously, when an anomaly is identified through condition review, attention and further analysis of that population group follows to target the main cost drivers and opportunities for action.  
	 
	Utilization of Resources 
	Rates of utilization by setting are important key metrics to identify trends and cost drivers. Rates are generally reported per 1000 population and will be shown, when applicable, compared with the expected rate, which is adjusted for demographics and risk. Specifically, rates of emergency department visits, acute inpatient admissions and use of specialists can spotlight opportunities for action and cost reduction. These metrics can be reported by population segments or health conditions. Some key utilizati
	● Acute inpatient hospitalizations  
	● Acute inpatient hospitalizations  
	● Acute inpatient hospitalizations  

	● Rehabilitation hospitalizations  
	● Rehabilitation hospitalizations  

	● Psychiatric hospitalizations 
	● Psychiatric hospitalizations 

	● Substance abuse hospitalizations  
	● Substance abuse hospitalizations  

	● Skilled nursing facility   
	● Skilled nursing facility   

	● Emergency room visits 
	● Emergency room visits 

	● Observation stays 
	● Observation stays 

	● Freestanding emergency room and urgent care visits 
	● Freestanding emergency room and urgent care visits 

	● Acute inpatient hospitalization days – length of stay 
	● Acute inpatient hospitalization days – length of stay 

	● Rehabilitation days  
	● Rehabilitation days  

	● Psychiatric days  
	● Psychiatric days  

	● Professional and physician visits 
	● Professional and physician visits 

	● Prescription Drug use 
	● Prescription Drug use 

	● Physical Therapy 
	● Physical Therapy 


	 
	Utilization of Preventive Services 
	Preventive services are included within health benefit plans and are highly encouraged as means for screenings and early identification of conditions. The rate of utilization of age and gender appropriate preventive services shall be reported for, but not limited to, the following: 
	● Physical exam (annual) 
	● Physical exam (annual) 
	● Physical exam (annual) 

	● Colorectal cancer screening 
	● Colorectal cancer screening 

	● Breast cancer screening 
	● Breast cancer screening 


	● Cervical cancer screening 
	● Cervical cancer screening 
	● Cervical cancer screening 

	● Immunizations (influenza, pneumonia) 
	● Immunizations (influenza, pneumonia) 

	● Smoking cessation  
	● Smoking cessation  

	● Weight counseling 
	● Weight counseling 


	 
	Pharmacy Utilization  
	Pharmacy utilization shall be reviewed in greater detail by assessing medication usage and payments by therapeutic categories and classes of medications including, but not limited to, the following with special interest in their relationship to other key measures:   
	● Antidepressants 
	● Antidepressants 
	● Antidepressants 

	● Anti-Anxiety 
	● Anti-Anxiety 

	● Psychotic and Bipolar Disorders 
	● Psychotic and Bipolar Disorders 

	● Cancer drugs (chemotherapy) 
	● Cancer drugs (chemotherapy) 

	● Tobacco Cessation (prescribed) 
	● Tobacco Cessation (prescribed) 

	● Antibiotics 
	● Antibiotics 

	● Specialty drugs and biologics 
	● Specialty drugs and biologics 

	● Disease modifying therapies 
	● Disease modifying therapies 


	Additionally, the use and cost trend of specialty drugs will be reviewed with attention to a member’s co-pay. If indicated, maintenance medication adherence for chronic disease states can be assessed to inform disease management strategies. 
	 
	Quality Measures 
	The Healthcare Effectiveness Data and Information Set (HEDIS®) is a set of performance measures used to report on quality in the managed care industry. HEDIS, along with the National Quality Forum (NQF), endorse measures for use with administrative claims and encounters data to report quality metrics, frequency of selected procedures and other key metrics.  
	Selected measures will be computed and reported as indicated. Variations noted when comparing these results with expected rates can identify possible opportunities to designate centers or providers of excellence for value-based contracting opportunities. 
	Additionally, the Agency for Healthcare Research and Quality’s (AHRQ) Quality IndicatorsTM measures will be derived for each agency. The AHRQ indicators include the following: 
	● Prevention Quality Indicators (PQIs): AHRQ identifies ambulatory care sensitive conditions, defined as 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; 
	● Prevention Quality Indicators (PQIs): AHRQ identifies ambulatory care sensitive conditions, defined as 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; 
	● Prevention Quality Indicators (PQIs): AHRQ identifies ambulatory care sensitive conditions, defined as 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; 

	● Inpatient Quality Indicators (IQIs): These indicators reflect quality of care inside hospitals and include: inpatient mortality; utilization of procedures for which there are questions of overuse, underuse, or misuse; and procedures for which there is evidence that a higher volume is associated with lower mortality; 
	● Inpatient Quality Indicators (IQIs): These indicators reflect quality of care inside hospitals and include: inpatient mortality; utilization of procedures for which there are questions of overuse, underuse, or misuse; and procedures for which there is evidence that a higher volume is associated with lower mortality; 

	● Patient Safety Indicators (PSIs): These indicators focus on potentially preventable instances of complications and other iatrogenic events resulting from exposure to the health care system; and 
	● Patient Safety Indicators (PSIs): These indicators focus on potentially preventable instances of complications and other iatrogenic events resulting from exposure to the health care system; and 

	● Pediatric Quality Indicators (PDIs): These indicators reflect the quality of care for children and neonates inside hospitals (provider-level indicators) and identify potentially avoidable hospitalizations among children (area-level indicators). 
	● Pediatric Quality Indicators (PDIs): These indicators reflect the quality of care for children and neonates inside hospitals (provider-level indicators) and identify potentially avoidable hospitalizations among children (area-level indicators). 


	 
	Specific Procedures or Events 
	An analysis of specific procedures or health events may also be conducted to identify unexpected rates, trends, costs, or inappropriate utilization. Some examples include, but are not limited to, the following:     
	● Cesarean section (C-Section) rates and outcomes 
	● Cesarean section (C-Section) rates and outcomes 
	● Cesarean section (C-Section) rates and outcomes 

	● Pregnancy outcomes 
	● Pregnancy outcomes 

	● Neonatal Intensive Care Unit (NICU) admission rate 
	● Neonatal Intensive Care Unit (NICU) admission rate 

	● Cancer treatment and providers, centers of excellence 
	● Cancer treatment and providers, centers of excellence 

	● Hip replacement 
	● Hip replacement 

	● Knee replacement 
	● Knee replacement 

	● Magnetic Resonance Imaging (MRI) 
	● Magnetic Resonance Imaging (MRI) 

	● Coronary Artery Bypass Grafting (CABG) 
	● Coronary Artery Bypass Grafting (CABG) 

	● Cardiac catheterization 
	● Cardiac catheterization 

	● Back surgeries 
	● Back surgeries 

	● Overuse of antibiotics 
	● Overuse of antibiotics 


	 
	Appropriateness 
	Other financial metrics will include indicators of provider network adequacy and assessment of out-of-network utilization. For example, an evaluation of “surprise billing” from non-network providers seen in the emergency room or for anesthesia could be conducted to assess the impact to members. Additionally, overpayment analyses can include reviewing payments made for claims in excess of billed charges. 





