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What is an All-Payer Claims Database (APCD)?

000 Public and private payers
Insurers
@® @® @ \cdical, pharmacy, dental claims report data
to state

000 Eligibility and provider files
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States with APCDs: 2020 State Progress Map

18

have APCDs (2020)

6

are implementing
APCDs (CA, NM, WV,
IL, GA, HI)

Voluntary efforts

None

Alaska Hawaii '
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APCDs have advantages over other datasets

. Include information on private insurance

Surpass voluntary reporting efforts that typically only include a
limited number of data submitters and restrict use of data

Include data from most or all of a state’s insurers

Contain information on care across all types of care sites, rather
than only hospitalizations and emergency department visits

reported as part of discharge data systems maintained by most
states (e.g., OSHPD)

Large sample sizes, geographic representation, and longitudinal
information on individual patients and providers



California is establishing its own APCD

Establish Health Care Cost Transparency Database by July 1, 2023

Goal of the APCD: generate information to inform policy decisions
regarding the provision of quality health care, reduce disparities,
and reduce health care costs

A.B.1810
A.B. 80

®
A.B. 1810 (2020): OSHPD convened a Review Committee
of stakeholders and experts to advise on the
establishment, implementation and administration of the
Health Care Payments Data (HPD) Program

®
A.B. 80 (2020): Provided OSHPD the authority to establish
the HPD—California’s APCD

APCD is a vital data resource to support efforts to improve affordability



Healthcare Payment Database (HPD) is essential to
California’s cost containment efforts

~_Trends in spending

;L
~Variation in costs of care J
~ Effects of provider consolidation .

~ “Wasteful” health care spending

~ Impact of payment reforms

Primary care spending as share of total spending

~_Transparent cost information for consumers j % @




The HPD can also address other critical questions

How is provider consolidation Are social risk factors associated
affecting the quality of care? with quality performance?

Does utilization of care change in Are there disparities in care and are
response to payment policy disparities shrinking/growing over
changes”? time?

How does utilization of services Are some providers more efficient in

differ across patient populations? delivering quality than others?

What is the quality of care and how
does quality vary across providers
and/or patient populations?



How have other states used their APCDs

to address cost and affordability?




Most Costly Low-Value Services in Virginia, 2014

- Low-value Unnecessary
Virginia used service costs
its APCD to Baseline lab tests for low-risk patients having low-risk surgeries $228M
HIEESEES Cardiac imaging in low-risk tomatic patient $93M
ardiac imaging in low-risk, asymptomatic patients

wasteful
health Annual cardiac screenings for low-risk, asymptomatic patients $41M
spending Routine head CT scans for ED visits for severe dizziness $25M
EKGs, chest x-rays, or pulmonary function tests for low-risk $21M

patients having low-risk surgeries

Source: JN Mafi et al. Low-Cost, High-Volume Health Services Contribute The Most To Unnecessary Health
Spending. Health Affairs, 2017. www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2017.0385 9




Colonoscopy - Diagnostic (outpatient)

Colonoscopy - Diagnostic (outpatient) ﬂ

This event consists of a number of health care services that often occur at the same time. The cost shown reflects the services
Insurance Carrier * @ Plan Type ©

provided bundled into one cost estimate.

NH used its nthem- Nt Y] | Individual(selfly]
APCD to
provide cost
data for the
HealthCost N 05

Com pa rlson Precision of
= Estimate of the Cost Typical Patient
shopping

+ EntireState  [v| [EEEERS) Sort Results:  Sort by Estimate of Total Cost|V]

Total Cost ® Estimate®  Complexity @

too I [] Concord Endoscopy Surgery Center $619 V Low MEDIUM
[ The Surgery Center of Greater Nashua 5626 V Low MEDIUM
[l Wentworth Surgery Center 5682 V Low MEDIUM

10

Source: NH Insurance Department nhhealthcost.nh.gov/costs/medical/



https://nhhealthcost.nh.gov/costs/medical/

COVID-19 « SHOP FOR CARE GET DATA ~ CHANGE AGENTS OTHER |

CENTER FOR IMPROVING
VALUE |N HEALTH CARE

Colorado’s
Shop for
Care site

Select Service:

Select Your ZIP Code:

Sort List By:

Ultrasound, Abdomen, complete (CPT 76700)

80001

Awverage Price (Low to High)

<>

. Facility Name pistance .
pOStS p rl Ces (Miles) Average Price Price Range Patient Experience ove'gﬂ;i‘:;p'tal
fo r CO m mon Denver Health Medical Center 7.2 I s310 $280-$540 *h K *h K A

health care Vadion caney o Regen o3 [l s300 30530 kdkk s hkkk
services Footls Hosptal 6 s 205060 Ak * kR
Medical Genler a0 [ 5550 200850 ek * o e
gg::gflth Yampa Valley Medical 102.2 - $350 $350_$350 S B & % A &
National Jewish Health 8.7 - $360 $360-%450 * *
Valley View Hospital 1212 - $400 $400-%410 L 2 & & TRAAYN
Delta County Memorial Hospital 1745 P s460 $430-$460 o W *hAN
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RAND'’s study
used APCD
data to
compare

how much
hospitals
receive from
private payers
vs. Medicare

Relative Price of Hospital Care for All States
Private payers vs. Medicare

247%

230%

224%

2016 2017 2018

Source: C.M. Whaley et al. 2020. Nationwide Evaluation of Health Care Prices Paid by Private Health Plans. RAND Corporation.

Note: Relative price = ratio of the amounts actually paid divided by the amounts that would have been paid—for the same
services from the same hospitals—using Medicare’s price-setting formulas. Prices include prices for inpatient and outpatient
services and group facility and professional fees 12



Price Variation by County for Inpatient/Outpatient Hospital Services (2015-2017)

Morgan | 5 76%
Summit | 504 %

Logan | 4 19%

Delta I 385%
Larimer I 384%

17 counties paid more than

3 times Medicare prices

12 counties paid more than 2

Weld I 3 737
Fremont I 37 1%
Garfield I 37 1%
Otero I 3/0%
Jefferson I 336%
Adams I 335%
The APCD Las Animas I 325
Arapahoe I 3207
La Plata I 3207
data |et us Mesa I 3 0%
Broomfield I 3107
Montrose I 300%
Compa re Alamosa I 279%
Douglas I 27 7%
. Pueblo I 276%
pr|ces for ElPaso I 251%
Routt I 244%
Cheyenne I 240%
eve ry County Eagle MM 236%
Montezuma I 232%
. Chaffec I 215%
N COIOradO Boulder I 207% _
Gunnison I 200% tlmeS Medicare prices
Denver I 200%
Prowers I 188%
Sedgwick I 167%
Phillips I 167%
Archuleta I 164% : :
Moffat I 155% 10 counties paid less than
Kit Carson I 150% .
Yuma I 139% 2 tlmes Med|care pnces
Conejos I 130%
Lincoln M 125%
Pitkin I 115%

Source: White, C, Whaley, C et al. 2019. RAND Corporation. www.rand.org/t/RR3033 13




Massachusetts
established an
HPC that slowed
growth in

commercial
spending
compared to the
U.S. average

Annual growth in commercial medical spending per enrollee,
Massachusetts vs. U.S. (2006-2018)

0
12% = MA

HPC ESTABLISHED
= U.S.

10% 2 I
Y |

[

/ \ |

8% ;

6% 1/ . \
/7

4% o
2% \0 / // /

@
[ /
0% — | = | | ; N\ %
2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
-2%
Source: D. Auerbach. Health Care Spending Trends and Impact on Affordability. Massachusetts Health Policy 14

Commission. 2019 Cost Trends Hearing.



Massachusetts Center for Health Information and Analysis (CHIA)

Components of Total Health Care Expenditures,
2017-2018

$1.6B $1.7B
Other Pubiic Other Public $
$2.4 $2.78 S ’ 827
;JCP?' NCPHI THCE per capita
$15.1B $15.1B
MassHasith MaseHeaalth
3.1%
Per capita trend
2017-2018
$17.1B 33131 B
$22.5B $23.3B
Commercial Commercial
et sananhy $58.8B $60.98B et~

Source: Center for Health Information and Analysis (CHIA). Annual Report on the Performance of the Massachusetts Health Care System: 2019.
https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf
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https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf

Total Health Care Expenditures by Service Category, 2017-2018

 $2.8B

$2éTB L I MNon-Claims
o $'f4.1B ,' glﬂr-i:gssional
er Frotessional b B $8 . 5B
8.58 .l i ther Medical
MaSSHChusettS Otﬁr Medical el @ ©
Center for Health $9.38 $9.5B
H Physician T P Physician
Information and e @
Analysis (CHIA) $9.4B - $7.88 8818 - $9.98
(Gross oilt: ;:g;‘ttg (et of Febates) e ornses .-I Erigga;fyﬂebates)
$10.6B $11.0B

Hospital Outpatient Hospital Outpatient

$11.7B

Hospital Inpatient

$11.3B

Hospital Inpatient

00

2017 2018

Spending increased for the four largest service categories between 2017 and 2018, with the highest
growth in gross pharmacy expenses.

Source: Center for Health Information and Analysis (CHIA). Annual Report on the Performance of the Massachusetts Health Care System: 2019.
https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf



https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf

Components of Total Health Care Expenditures:
Net Cost of Private Health Insurance by Market Sector,

Merged Market

2017-2018
@' o ion glhB MCO/ACD-A
$0.28B '
M e es 17.6% bo.s%B |
assachusetts $0.338 SComAce

Center for Health Medicare Advantaos/ 50,545
Information and $0.51B @ Seff-Insured
Analysis (CHIA) T

i $0.53B @ $0.65B

Merged Market

Commercial
Fully-Insured

Large Group

$0.79B

Total O\rezrca:f‘I?Spending $2 i 4 B

$2.7B

$0.85B

Large Group

Total Owverall Spanding
2018

K

THCE COMPOMNENTS
Detailed Wiew

NCPHI increased by 11.3% to $2.7 billion in 2018, primarily driven by increases in the merged market

and Medicare managed care programs.

Source: Center for Health Information and Analysis (CHIA). Annual Report on the Performance of the Massachusetts Health Care System: 2019.

https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf



https://www.chiamass.gov/assets/2019-annual-report/2019-Annual-Report.pdf

Massachusetts Center for Health Information and Analysis (CHIA)

Adoption of Alternative Payment Methods by Insurance
Category, 2016-2018

Key

B Gilobal Budget (Fuill)

B Gilobal Budget (Partial)
Limited Budget

B Bundied Payments
Other, Non-FFS Based
Fee-for-Service

67.7%

51.1% Total
APM Adoption
40.4% in 2018
2018 2017 2018 2018 2017 2018
MassHealth MCO/ACO-A Medicare Advantage

Source: Center for Health Information and Analysis (CHIA). https://www.chiamass.gov/thce-tme-apm/



https://www.chiamass.gov/thce-tme-apm/

Capturing alternative payment models is a critical
issue for California’s HPD

APCDs typically exclude
alternative payment model
(APM) payments

000 puicanpicrepaers M) payments
C X X ) Medical, pharmacy, dental claims pay-for- performance payments
* shared saving payments
* payments for primary care or
Eligibility and provider files patient-centered medical homes

000 Public and private payers




Capturing alternative payment models is a critical
issue for California’s APCD

It's important to capture
both claims based and APM

ayments to estimate the
000 Public and private payers pay

O] iy of peyments anc

Alternative payment models

health spending
000 Medical, pharmacy, dental claims

Eligibility and provider files Other states have found
ways to include APM
payments, including those
with significant Kaiser
penetration (e.g., Colorado)




Key issues for California’s APCD

Inclusion of Medi-Cal data (covers ~1/3 of Californians)---the
HPD Program should pursue the collection of Medi-Cal data
directly from DHCS

Unique patient identifier to track patients over time and
across settings

Unique provider identifiers that can be mapped to physician
groups and health systems

. Access to the data for researchers who can help leverage it
to address the critical questions



California HPD Review Committee

. Made 36 unanimous recommendations to OSHPD

Recommended a tiered approach to implementation that
will expand the database over time, given the complexities
of California

Made recommendations about who should be mandatory
data submitters, agreed to by all committee members.

. OSHPD delivered Legislative Report July 1, 2020




California HPD Program Advisory Committee

. Multi-stakeholder group representing consumers,
providers, purchasers, insurers, organized labor, health

care service plans, self-insured plan, the research
community.

Advise OSHPD in the development and implementation of
the HPD program

Committee held first meeting October 22, 2020







