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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; 

● 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);  

● 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. 

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.  

● Creating of a scope of work with tasks and deliverables organized in a phased 

timeline for accomplishing the project goals and objectives.  
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● 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. 

 

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.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.  

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 

                                       
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. 
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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 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.  

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. 
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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. 
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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. 
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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. 
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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 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.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 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. 

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:  

● 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.  

● 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.  

● 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.   

● 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. 

 

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.  
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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. Comparative Portal - Prevalence Rates 
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Figure 3. Comparative Portal – Expenditures 
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Figure 4. Comparative Portal – Utilization  
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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: 

• 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) 

• 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 

• 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 

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

• 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 

• 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:   

● 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. 

● 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):   

● 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. 

● 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 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.  

● 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.  

● 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. 

● 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. 
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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).  

 

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 

 ERS HHSCb TRS 

TDCJ 

Reportsc 

Annual Average 

Covered Persons 

Countsd 

433,353 4,006,678 507,861 148,185 

Total Annual 

Expenditures 

(Medical and 

Pharmacy) 

$3,222M $20,906M $2,585M $7,075M 
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 ERS HHSCb TRS 

TDCJ 

Reportsc 

Average Total 

Annual 

Expenditures Per 

Member/Offender 

Per Year (Medical 

and Pharmacy) 

$5,032e $5,218 

ACO 

Plan:     

$2,872e           

Active 

Care 2 

Plan: 

$5,947e            

Active 

Care HD 

Plan: 

$3,197e            

Open 

Select 

Plan:  

$3,913e 

$4,774 

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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Demographics – Age 

Figure 6. Distribution of Age Across Agencies 

 

● 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.  

● 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. 

 

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 (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 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 
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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 
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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: 

1. Improving the patient experience of care (including quality) 

2. Improving the health of populations 

3. Reducing the per capita cost of health care 

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 
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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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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 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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7. 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 
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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 TDCJ 

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 

SOW Scope of Work 

TDCJ Texas Department of Criminal Justice 
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Acronym Full Name 

THCIC Texas Health Care Information Collection program 

TRS Teacher Retirement System 

TTUHSC Texas Tech University Health Sciences Center 

UC 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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Appendix A. Estimated Project Timeline 
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Appendix B. Data Analysis Plan 
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Appendix C. Agency Data Resources 

ERS Data Resources 
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HHSC Data Resources 
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TDCJ Data Resources 
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TRS Data Resources 
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Appendix D. Scope of Work 
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Appendix E. Charter 
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Appendix F. Agency Portals 

ERS Portal – Enrollment  
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ERS Portal – Claims / Encounters 
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ERS Portal – Expenditures  
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ERS Portal – Active Benchmark  
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ERS Portal – High Cost Claimants  
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ERS Portal – Utilization  
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ERS Portal – Utilization Cost 
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ERS Portal – Condition Demographics 
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ERS Portal – Condition Cost 
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ERS Portal – Condition Utilization 
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HHSC Portal – Enrollment 
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HHSC Portal – Claims / Encounters 
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HHSC Portal – Expenditures 
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HHSC Portal – High Cost Claimants 
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HHSC Portal – Utilization 
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HHSC Portal – Utilization Cost 
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HHSC Portal – Condition Demographics 
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HHSC Portal – Condition Cost 
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HHSC Portal – Condition Utilization 
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TDCJ Portal – Demographics 
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TDCJ Portal – Medical Expenditures 
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TDCJ Portal – Pharmacy 
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TDCJ Portal – Utilization 
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TDCJ Portal – Utilization Cost 
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TDCJ Portal – Pearl® Utilization 
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TDCJ Portal – Condition Demographics 
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TDCJ Portal – Condition Medical Cost 
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TDCJ Portal – Condition Utilization 
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TDCJ Portal – Vendor Report 
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TRS Portal – Enrollment 
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TRS Portal – Claims / Encounters 
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TRS Portal – Expenditures 
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TRS Portal – Active Benchmark Cost  
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TRS Portal – High Cost Claimants 
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TRS Portal – Utilization 
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TRS Portal – Active Benchmark Utilization 
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TRS Portal – Utilization Cost 
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TRS Portal – Active Benchmark Utilization Cost  
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TRS Portal – Condition Demographics 
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TRS Portal – Condition Cost 
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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 3MTM 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 
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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.6  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).  

https://www.cdc.gov/chronicdisease/about/costs/index.htm
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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: 

● Immunization rates 

● Cancer: 

 Breast cancer 

 Colon cancer 

 Lung cancer 

 Prostate cancer 

 Skin cancer 

● Depression 

● Reproductive health/Pregnancy 

● Low birth weight newborns 
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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: 

● Physical exam (annual) 

● Colorectal cancer screening 

● 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 

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; 

● 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 

● 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 

 



G-7 

 

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. 

	 
	 
	 
	 
	 

	ERS 
	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 
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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. 





