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T O D AY ’ S  W E B I N A R

Today’s webinar will be a technical briefing for insurers on 

how to submit data to the Delaware Health Care 

Commission in support of the Health Care Spending and 

Quality Benchmarks.

The intended audience for this webinar is insurer staff who 

will be tasked with preparing the data files for submission.

Note: This webinar is being recorded.
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T O D AY ’ S  W E B I N A R

1. Health Care Spending and Quality Benchmarks Overview

2. Detailed Review of the Total Medical Expense Data Reporting Requirements

3. Detailed Review of the Quality Data Reporting Requirements

4. Questions
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O V E R V I E W :  H E A LT H  C A R E  S P E N D I N G  B E N C H M A R K

• Governor Carney established Health Care Spending and Quality Benchmarks in 

Executive Order (EO) 25 (November 2018).

• Delaware has set a target of keeping annual per capita health care spending growth 

at or below:

– 3.8% (2019)

– 3.5% (2020)

– 3.25% (2021)

– 3.0% (2022 and 2023)

• To measure the change in health care spending year-over-year, the Delaware Health 

Care Commission has requested data of each Insurer. This webinar will review the 

technical specifications of that data request.
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O V E R V I E W :  Q U A L I T Y  B E N C H M A R K S

• EO 25 established the calendar year (CY) 2019–2021 quality benchmarks and 

aspirational longer term goals.

• There are eight quality benchmarks; annually starting in 2020, insurers will need to 

submit data for the state to calculate performance for four.

HEALTH STATUS

MEASURE

SPECIFICATION CY 2019

BENCHMARK

HEALTH CARE 

MEASURE

SPECIFICATION CY 2019

BENCHMARK

Adult Obesity % of adults with 

body mass index 

≥30

30.0% Concurrent Use of 

Opioids and 

Benzodiazepines

% of individuals age 18 

and older with 

concurrent use of 

opioids and benzos

TBD

High School 

Students Physically

Active 

% of students with 

physical activity for 

≥60 mins a day on 

five or more days

44.6% Emergency 

Department (ED) 

Utilization (Commercial

Market only)

# of ED visits for 

individuals age 18 and 

older

190 visits per 

1,000

Opioid-related

Overdose Deaths

# of opioid-related 

deaths

16.2 deaths per 

100,000

Persistence of Beta

Blocker Treatment 

After a Heart Attack

% of individuals age 18 

and older  who 

received beta-blockers 

for 6 months after 

discharge

82.5% 

Commercial

78.8% Medicaid

Tobacco Use % of adults who 

currently smoke

17.1% Statin Therapy 

Adherence for 

Patients with 

Cardiovascular 

Disease

% of at-risk individuals 

who adhered to 

medication for ≥ 80% 

of treatment period

79.9% 

Commercial

59.2% Medicaid
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TOTAL MEDICAL 

EXPENSE DATA

SUBMISSION 

INSTRUCTIONS
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T O TA L  M E D I C A L  E X P E N S E  D ATA  –

D E TA I L E D  R E P O R T I N G  R E Q U I R E M E N T S

• Data are due to the Health Care Commission on, or before August 1, 2019.
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T O TA L  M E D I C A L  E X P E N S E  D ATA  –

D E TA I L E D  R E P O R T I N G  R E Q U I R E M E N T S

• Insurers should submit an Excel file with the necessary information required for 

Delaware Health Care Commission (DHCC) to calculate performance against the 

Spending Benchmark.

• The Excel file template is located here: 

https://dhss.delaware.gov/dhss/files/benchmarkattachment5_021519.xlsx

• Insurers should input their data into the cells used as examples and not alter the file 

in any other way:   

– Cells with blue text will automatically calculate pre-populated formulas.   

– Data in cells with blue font should not be altered.

• Insurers may refer to this webinar and the Total Medical Expense (TME) Data 

Submission Instructions for more information on how to populate the Excel file.

• Each tab of the Excel file will be described in this webinar.

https://dhss.delaware.gov/dhss/files/benchmarkattachment5_021519.xlsx
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T O TA L  M E D I C A L  E X P E N S E  – W H AT  I S  I T ?

• TME is all allowed amounts (i.e., the amount the insurer paid plus any member cost 

sharing) for:

– Members who are residents of Delaware.

– For whom the insurer is primary on a claim (exclude any paid claims for which the 

insurer was the secondary or tertiary insurer).

• Insurers must include all allowed amounts for all TME data for members, regardless 

of whether services are provided by providers located inside or outside of Delaware, 

and regardless of the situs of the member’s plan.

• If the Insurer operates in multiple states, the Insurer should only report for lines of 

business which are subject to Delaware laws and regulations.
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T O TA L  M E D I C A L  E X P E N S E  D ATA  – H E A D E R  F I L E  

This cell should not 

change.  It indicates 

that it is the header 

record.

Input your DHCC-assigned 

Org ID.

Aetna: 101

AmeriHealth Caritas: 102

Cigna: 103

Highmark BCBSD: 104

UnitedHealthcare: 105

At this time, this 

field should be left 

blank.

These dates should always 

be January 1 to December 

31 of the reporting year, 

unless an Insurer is entering 

or exiting the market mid-

year. 

An Insurer may use this text 

box to communicate any 

relevant information about the 

TME data submission.  It is not 

a required element.

Each Insurer is expected to submit risk-

adjusted data. Report which risk 

adjustment grouper software was used 

with the TME data submitted, and which 

version of the software was used.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

• EO 25 requires the DHCC to report performance against the benchmark at the 

provider level. In order to do so, Insurers will need to do the following:

• Insurers must attribute members to a primary care provider (PCP) so that all 

member spending can be attributed to one PCP. The following are hierarchal steps 

that an Insurer should take in order to attribute members to a PCP:

– Delaware members required to select a PCP by plan design.

– Members not required to select a PCP by plan design who were attributed 

during the measurement year to a PCP, pursuant to a contract between the 

Insurer and provider for financial or quality performance.

– Members not attributed to a PCP in either of the two previous manners, should 

be attributed to a PCP using the Insurer’s own attribution methodology.

Any members that are not attributable to a PCP shall be reported together in 

aggregate.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

• Data on TME spending must be reported in three ways:

1. TME data applicable to the insurer’s 10 largest providers based on the number 

of attributed members (using the previously mentioned methodology). Spending 

for members attributed to each of the 10 largest providers must be reported 

separately by provider. Should any of the 10 largest providers not meet the 

minimum attribution threshold for public reporting, DHCC will not publicly report 

its performance.  

2. TME data applicable to providers not counted as the insurer’s 10 largest 

providers must be reported in aggregate.

3. Member spending not attributable to a PCP must also be reported in aggregate.

Data reported for each PCP must include all TME for all attributed members for 

each month a member was attributed, even when care was provided by providers 

outside of or not affiliated with the respective PCP.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

• If an insurer holds multiple contracts with providers who are affiliated with the same 

health system or Accountable Care Organization (ACO), data for those providers 

should be reported in aggregate for the health system or ACO, regardless of whether 

the members attributed to the smaller entities by contract would be categorized into 

the top 10. 

• For example, if an insurer is contracted with a health system-affiliated health center 

or provider group separately from other health system PCPs, and the contract with 

the affiliated health center or provider group does not fall into the top 10 largest 

providers, it should be combined with other health system providers for the reporting 

of the health system. 

• If, after combining the data for multiple contracts, the provider group still falls below 

the insurer’s top 10 largest, then the data should be reported in the category of 

spending by groups with fewer numbers of attributed members than providers in the 

top 10. 
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

• There should be a claims run-out period of at least 120 days after December 31 of 

the prior calendar year.

• Insurers should apply reasonable and appropriate incurred but not reported/incurred 

but not paid (IBNR/IBNP) completion factors to each respective TME service 

category based on commonly accepted actuarial principles and will be required to 

attest that they are reasonable and appropriate.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

This field 

should always 

have “PR.”

Insurers will report three categories of data:  

1.  TME data applicable to the 10 largest providers 

by Insurer based on the number of attributed 

members. All insurers should report data on at least 

10 providers.

2.  This row is for TME data 

applicable to providers with fewer 

numbers of attributed members than 

in the top 10, reported in aggregate.

3. This row is reserved for all other member 

spending not attributable to a PCP, reported 

in aggregate.

Insurers are required to report TME by line of 

business.  Use the following Insurance Category 

Codes.

1 = Medicare & Medicare Advantage

2 = Medicaid and Medicaid Managed Care

3 = Commercial – Full Claims

4 = Commercial – Partial Claims, Adjusted

5 = N/A

6 = Medicare and Medicaid Dual eligibles 65+

7 = Medicare and Medicaid Dual eligibles 21-64

8 = Other 
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

Enter the health status 

adjustment score.  All 

TME data is to be 

submitted on an 

unadjusted basis.

Insurers are to 

calculate the 

total member 

months.  



17Copyright © 2019 Mercer Health & Benefits LLC. All rights reserved.

T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

C L A I M S

• There are eight categories of claims data to be submitted, all with specific definitions:

1. Hospital inpatient

2. Hospital outpatient

3. Professional physician, primary care

4. Professional physician, specialty

5. Professional other

6. Retail pharmacy

7. Long-term care

8. Other
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

C L A I M S
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

C L A I M S

1. Hospital inpatient: The TME data from claims to hospitals for inpatient services 

generated from claims. Includes all room and board and ancillary payments. 

Includes all hospital types. Includes payments for emergency room services when 

the member is admitted to the hospital, in accordance with the specific payer’s 

payment rules. Does not include payments made for observation services. Does 

not include payments made for physician services provided during an inpatient stay 

that have been billed directly by a physician group practice or an individual 

physician. Does not include inpatient services at non-hospital facilities.

2. Hospital outpatient: The TME data from claims paid to hospitals for outpatient 

services generated from claims. Includes all hospital types and includes payments 

made for hospital-licensed satellite clinics. Includes emergency room services not 

resulting in admittance. Includes observation services. Does not include payments 

made for physician services provided on an outpatient basis that have been billed 

directly by a physician group practice or an individual physician.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

C L A I M S

3. Professional physician, primary care: The TME data from claims to physicians or 

physician group practices generated from claims. Includes services provided by any 

care provider defined by the health plan as a PCP (including doctors of medicine or 

osteopathy in family medicine, internal medicine, general medicine or pediatric 

medicine, nurse practitioners, physicians assistants or others not explicitly listed here). 

The one exception is OB/GYNs may not be considered a PCP for this purpose. 

4. Professional physician, specialty: The TME data from claims to physicians or 

physician group practices generated from claims. Includes services provided by a 

doctor of medicine or osteopathy in clinical areas other than family medicine, internal 

medicine, general medicine or pediatric medicine, not defined by the health plan as a 

PCP. 

5. Professional, other: The TME data from claims to health care providers for services 

provided by a licensed practitioner other than a physician. This includes, but is not 

limited to, community health center services, freestanding ambulatory surgical center 

services, licensed podiatrists, nurse practitioners, physician assistants, physical 

therapists, occupational therapists, speech therapists, psychologists, licensed clinical 

social workers, counselors, dieticians, dentists and chiropractors.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

C L A I M S

6. Retail pharmacy: All TME data from claims to health care providers for 

prescription drugs, biological products or vaccines as defined by the insurer’s 

prescription drug benefit. 

7. Long-term care: All TME data from claims to health care providers for skilled or 

custodial nursing facility services, home health care services, home- and 

community-based services, hospice and private duty/shift nursing services.

8. Other: All TME data from claims to health care providers for medical services not 

otherwise included in other categories. Includes, but is not limited to, durable 

medical equipment, freestanding diagnostic facility services, hearing aid services 

and optical services. Payments made to members for direct reimbursement of 

health care benefits/services may be reported in “Claims: Other” if the insurer is 

unable to classify the service. However, TME data for non-health care 

benefits/services, such as fitness club reimbursements, are not to be reported in 

any category.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

N O N - C L A I M S

• There are five categories of non-claims data to be submitted, all with specific 

definitions:

1. Incentive programs

2. Capitation and risk settlements

3. Care management

4. Recovery

5. Other
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

N O N - C L A I M S
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

N O N - C L A I M S

1. Incentive programs: All payments made to providers for achievement in specific 

predefined goals for quality, cost reduction or infrastructure development. Examples 

include, but are not limited to, pay-for-performance payments, performance 

bonuses and EMR/HIT adoption incentive payments.

2. Capitation and risk settlements: All payments made to providers as a 

reconciliation of payments made (risk settlements) and payments made not on the 

basis of claims (capitated amount). Amounts reported as capitation and risk 

settlement should not include any incentive or performance bonuses.

3. Care management: All payments made to providers for providing care 

management, utilization review, and discharge planning.
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T O TA L  M E D I C A L  E X P E N S E  – P R O V I D E R  D ATA

N O N - C L A I M S

4. Recovery: All payments received from a provider, member/beneficiary or from 

another payer that were distributed by a payer and then later recouped due to a 

review, audit or investigation. This field should be reported as a negative number. 

Only report data in this column that are not otherwise included elsewhere (e.g., if 

Inpatient Hospital is reported net of Recovery, do not separately report the same 

Recovery amount in this column).

5. Other: All other payments made pursuant to the Insurer’s contract with a provider 

that were not made on the basis of a claim for health care benefits/services and 

that cannot be properly classified elsewhere. This may include governmental payer 

shortfall payments, grants or other surplus payments. Only payments made to 

providers are to be reported; insurer administrative expenditures (including 

corporate allocations) are not included in TME.
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T O TA L  M E D I C A L  E X P E N S E  – P H A R M A C Y  R E B AT E

• The Total Health Care Expenditures and TME will be publicly reported net of 

pharmacy rebate. Insurers should enter data in the RX Rebate tab of the Spending 

Benchmark Submission Template.

• Pharmacy Rebates: The estimated value of rebates attributed to Delaware resident 

members provided by pharmaceutical manufacturers for prescription drugs with 

specified dates of fill, corresponding to the period beginning date through end date 

from the Large Provider Record file, excluding manufacturer-provided fair market 

value bona fide service fees. 

• This amount shall include pharmacy benefit manager (PBM) rebate guarantee 

amounts and any additional rebate amounts transferred by the PBM. Total rebates 

should be reported without regard to how they are paid to the insurer (e.g., through 

regular aggregate payments, on a claims-by-claim basis, etc.). 
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T O TA L  M E D I C A L  E X P E N S E  – P H A R M A C Y  R E B AT E

• Payers should apply IBNR factors to preliminary prescription drug rebate data to 

estimate total anticipated rebates related to fill dates in the calendar year for which 

reporting will be done. 

• If insurers are unable to report rebates specifically for Delaware residents, insurers 

should report estimated rebates attributed to Delaware resident members in a 

proportion equal to the proportion of Delaware resident members compared to total 

members, by line of business. For example, if Delaware resident commercial 

members represent 10% of an insurer’s total commercial members, then 10% of the 

total pharmacy rebates for its commercial book of business should be reported.
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T O TA L  M E D I C A L  E X P E N S E  – P H A R M A C Y  R E B AT E



29Copyright © 2019 Mercer Health & Benefits LLC. All rights reserved.

T O TA L  M E D I C A L  E X P E N S E  – M A R K E T  E N R O L L M E N T

• The market enrollment file will be the source of the insurer’s member months by 

market. It will be used by DHCC to compute the net cost of private health insurance. 

• Insurers will report their member months by market in this file.
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T O TA L  M E D I C A L  E X P E N S E  – M A R K E T  E N R O L L M E N T

Each market 

enrollment category 

should have data.  

Categories:

1. Individual

2. Large Group

3. Small Group

4. Self-Insured

5. Student market
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F I L E  S U B M I S S I O N

• On or before August 1 (but not before 120 days of claims runout) insurers should 

submit an Excel file to: Elisabeth.Scheneman@Delaware.gov and 

DHCC@Delaware.gov with the data described in the TME instructions and through 

this webinar.

• The file must be in .XLSX or .XLS format.

mailto:Elisabeth.Scheneman@Delaware.gov
mailto:DHCC@DElaware.gov
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N E T  C O S T  O F  P R I VAT E  H E A LT H  I N S U R A N C E

• The Net Cost of Private Health Insurance captures the costs to Delaware residents 

associated with the administration of private health insurance. It is the difference 

between health premiums earned and benefits incurred. It consists of insurers’ costs 

of paying bills, advertising, sales commissions and other administrative costs, 

premium taxes and profits (or contributions to reserves) or losses.

• All insurers will need to submit their federal commercial medical loss ratio (MLR) 

reports along with their TME and Quality Data files on or before August 1.

• In the event the MLR report submitted to DHCC on or before August 1 differs from 

the final submission an insurer makes to the federal Center for Consumer 

Information and Insurance Oversight (CCIIO), the insurer must notify DHCC in 

writing as soon as possible. Notification should be directed to:  

Elisabeth.Scheneman@Delaware.gov and DHCC@Delaware.gov. 

mailto:Elisabeth.Scheneman@Delware.gov
mailto:DHCC@Delaware.gov
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Q U E S T I O N S ?

• Before we move onto the Quality Data Submission instructions, are there any 

questions about what TME data are being requested or how to submit TME data to 

DHCC?
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QUALITY MEASURE DATA

SUBMISSION 

INSTRUCTIONS
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

M E A S U R E  S P E C I F I C A T I O N  L I N E S  O F  

B U S I N E S S  

R E P O R T I N G   

U N I T  

Concurrent use of opioids and 

benzodiazepines 

PQA 

 

Commercial 

Medicaid 

Insurer 

Provider 

Emergency department utilization  

HEDIS, version 

corresponding to 

performance period 

Commercial Insurer 

Statin therapy for patients with 

cardiovascular disease - statin adherence 

80% 

Commercial 

Medicaid 

Insurer 

Provider 

Persistence of beta-blocker treatment 

after a heart attack 

Commercial 

Medicaid 

Insurer 

Provider 

 

These are the quality measures for which insurers will 

need to report data.  Other quality measures, identified 

at the outset of this webinar, will be calculated by the 

State.

There is a live 

link to the PQA 

specification in 

the Quality Data 

Submission 

Instructions

When Reporting Unit is 

“Insurer,” data submitted will 

be for the Insurer’s entire 

Delaware Business

When Reporting Unit is 

“Provider,” data submitted 

will be for the same 10 

providers for which TME data 

is reported
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

• One Quality Benchmark Performance Submission Template should be submitted per 

Insurer. The completed file should contain all required health insurer and 

provider-level information with at least 120 days of claims runout.

• All data must be submitted to DHCC annually on, or before August 1.

• NOTE: No quality baseline data will be collected. Data for only one measure will be 

collected in 2019 and that is to create its benchmark for 2020 and 2021.   The 

following slides will review both 2019 data submission, as well as the process for 

data submissions in 2020 and beyond.
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

Insert the contact information for the 

individual(s) who completed this form 

and for whom questions should be 

directed, if necessary.
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

These will 

populate as 

“drop-down” 

menu options.  

Only data on the 

top 10 provider 

groups should be 

reported here.   

The top 10 

provider groups 

should be the 

same as those 

reported in the 

TME file.
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

• EO 25 did not establish a benchmark for “concurrent use of opioids and 

benzodiazepines” as data were unavailable at the time to determine appropriate 

benchmarks:

– Therefore, there is no CY 2019 quality benchmark for “concurrent use opioids and 

benzodiazepines.”

• To inform the establishment of future year quality benchmarks for “concurrent use 

opioids and benzodiazepines”, Delaware Insurers will need to submit data to DHCC:

– Insurers must provide data to DHCC by August 1, 2019 (Commercial and 

Medicaid/CHIP, as applicable).

• Using the baseline data, DHCC will confer with subject matter experts to establish 

benchmarks for CYs 2020 and 2021, along with aspirational goals:

– Benchmarks for this measure will be published in late 2019.
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

The number of individuals from the 

denominator with (a) 2 or more Rx 

claims for any benzodiazepine filled on 

2 or more separate days AND (b) 

concurrent use of opioids and 

benzodiazepines for 30 or more 

cumulative days.

The number of individuals from 

the eligible population with 2 or 

more prescription claims for any 

opioid filled on 2 or more 

separate days, for which the 

sum of the days supply is 15 or 

more days during the 

measurement period.

For detailed exact specifications see 

the PQA Measure Specifications (link 

in Quality Benchmark Submission 

Instructions).
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

These two measures 

are HEDIS measures.  

The ED measure was 

modified by NCQA for 

Delaware’s use.  

Insurers should use the 

HEDIS specifications 

that correspond to the 

Benchmark 

performance year for 

more information on 

how to calculate these 

values for submission 

in 2020.
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Q U A L I T Y  B E N C H M A R K S  D ATA  R E P O R T I N G  

R E Q U I R E M E N T S

This is also a HEDIS 

measure. Insurers 

should use the 

HEDIS specifications 

that correspond to 

the Benchmark 

performance year for 

more information on 

how to calculate 

these values for 

submission in 2020.
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Q U E S T I O N S ?
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Services provided by Mercer Health & Benefits LLC.


