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Jean Yoon:
My name is Jean Yoon. I am a health economist at HERC for the Health and Economic Resource Center. I will get my slides up. This is part of the HERC online cyber course on cost effectiveness analysis. This lecture is basically going to discuss different courses of cost for VA care. Often, when you are doing any kind of cost effectiveness or other source of cost analysis in the VA, you are going to be curious about what sort of cost data are available.  

The outline for today's talk is that I am first going to talk about the MCA, which is the managerial cost of the county system and national data extract. I will be talking about how MCA estimates costs. I will be reviewing several different MCA files. Then I will then go over some of the advantages of using MCA data. Next I will be covering HERC average costs, which were developed by HERC researchers.  

I will be explaining some of the methods behind the costs that were estimated for VA care. I will be going over several of these files. I will then be discussing briefly some reasons why you might use HERC or MCA data for different kinds of projects. Then I will then be going over some different data resources. I first have a poll just for me to understand what experience the audience has with these kinds of data. Just to be able to know your familiarity with one or the other kinds of data.  

Unidentified Female:
We are looking here at if you have experience with MCA data, HERC average cost data, both or neither. The responses are coming in nicely. I will give everyone just a few more moments before we close the poll. I will just go through the results. It looks like we are slowing down here. I am going to close it out. What we are seeing is 25 percent have used MCA data. Zero have used HERC average cost data. Ten percent have used both; and 65 percent neither. Thank you everyone.  

Jean Yoon:
Okay, great. It looks like less than half of you have used one of these excellent cost data. It is a good thing that you're tuning into this lecture today. I think mostly I will be giving sort of a broad overview of these different data. I do have another poll. For those of you – I know a lot of you have not used these data. But you may have some knowledge or heard about these data before, or read a paper that use these data.  

I just want to get a sense of whether people had an idea of what data source might be better for what kind of project. I just am giving some hypothetical types of questions you might ask in a project. I just want to get an idea of whether you might choose one or the other kinds of data source. Heidi, _____ [00:03:10] – 

Unidentified Female:
_____ [00:03:10].

Jean Yoon – Set up one poll? Okay.

Unidentified Female:
I set up one poll that is on the screen right now. I am going to talk through it a little bit because the actual, what we are looking for is maybe a little bit more detailed than what you are looking at on your screen. It is going to take people a little bit longer to respond to this. Because they are having to think through it a little bit. We are asking you to click if MCA is better for these options.  

The first one is comparing healthcare costs of patients receiving two different interventions at multiple VA medical centers. The second one is budget impact of total costs for patients enrolled in a primary care program in one VA medical center. The third one is prescription drug costs for patients filling a VA prescription. The fourth one is measuring healthcare costs to compare frequency of inpatient admissions of patients between two VA medical centers.  

The responses are coming in slowly. I will give everyone just a few more moments to respond here. Because I know you have to think through this one. There is a lot of reading and figuring out to do. We are at about 50 percent right now. We are hoping for a few more responses before we close it out here. It looks like we may have stopped here.  

I am going to close the poll out. What we are seeing is 60 percent say comparing patient costs of different interventions. Sixty percent saying budget impact of total costs for primary care programs; 29 percent prescription drug costs for VA prescriptions; and 51 percent comparing costs to understand frequency of inpatient admissions. Thank you everyone.

Jean Yoon:
Can you just clarify, Heidi the percent that were for MCA data or for HERC average cost data?

Unidentified Female:
Yes. They were just responding if they felt MCA data was better for these.

Jean Yoon:
Okay. Great.

Unidentified Female:
Okay.

Jean Yoon:
Okay. I just wanted to get an idea of what the audience was sort of leaning towards one or the other kinds of data sources, which are costs. As I go through this lecture, I will be talking about the methods behind estimating costs and some reasons why you might use one or the other. I hope by the end of this lecture, it will be more clear about what kinds of questions might be best suited for what type of data files. These data sets basically use two different methods of costing. One type of costing method is called top down.  

The other is called bottom up. What the top down method does is it takes the entire VA budget. It uses the weights to allocate to costs through different encounters. This is done in a consistent method so that all encounters with the same characteristics have the same costs. This is done nationally so that there is no variation between sites. This is the HERC average cost data method.  

The other type of costing method is called bottom up. This is an activity based costing methodology. What this means is that the inputs or the activities that go into producing healthcare are first costs in terms of then cost a single encounter in the VA. This is done at the local level. It is a local approach. This type of method is often considered to more accurate than top down methods.  

I will now be talking about the MCA national data extracts. How does MCA estimate costs of VA care? Well, it pulls information from all various sources. It pulls information about clinical encounters and workloads from the VISTA system. It pulls financial data from FMS, which is the VA's general ledger, which reports the cost supplies. It pulls information from PAID, which is the VA's payroll system that has salaries of providers and other staff.  

MCA also uses information from each facility on time allocation of providers. Where and which departments providers are assigned to. Also, it uses information on relative values, which again is something that local facilities assign. For example, a facility might assign how much provider time might be spent in a clinic visit. All of this information gets combined at the level of the facilities into the facility's own production database. Then information from all of the VA facilities  are then extracted and pull into the national data extracts, which are available for research and operation projects. How does MCA determine costs of encounters?  

It first tests to assign costs to different products. Products are the components of an encounter. A product could be a 20 minute clinic visit. It could be a chest x-ray or a day in ICU. The facility first takes its costs and assigns them different cost centers in the facility. Cost centers can also be described as departments; for example, primary care might be one department. There are departments that provide direct patient care. There are departments that are purely administrative.  

The cost of administration and overhead is distributed to all direct care departments in the facility. The facility also maintains its own staff and labor mapping. For example, they know which nurses are assigned which departments. It also has its own and it maintains its own financial data in terms of salaries of providers and supplies in the facility. That is how the facility is assigned costs to different departments.  

In each department, the products are tabulated. For example, in a primary care, they might tabulate this whole number of primary care encounters that they produce. Relative values are assigned to different products. For providers, relative values are often measured in units of time. For example, a 20 minute clinic visit would be 20 minutes of visit time.  

Using this information, the facility then develops the unit cost of each product. The example I have here is just the 20 minute clinic visit with the physicians; basically the total cost of primary care are divided by the total RVUs in primary care to get a cost per RVU. Then the RVUs for a 20 minute clinic visit are multiplied times cost per RVU in order to get the costs of that visit.

After the unit costs of products are determined, the sum of all of the products used in that encounter and our costs are summed in order to get the total costs of an encounter in the VA. Now turning to the different types of MCA national data extract files. I have listed some of them here. There are many more if you go to the MCA website.  

The ones that I will be talking about today are the inpatient files. There are two different inpatient files. One file is called the treating specialty files and the other is called the discharge file. There is the separate outpatient encounter file. Then there is also a file for pharmacy records. I have listed these two other files, which I will not be discussing today. But HERC does have guide books and other information on our website about these files.  

 The intermediate product department provides a little bit more cost detail than the inpatient and outpatient files. It provides the cost of separate products that are used in certain encounters. The account level budget cost center does not have patient level data or encounter level data. Rather it is costs that are aggregated to the cost center. For example, you can go to the file, if you want to figure out where are the costs of primary care at Palo Alto VA.

I will first be describing the inpatient discharge file. This file maintains the care of patients who are discharged in each fiscal year. There is one record for each discharge. If a patient had a hospital stay that began in fiscal year 2015, but was not discharged in fiscal year 2015, their hospital stay would not in that file. It would be in the year when they were discharged. It may include costs incurred in prior fiscal years if they overlap between two fiscal years.  

The data that are only in the discharge file is the day of the discharge, the total days, and the discharging bedsection. These are the three made up records of discharge record. These are for the same patients. There are actually – this person had three different hospital stays. You can see the admit and discharge day for each of these hospital days. You can see the files, the course of discharging bedsection.  

The patient may have been treated by other bedsections; for example, like surgery. But you will not find that in this file. It only will be the discharging bedsection. The total costs are for the entire stay.  

There is another inpatient cost file. That is called the inpatient treating specialty file. This is a much larger file. This is a monthly file. There is basically one record for each treating specialty per month. The treating specialty is basically the same as the bedsection. There could be more than one record in a month, if there was more than one treating specialty in a month.  

This file is different from the discharge file. Then it records all care that is provided during the fiscal year. Some patients who have not been discharged from the hospital, their care is still recorded in this file. There is some data that are only in the treating specialty file, if the treating specialty, the census indicator for whether or not the patient has left the hospital or not. There is the date of entry and exit from the treating specialty.  

There is no discharge date from the hospital. You will have to go to the discharge file to get that information. This file records the length of stay in each treating specialty. But it does not record the total length of stay, the entire admission. Again, these are just three made up records from the treating specialty file. These are for the same patients. These are actually two different hospital stays.  

The first record is one hospital stay. The bottom two records are for another hospital stay. The reason why is there are two records is there is one record for the day they spent in treating specialty 15 in October; and then a separate record for the ten days they spent in that treating specialty in November. You can see that there is a separate cost estimate for November and October. If you wanted the cost for the entire treating specialty, you would have to add across these records. Working with these data can be a little bit more complicated than the discharge file. But as you can see, there is a lot more details in this file as well.

Some information that is available in both inpatient and MCA files is the admit day. The day they were admitted to the hospital. The admitting diagnosis related group, or DRG, the principle diagnosis and the admitting diagnosis. There is a separate file for outpatient care. In this file, you will find that there is one record per patient per visit day or clinic stop. This is a little bit different from the National Patient Care Databases events filed. Because that file allows for more than one record per clinic stop per day.  

MCA pulls most of its information from the NPC events file. But it also pulls information from other data sources like prosthetics. You will find some limited clinical information in the MCA outpatient files. There is information on the primary diagnosis. There are several fields for CPT codes. If you want to know what procedures were performed? Some of the data that are only in the outpatient files is the date of encounter.  

There is something called MCA identifier, which is also known as the clinic stop. An example of a clinic stop might be primary care or laboratory. There are several pseudo stop codes for things like prosthetics and pharmacy. Then there is also a flag variable to identify the data source. For example, if you were merging the MCA data with the NPC data, you might want to use this flag variable because otherwise, you'll get all of these other records that have come from pharmacy and prosthetics. Again, here are just some three made up examples of outpatient records. These records are for the same patient. The patient visited three different clinic stops on the same day. You can see that there is a different cost estimate for each of these clinic stops.

If you are interested in using cost data, you are probably interested in what sort of cost variables are available in these data files. There are different breakouts for these types of costs; so, breakout for fixed direct, fixed indirect, variable direct, variable supply, and total costs. There is also a separate category for variable labor category 4 and 5, which is the cost of physicians and nurses.  

There are some additional fields in the inpatient files. There are separate subtotals for lab, nursing, pharmacy, radiology, and all other costs. Within lab nursing, pharmacy, and these other categories, you will find breakout for variable, fixed direct, fixed, indirect, and supply costs.  

There is quite a lot of information about costs in the MCA data files. There is a separate MCA pharmacy file. For outpatient records, there is generally one record per prescription, or per supply per person per day. As for inpatient records, there is generally one record per person per day. You may sometimes find that there could be two prescriptions that are combined into one record, if they are for the same NDC. NDC stands for National Drug Code. This is for the same person on the same day. This is sort of a description of what sort of data fields are available in the pharmacy file. You will find a lot of information about the medication itself.  

There is a drug name that is a national drug code, which is used outside of the VA as the formulary indicator. Then, there is a VA drug class. There is a lot of information about dispensing like when the prescription was filled; the quantity in the prescription, and the date supplied. A little bit of information about the patient and there is also some information about the ordering provider. Oftentimes for a project, you might want to look at for example, prescriptions filled by a patient with ID.  

You want to link this data to other VA data. You can do that with a patient's scrambled SSN. There are costs of the prescription in the pharmacy file. That includes direct labor and the indirect costs of the pharmacy department and supplies. In the pharmacy file, the total cost of each prescription includes the acquisition costs plus the dispensing costs. You will sometimes see records that are negative. This can be because of return to pharmacy, for example.

The VA does charge copayments for prescription drugs. Unfortunately, this information is not recorded in the MCA pharmacy file. The MCA costs only represents the VA's expense for these prescriptions. If you want to know what different Veterans paid for different kinds of drugs, you will have to the VA Internet where you can find information on other eligibility for VA services and how that affected their different copayments for drugs. If you are interested in reimbursement for private insurance, there is something called the Medical Care Cost Recovery files, which records a third party payer reimbursements?  

In terms of cost outliers in MCA, this applies to all of the data files that I talked about. You may occasionally find very high cost or very low cost records. If you choose to use these data, you might want to look for cost estimates that are unexpectedly high or low given the characteristics of care. There are instances where there is a mismatch of cost utilization. You may find unit costs that can be very high. Or, you may find costs that are negative.  

You would be careful about looking for these kinds of things if you work with MCA data. But the MCA office actually does a lot of work around quality assurance in terms of these data. For example, they do monthly audits and reconciliations of the MCA data. Then, when they build the national data extracts, they also identify extremely high outliers. What are some advantages of using MCA data?  

Well, as we saw earlier that these estimates are based upon facilities' mapping of labor and staff time. They really reflect facility differences in terms of productivity, efficiencies, and economies of scale. These costs are based on the local experience and the local approach to producing encounters. It is believed to be more accurate. MCA data has pharmacy data.  

Unfortunately, HERC average cost data do not have any cost to pharmacy care. MCA data also has state nursing home stays if you are interested in these costs. MCA is an activity based method and is the official cost accounting system for the VA. They have invested heavily in this over the years.  

Next, I will turn to HERC average costs. But I just want to pause briefly to see if there are any questions.

Unidentified Female:
No questions at the moment.

Jean Yoon:
Okay great. Basically the HERC average costs are costs that are estimated annually by researchers and staff at HERC. These methods were developed before MCA data became widely available. The purpose of these methods was to estimate costs using standard methods so that encounters with the same characteristics would have the same costs. There were three methods that were used for different types of care.  

The first method we used for acute medical surgical stays. These cost estimates come from a regression model. These are things like DRG, and length of stay in a hospital to estimate what Medicare would have paid for that stay. There is a separate category for other types of inpatient care like we have in long-term care. That method for estimating cost is based primarily on length of stay.  

The third method is for outpatient care. This is basically hypothetical Medicare payments. It uses the procedures codes in the VA encounter records in order to assign costs. Let us look at the first method. The first method was for medical and surgical stays. This is based upon the cost regression. It uses things like length of stay, days of ICU care, the diagnosis related group.  

The stay is actually assigned to a DRG group based on diagnosis and procedures performed during the hospital stay. It uses Medicare relative value weights for DRGs. VA does not identify acute medical surgical stays. But rather HERC developed a definition for defining acute medical surgical stays by looking at the PTF treatment file and identifying treating specialties that were consistent with medical and surgical care.  

This definition was developed in order to be consistent with non-Veterans hospital definitions of acute medical surgical stays. They are consistent with the non-Veteran hospital definition. If the patient was transferred from medicine to surgery, and those days were continuous, that would be considered one hospital stay. HERC applies these progression parameters to VA stays to estimate what it would have cost in the Medicare hospital.  

These costs are actually reconciled to equal the total inpatient costs that are reported in MCA. The total costs of all hospital stays in HERC average costs are reconciled to equal the total inpatient costs that were reported by MCA. The other method of estimating costs for other types of inpatient care assumes that the costs are proportional to the length of stay. These cost methods are applied to care for rehab, blind rehab, spinal cord injury, and the other types of care that are listed here.  

The files I just talked about were hospital stay level files. They were designed to be merged into the Patient Treatment File, rather.  Because there is a separate inpatient discharge data file that HERC creates. What this file does is it reports the cost of each hospital discharge. It only reports the costs of discharges in that current fiscal year.  

As we saw in the MCA data portion, you only have information on the discharging bedsection. What this file does is it actually provides subtotals of days and costs in all of the other bedsections when a patient may have been treated during that hospital stay. It breaks down length of stay and costs into that ten different categories, which are listed here.  

The final method for estimating costs was for outpatient care. The method for estimating costs for this type of care was based on all of the procedure codes and HCPCS codes that were recorded in the VA utilization data. There can be up to 20 procedure or HCPCS codes recorded per encounter. It uses physician reimbursement rates for Medicare in order to estimate just the cost of these encounters.  

If you are familiar with Medicare data, you are aware that there is a physician component. There is a facility component. There is sort of an extra cost, if care is provided in a facility. These facility costs are added into these HERC outpatient costs. Like the inpatient costs, these outpatient costs are reconciled so that total outpatient costs are reconciled to equal total outpatient costs that were reported by MCA. These costs are adjusted differently for the_____ [00:27:43] MCA identifier or a stop code as well.

If you are not interested in encounter level costs, but rather, you are just interested in the total cost of patients during the year who have diabetes or some other kind of diagnosis, you might be interested in just getting person level costs. This is another file that HERC creates. It is based upon these HERC average costs. There is one record for each patient in the VA who was treated during the year. What it does is it provides a total of the cost of care for five inpatient and five outpatient categories. It does provide some limited information on length of stay for inpatient care. Because HERC does not estimate pharmacy costs separately. It includes the cost of pharmacy care from MCA. For hospital stays that cross fiscal years, costs assigned proportional to the length of stay in each fiscal year.  

This next section will address whether or not to use MCA data or HERC data. At HERC, we are often asked which file is the best for their project. I think the best thing to do is to start out by saying what is the research question that you are trying to answer? What sort of costs are you trying to – what kind of costs are you trying to measure for your particular study? You may also have to make tradeoffs about precision and accuracy in terms of the data that you are using.  

In terms of what sort of costing methods are consistent with which projects; this HERC course right now is looking at cost effectiveness methods. Generally, you want to be able to generalize a cost effectiveness study to the U.S. healthcare system. It is often more appropriate to use the HERC average cost data for these types of studies. Because it is based on non-VA relative value. As we saw it comes mainly from Medicare reimbursement rates.  

These HERC costs will be more like costs typical of non-VA healthcare settings. As we also saw that costs are estimated consistently across all VAs. If you use HERC average costs, you're not able to look at local variation in terms of inputs to producing healthcare. If what your study is doing is really to look at the efficiency of different kinds of healthcare providers, you will want to use the MCA data. Because these costs reflect differences between the VA facilities in terms of their productivity, their efficiencies, and their economies of scale.  

As we saw, the HERC data would be inappropriate, if you really wanted to focus on efficiency differences between VA providers. Bottom up methods like MCA are considered to be more precise because they are based upon the local experience. HERC data are considered to be less precise just because it is estimating a share of costs for encounters with similar characteristics. If you do choose to use MCA data, however, you will want to control for geographic weight differentials.  

For example, if you are comparing a clinic visit in Palo Alto versus a clinic visit in Iowa, the cost might be much higher in Palo Alto just because the cost of living and salaries are a much higher rate in Palo Alto. You will want to have account for that in any project that you do. I should mention that HERC has a wage adjustment file that we make available to VA researchers. That is something that you could incorporate into any sort of project to introduce MCA data.  

Something that you should be aware in terms of MCA data is that while MCA data is considered to be more precise, there can be some rare irregularities. As we talked about earlier, you will want to make sure you look out for outliers. Our general recommendation is to think about what is the goal of your study. Which real costs are you interested in?  

Pick one of these data sources as your main data source of costs. It is also a good idea to use the other data source in terms of sensitivity analysis because you do not want too much variation between your estimates between one or the other. There is a reference here which I want to recommend to people. They basically looked at costs for a cohort of patients in several VA sites. They compared costs between HERC average costs and MCA data. It is just a very good description overall of the methods behind these two systems; and sort of what the results were when they compared the costs. You can use two different methods.  

Finally, I would just like to provide some data resources. If you want access to MCA data, you can get access through CDW/VINCI system and through the National Data Systems. The MCA Program Office is an Intranet site. It provides a lot of very detailed documentation about different MCA data files and different data fields in these different files. I recommend that you go to this website for more detailed information.  

The MCA data, it used to be called DSS. They used to be stored at the Austin Information Center. But they were removed in 2013. However, there are still MCA legacy files that are available on CDW/VINCI servers. You can also get the MCA national data extracts in SQL data formats, if that is what you are interested in. I listed the CDW server here, if you are interested. You may not be interested in encounter level data. But if you are just looking for let us say the cost of primary care or the cost of surgery at the Palo Alto VA, you can get that information from reports from the MCA Managerial Cost Accounting website.  

If you are interested in using HERC average costs, there is the separate access through CDW/VINCI system. There are historical files that go back to 2001 that are still available at the Austin Center. If you want to use tables at CDW, there are SQL tables. I listed the server here. There are also SAS data sets that are available at the server I had listed here as well. HERC has provided some very detailed guidebooks that describe the methods behind these data sources.  

It also did a lot of describing about the different fields and how to use these different data files. There is a separate research guide to the managerial cost accounting, the national account system. There are also several different guidebooks for the HERC average cost data sets. For example, there is a separate guidebook for inpatient care and another guidebook for outpatient care; and then another guidebook for the annual person level cost file. I have listed our URL here, if you want to go to our website and check out some of our guidebooks.  

If you want to learn more about using MCA pharmacy data, VIReC has a nice data guide that they wrote up about the pharmacy file. You can go to that VIReC website to get this. HERC did a technical report, which actually compared data that was reported in an MCA pharmacy and the Pharmacy Benefits Management Database. You can find us on our website under technical reports. Basically the costs and the prescriptions that were reported in both files were actually very similar.  

I just want to draw your attention to the next two classes that are part of our cyber course series on cost effectiveness. The next lecture will be on February 10th by Josephine Jacobs. She will be talking about Introduction to Effectiveness Patient Preferences, and Utilities. Then there will be another lecture on February 24th by Jeremy Goldhaber-Fiebert who will be talking about Modeling in Medical Decision Analysis. I am going to open things up to questions. If people have any of the questions about any data file or any other method behind estimating cost in these data, I am happy to answer any questions.

Unidentified Female:
Jean, there are a few questions. The first one is whether the MCA data provide cost for each patient?

Jean Yoon:
Yes. The MCA data are encounter level data. Basically, it reports the cost of the patient's encounter, each patient's encounter. If you want, for example, the total costs for a patient, you would have to take all of their records for that year and sum it together. If you want to know the total cost of their healthcare in that year.

Unidentified Female:
The MCA are observation level data. The HERC data are both observation level and also come in a patient level file?

Jean Yoon:
Yes, that is right. HERC also estimates the cost of each outpatient encounter and each inpatient stay. But we also provide person level file, which is the sum of all healthcare costs provided in the VA for each patient in each year.

Unidentified Female:
The next question is about the data from HERC average costs and whether the patient treatment file comes from the NPCD. If so, what will happen to the HERC files when the NPCD is supposedly discontinued in October 2016?

Jean Yoon:
I am sorry. I do not have enough information about when exactly the NPC will disappear. I have heard that eventually, they will be discontinued. Right now, these HERC methods to rely upon the NPCD and PTF, files; I think the general plan is to continue measuring outpatient care and inpatient care the same way that it has been measured in the NPCD. We would still try to maintain consistent methods over time in terms of estimating costs through an inpatient stay or an outpatient encounter.

Unidentified Female:
The next question is about the MCA data and whether the MCA data strictly used VA only information to come up with the cost estimate?

Jean Yoon:
Yes. The MCA data basically estimates the cost of VA care. It is done by each local facility. For example, the Palo Alto VA uses information about labor, and staffing, and encounter produced by different departments in the Palo Alto VA in order to estimate the cost of different encounters and patient stays in their facility. Each facility does this that we can estimate the cost of VA care for each patient in the VA. We do not have information.  

MCA does not use information about – if a patient receives care from a Medicare provider. For example, you would have to get that information from the Medicare files. Patients can get contract care; and thus care that is sponsored by the VA but not provided directly by the VA. That is often paid on a Fee Basis.  

That is in a separate data set called the Fee Basis files. I did not talk about that data today. But that care is growing. If you are interested in their total use of VA and MCA sponsored care, you may want to seek access to the Fee Basis files._____ [00:40:01], I don't know if you want to add anything? You just wrote a guidebook on it.

Unidentified Female:
Sure. The Fee Basis data used to be responsible for about ten percent of all VA expenditures. If you do want the complete picture of cost estimates, that is a good source to go to. Because of the Veterans Choice Act, we are anticipating that more care will be contracted out. It is unclear now whether it will be denoted in the Fee Basis data. Or, whether you will have to go to another data set for that. But anyone looking to estimate total cost should also think about not just the regular Fee Basis data but the Veterans Choice Act data as well.  

The Fee Basis data are available in two types of files. One is the SAS file and the other is a SQL file. Persons that have both – that have operations access can locate the Fee Basis SAS files on CDW. Those who have research access would need to go to the Austin Information Technology Center data in order to get the SAS Fee Basis files. Anybody can access the SAS SQL files on – I am sorry, the SQL Fee Basis files on CDW with the appropriate permission.

Jean Yoon:
Are there any other questions?

Unidentified Female:
Yes. We have got a couple of other questions. There are logistics. What is the name of the data set in SQL for the HERC data?

Jean Yoon:
I will have to look that up and get back to you. We do have a consulting service where we answer questions about data and different kinds of methods. You contact HERC at VA dot gov. We will try to get a more detailed response to you.  

Unidentified Female:
Then another question whether there is an alternate way to view the HERC data that is not SAS or SQL. For example, would it be in_____ [00:41:59] or are there any other summary data somebody could take a look at?

Jean Yoon:
Unfortunately, we do not have any sort of data summaries right now. Basically, the summary cost data that are available are these MCA reports. If you go to the MCA website, you can for example, look at surgery costs for whichever VAs you select. You can select it for different kinds of years.  

We have not done the same thing with the HERC average cost data. If it is something simple, I mean, you could send us an e-mail and ask us. For example, if you are interested in knowing what the total cost of laboratory care was in Fiscal Year '12, for example. You could ask us. We can try to look that up for you. But right now, we do not have any way of people sort of generating their own reports with HERC average cost data.

Unidentified Female:
Okay. That looks to be the questions from the audience. In the time left, I have a couple of questions. I would encourage the audience members to submit any additional questions you might have. Jean, you mentioned that there were negative cost data in the MCA data that could be for example, a return to pharmacy. If you did come across these negative cost data for pharmacy, how would you handle these given that there is presumably a positive cost for these pharmacy data that the negative cost is offsetting to create an aggregate zero cost?

Jean Yoon:
I would suggest trying to match on the bill dates and the NDC code. I think you are going to try to match on as many fields as possible in order to make sure that if there was a positive and a negative cost that you are trying to remove from the file. We are trying to match on the fill dates on the NDC and any other information you have about the prescriptions. Generally, what I have done is just to remove any costs – in your records with negative costs. Also, it is not clear whether the entire day's supply is returned or not. I think that will be something for each project. You will have to look more specifically at the data.

Unidentified Female:
You also mentioned that the MCA folks do some data cleaning on the high cost outliers. What does that mean for the remaining outliers that are present in the cost data? Do you still go through and do additional data cleaning yourself? Or, do you consider the remaining high cost outliers to be actually accurately representing high resource utilization?

Jean Yoon:
There are patients who have very long hospital stays. If you actually break it down to a cost per day, you might find that the cost per day might actually be reasonable. It might match other kinds of hospital costs that you see in the data. But generally, I think you want to sort of drill down to the characteristics of that care. For example, you do not want to see a primary care visit that is two thousand dollars.  

I think you really want to look at the characteristics of that care. If it is a hospital stay, you want to look at sort of the length of stay of that hospital stay and see whether it is reasonable. You also want to be able to see as we looked at in the inpatient files. You can also drill down to different subcategories of care. For example, you know the subtotal upcoming for laboratory and for pharmacy, and from surgery.  

It is a good idea to look within these subcategories to see if one of these – or the subtotals is driving high cost of that hospital stay. Then_____ [00:45:59] see whether that is reasonable for the patient with a certain DRG or a certain kind of procedure that they are getting.  

Unidentified Female:
Okay. Thank you Jean. It looks like those are the questions. We have no more yet in the queue. Thank you very much for your presentation.

Jean Yoon:
Okay. If you think of any other questions, feel free to contact us. You can contact me individually, or you can also contact our HERC help desk. Heidi, do you want to say any final closing words?

Unidentified Female:
I certainly can. For the HERC help desk, you can just e-mail HERC at VA dot gov. that will go straight there. I am going to close the meeting out in just a moment. When I do that, you will be prompted for a feedback form. Please take a few moments to fill that out. We really do read through and appreciate all of your feedback. Thank you everyone for today's HSR&D Cyberseminar. We look forward to seeing you at a future session. Thank you.

[END OF TAPE] 

Page 1 of 12


