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Deandre:	Today’s speaker is Kristin de Groot. Miss De Groot is a senior analyst at _____ [0:00:06] on the VA CMS data research project. I am pleased to welcome today’s speaker, Kristin de Groot.

Kristin de Groot:	Good afternoon. Thank you, Deandre. So as Deandre mentioned I am Kristin de Groot and I will be speaking about measuring Veterans’ Medicare health services use. I want to start with why this topic is important. We all know that we need to know about all healthcare use in order to draw accurate conclusions in our research studies. It is important to recognize that many veterans who use VA healthcare also use healthcare outside the VA. While it is difficult to get complete healthcare data on younger veterans, almost all veterans 65 and older are enrolled in Medicare and many of them use Medicare services. By combining VA data with the Medicare data we can have a more complete picture of their healthcare use. Heidi, now it is time for the poll. 

Heidi:	And I just put the first poll up if you want to read through that. 

Kristin de Groot:	Yes. So the first question is have you ever used Medicare data for a VA project?

Heidi:	And we will give everyone just a few more moments to finish up. Their responses are coming in nicely; I just do not want to cut anyone off before they have had a chance to respond. And it looks like things have slowed down there. I am going to close and show the results here. We are seeing around 33% saying yes, they have used Medicare data for a VA project and 67% say no, they have not. Thank you everyone for participating. 

Kristin de Groot:	Good. So I am hoping that maybe after hearing the presentation today more of you will have interest in using Medicare data for a VA project. So the second question, this is primarily for the people who have used Medicare data, how would you rate your overall knowledge of the Medicare data? With one being no knowledge and five being expert level knowledge.

Heidi:	And we will give everyone a few more moments to fill that out before closing that poll question down. Looks like things have slowed down. I am going to close that poll and results we are seeing around 27% saying they have no knowledge of Medicare data, 34% saying they have knowledge around two, 26% knowledge around three, 13% with a knowledge around four, and zero saying that they have expert level knowledge. Thank you everyone for participating.

Kristin de Groot:	Yes, thank you for participating. And I hope that this presentation is at a level that is appropriate for your respective knowledge of the Medicare data. So here are the topics for today. First I am going to give an overview of the Medicare program. We will talk about several different types of Medicare data. We will talk about how the Medicare data can be used in research and give two research examples. And then we will end with how you can get access to the data and where to go for more assistance. So first we will start with some basic information about Medicare. 

First, who is eligible to enroll in Medicare? Almost everyone over 65, some disabled individuals, and patients with end stage renal disease can enroll in Medicare. And if a person falls into one of these groups they can enroll in Medicare regardless of their income, whether or not they have other insurance, including access to VA healthcare. Medicare has two main parts, part A and part B. Part A is sometimes called hospital insurance and covers hospital care, skilled nursing facility care, hospice, and home health services. There is usually no premium for part A. Part B is sometimes call the medical insurance and covers a variety of things like doctors visits, lab tests, and medical supplies. There is a monthly premium for part B so some people, especially those who have other medical coverage, do not enroll in Medicare part B. About 7% to 8% do not enroll in part B. 

Medicare beneficiaries also get to choose how they receive their part A and B coverage. The first option which is sometimes called original Medicare is Medicare fee for service. In this option coverage is administered directly through the Centers for Medicare and Medicaid Services, or CMS. In the second option a beneficiary can enroll in a managed care plan and these are sometimes called Medicare Advantage plans, Medicare part C, or just HMOs. In this option there is a variety of plans to choose from and enrolls in a plan which is run by an insurance company that has contracted with CMS to provide benefits. And in 2012 about 27% of managed care enrollees were enrolled in a managed care plan as opposed to fee for service. 

The newest part of Medicare is part D which was added in 2006 and covers prescription drugs. Unlike part A and part B which may be either administered by CMS or by an insurance company, part D plans are always administered by an insurance company. This is an important distinction when we look at the data that are available to researchers. Part D plans often require a premium so like we saw with part B people who have coverage elsewhere such as through the VA may choose not to enroll in Medicare part D. Among veterans known to the VHA only 39% of those who are enrolled in part A or B were also enrolled in part D. And this is a lot lower than what we see in the non-veteran population. 

A misunderstanding I sometimes hear is that veterans enrolled in the VA have all of their care paid for by the VA and therefore all of the utilization even received outside the VA will be in VA data but this is not true. And keep in mind this is a simplified view of things but for the most part when a patient is enrolled in both VA and Medicare and receives care at the VA the VA pays. And likewise, assuming the same patient has Medicare and receives care outside the VA at a community hospital Medicare will pay. The VA does not bill Medicare and for the most part community providers do not bill the VA. Although there are exceptions to this such as emergencies or if VA services are not available but this often requires pre-approval. 

So next we will talk about Medicare data, starting with enrollment data. CMS collects data related to administration of the Medicare program. And while this data will not tell you about their healthcare use it can still be very useful in your research. Data directly related to administration or Medicare enrollment is likely to be accurate and complete and I will go over some examples of the data that are related to enrollment. So first is social security number. And this is related to enrollment and is also the ID used on the claim data. And here in the VA we also have the data with a scrambled SSN. CMS has their data first: date of death and mailing address, dates of enrollment and disenrollment from parts A, B, and D, also dates of enrollment and disenrollment from managed care plans and the managed care plan contract numbers. CMS also tracks ineligibility due to incarceration. When people are incarcerated they get their healthcare through the prison system, not through Medicare so Medicare wants to make sure that the bills are not being submitted for a person if they are not getting care in the community. 

As I mentioned earlier, part B requires monthly premiums. For some low income individuals the state’s Medicaid program pays the premiums and this information is captured in the Medicare data and can be used as a proxy for Medicaid enrollment or low income. And finally, CMS’ information on whether or not the person has insurance that is primary to Medicare. This is also called a primary payor and is often employer based health insurance. In contrast, data that are not needed by CMS are unlikely to be collected. While CMS has some demographic data, things like marital status or income are not collected. There also is not information on what Medicare calls secondary payors either Medigap plans or other insurance that pays after Medicare has paid its share. And while we saw on the previous slide that CMS does capture a managed care contract number there is not much information about the benefits that the plan offers. While we are on the topic of managed care I also want to mention that the Medicare utilization data, which we will go over in a minute, contain little to no data on utilization by managed care enrollees. At best it should be considered incomplete. Because of this you often find that research projects exclude managed care enrollees from their analysis. 

Now I want to go over the actual files that are available for research use. The first one we call the enrollment and demographic file. And in this file there is one record per person and there is one file per calendar year. Everyone who is enrolled even one, month during the calendar year will be included in the file.  The file has monthly indicators for part A, part B, and part D enrollment, managed care enrollment, and whether Medicaid paid the premiums during the month. And this file has changed names in the past two years. Historically it has been known as the denominator file and you will still hear people refer to it as that. Then they changed the name to beneficiary summary. Now it is the master of beneficiary summary file base segment. 

Another type of enrollment data are custom extracts the VA gets from Medicare’s enrollment database. The VA gets five different types of data from the EDB. All of these are cumulative and updated annually. The vital status file has the most current demographic data and is primarily used in obtaining death dates. The entitlement/enrollment history file will tell you when an individual first enrolled in Medicare part A or part B. It is not limited to just whether or not they were enrolled during the calendar year like the previous file was. The group health organization file will give you the dates a person was enrolled in a managed care plan and the contract number of the plan. The incarceration history file has the dates a person was incarcerated and therefore ineligible for Medicare. And lastly, the primary payor file has information on the insurance plans that pay before or primary to Medicare. And you can learn the dates the other payor was active and what type of a payor it was.

So now we will get into the claims files or the utilization files that are available. We often hear about research results moving from bench to bedside and now I will talk about how the Medicare data get from bedside to bench. First the Medicare fee for service beneficiary receives care outside the VA from a provider that accepts Medicare. The provider submits a bill or claim to CMS for reimbursement. The term provider can be any provide that bills Medicare. It could be individuals like physicians or chiropractors or organizations like laboratories, hospitals, or home healthcare agencies. After the claims are processed and the provider has been paid CMS stores the information from the claim in databases and then they create analytic datasets for use by researchers. 

As I mentioned on the previous slide, claims are bills submitted by providers. There are two types of bills that the providers can use to submit claims. And the type of bill used is determined by whether the provider is considered to be institutional or non-institutional. And some examples of institutional and non-institutional providers are listed here along with the name of the bill that they used to submit the claim. And this is important because the type of bill used determines which dataset the claim will end up in. One other thing I wanted to mention at this point is I have heard researchers refer to the institutional providers or the institutional claims files as the part A files and the non-institutional as part B but this is not always the case. Services provided by the institutional providers can be covered either under part A or part B. For example, an x-ray taken when a person is an inpatient will be covered by part A but if the person is getting the x-ray as an outpatient it will be covered by part B. Services from the non-institutional providers are almost always covered under Medicare part B. 

So now we will go over the analytic datasets that all the Medicare claims are found in. You will see it is primarily based on provider type. Claims submitted by the institutional providers are found in the five institutional claims files: inpatient, skilled nursing facility, which I will call SNF, hospice, home health agency, and outpatient. And these are just outpatient services within an institution. I will also talk about the Medicare provider analysis file, also called MedPAR. This is an institutional stay level file or summary file and is created from the inpatient and SNF files. Claims submitted by the non-institutional providers are found in the carrier file which is previously called physician/supplier and the durable medical equipment, or DME, file. And finally we will discuss the Medicare part D data.

Now I will go into more detail about each of the claims files. First is inpatient. It contains services provided by both short and long term hospitals like rehab and psych hospitals. Because this is an institutional file it includes only the facility charges and payments. And an inpatient stay may involve one or multiple claims. What exactly does this mean? Here is an example of a single hospital stay that is made up of two claims. The first claim from July 10th through July 31st and the second claim from August 1st to August 8th. In some cases this stay may have been submitted as a single claim from July 10th through August 8th. A hospital might split the stay into multiple claims so they could be reimbursed more quickly or maybe it just makes for easier accounting to end the claim at the end of the calendar or fiscal year. 

Next is the SNF file and this includes services provided by skilled nursing facilities. It is important to note that not all stays in SNF are covered by Medicare. Medicare will cover skilled nursing and rehab care for a short time following hospitalization but Medicare does not cover custodial care when a person needs help with activities of daily living. Just like the inpatient file the SNF file includes the facility charges, payments and also like the inpatient file a stay in a SNF may involve multiple claims. CMS realizes it can be extra work to transform the data from the claim level to the stay level so they created the MedPAR file. It is an alternative to combining claims from the inpatient and SNF files. It is created from those inpatient and SNF files but the claims are rolled up or summarized to the stay level. And it eliminates the need for researchers to do this manually. The MedPAR file will not meet the needs for all projects. It contains a lot of summary variables and it does not have the same level of detail as the inpatient and SNF files do. And also something to keep in mind is that it only has diagnosis and procedure codes from the last inpatient or SNF claim of the day. 

Two more institutional files are hospice and home health agency. The hospice file includes services provided by hospice agencies for end of life care. The majority of hospice care is provided at home but it can also be provided in an inpatient setting. The home health agency file includes services provided at home by a certified home health agency. Services include skilled nursing, therapy, and home health aide services. The last institutional file is the outpatient file. Most of the services are provided by hospitals but it does include services from other institutional providers like dialysis facilities and rural health clinics. The most common types of services are lab, radiology, physical therapy, dialysis, and emergency room services. Just like the other institutional files the outpatient file includes facility charges and payments. And in just a minute you will see why I keep emphasizing that these files only include facility charges. If you are interested in the other charges sometimes called professional fees or physician charges you need to use the carrier file. This file was previously known as the physician/supplier file which is a little more descriptive than its current name. The term carrier refers to the Medicare contractors that process claims on behalf of CMS, so the claims that are processed by the carrier in the carrier file. 

As you can guess from the original name, it contains claims submitted by physicians and it includes claims in both inpatient and outpatient settings. On the outpatient side you will find office visits and procedures. On the inpatient side you will find consultations and services provided in hospitals and nursing homes and you will also find physician services provided in emergency rooms. In addition, claims submitted by ambulance providers and clinical labs are also found in the carrier file. The last of the claims files is durable medical equipment or DME and this contains equipment and all other products or supplies covered by Medicare. Some examples are wheelchairs and hospital beds, prosthetics and orthotics, oxygen equipment and supplies, diabetes testing supplies, and some drugs. But it is limited to drugs provided in an outpatient setting and administered by a provider. These are mostly injectable drugs including some chemotherapy drugs. 

In keeping on the topic of drug coverage, I want to cover a little about Medicare part D. So everything I have talked about up to this point is covered by either Medicare part A or part B so this is going to be a little different. If you remember from one of my earlier slides I mentioned that all part D plans are administered by insurance companies. So when a beneficiary fills a prescription the claim is paid by the insurance company. CMS never sees the actual claim. But CMS does require the insurance companies to submit data on all prescriptions that have been filled. So technically the part B data that are available for research are not claims like the other data are but they are often referred to as claims. After CMS obtains data from the insurance companies it makes it available to researchers in a file called the prescription drug event file. CMS also has data on the drug itself, the pharmacy, the prescriber, and the insurance plan that pays for the drug. Because this data is considered proprietary by the insurance companies it is more difficult to get than some of the other Medicare files. Because of this restriction CMS has created a subset of the PDE called the slim file which contains the data elements most commonly used by researchers including drug characteristics. The slim file is the part D data that is most easily available to obtain by VA researchers. 

Now I am going to talk about a few of the summary files that are available. The summary files are relatively new so even if you are familiar with Medicare data these may be new to you. The summary data are variables created by CMS based on the Medicare fee for service claim. CMS uses the claims data to create files that contain one record per person per calendar year. These data are a summary of the fee for service claims for a given year. There are two types of summary data: there is the cost and use data and the chronic conditions variables which I will get to in a minute. The cost and use variables summarizes the payments made by Medicare and by a beneficiary during the year for different types of care. And they also have the number of ‘events’ for each of these types of care. And I have the word events in quotes here because an event will have a different meaning depending on the type of care. 

The chronic conditions variables are a little different because before CMS could create these summary variables it first had to develop standard definitions for identifying 27 different chronic conditions using administrative claims data. The chronic conditions summary data has flags to tell you if a person has been diagnosed with one of these conditions and it will also tell you when the person was first diagnosed. Here are some examples of the cost and use variables. You will see both Medicare and beneficiary payments for different types of care. 

For the use summary variables you will notice that there are several different types of care and the measure is different depending on the type of care. So you will see stays or days, visits, fills, et cetera. And here are a few examples of the chronic conditions summary variables. For each of the 27 conditions there is a first or current variable that tells you the quarter in which the condition was first identified and a mid-year indicator and an end of year indicator to tell you if the condition was identified during the current year at these two time points. If you are interested in finding the summary variables you will have to—you will look in different files depending on the year of data you are interested in. From 1999 to 2010 all of these variables were found in the beneficiary annual summary file. Beginning with 2011 the cost and use variables and chronic condition variables are each in their own file. 

My next topic is how you can use the Medicare data in research. There are many different types of analysis that can be done with Medicare data and I am going to touch on five common ways that Medicare data can be used in health services research. I will discuss procedures, diagnoses, cost, inpatient stays, and outpatient visits. One thing that can be measured using Medicare data are the procedures. There are two types of procedure code in the Medicare data: the ICD-9 procedure or surgery codes are primarily used in an inpatient setting and are found in the MedPAR and inpatient files. The other type of procedure code is the healthcare common procedure coding system also known as HCPCS. HCPCS codes are a combination of CPT procedure codes and codes developed by CMS for Medicare covered services and products that were not already covered by CPT. You can tell you are dealing with CMS developed codes because they all begin with a character while the CPT codes are strictly numeric. And these codes are used in the outpatient, home health, carrier, and DME files. 

Another thing that Medicare claims are used to ascertain a diagnosis. The Medicare claims use ICD-9 diagnosis codes. Diagnosis codes are found in all files with the exception of the Medicare part D data. In addition to the ICD-9 codes, inpatient and MedPAR files also include the diagnostic related group, or DRG. There are several ways procedures and diagnosis codes can be used in research. They can be used as inclusion or exclusion criteria when defining your cohort, they can be used as outcome measures, and they are commonly used, especially diagnosis codes, in the use of risk adjustment, and particularly in the development of comorbidity indices. 

Another thing that Medicare claims are used for is studying cost. So two main types of cost data in the claims: charges and payments. Charges are what the provider submits to Medicare but often what they get reimbursed is quite different than what they are charged. More often researchers study payments made to providers. This includes payments from Medicare, payments from beneficiaries in the form of deductibles and copayments, and payments from primary payors. You should keep in mind that these claims do not include payments made by secondary payors which are usually insurance plans that pay after Medicare has paid. 

So switching gears a bit from elements found in the data to a type of utilization itself, Medicare claims are used for studying inpatient stays. Here I have listed some common measures that are used when studying inpatient stays. Medicare data can be used to study the number of stays, the length of stay just calculated from the admission and discharge dates. If you compare inpatient stays to each other you can determine whether or not it is a readmission. The claim tells you the facility number which can tell you the type of facility and its location. And as I have already mentioned, you can study procedure codes, diagnosis codes, and cost associates with each inpatient stay. 

And as we saw earlier in the presentation inpatient and skilled nursing care are provided by institutional providers. And the claims for the facility charges can be found in the inpatient and the SNF or the MedPAR file. These claims will include services provided by the facility and its staff. When care is provided in an inpatient or SNF and the care is done by physicians not employed by the facility the claims are submitted separately and end up in the carrier file. A question that often comes up, should we use the MedPAR file or the inpatient and SNF? And there is really no right answer. It depends on what you are studying. The MedPAR file is advantageous when studying the big picture, things like number of stays, length of stay, or total cost. On the flip side, if you need greater detail you will want to use the inpatient and SNF files. In addition, if you need all diagnosis or all procedure codes you will want to use the inpatient and SNF since MedPAR contains only the diagnosis and procedure codes from the last claim of the stay. Some researchers may find it beneficial to use both MedPAR and inpatient. Use the MedPAR file when you are studying the stays and the inpatient file when additional details are necessary. In addition, if you need to know about consults that occurred during the stay or any procedures that may have been done by a non-staff physician you should also use the carrier file. 

One thing you will want to keep in mind when combining VA and Medicare inpatient stays is that there are differences in VA facilities and Medicare facilities. Sometimes a single VA facility can provide a wide range of care, for example, both acute care and rehab. But in Medicare this might be split into two stays at two facilities so there would appear to be more admissions in Medicare. When you are looking at inpatient stays it is a good idea to know what took place during the stay to be sure you are counting the same thing in both systems. 

The last measure I will discuss is outpatient visits. Here I have listed some common measures that are used in studying outpatient visits. The Medicare data can be used to tell you the number of visits using dates, the place where the service took place; the provider number can tell you the provider type, specialty, and location. And also as I have already mentioned, outpatient data include procedures, diagnosis, and cost. 

In going back to what we have learned, remember that outpatient care can be provided in both institutional settings like hospitals and non-institutional settings by providers like physicians. The claims submitted by the hospital will end up in the outpatient file and the claim submitted by the physician will end up in the carrier file. In most cases researchers will want to use both the outpatient and the carrier file. One of the most common mistakes I see researchers make is that they want to study outpatient care so they request only the outpatient file. There are some situations where you may need only one or the other like if you want to study physician office visits you would probably be OK with just the carrier file. But in most situations you will want to use both. Keep in mind that for some events there will be a claim in both files like with emergency room visits. The facility charge and the physician charge. Depending on the type of service you are studying you also may want to consider the home health agency file if the services you are studying might be provided at home like certain types of therapy. 

In the title of the slide I used the term outpatient visits and there are several terms we could use: events, encounters, whatever terminology you use it is important to define what it means. In the VA there are several appointments on a single day and if you are familiar with the med test data you will know that this would be counted as one visit with three events. On the Medicare side, regardless of whether the three services are on the same day or on different days they will be submitted as three claims or three visits. Some _____ [0:31:10] you will see people use the measure days of care but this is not the perfect measure either. Regardless of your terminology it is important to be sure to the extent possible that you are counting the same thing in both VA and Medicare. 

We have seen what can be done with the claims files but I also want to show you how you could use the summary files in your research. They obviously will not meet all needs but they can be very beneficial. They are easy to work with since they contain only one record per person. I know there are projects that have limited resources and do not have the time or staff to dedicate to analyzing huge claims files. On the downside, summary files will not work well if you need the data summarized by fiscal year or some other timeframe. They also will not work well if you need more detail about the events or if you are interested in events that are not summarized in the file or if you want to use a definition other than how CMS has defined the condition or the event. Here are some examples of questions that can be answered using either the cost and use summary file or the chronic condition summary file. And they focus on how many people use this or that, what are the total payments, who has a specific disease, or when was a person first diagnosed. 

So I have covered a lot of things that you can study with the Medicare data. I want to take a minute to mention the things you cannot study using Medicare data. Because the data are created for billing purposes things that are not required for billing will not be in the data like clinical data. You will not find any lab results in the Medicare data. And if the provider does not bill for a service it will not be in the claim. As I mentioned earlier, the data for managed care enrollees is incomplete and I also wanted to add that Medicare services are sometimes billed using a prospective payment system where a single payment is made to cover many services so the amount of detail you will find in the claims will vary. 

Now we are going to go over two examples of research in the VA that have used Medicare data. The first example is a 2013 publication in JAMA from Dr. Hawn and colleagues entitled Risk of Major Adverse Cardiac Events Following Non-cardiac Surgery in Patients with Coronary Stents. The purpose of this study was to examine major adverse cardiac events which I will call MACE in patients who have had coronary stents implanted and who are undergoing non-cardiac surgery. Their cohort was comprised of veterans who received coronary stents in a VA facility between fiscal years 2000 and 2010 and then had non-cardiac surgery within 24 months of that either in the VA or in Medicare. They identified 28,000 veterans who met their study criteria and these veterans had about 42,000 non-cardiac surgeries. They used VA outpatient and inpatient data as well as the VA’s clinical assessment reporting and tracking program called CART and the VA’s surgical quality improvement program database, VASQIP, I think is how it is pronounced. 

From Medicare they used the inpatient, outpatient, and carrier claim. And they used the Medicare and VA data to identify the non-cardiac surgeries using CPT codes. They measured cardiac risk using diagnosis codes and they determined whether or not there was a MACE using both diagnosis and procedure code. Here are a few results from the study. Overall 4.7% of the non-cardiac surgeries resulted in MACE. Over 1/3 of the non-cardiac surgeries took place in a non-VA facility and was paid by Medicare. A slightly higher percent of these surgeries results in MACE but this is probably related to the fact that most people live closer to a VA hospital than a non-VA hospital and in an emergency people go to the nearest hospital. Surgeries that were done on a non-elective or emergency basis were more likely to result in MACE. They also saw, as we would expect, the risk increases with increased cardiac risk and that there is an increased risk if the time since stent placement was less than six months. 

Our second example is a very recent publication, just from 2015, from Gellad and colleagues entitled Dual Use of Department of Veterans Affairs and Medicare Benefits and Use of Test Strips in Veterans with Type 2 Diabetes Mellitus. The purpose of the study was to examine patterns of glucose test strip receipt in both VA and Medicare. They asked whether receipt of strips in both systems was associated with overuse. Their cohort was comprised of community dwelling veterans over age 65 who have used the VHA in fiscal year 09 and have received test strips from either VA or Medicare during that year. And their cohort was just under 364,000 people. 

They used the VA and Medicare data to do several things. They used VA pharmacy and the Medicare DME data to identify receipt of test strips. They used VA and Medicare diagnosis codes to adjust for comorbidities and diabetes complications and they also adjusted for prior hospitalization. They used VA pharmacy and Medicare part D event data to categorize their trends based on the type of diabetes medications they were taking. This is important in the study because the number of test strips we expect someone to use varies depending on what medication they were taking. And lastly, they also used the Medicare data to adjust for the number of diabetes related office visits in Medicare. 

Here are a few findings from this study. The majority of veterans got test strips only from the VA and the veterans who received—there were about 20,000 who got them from both VA and Medicare. The veterans who received strips from Medicare only or from VA and Medicare received significantly more strips than those who received it from VA alone. They noticed that among those who got their strips only from Medicare, 23% did not appear to be taking any medication for diabetes and they question the use of the strips in this population. And based on the medications the veterans were receiving, and after estimating how many test strips they should be using, it was estimated that 15% of the veterans getting strips only in the VA had excess strips. And about half of veterans receiving strips from Medicare only or from VA and Medicare were in excess. They estimated that about 31 million strips, or about 20% of all strips dispensed in one year were in excess. 

So now we are going to talk about how you can get access to the data and where to go for more help. VIReC’s VA/CMS data for research projects is the data steward for all CMS data including Medicare data used in VA research. The data are available for VA researchers at no cost. Our VA intranet website is shown here and on our website there is a lot of information about the data we have available and links to documentation. There is also information about how to request the data and a link to the request forms.  So as I mentioned, VA researchers can request CMS data from VIReC for projects that have been approved by a VA research and development committee and an institutional review board. Due to a policy change a few years ago, VA employees may not obtain CMS data directly from CMS or ResDAC. It must be obtained for VIReC if it is going to be used for VA research. 

In addition to the V/CMS website I listed earlier you can also get help from the VIReC help desk and through the HSRData listserv. If you need data within VHA but not for research purposes you can request the data through the MAC, the VHA Medicare and Medicaid analysis center. MAC is part of the office of the assistant deputy undersecretary for health and policy and planning and is the data steward for CMS data for VHA operational uses. And this would include use by VHA program offices and for quality improvement or for quality assurance purposes. And their VA intranet site is shown here. If you have ever used CMS data outside the VA you will be very familiar with ResDAC. They are a CMS contractor that provides assistance and training to researchers using CMS data. They have a help desk, a website that includes a knowledge base, and they have webinars and in person workshops on using Medicare data. 

The final resource I want to make people aware of is the chronic conditions data warehouse, or CCW website. The CCW is the source of most of the CMS data that the VA receives. The CCW website has documentation, summary tables, and guides and reports on using the CMS data. And their website is shown here. So that wraps up what I have for today. So in the remaining time we will take question or I will take questions. 

Deandre:	Thank you, Kristin. We have what years is Medicare available? 

Kristin de Groot:	So the data available from VIReC is from 1997 through 2012. Approximately every summer we get a new annual update of the Medicare data. So this summer we anticipate the 2013 Medicare data becoming available. 

Deandre:	And how do we extract the Medicare data?

Kristin de Groot:	So once a researcher submits a data request to us one of our questions is are you going to be using the data on _____ [0:42:24] or are you going to be using the data on a local server. Regardless of where you are using your data we will do the extraction for you based on your specific cohort. You have identified people based on the VA data using SSN, scrambled SSNs; we will give you the Medicare data for your cohort. Or if you want us to go into the Medicare data and identify people who meet certain criteria we can do that also. We will do the extraction of the years and files that you want and we will put the data in either your _____ [0:43:02] workspace or we will transfer it to you across the VA network to your local server. 

Deandre:	Thank you. These are all the questions we have for today. Thank you to Kristin de Groot for taking the time to develop and present this talk. Please forward remaining questions to our presenter or VIReC help desk. Our next session is scheduled for Monday, February 2nd from 1:00pm to 2:00pm Eastern. The session title is assessing race and ethnicity presented by Maria Moore. Hope that you can join us. Thank you. 



[End of audio]
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