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Speaker: Welcome to Virex database and methods cyber seminar, entitled Assessing Race and Ethnicity. Thank you to Fider [PH] for providing technical and promotional support for this series. Today’s speaker is Doctor Marianne Moore [PH]. Doctor Moore is co-director of the bio statistics informatics and computing core for the Pittsburg site of the VA Center for health equity, research, and promotion. She works investigatives [sic] on a variety of health services research projects focused on understanding and improving the quality and equity of health and healthcare for vulnerable populations of veterans including racial and ethnic minorities, women, and veterans with chronic renal function and comorbid mental health conditions. 

If you have any questions for Doctor Moore during the presentation, please send them in using the chat box, I will present them to her at the end of the session. After the Q and A, you will see a brief evaluation questionnaire. If possible, please stay until the very end and take a few moments to complete it. I am pleased to welcome today’s speaker, Doctor Marianne Moore. 

Dr. Moore: Thank you. Thank you everybody for joining us this afternoon. For today’s talk I’m first going to provide a brief introduction about racial and ethnic data in general, how to locate race and ethnicity in VA data, locating race and ethnicity in Medicare and Medicaid data, quality of the VA race and ethnicity data, and then an example of that will assess VA race and ethnicity data with respect also to two external data sources, provide some recommendations to address data quality issues, and information about where to go for more help. 

Before we start today’s session, I would like to ask the audience a couple of questions. First question: I am interested in VA data primarily due to my role as a research investigator, data manager, project coordinator, program specialist, or analyst, and or other. And if other, if you could please specify that would be great, thank you. 

Speaker: And you can use that question box to specify what your other is. We will give everyone just a few more moments before I close that poll question out. What we are seeing is twenty four percent saying research investigator, six percent data manager, twenty percent project coordinator, thirty three percent program specialist/analyst, seventeen percent other, and we haven’t received any specific other into the questions box. Thank you everyone for participating. 

Dr. Moore: All right, and just before we get started, I have one more question, which is have you ever used VA race or ethnicity data, yes or no? 

Speaker: This should be a fairly quick response, so I’ll give everyone just a few more seconds before we close this out. What we are seeing is forty-nine percent saying yes, and fifty-one percent saying no. Thank you everyone. 

Dr. Moore: Thank you very much, so it looks like we are evenly divided. First, I am going to provide an introduction.

In general, racial and ethnic disparities in health and health care are well documented and they persist in the U.S. However, the root causes and solutions to these disparities are not well understood, and while overall quality is improving, we are seeing an axis of getting worse, and disparities are not changing. 

We also see that racial and ethnic disparity exist in VHA where financial barriers to receiving care are minimized. Again, we are seeing quality has improved overall, but we still have significant _____ [00:04:01] disparities within facility disparities observed at clinical outcomes. So we need more research to detect, understand, and address these disparities in health and health care. 

In order to do so, we really need accurate race and ethnicity data; however, within VA we know that although we have race and ethnicity data, we do have some issues with the data. One would be incompleteness, we just simply do not have data on a number of people; inaccuracies in the data, and inconsistent data collected over time.

Overall, just to give you a broad picture of our veterans in general, approximately seventy nine percent of all veterans are white. About half a percent are American Indian or Alaskan Native. About one and a half percent are Asian, eleven percent black, about six percent Hispanic, and about one and a half percent are two or more races. However, those who use VA healthcare system, also differ by race. So Asian veterans are less likely to use VA services about twenty-four percent versus those who are black, American Indian or Alaskan Native, or two or more races. So they are more likely to use VA data... So if we’re using VA data, we’re going to see that these groups here are going to be represented more in our veteran sample than the overall veteran sample. 

The categories that we collect for VA race and ethnicity data are contained in VHA handbook 1601A.01. This particular version was published in 2009; however, we have been using these methods since race category since fiscal year 2003. For ethnicity, we collect Spanish, Hispanic, or Latino. And for race, the veteran has the option to select one or more from American Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or other Pacific Islander, White, unknown by patient. 

Our current reporting method has a two-question format. Patients are first asked their ethnicity followed by race, and then data are to be collected through self-report whenever possible. Data are acquired into our data files through a variety of methods. Information is to be collected from the patient through self-report, or through proxy, such as a family member that comes with the patient. It can be collected from a VA Form 1010-EZ, which is the application for health benefits. So that would be the first opportunity for that information to make it into the system. And it’s collected online, paper, or by interview. The data are also collected at the time of enrollment, hospital admission, an outpatient visit, or preregistration, and again through different modalities: online, through the telephone, or in person. The data are collected through a facility enrollment coordinator, or admission clerk, and outpatient clinic personnel et cetera, and they enter that data directly into VESPA. 

So now, we are going to talk about where do we locate race and ethnicity in VA data and for the first thing, I do want to ask of those people who have used any data sources. So what sources of VA race and ethnicity data have you used, and please check all that apply. Never used, CDW, MEDSTAFF [PH], Vista or other regional warehouses, or other VA data sources. 

Speaker: Responses are coming in; this one may take a few more moments, because it is select all that apply. I will give everyone just a little bit more time before we close it out and go through the responses. We are seeing thirty-seven percent saying never used; forty six percent CDW, sixteen percent MEDSTAFF Files. Twenty three percent Vista or regional warehouse. And eighteen percent other VA data sources. 

Dr. Moore: Thank you very much; this is very useful to know. I think where people are finding their data has certainly changed over time. I am going to start by talking about VA Data from the Medical staff data sets, even though I see that not a lot of you have used the data from this source. But I will say that the race and ethnicity data, as stored in those data files, are a little more standardized than in some of the other data sources. 

Within the medical staff data sets, we have two sets of variables. The first one is called race and it contains a combination of race and ethnicity as was collected prior to the standards that I presented before. So this is how we used to collect data prior to fiscal year 2003, and this contains an inpatient in file, and the outpatient visit and event file. Since fiscal year 2003, we’ve been collecting data using the newer data collection standards, and those are contained in the variables race one through race six in the inpatient files, and race one through race seven in the outpatient and event files, unless it’s fiscal year 2004, for the outpatient files. Although we have one additional variable, race seven for collecting data and outpatient files on the actual data that we’ve observed, nobody has ever actually needed to go that far and have seven different categories. But we do have those multiple race categories, just because the patient can select more than one race. Finally, ethnicity is captured in the variable ethnic in the same data files over the same time periods. 

Prior to fiscal year 2003, race and ethnicity were captured jointly in a single variable called race, and has single value, which allowed for race and ethnicity where no multiple races were allowed. After fiscal year 2003, we had the multiple race values captured in multiple variables called race one through race seven. A single value for ethnicity is captured in the variable ethnic, and the way the data are stored in the MEDSTAFF files, is that they have a length of two characters. So for all of these variables, the first character denotes are their race or ethnicity, and the second character denotes the method of data collection. And for both the race and ethnicity variables, the same format is used to denote the method of data collection. 

In the older data files, in the older data collection methods, a single value for race and ethnicity included the values of Hispanic white, Hispanic black, American Indian, black, Asian, white, and unknown. So the key thing to note here is if you are interested in capturing both race and ethnicity, we really only have ethnicity for those who are _____ [00:11:11] black. There was no option to say that you were Asian and Hispanic, or American Indian and Hispanic. 

In the values that have been captured in our newer data collection methods post fiscal year 2003, the variables, race one through race seven contain the information for the races. The first character is denoted as in this left hand column of the table, and that character you really just have to look at the format. There is no intuitive mapping between that character and the race. For example, A does not stand for Asian, B does not stand for Black, but the allowable categories are our standard race categories: American Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or other Pacific Islander, White, decline to answer, unknown, or in a blank value with _____ [00:12:10] missing. 

For ethnicity, similarly, the first character represents the ethnicity, and in this case, the first character actually does match up very nicely with the description. So D is decline to answer; H is Hispanic or Latino, N is not Hispanic or Latino, U is unknown, and a blank value is missing. Then finally, for all of these race and ethnicity variables, on the second character specifies the method of data collection. So a blank value would mean that the method of data collection is missing, and I believe this actually only shows up in combination where both the race and the data collection method are missing, so they’re missing in entirety. O is observer, P is proxy, S is self-identification, and U is unknown by patient, and that typically will show up in a combination where a patient says their race is unknown and it is unknown by patient as well. 

I will let you know that when you use the data, and this is going to hold true no matter which data source you are using, the data will default to self-identification. So you will see when you’re looking at race data within VA, you’re looking at the newer data collection method, the vast majority say approximately ninety-nine percent of your data values will be associated with being collected through self-identification. 

So for the CDW data, this contains a national repository of data from the Vista patient file, and race and ethnicity are collected from October 1999 to present. There is one demographic record for each VA station a veteran has visited. So, our demographics are not contained at the veteran level, but at the veteran parent station, the STA3N level which contains both standard and nonstandard race values, and the racial data are available in two views. Now, I have listed here a link for this documentation for the best practices guide for the race data, and at the time that that guide was presented, the race data in the CDW was contained in the patient race file. Since that time, it does appear the data have been separated out, so the data collected under the newer data collection standards are still in the PATSUB, that patient/race table. But the data collected under the older collection standards is either in the S patient, or the patient table. And if you’ve used those files, the main difference between S patient and patient table, S patient has some additional variables that are not contained in the patient table. So if you want to use this documentation, or you want to use the race data, you actually... if you want complete data, you need to use the data from both of these views. The S patient and patient contain the same information, but you will have to use both patient race and S patient, or patient table in order to get the information that the documentation will state is contained in patient race. I just want to make that key distinction if you are using the documentation to help guide you. It may not match up with what you see. 

So the table pat sub dot patient race, is the table that contains the data under our newer data collection standards. The variable race contains the patient race, just want to differentiate this with the other data sources have a variable called race, just as we found MEDSTAFF, race contained order collection data. For CDW the variable race contains the newer data, and the variable collection method contains the method of data collection. Again, most of that will be self-report, and data are contained at the patient STA3N level. 

The data in the CDW will be the most recent data available for the patient, and we will have multiple records again for the patient if they have been seen at more than one facility, but even at that patient STA3N level, we can have multiple records for that patient if they identified more than one race. So if someone is multi-racial, they will also have multiple records at the patient STA3N level. 

The data contained in the S patient, or patient tables, do not contain a direct variable for race. What they do contain is a linking variable, Race SID that you can then link to the dimensions table on cdwwork.then.race, you will have that link between the race SID variable, and the actual race category for the patient. This contains the race data collected under the old collection methods. The old collection methods did not have a method of data collection, so we will only have a single race/ethnicity value, and it also did not allow for multiple races. So again, it is just one single value. 

If you look at the documentation, the best practices race guide, they refer to the fact that we have standard, versus nonstandard races. The race categories that we are currently collecting are the standardized races. But because we have race collected over time at different facilities in different methods, we have nonstandard race values as well; so twenty-six out of these thirty-one nonstandard race values can be mapped easily too for standard races. In most cases, they are just simply a different wording of the same concept. For example, if we look at the top line, those that we map as being American Indian or Alaska native may have slightly different wording, American Indian, or Alaskan native. American Indian... American Indian slash Alaskan native, all of those amount to that same standardized race. 

If we look at different categories that might map to a standardized race of black or African American, we also see those that contain ethnicity as well. So although we will see black, we see black not of _____ [00:18:26] origin, black non-Hispanic, or Hispanic black. So even though they may contain different values for ethnicity, the race would still be the same for those individuals. 

Similarly, for white veterans we will see categories that include white, Hispanic white, non-Hispanic white. Then finally, we have a nonstandard race of Pacific Islander, which would then map to the native Hawaiian or other Pacific Islander category. Now, these nonstandard values are actually rarely used in the pat sub dot patient race table. About less than one percent of those observations are nonstandard values. The nonstandard values are used predominantly at two sites that each use one nonstandard value at that site, and they’re mostly from one site that you can then... a non-Hispanic white as a non-standardized option. 

Conversely, standard values are rarely used in the S patient, or the patient tables. So if you’re using those tables, most of the values that are not missing or unknown are going to be nonstandard values. And so in order to combine them and use them with other data values, you’re going to have to create standardized race categories. 

There are five values that are not mapped to standard values. Three of these are the combination of Asian and Pacific Islander. So if you’re trying to map the standard values, you can’t put them in one category or the other. If, for your particular purpose Asian and Pacific Islander are being placed in the same category, then you can still utilize these data to map into your meaningful race categories for your project. Mexican American and unknown also do not map to standard values. At the time of this guide, they found that nearly five percent of the data fell into one of these five categories, and the vast majority of those were in unknown categories, so no matter how you tried to standardize your data, you would be unable to use those values to actually determine the race for those individuals. 

Approximately one point seven percent of patients who meet the standard race have more than one standard race and it is not possible to identify the most recent record for patient, because that would be our first choice. If we have conflicting information we would say okay, which one is the most recent, that is the one I am going to take. There used to be data values that were associated with these race values, but they had to do with administrative issues in terms of when data were uploaded into the file, and think they may no longer be available in your views, because they were not helpful in the way people thought they would be. So the recommendation for multiple values is first to only use self-identified races if any are recorded. So if you have conflicting information, where one source is self-identified and the other one is not, then you would only use the self-identified source. However, if the patient does not have a self-identified race, then the recommendation would be to use all recorded races under the presumption that we have no way of determining which race would be considered correct. There is a lot more information on this topic contained in the CDW race data and multiple races documentation that I reference here. 

Ethnicity is also found in multiple CDW tables. In this case, we have three tables. The first table is pat sub dot patient ethnicity, and this contains the ethnicity under the new method. The allowable values are Hispanic or Latino, or not Hispanic or Latino. This is the only table that only contains pure ethnicity data. The other two tables contain information from our old or nonstandard race and ethnicity variables. So, we know that we have a small number, or relatively small, percentage of records in the patient race table that contain nonstandard values. Again, those are mostly white, non-Hispanic; and then we also have data collected under the old data collection methods in the S patient or patient table, which could also be informative of ethnicity. So examples of a race ethnicity variable that would indicate Hispanic ethnicity would be Hispanic white or Hispanic black. Examples of a non-Hispanic race or ethnicity would be, such as a white not of Hispanic origin, or black not of Hispanic origin. However, even if you go and look at these older race and ethnicity values, they will not all indicate ethnicity. For example, if someone has a race of Asian, that will not inform us in terms of whether they’re Hispanic or not, because the older data collections did not allow to specify ethnicity along with any race other than white or black. 

And more documentation on this is contained in the CDW ethnicity data. Again, you just want to keep in mind that when they refer to the data in the patient race table, much of that... especially when you are looking at the older race and ethnicity data is really now in the S patient, or patient tables. 

From there I am going to talk about where we can locate race and ethnicity data in Medicare and Medicaid. We do have Medicare and Medicaid data that are available to us within VA. The VA vital status file already incorporates a variable called CMS underscore race. This is a variable that contains the race from CMS and if you are familiar with the VA vital status file, there are two files. One is the master file, which contains one record for each combination of social security, date of birth, and gender combination in the VA data. So we can have multiple records per SSN, and our race data is only contained in the master file. There is also a mini file that has used some algorithms to reduce down to one record per SSN, but it doesn’t have the race data. So you have to use the master file, and you have to account for the fact that you have multiple linking variables that you need to use. 

In order to use the VA _____ [00:24:52] you have to go through access to use the VA Vital Status File, however, that’s a much simpler process than obtaining access to use Medicare or Medicaid data. But if you are using Medicare and Medicaid data, there are some additional variables that are available to you. In the Medicare denominator file, there’s another variable called race, so again this would be different from the race we’ve seen in CDW or MEDSTAFF. It is the same as the CMS underscore race variable, and there is an additional variable that I will talk about in a minute called RTI underscore race. Then in the Medicaid personal summary enrollments file, there is also multiple variables on race and ethnicity and the one I’ve listed here is an overall summary variable. 

Medicare is a potentially useful source for obtaining race information for veterans who are enrolled in Medicare and the primary reasons why veterans would be enrolled in Medicare is if they are age sixty-five and older, and so we have data for about ninety-five percent of our veterans who are age sixty-five and older. The other reasons include those who are disabled or have end stage renal disease. So approximately twenty percent of our VA patients under the age of sixty-five are also enrolled in Medicare. We just need to keep in mind when we are using this data that we’re not looking at a random sample of our veterans who have data available through Medicare, but it’s really those who are older, or those who are disabled for whom we have this additional data. 

The data are derived primarily from the social security administration and they are obtained at the time of application for a social security number or a replacement card, and it usually is self-report or proxy, as in a family member that provides that information. There are some distinctions from the current VA race and ethnicity data. Most importantly, Hispanic is a separate race category, so we are not capturing both ethnicity and race, but it will be one or the other. And there is no option to report more than one race. 

The data that is collected from the social security administration until 1980 only four categories were collected. These included white, black, other, or unknown. As we know nowadays, most of the times our social security numbers are applied for at the time of birth, so what this really means is that for many of our veterans, data were obtained from the social security administration on their race prior to 1980 using these four categories. In 1980, other was replaced with three additional categories, Asian, Asian-American or Pacific Islander, Hispanic, American Indian or Alaskan native. So even though these categories have existed since 1980, we still may not have that more specific information for many of our veterans in their Medicare data. 

In addition, the Research Triangle institute, created and implemented an algorithm to increase the accuracy of the race variable, especially for Hispanic and Asian individuals who you will recall, these are groups that were added and used to be just simply classified as other. This is a variable that is only available in the Medicare denominator file, so you would have to apply for access to use the VA Medicare data. Their algorithm uses the first name, last name, preferred language and place of residency, and it’s an imputed race variable, so they didn’t go back and ask the veteran what’s your race. But what they did was using this other information, came up with statistically their best guess as to the patient’s race. It does improve the sensitivity of the racial codes, it increased from thirty percent to seventy seven percent for Hispanic, and from fifty-five percent to eighty percent for Asian or pacific islander. Though, if you’re interested in using Medicare data with these specific populations, this variable may be one that you want to consider. I think in our data, we have seen the percent Hispanic was maybe about one to two percent using the CMS race variable, but the RTI race variable is more like five percent. It is much closer to what we know the actual percent Hispanic is within the VA happens to be. 

For the Medicare race data, there are some quality issues, so again, information for most of our enrollees is going to be prior to 1980, which will be limited to those original four categories, which includes that other category. There is a single question format, no multiple race reporting. There have been initiatives to improve the quality of the race and ethnicity data. These include updates from the Indian Health Service, and there was also, 1997 survey of enrollees classified as other, unknown, or who had a Spanish surname, that requested additional race and ethnicity data. And then we also saw that there was this RTI race algorithm that was applied as well. 

Medicaid did actually capture a little bit differently. I have provided the values for this summary variable for race and ethnicity. And those values match more closely with our standardized values with MVA. There are white, black or African American, American Indian or Alaska native, Asian, Hispanic or Latino, no other race information available, meaning not only the ethnicity was specified as being Hispanic, native Hawaiian or other pacific islander, Hispanic or Latino and one or more races, so again these are individuals that specified both race and ethnicity. More than one race, or unknown, so in addition to the summary variable, there are also the individual codes that make up the summary value. So if you are interested in identifying which specific multiple races were specified, or if race and ethnicity were specified, you want to look at both of them together, you do have that information that you can compute that yourself. 

There are data issues within Medicaid data. The first is that the availability does lag. Medicare does lag; a couple of years behind available VA data, and then Medicaid lags an additional couple of years behind the Medicare data. So you could be a few years, four or five years behind, maybe even six, on the VA data. 

We also have fewer enrollees in Medicaid compared to Medicare, so in Medicare we have almost all of those over the age of sixty-five, and about twenty percent of those under the age of sixty-five, and a rough ballpark, I would say maybe about ten percent, of our veterans are also going to be enrolled in Medicaid. And then we again have, as in with all of our other data sources, we do have data collection changes that have occurred over time, and for the Medicaid data, those changes occurred in October of 1998, that’s when we predominantly see a lot of changes in addition. 

Now I am going to talk about the quality of the VA race and ethnicity data. First, I am looking at the medical staff data sets and just looking at the completeness of the race data. It is a little bit easier to look at completeness of data in the medical staff data sets with the way they are set up. But the main point I want to bring up is prior to changes in the data collection in fiscal year 2003, we had usable race for about fifty five to sixty percent of our veterans and 2003, just because we started with a new variable, and everything had to be ascertained anew, the completeness dipped. But since then, it has increased steadily to here in 2012 at eight five percent of veterans using the med staff data in 2012 also had a usable race value in 2012. 

If you are using medical staff data, I saw that some of you are, I just want to again alert you that for some reason, the data on the inpatient data does not seem to be as complete as on the outpatient data, and it really looks like the data has not been transferred to the inpatient data. The underlying data source is the same for both files. We see a big improvement here in fiscal year 2015 versus say 2013 where about forty percent of visits had an inpatient race associated with them versus ninety two percent in 2015, and that matches outpatient about ninety-one percent. For ethnicity, again in fiscal year 2013 we’re looking at about thirty percent had an ethnicity value recorded, and by 2015 we’re up to about seventy percent, so it’s not quite the same level of completeness as what we’ve seen in the race data, which is about ninety five percent in the outpatient files. There has been some improvement there; but I just want to warn you, if you are using those data sources, to just be careful about those inpatient data. Because they’re just not complete and you’ll have to go to... the vast majority of patients who have an inpatient stay also have an outpatient visit, so you can obtain data from outpatient files. 

Within the Med staff, about ninety percent of the visits in fiscal year 2015 have a usable ethnicity value between inpatient/outpatient data sets. But we just thought that the completeness in the VA MEDSTAFF inpatient files is low, and _____ [00:34:35] for ethnicity, it really appears to be a data transferal issue. For example, in Fiscal year 2012, thirty-six percent of facilities had a blank ethnicity data for all inpatient records. They just simply were not transferred. 

We see a similar story when we look at the completeness of the CDW data. These particular values are taken off the CDW best practices guide for race. The way in which they defined the cohorts are a little bit different. For example, if we look here at 2000, these are going to be patients who used the VA system in 2000, and the way the CDW collects data, the most recent record will be contained in the CDW data. And so when we look at a cohort who uses the VA in 2000 and we see a forty-two point six percent had a standard race, that means as of... I believe this was done in 2012... So as of 2012, forty two percent of them/forty three percent of them had a standard race in the CDW. But as we look at more recent cohorts, they went up to 2012, those who utilized VA services in 2012, about eighty five percent of them had a standard race. So we’ve seen substantial improvements in the completeness of the data over time. But I just refer you back to these tables, that if you are computing cohorts... The different cohorts over time and you really want to get in the guide of just a level of missing race that I am seeing look reasonable these tables are helpful to go back and look and see about what you would expect for your cohort to see if it does make sense. 

The completeness of the ethnicity data in the CDW... Again, in fiscal year 2012, we are looking at about sixty-one percent of all patients had an ethnicity recorded. And for those who actually had some sort of VA healthcare use in 2012, eighty-eight percent of those had an ethnicity value recorded. Seventy-eight percent of those had one standard category are self-identified, so a lot of that information, back in 2012 was coming from the standardized ethnicity variables. I expect by 2015 we will be looking at higher rates. About one percent do have conflicting ethnicity categories, and for ethnicity, because we only have a single variable, that’s generally going to be information that’s coming from different facilities; that the patient has gone to one facility and they’re listed as Hispanic at one facility, and they’re listed as non-Hispanic at another facility. So their recommendations are to only use ethnicity captured through self-identification. Otherwise, we can use ethnicity captured through the new recording method that is not self-identified. That is probably only going to be about one percent of the records in the patient ethnicity table, but we may have a small number that we would be able to obtain information that way. 

Then we can use the older data collection methods, which will be captured as the race ethnicity variables in either the S patient, or patient table, or we know in a small number of cases in the patient risk table. But we only use those if we have no other data available. 

In summary, they found that they had about eight million unique patient records with standard race, about another two million with nonstandard race values that could be mapped to standard race values. They did see that they had multiple records per patient; the patient visited more than one facility. There are sample queries for using the CDW data contained in the best practices guide race data. That link was provided earlier, I just want you to realize again, if you are using... I think it’s great to use the queries, and I think the examples are great, just make sure that if they’re only grabbing race out of the patient race table, that you may also need to use the outpatient, or S patient table as well to obtain the older race values. 

And as we’ve seen before, always give preference to self-identified race and ethnicity, and only use the older collection... only use the data collected under the older method if we have no other data available. 

Finally, I am going to talk about VA study that was assessing race and ethnicity. This was work done by Kevin Stroop [PH] and colleagues, and was published in 2010 in the Journal of Rehabilitation, Research and Development and they had two primary aims. One was to estimate the extent to which missing usable race data and VA MEDSTAFF files could be reduced by using non-VA data sources, and the sources they considered were Medicare and Department of Defense. And the second aim was to evaluate the agreement, or the consistency between the VA’s self-reported data in the MEDSTAFF files, and these two external data sources. The patient cohort was a ten percent representative sample of VA patients who obtained services during fiscal year 2004 to 2005, and their sample size was approximately five hundred seventy thousand individuals. Again, based on our prior table set we just saw, for this cohort from 2004 to 2005, we would expect that we may have VA race data for about half of those patients, and be missing data for the other half. If you were to repeat this exercise on a more recent cohort, you might find maybe fifteen/twenty percent missing depending upon the group you selected. 

The Medicare race data were obtained from the Medicare vital status file and the DOD data were obtained from the VADR database, and this was for individuals under the age of sixty-five. And the reason for this had to do with the timeframe over which the DOD data are collected. We just do not have data in general available for the older veterans. There was a data sharing agreement between VA and DOD, and the data obtained from DOD was self-reported. 

This first table is just a summary to see how the existence of usable race within VA varied by some patient factors. The first was age, and we see that veterans who are greater than the age of sixty-five years old were more likely not to have usable race in the VA data. In this random sample, these were male, we are more likely to have usable race. If you do research using female patients, a lot of the records that we have in our VA data, are actually for women, are non-veterans. For example, we could have employees that have an event and have to go to employee health. They are less likely to have demographic information such as race collected for them. So if you’re using a random sample, you’ll probably see a similar pattern. If you limit your sample to veterans, then this difference by male and females will go away. 

No differences by marriage status, and by geographic region, we see that those from the south were more likely to have usable race, and those from the west were less likely to have usable race. 

So the first thing was looking at how does the use of the Medicare data improve the completeness of the VA data. For overall cohort, as expected for this timeframe, about half of the cohort had VA usable race. About a quarter of the cohort had data that could be obtained from Medicare, and about another quarter were missing data entirely. But this pattern, surprisingly for Medicare data, varies by age. So for the younger cohort, again half we’re missing, about nine percent were able to supplement data from Medicare, leaving about forty percent that were missing race entirely. So for your particular cohort, you probably wouldn’t be able to fill in for nine percent because you’ll have a lower rate missing, but this represents about twenty percent of those who are missing race within VA, have Medicare race available. And you probably still see the same thing in a more recent cohort. 

Then for those over the age of sixty-five, we see that we are able to complete race using Medicare for almost all of those who are missing race. About maybe only two and a half percent who are missing race from both sources, or about ninety five percent of those who didn’t have race within VA had a usable race within Medicare. 

We see for DOD... again, we can only look at the younger population because of the timeframe for which the data were collected. But we were able to fill in race for this cohort for about twenty percent from the DOD data. Maybe thirty-two percent missing from VA or DOD, or if we looked at both DOD and Medicare in combination with the VA data, we see about a quarter had data from external sources and a quarter had no data from all three sources. So again, if you were looking at those who are missing data from within VA, about half of them had data available from the Department of Defense or Medicare in combination. 

The second aim looked at the consistency on the agreement of the data between the multiple data sources. In order to really look at consistency, they had to have consistent categories for race across all three sources. Because the data were not collected in particular, our VA race categories are a little bit more specific than the other two data sources. They did have to combine Asian Pacific Islander or other all into one category for these analyses. 

The first look that they did was comparing for those who have a self-reported race within VA, what was the corresponding race within Medicare. And we see there is very good agreement for those who self-reported as white, ninety nine percent were also coded as white in Medicare. Ninety-six percent of those self-reported as black were coded as black in Medicare. Then for the other minority groups, the agreement is much, much lower. For North American natives, only thirty six percent were coded as such in the Medicare data, over half were coded as white. And for Asian, Asian pacific islander or other, about half were coded white, and almost half were coded as Asian pacific islander or other in the Medicare data. 

Then they also looked specifically at those who self-reported as being Hispanic within VA. We see that only twenty five percent of those individuals were coded as Hispanic in the Medicare data. The remaining individuals were coded based on race rather than ethnicity. So this really highlights that we cannot use the Medicare race data to identify those who are Hispanic. It is approximately only a quarter of those who are Hispanic actually choose to report ethnicity instead of race. 

We see a similar pattern in the Department of Defense data with compared to the VA data. Those who self-reported as being white were largely coded as white in DOD. Remember this should all be self-reported data, but there are still inconsistencies. Black, we are looking at ninety-five percent agreement. North American natives, agreement is still low, thirty nine percent. And for the Asian pacific islander or other category, we do see better agreement than what was observed in the Medicare data, sixty five percent agreement, but that still leaves about a third who don’t agree for that category. So their conclusions from their work was that first of all, supplementing VA data with Medicare and Department of Defense data does really help improve data completeness. However, more study was needed to understand the poor rates of agreement between VA data and these external sources for the non-African American minorities. 

Finally, I will go over again, the recommendations for how to address the data quality issues and freeze the data. First, I know a lot of you are not using MEDSTAFF files, but if you do use them and you are looking at inpatient race and ethnicity, you really have to also utilize the outpatient data for the MEDSTAFF files, just because of those issues with the transferal, the completeness of the inpatient files. 

In general, when you are using the race-ethnicity data and you have multiple sources of race and ethnicity exists, always give preference to the self-identified race and ethnicity if those are available. And you only use data from the old data collection methods if you don’t have anything from the new collection methods available. By using this method of stratification, that will help resolve a number of the discrepancies because you do not... if you are self-identifying as black, but then there is something in the old data collection is white, you _____ [00:48:03] with that self-identified race. 

If you are using the older race collection methods to find race, or in the case of ethnicity, you are going back to the older race variables to identify race and ethnicity to help you obtain ethnicity, you can use that race variable to help. We see that some categories have both race and ethnicity associated with them. Some of them do not, and when you are using the CDW data, you are going to have to... I think the documentation is going to refer you to patient race, and we do know that we have some values in there that are white non-Hispanic, and there are a handful of other values that may indicate ethnicity. But most of our data on the older race and ethnicity variable are contained in the S patient or patient tables. 

So we can use the Medicare data, and they will help reduce the problem of missing data in VA studies. Again, I just want to reiterate that those who are _____ [00:49:04] Medicare, are not a random sample, so you want to think about your study population, whether your Medicare race would make good sense for supplementing. And if you do use the Medicare race data from the vital status file, you just need to make sure you’re using the master file which has race, and that you need to link on SSN, date of birth, and gender in order to obtain the correct individual. 

When using data from other data sources, you are going to be able to more consistently classify, and more accurately classify, individuals across the systems. If you classify minorities as either black or African American, and then have a second category that would be other; just because we know that the consistency for those other non-black minorities is pretty low as we saw from the Medicare data. The North American natives and the Hispanics were frequently classified as white. And although the agreement from Medicare white and African American categories was very high compared to the VA race categorizations. 

So, as we said, we can’t really use the Medicare race data to identify Hispanics accurately or completely, however Hispanics or Asians or a group of particular interest for your work, you may consider using this RTI race variable. You will have to apply for access for the Medicare denominator file, and it is not a known race, it is an imputed race, but this is a variable that could be very helpful for you. And you can also consider other supplementary data sources such as the Department of Defense data, Medicaid data, or depending upon the population that you’re studying, there may be special surveys that can also be helpful. 

Finally, where to go for more help. So VARC has a lot of help available for you. The first link here is just to the general VIREC webpage, however you see on the second bullet here, VIREC does have a page specifically for race and ethnicity data. And all of the documentation that I referred to in terms of these best practices guides et cetera, those are all linked from that webpage. The VHA data portal also contains a lot of useful information on VA data sources and access. And the VHA... also there is the HSR and D data listserv, and this has a lot of e-mail discussions and it’s all archived of the past messages where people have asked questions about various data topics, gotten answers. So if you have a question I highly recommend the first thing you do if you don’t see it in any of the other documentation available, is to search the listserv to see if somebody has already asked that question and if it’s already been answered. 

Finally, you can also go to the VIREC help desk and they will be able to answer your question or direct you to the right person and the right documentation, et cetera for your question. I also have a number of references, which we are not going to go through, and they are probably very small on your screen, but if anybody has any questions, I would love to hear them. 

Speaker: Thank you Doctor Moore, we do have one question here from the audience. Can you link the Medicare race for American Indian, Alaska native, to another data set? 

Dr. Moore: I am not sure what the question is asking. You want to link the Medicare data to another... You can link Medicare data in general based on the linking variables. If you get it within VA, you will have scrambled SSN. But I’m not sure if that person could maybe clarify, or if there’s other data sources that they are questioning. I know that there is interest in general in terms of getting more information on American Indians, and I know somebody sent me information about different organizations that collect data. I just did not see that we are able to obtain that identifiable information that we can link in easily from those other sources and I have to investigate that further. 

Speaker: Okay, I will see if that person sends anything else and get back to you. We did get another question. When the Medicare race data conflicts with the race data from CDW, which data source do you trust? 

Dr. Moore: From what I have seen, I think we generally consider that the VA data is going to be more accurate, especially when we have the conflict; it is usually in identifying the Native American... the Hawaiian, Asian Pacific Islander, et cetera. Those categories and I think we just do a better job of collecting that information from the individuals, and the data we have is supposed to be self-reported. I know it defaults to self-report, so it may say self-report even if it is not. But it just seems we are much better able to identify those individuals from the VA data. 

The other thing I did not mention in the presentation is the group that is multi-racial. I know they are small, they are about one and a half percent, but it does feed into this issue a little bit. I think the largest group we have in the multi-racial group is actually the white and Native American group and they are probably about the same, but there are slightly fewer in the white-black group. So even though most people are white or black, it’s really sort of unique if you are looking at that group with the native Americans. But they’re more likely to be in that multi-racial group, and I think that also leads into why they’re more likely to get misclassified if you don’t have multiple categories. That is just something to keep in mind. That multi-racial group is really not a homogenous group. They are very, very different from each other. 

Speaker: We received some clarification about that first question. Can the Medicare American Indian/Alaska native race data be linked to other data sets such as MEDSTAFF? 

Dr. Moore: Again, the categories that we have for the race data within Medicare... if we obtain it from within VA, they will all be linked by scrambled SSN. So any data that we have available based on that Medicare race data that would indicate those racial categories, we can link through scrambled SSN to our VA data. But if there’s additional Medicare data sources that are specific to say the American Indian population, I’m not familiar with those data sources and I would not be able to tell you. Usually, I think we have to go through... and VIREC could probably say more that they basically act as an honest broker in terms of setting up the links to some of these external data sources to be used within VA. 

Speaker: Thank you, I think that answered that person’s question. It looks like those are all the questions we have right now. Dr. Moore, thank you so much for your presentation today. For members of the audience, you can contact the VIREC help desk at VIREC at VA dot GOV if you have any additional questions. Our next database and methods session is scheduled for Monday, May 2 at one p.m. eastern. It is titled Clinical Epidemiology Research Using the National MCA and CEW Laboratory Data: Prospectus from the front line. We hope you can join us. 

Heidi will be posting the evaluation question here shortly. Heidi, can I turn things over to you? 

Unidentified Female: You definitely can thank you Hara. For the audience, I will close the meeting out in just a moment. When I do that, you will be prompted with a feedback form. Please take a few moments to fill that out. We really do read through all of your feedback, but yes, I want to say thank you for preparing and presenting for today’s session. We do very much appreciate you taking this time to put into this session. For the audience, thank you everyone for joining us for today’s HSR and D Cyber Seminar, and we hope to see you at a future session. Thank you. 
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