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Moderator: Today’s session is presented by Dr. Maria Mor. Thank you to CIDER for providing technical and promotional support for this series. The database and methods Cyberseminar series presents informational seminars to help VA researchers understand how to use VA and non-VA data and research and quality improvement. This slide shows you a schedule, sorry about that, schedule of our series for this fiscal year. You can access previous seminars via the URLs on this slide. 

I’d like to give you a little more introduction, sorry, to Dr. Mor.  Dr. Maria Mor is co-director of the Biostatistics, Informatics, and Computing Core for the Pittsburgh site of the VA Center for Health Equity Research and Promotion. As a collaborative statistician at CHERP, she works with investigators 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, woman, and Veterans with chronic renal function and comorbid mental health conditions. Any questions you have for Dr. Mor during this session will be monitored, and I will present them to her at the end of the session. As a brief reminder an evaluation questionnaire will pop up when we close this session. If possible, please stay until the very end and take a few minutes to complete it. Right now I am pleased to welcome today’s speaker, Dr. Maria Mor. 

Dr. Maria Mor: Alright, I think everybody should be able to see my screen now. Welcome and thank you for attending this series. By the end of this session, which is focused on race and ethnicity within VA, you should be able to locate race and ethnicity in VA and Medicare data, assess the quality of VA race and ethnicity data, and based on some simple examples provided here and other supporting documentation provided, create SQL codes that will allow you to use the race and ethnicity data. 

I will give you a brief introduction, information about locating race and ethnicity in VA, locating race and ethnicity in Medicare and Medicaid, an overview of the quality of the VA, quality of VA race and ethnicity data, some brief examples and then recommendations to address the data quality issues and where to go for more help. 

Before we get started I do have a couple of poll questions. For the very first question, if you could respond to this question, I am interested in VA data primarily due to my role as A, a principle investigator or Co-PI; research staff such as a project coordinator, data manager, or programmer; clinical staff; operations staff; or other, and you can describe using the Q&A function. 

CIDER Staff: And I have the poll open now, so audience members you can go ahead and choose your answers. Things are moving along quickly. We’ll wait until we get quite a few answers in. And it looks like things have slowed down to about maximum, and I’m going to close the poll. And you’ll see that in terms of answers, 11% say that they are a principle investigator or Co-PI, 55% say that they are research staff, 11% clinical staff, 18% operations staff, and 5% other. Thank you.  

Dr. Maria Mor: Alright, and then I just have one more question. Have you ever used VA race or ethnicity data? And the options are yes or no. 

CIDER Staff: Excuse me one moment. I’m having a little bit of trouble with the polls. Thank you. Here we go. Audience members if you’ll go ahead and give us your answers. And it looks like we’ve just about reached maximum answer, and I’m going to go ahead and close the poll. And you’ll see that 48% said that, answered yes and 52% answered no. Thank you, everyone.  

Dr. Maria Mor: Alright. Thank you very much. So as an introduction, racial and ethnic disparities in health and healthcare are well documented and they persist in the U.S. Unfortunately we don’t know the root causes or solutions to these issues. However, over time we’ve seen consistently that most minority groups experience negative disparities both in access and in quality of care. And even within VA, in which we see that financial barriers to receiving care are minimized, that we still have racial and ethnic disparities that persist. And although quality has improved, they are still significant within facility disparities observed in clinical outcome. So we need more research to detect and understand and address the disparities, especially within VA because we are in a different setting than the outside, and so what may be existing in terms of disparities in the private sector may not within VA and vice versa. 

So accurate racial and ethnic data are central to disparities research. However, within VA we do have some problems with our racial and ethnicity data. Incomplete data is probably the number one factor. There’s also inaccuracies in the data and inconsistent data collected over time. 

The overall racial/ethnic distribution of Veterans, and this in not just those who use VA but nationwide, is approximately 78% of all Veterans are white, about half a percent are American Indian or Alaska Native, and 1.5% Asian, 11% black, about 6.5% Hispanic, and about 1.5% are two or more races. Within VA, we do have differences, racial and ethnic groups, in terms of who utilizes VA services. With Asian veterans are less likely to utilize VA and black, American Indian natives, and those who are multiracial are more likely to utilize VA services. 

The currently collected race and ethnicity categories are contained in this handbook listed. This is from 2009, although we’ve been using these categories since 2003, and we’ll talk about that more later on this session. So for ethnicity we have one option. You’re either Spanish, Hispanic, or Latino, or conversely not Spanish, Hispanic, or Latino. And for race there are five different standard race categories, and Veterans do have the option to select more than one as appropriate. So those categories are American Indian or Alaska Native, Asian, Black or African American, native Hawaiian or other Pacific Islander, and white. In addition we can record values that the race is unknown or also that the patient declined to answer the question. For current reporting method, we have a two question format, so ethnicity should be asked first and then race is asked as a separate question, and data are to be collected through self-report. That would be the preferred method. 

Within VA, data are obtained from either the patient, which would be self-report, from proxy such as a caregiver or family member that comes with the Veteran, and they can also be collected by the enrollment clerk or a coordinator. The first opportunity really to collect the information really is at the time of application for health benefits, which would be from the form 10-10EZ. So theoretically we would have that data from everybody even before they utilized services, but we also collect information, we have the opportunity at every single inpatient or outpatient visit to a VA facility. And then the data are entered by the clerk or some other designee within VA directly into VistA. 

So now I’m going to talk about where do we find race and ethnicity data in VA. And so I believe, yes, I have another poll question coming up. So I do want to know what sources of VA race and ethnicity data you have used. And I understand a lot of you have not used the data before. But please check all that apply. So the first option is never used race/ethnicity data. The second choice would be CDW. Third, MedSAS, fourth would be VistA or other sorted regional warehouses, and finally if you’ve used VA race and ethnicity from other VA data sources. 

CIDER Staff: And the poll is open. We have approximately 50% voted. We'll wait a few more moments to let everybody vote. Looks like things are slowing down, so we’ll close the poll now. You’ll see that 50% said that they’ve never used race/ethnicity data, 34% answered CDW, 14% MedSAS files, 9% VistA or a regional warehouse, and 14% other VA data sources. Thank you, everyone. 

Dr. Maria Mor: Alright. So I’m first going to discuss the data that’s collected in the MedSAS file. The data are a little bit more consistent, even though I understand that’s not where most people are using the data. So in the Medical SAS files, data have been collected from as early as 1976 to the present day. We’re going to talk about we have two different collection methods for collecting race. Prior to fiscal year 2003, we had a variable race, and this was collected in the inpatient and outpatient files. And beginning in fiscal year 2003, in the inpatient setting and 2004 in the outpatient setting, we moved to the racial categories that I just described to you previously so that we are, have multiple race variables up to seven different values to allow the patient to select multiple values of race. And then we have a single value for ethnicity because, again, we just have whether they're Hispanic or not Hispanic as the choices.   

So the single value of race that was captured prior to fiscal year 2003 contained race and ethnicity jointly in one variable, and it did not allow for multiple race identification. After fiscal year 2003, we have multiple races captured, and the data are stored in a format and I’ll show you an example in a couple slides. They're stored as character with a length of two and the first character denotes the race or the ethnicity of the individual, and the second character is the method of data collection. So in the older data collection method, the allowable options for race included Hispanic white, Hispanic black, American Indian, Black, Asian, White, and unknown. So although we’re jointly capturing race and ethnicity, we’re only doing so if the Veteran is Hispanic white or Hispanic black. So there wasn’t an option to say, for example, that you’re Hispanic Asian or to select more than one racial group. 

In the newer race data collection methods, we have all the standard races that I’ve previously discussed are allowed, and this does differ from the prior, let me just show you again, the prior race. Asian would include both Asian and the Native Hawaiian and Pacific Islander group, and so now in our newer data, those are two separate groups. So eight is Asian, and then Native Hawaiian or Pacific Islander is going to be A. I’ll just note if you are using these data, just look at the, look up the format and it’s provided here, because they’re not an intuitive mapping between the letters or the numbers utilized and the categories. There’s also an option if it’s blank that means missing. If it’s coded as unknown that should mean that the question was asked to the patient and the patient did not know. And then the declined to answer means the patient refused to answer, so you know, we are differentiating between those scenarios. 

So ethnic is similarly categorized where the first character denotes the ethnicity of the individual, and again, these are now intuitive, so D is declined to answer, H Hispanic, N not Hispanic, U unknown, and again a blank value is missing. 

And then for all those race variables and ethnic, the second character denotes the method of data collection where O is observer, P is proxy, S for self-identification, and U would mean that the patient did not know. We’ll see later on that most of the data that we have it defaults to self-identification. And so the vast majority of values are in fact self-identification, so this variable, although we have it, you may or not decide to actually utilize it. 

Within the Corporate Data Warehouse, we contain a national repository of data from October 1999 to present. So the data does not go back as far as the MedSAS files and the structure is different. So the MedSAS files contain every time somebody came in for an inpatient or outpatient visit, then we would record the demographics as they were in the record at that point in time. When we look at the CDW data, what we have is one demographic record for each VA station that a Veteran visited. We only have the most recent record. So if I look in CDW today, I might see a different value for somebody’s race or ethnicity compared if I looked back five years ago. The data do contain standard and non-standard values. And race data are available in two different views. The first one is PatSub.PatientRace, and this contains data under the newer collection standard. So this is where you would most likely collect all the information for your Veterans if you’re looking at a recent cohort. And then the other place that you can find data using the older data collection standard is in the SPatient or patient tables. This same information on race is contained in either table, it’s just a difference in terms of some other specialized variables that are contained in SPatient that are not inpatient. 

And so, if you wanted to collect all available race information for these Veterans, you’d have to use data from both sources. Now I’m going to be referring back to this best practices guide for race data, and the link is provided here using the VA intranet. This is a report from 2012. If you use, if you read through this report, I’ll just say that the data that you most likely will use will follow the format that I just provided to you here, where the newer data is in the patient race table and the older data is in the patient or SPatient table. At the time that this quality report was written the data were structured so that both the newer data and the older data were contained in the patient race table. And I will show you later on how you could, you know,  collapse your data so it’s all together in one table if you wanted to use some of the examples provided in that guide. 

So in the PatSub, that patient race table, the variable race contains the patient race, and the variable collection method contains the method of data collection. The data is stored at the patient/STA3N level with the most recent data available for that patient. If the patient selected more than one race, they could have multiple records. So if you’re looking within a station, more than one record doesn’t mean that we have inconsistent data. It just simple means the patient identified as being multiracial. And I will point out again for the patient/STA3N level this is still not going to be at the patient level because that patient can be seen at multiple stations. 

If you’re looking at data in the SPatient or patient table, there’s a variable called RACESID. I think somebody that could mute themselves that’s making some noise in the background, that would be great. Anyway, in the SPatient or patient table, what we have is this RACESID variable, which is going to give us a numeric value that we can link to the Dim.Race table, and that’s going to map to an actual racial value. And this contains the data that’s collected under the old collection method. We're only going to have one race value, race ethnicity value for the patient. So we’re not going to have multiple races or separate race and ethnicity values. 

So when you're utilizing the data in CDW, you will very likely come across data that’s not in a standard form. It’s going to be essentially as it was entered in VistA, maybe a little bit of cleaning up from that, but pretty close to it. So in this best practices guide, they identified 31 non-standard races and found that 26 of them could be mapped to standard races. So for example, here I have that American Indian or Alaska Native would be the standard race, and then we have non-standard races in which the text is just written a little bit differently, so Amer Indian or Alaskan Native, American Indian, American Indian/Alaskan Native. So those all still map onto the same concept, but they’re just simply not, the text is not identical between them. 

When we look at those who are Black or White, we might see that the descriptions include ethnicity as well, so black not of Hispanic origin or Black Hispanic, so that information can then be identified as a standard race. So non-standard values are very rarely used in the PatSub.PatientRace, so about less than 1% of the time.  What we’ll find is that we have some data I think is predominantly from one site where it’s coded as white non-Hispanic, but the rest of the data will follow under standard values. However, the standard values are rarely used in the older data that you see in the SPatient or patient tables, and part of that is a function of what we see in here, that they’re just not written out consistently. And part of it is just that we’ve changed the text that we’re using to define standard races, and so that text wasn’t what was used in the older collection methods. 

So they found five values that were not mapped as standard values. Three of those denote Veterans who are Asian or Pacific Islander. They do not map the standard values because those are now two separate groups and we can’t identify which group the Veteran belongs to. Depending upon how you choose to categorize race in your particular study or instance, this still may be perfectly sufficient as long as you group them in a way that Asian and Pacific Islanders are together, you would still be able to assign a race for that individual. We also have Mexican American and unknown. As of the time of the best practices guide, they found that nearly 5% of the data fell into those five categories, and I think predominantly most of them fell into the unknown category. So you really can’t do much with unknown other than, you know, categorize them as such. 

In 2013, another reference was produced on CDW race data and multiple races. And in that report they found that nearly 2% of patients who linked to a standard race had more than one standard race value available and that it wasn’t possible to identify the most recent record for a patient. So I think a lot of people that tend to use, okay, I want to use the most recently recorded record, there used to be, I think it’s been taken out, but there used to be a variable in the file that actually had the date that the record was entered into the table. But that tended to be more of a programming or administrative-type variable and did not really have anything to do of when the data were entered into VistA. So their recommendation for multiple values was to only use self-identified races if any were recorded, and in the event that you had multiple recorded races without self-identified race, that you couldn’t really differentiate, you know, what was more valid. So you would basically use all of those races. 

At the same timeframe also there was the CDW ethnicity data quality report that was also generated. And again the structure of the data has changed a little bit, so we now have data that’s in both the PatSub.PatientEthnicity table, PatSub.PatientRace table, and the SPatient and the patient table. And at the time this was written, the data would not have been in the patient and SPatient tables. But we have data that help us identify ethnicity in all three of these sources. In our patient ethnicity table, which has the new method, we have the choice of Hispanic or Latino, or not Hispanic or Latino. We have additional information dealing with ethnicity that’s contained with race a little bit in the patient race table because we have some observations that say that they’re white non-Hispanic. Most of the data that we see will be from the older data collection methods, which will be the SPatient or the patient table, and those will be instances where we see, you know, somebody denoted white Hispanic, white not Hispanic, etc. However, not all of the race ethnicity values indicate ethnicity. So for example, if someone just simply has a value of Asian, well, we know that we had no option of selecting ethnicity with Asian. If there’s simply a value of Black and it doesn’t say non-Hispanic or Hispanic, then again, we don’t know what the ethnicity was for that particular individual. 

Alright, so I’m also going to talk about where we can find race and ethnicity data in Medicare and Medicaid. The easiest to obtain source of Medicare race is from the VA Vital Status File. There’s a variable called CMS_RACE which is contained only in the master file. If you’re familiar with Vital Status, unless they’ve changed recently, there’s a master file and a mini file. The mini file has one record for Social Security number, but it doesn’t have this race variable in it, and it also has just a subset of variables. The master file is going to contain one record for each Social Security number, date of birth, and gender combination found in VA. So if you want our link to this table you have to make sure that you are linking on these multiple elements. If you apply to have access to VA Medicare data, you can obtain from the denominator file the variable race, which is the same as the CMS_RACE variable from the VA Vital Status File, or there’s also an impeded race variable called RTI_RACE, and we will discuss that in a couple slides. And finally, the Medicaid data also contains an enrollment data file that has what I've listed here, is the, they have an overall summary variable for race and ethnicity, but there’s also the individual variables that contributed to that summary variable. 

So within Medicare is a potentially very useful source of data, but obviously the Veteran has to be enrolled in Medicare. And so that generally means that the Veteran is going to be of age 65 and older or that they’re going to be disabled, either due to general disability or end-stage renal disease. So what we found, and we’ll see this in a little bit more detail later, is that about 95% of those over the age of 65 have race data that we can use in Medicare, whereas for those who are under the age of 65, and this will be predominantly those individuals who are disabled, only about 20% of those people have the race data available. The data are derived primarily from the Social Security Administration and they’re obtained at the time that somebody applies for or obtains replacement Social Security number card. And the data are usually directly from the individual or a family member. There are some important distinctions from the current VA race and ethnicity data. We have a single value, so there’s no multiple race reporting, and Hispanic is included as a race category. So that means in particular we cannot obtain both race and ethnicity because you can only either select race or ethnicity in those data. 

Prior to 1980, only four categories were collected, which were White, Black, Other, and Unknown. After 1980, the category of other was replaced by Asian, Asian American or Pacific Islander, Hispanic, American Indian or Alaskan Native. However, most people obtain their social security cards at the time either of birth or when they enter the workforce, and so for many of our Veterans, these data have been obtained prior to 1980. 

The variable RTI_RACE contains and imputed race value. Research Triangle Institute created and they implemented an algorithm to help increase the accuracy of the race variable, especially for Hispanic and Asian individuals. So again, these are people that at least prior to 1980 would have been coded as other. They used an algorithm that incorporated the first name, last name, preferred language, and place of residence to compute an imputed race value. And they were able to improve the sensitivity of the racial codes, so increased from 30% to 77% to identify those who are Hispanic and from 55% to 80% for those who are Asian or Pacific Islander. So that’s a dramatic improvement and ability to be able to identify those individuals. 
 
So there are quality issues with the data, as we’ve already discussed. We have potentially limited information for those who obtained their card prior to 1980. In addition to this RTI_RACE algorithm, there have been some other initiatives to help improve the quality of the data. These have included periodic updates on American Indians and Alaskan Natives from the Indian Health Service. And also in 1997 they did conduct a survey of enrollees that were classified as other, unknown, who had a Spanish or had a Spanish surname, and they did request self-reported race/ethnicity data. So unlike the imputed value, these would actually be data that were obtained directly from the patient. 

So in Medicare as I [inaudible 29:07 to 29:09] refer to, there is an overall summary variable. I think for many people this would contain sufficient information to code the person’s racial or ethnic categories if they so desire. But we see that there are some categories such as Hispanic or Latino and one or more races. So if you wanted to capture ethnicity and race separately, you would have to go back to the underlying variables that coded individual races and ethnicity to identify those components. Or for those who are coded as more than one race, if you wanted to identify those individual races, then you would have to go back to the individual race variables.

So those variables are again, are contained in the same files as summary variable. So there’s one variable that captures ethnicity and then there’s multiple variables that capture the five racial codes. And so, if you needed to do so, you could identify the multiple races and that race and ethnicity combination using the underlying variables. 

Alright, so additional data issues with the Medicaid data. In general, we know that we, you know, we go to CDW, our data are updated pretty close to real time. In Medicare, there’s a lag between when the data are available and then if you’re obtaining data, say, through VIReC then they have to go through the process of, you know, putting in identifiers and you have to apply for the data, so usually that lags a little bit behind the VA data, a couple years between the VA data. Medicare data lags even further behind, so it’s another year or two behind the Medicare data. We have fewer VA enrollees who are in Medicare, so maybe about 10% compared to as we saw for Medicare, you know, 20% of our younger population or 95% of the older population, but here's a much lower number. And there were also some data collection changes over time. So if you actually go in to use the data, this may also be an issue for you. 

So I’m going to talk a little bit about the quality of the VA race and ethnicity data. The first thing I’m going to describe, it’s a little bit easier to look at the Medical SAS datasets because they are done by fiscal year. I do want to point out a couple of key features in those data. First of all, I’m showing you the completeness of the data for inpatient visits, inpatient stays and outpatient visits beginning in fiscal year 2003. Prior to fiscal year 2003, the data that were in the record did not carry over, so they had to re-ask race and ethnicity data of everyone. So beginning fiscal year 2003, we had a lot more data that were missing. In general, this has improved over time, but I do want to point out that there appear to be some issues with transferring the data into the inpatient MedSAS file. The underlying source for those demographic records, whether it's inpatient or outpatient, is the same. But as we can see here, say 40% were complete for the inpatient data, say in 2011 or 2013, versus about 80% for the outpatient. Ethnicity was worse. For some reason, that data did not seem to transfer. You’d have a lot of facilities, a very large percentage of facilities where no ethnicity data transferred at all. And there’s been some improvement in later years, but if you’re using the MedSAS data, you have to use both the inpatient and outpatient files. So even if you have an inpatient population, you have to use the outpatient data to get complete race and ethnicity data.

 And then prior to fiscal year 2003, approximately 60% of patients had useable race and ethnicity data. And if we compare that to now when we’re looking at patients who have recent utilization, about 90% have complete data. So this has been a vast improvement in the data quality, but it’s taken some time to get there. 

For CDW data, the Best Practices Guide also mirrored sort of the same concept a little bit based on the most recent utilization, and they looked at a variety of sources for utilization. And they found that those patients who had no recent utilization, so here no physical activity after 1999, only 40% had a standard race available, whereas again, once we get up to 2012, about 85% had a standard race available. 

And I looked at this again in fiscal year 2016. I didn’t have the exact definitions that they had used in the Best Practices Guide, but I did look at Veterans who appeared to have valid ICN numbers and valid outpatient visits, most people with VA utilization have outpatient visits, and found that 91% of Veterans had a standard useable race data value available from the newer collection methods if they utilized VA outpatient services in 2016. And then if we apply our hierarchy, if we don’t have newer data, if we look at the older data, that gave us a data for an additional 2% of that cohort. So the vast majority do have newer data collection methods now. If you’re looking at a cohort that’s, you know, further back in time, you’ll have more missing data and potentially more older data available for those Veterans. Within each data collection method, less than 1% did have conflicting values. So while we still have conflicting values, we separate out the data sources. That helps with, you know, if you’ve, conflicting between newer methods and older methods. If you use a newer data collection method, then that helps solve a lot of the problems. 

Ethnicity data tends to look a little bit better than the racial data. I didn’t emphasize that when we looked at the MedSAS data. It tends to be a little bit more complete and have a little bit less conflicting values. As of 2012 in the ethnicity guide, 61% of all patients had an ethnicity recorded. That’s going to be everybody that’s in your patient table. And this is similar to, I looked at recent race and I think about 50% had a racial value amongst everybody in the patient table. If I limited it to Veterans, it was closer to 60%. So once we get up to those with healthcare activity in 2012, which was when that guide was created, 88% had a valid value. So that’s going to be a little bit higher these days. And at that point in time, 78% who had one standard category were self-identified. That should be higher today. And about 1% had conflicting values. And again, if you look within method, we'd expect that to be a little bit lower these days. So if they have newer methods and it conflicts with the older, you’re just not going to use the older methods. 

So the recommendations for the ethnicity data and generally for the race data is first give priority to data available from the new data collection methods, whether you use self-identified data or if you choose to ignore data collection method and just take all data from the newer data collection method. If you’re using, if you’re looking at ethnicity data and you want to look at that with the new recording method that is, we have that in the patient ethnicity table, but we also have data in the patient race table on those who are non-Hispanic white. And then from the patient or the SPatient table, then we will have data from the older collection methods. 

So now I’m going to switch gears and talk a little bit about comparison to non-VA data sources. This was a study by Kevin Stroupe and colleagues where they looked at utilizing Medicare and Department of Defense to help improve the completeness of the racial data. They used a 10% representative sample of VA patients who obtained services from fiscal year 2004 to 2005; that was nearly half a million people. And their aims were to estimate the extent to which missing useable race in the VA MedSAS data could be reduced by using non-VA sources and also to evaluate the agreement between the VA self-reported race and those outside sources. 

So what they found overall was about 52% were missing useable race. And given that the study took place using 2004 and 2005, that’s what we would expect. Among those who were over the age of 65, the key finding was that 95% of those who had missing race data had useable Medicare data. So you can, you’re almost totally able to eliminate the issues in missing data for those over the age of 65. For those under the age of 65, they were able to locate using the Medicare data and the Department of Defense data. The DoD data had some time restrictions in which data were available, so it wasn’t really a useable source at that point of time for those over the age of 65. Now that we’re kind of 10 years further along, it may be able to help you with some of your older Veterans as well. But what they found was among those who were missing VA race, almost 20% had useable Medicare data, almost 40% had useable DoD data, and there were overlaps between the two. So between the two, they were only able to account for about half that they were able to fill in from either one of those two sources. So this is not as good as the 95% that we saw for those over the age of 65. 

In terms of concordance, what they found was that agreement was good for White and African American patients between the VA sources and the non-VA sources, but agreement was poor for non-African American minorities across the board and for both sources. So that agreement varied from about 27% to 55%. And notably, most Hispanics who were classified as White rather than Hispanic in the Medicare data. And given that, you know, they had the option of selecting race or ethnicity. It doesn’t mean that it was necessarily misclassified because they made a choice there. However, it just shows that we’re not able really to identify Hispanics using the Medicare data, and that’s the data as reported. And in order to compare between these different data sources because they had different categories, the Asian, Pacific Islanders, and other minorities had to be collapsed into an Other category. 

So finally I want to provide some brief examples that will show you a little bit about how to do some simple joining between some of the race and ethnicity data and also show us some frequency so we can see what the underlined data look like. Before we begin, I want to emphasize that, you know, what I’m showing you are some really simple examples. Here are some more comprehensive examples. There’s entire seminar series that deal with sessions on how to use SQL for the CDW data. The Race Best Practices Guide From 2012 has many examples and sort of many templates. They might not be, you can run them exactly as is, but they might show examples of, you know, plug in the name of your cohort here, you know, some other pieces. Because the data are set up differently and most likely in the data that you use, I will you show you at the end just how to stack your data together so it looks more like how they’re expecting in this Best Practices Guide. And then there’s also a more recent fiscal year 2016 guide using SQL to sort out race in CDW, and this is going to be several examples that are worked out using the data and the structure that they have now, so it’s a lot more self-explanatory. So this is a really good source, but I’m not going to cover it because I think that it’s a little bit more self-explanatory and you can then read it yourself. And I’m just going to mention the server that I use to connect the data because if you use different servers you could potentially have data that has a different structure such as the data shown in the Race Data Best Practices Guide if you have a static rather than a dynamic source of data. 

So this, first is just a simple example where all I’m doing is obtaining a frequency of what’s in the PatSub, that patient race table, as it currently resides there. And what we can see, most of our observations are White. These are all standard values until we get to the end where we see the group that’s White not of Hispanic origin, missing, and unknown. 

So I’m going to show you an example of how to map from potentially non-standard races to standard race values. I’m going to show you the technique that’s used in the Race Data Best Practices Guide, which is going to create, you’re going to create for that a table that essentially going to have one variable that has your non-standard race value and a second variable that has your race value so that you can link between the two and directly obtain the values that you want for your standard race value. And I’m doing this using the guide where they have standard values. But you can think for your particular study as a standard value, it's however you want to categorize your groups. So if you want to collapse different minority groups together or break things out in different ways, you can do so and put in your own values that you want there for the standard values. The code for this is on page 10 of the Race Data Best Practices Guide, and there are some additional entries that occur in the data that according to their framework would be coded as unable to map, again, you know, for this Asian, Pacific Islander. In your particular study, you might want to give that a more informative name as an actual race rather than unable to map. And then I’m going to refer you to the Using SQL to "Sort Out" Race Guide. They’re, they use different method instead of using a table to map between them. They actually program explicitly, and so look for, you know, for example, non-standard values that contain the term White would get mapped to white. And so it’s just a different approach, and again, it’s nicely laid out in the book. 

So here’s the example use, of creating this race translation table. The code, again, is from this Best Practices Guide. One difference, I’m just using a temporary table, so that’s a little bit different from what they have. But the general structure is that you create this table, you tell it what the variable names will be, we'll have an inbound race which is our non-standard value, and our standard race. And then you simply insert the value. So if you had to type this all out yourself, it might be, you might not be so appealing, but since you can just copy and paste it from the guide, it’s actually fairly simple to use. I will want to just, I’ll let you note that here where it says NULL, this is the text, N-U-L-L. It’s not a null value. And we’ll see later on how you can choose to use or not use that. 

So when I convert to a standard value within SQL, what I can do is I can take my patient race value, that I have my potentially non-standard value, I join those values to this race translation table that I created, and here I’m going to link on the race value in the patient race table to the inbound race in the race translation table. And what I’m doing is I’m grouping this by the standard race value and counting those up as a frequency. So I can create that link between the non-standard value and the standard value, and then to get my frequency I’m just counting up within that group. And so here I’m able to see that I no longer have a White non-Hispanic group. And those unknowns and missing have been coded to unable to map. 

Then I just want to show you what the underlying data and the patient ethnicity table looks like. This is a similar concept. The only thing I’ve done here differently is format my data to put commas in so it’s a little bit easier to read. It does treat this as text. So now when I order it, it’s going to be based as a text value rather than the actual magnitude of the number. But again, we predominately have standard values with only a couple of missing or unknowns. And for the underlying data for the data collection method, again, it’s the same concept. I’m just going to group by the collection method. I’m going to count these up, and when I do so, in this particular instance I do want order by the magnitude of the numbers. So when I did an order by, instead of ordering by the formatted variable which was character, I did it on the unformatted value. And again, we see that we just have a handful of non-standard values, but the thing to point out, the vast majority of these are self-identified. This is the default value. It’s rarely changed. So again, you may want to just simply completely ignore this variable rather than putting a lot of stock into the fact that some records have a self-identified value versus others that don’t. 

And then finally where things get a little bit more useful with our race translation table is when you’re using the older data and the patient table. First of all, I want to just show you what the underlying data look like. Here’s just a sample. In order to get the underlying data for the patient table, I have to join it to the Dim.Race table because all I have in here is this RACESID variable which is just a numeric code, and I have to link it to the numeric code and a dim table, and that’s going to give me a text value. And so here we can see the most frequently occurring were null, meaning that there are actually missing, there are no values as the most frequently occurring. And then I see that these remaining values are predominantly non-standard race values, and I can link those using my race translation table. So I’m linking from my patient table to my dim table to get non-standard race values. And then I’m linking them, my non-standard race values, and the, that I obtained now from the patient table and the Dim.Race table to my translation table, which is going to give me then these standard race values. 

In this particular instance, I just want to show you what happens when I link my tables I had null values in my underlying table, and I wanted to link to my race translation table. I can’t link those null values. So they’re going to show up as a value of null when I’m done with this process. And this may very well be what I want. And in many cases that may be you want those nulls to remain a null. If you don’t want them to remain a null, one thing that you can do is replace the underlying value of null. We had an entry in our race translation table that was the text NULL, and what I can do is use this coalesce function which tells me, well, if I have a non-null value for race I want to use that first. But if I don’t, then I move onto the next item on my list. In this case I only have two items. The next one is this text NULL, and so when I put in this text NULL, then it will link in my race translation table and in the race translation table the text of NULL leads to an unable to map. Then I can see also my remaining values are now standard values. 

And then I just finally, to show you how you can put those two different data sources together, again, if you’re using, say, examples from the Race Best Practices Guide, they’re assuming that you have multiple records per patient with the newer collection methods and the older collection methods all together as multiple records in the same file. And to do this, I just created a sample. I called them random, but there’s really not, so top 100 patients from the, from the patient file. And so I collected, in my next step what I do is I collect all my race data from the patient race table and link that back from my random patients. And so now for my newer data collection method I have the patient SID, the station, the race, and the collection method. And then now I’m going to use UNION ALL, which is essentially going to set like if you’re familiar with SAS [inaudible 50:21] and it kind of stacks one data file on top of the other. And I’ll do the same thing now that I’ve done with the older collection method. I already have my underlying race ID variable in my random patient file, but I need to link it to Dim.Race in order to obtain this race value. 

Now in actual practice, first of all if I’m using this UNION ALL I have to make sure that I have data for, they have the same columns. If you were using SAS, you just set and you didn’t have the variable in one dataset, it automatically would just create missing values for you, but here you have to explicitly do it. And then when I sort then by the patient ID variable when I’m done. Now, if you’re doing this in actual practice, you might want to be linking to standardize for races or some sort of formatted races, and the other key component is I’ve just been showing you the simple links between he files. When you go to use the data, you will probably want to create, ultimately, records that are at the patient level, not that patient station level. So you’ll want to be pulling in your patient ICN numbers and ultimately aggregating your end result at that level. If you want to take your data, instead do more of a merge where you have, in the same record you have data from the new collection method and from the old collection method, you can do that, and you’ll see examples of how, of combined data in that way in the, the Using SQL Guide, which I have the, all the way back here, yes, and in here. So you’ll see examples here in Using SQL to "Sort Out" Race, and that’s the structure you’ll see there. 

Alright, so finally, for the general recommendations are when you have multiple sources of race and ethnicity data, you want to use data from your newer data collection methods first and only use the older data if no other data exist. And you want to be careful when you’re picking up older data or data on ethnicity where you might have to go to race to make sure that you’re obtaining data from the correct place and make sure with ethnicity that you remember that some of your racial values contain information about ethnicity. If you’re using MedSAS, you want to obtain race and ethnicity from both the inpatient and outpatient files. 

You can use non-VA data sources to obtain additional information, but you want to be careful about any potential bias such as in age and disability and the availability of that data. And you also, in terms of how the data are collected, that you may want to collapse groups into, say, an Other category in order to have comparable groups between your data sources. We discussed most of these potential data sources. 

If you’re using Medicare data from the Vital Status File, be sure to remember that you have to map the link using both the date of birth and gender in addition to Social Security number. And if you’re particularly interested in identifying Hispanics or Asians, you may want to obtain that Medicare denominator file and use the variable RTI_RACE. 

So these next, first of all I want to bring up that there’s a whole race and ethnicity overview page at VIReC. I don’t believe it contains that Using SQL to "Sort Out" Race Guide, but I do have the links to that earlier in the presentation. But otherwise it pretty much contains, you know, all of our general sources that we like. And then the next two slides contain general information about obtaining help from VIReC. And I also at the end of the slide have some general references. 

So I think there’s a little tiny bit of time left for questions. I think I ran a little bit long there. Sheryl was going to moderate that. 

Moderator: Yes. Okay. We have a couple of questions. Very first question that came in early in your talk was how does the demographic distribution of Veterans, and I think the questioner means the race of Veterans, compare to the general present population. 

Dr. Maria Mor: The general population of the U.S. as a whole? That I am not entirely sure; I've never directly compared them. What I do know is, at least antidotally, that at least with younger Veterans that they tend to be more likely to be minority. 

Moderator: Okay.

Dr. Maria Mor: So I would not be surprised if we have a higher concentration of minority Veterans, especially if you’re looking at a younger group. If you’re looking overall, we still may be fairly close to the overall VA population. And also when they...

Moderator: Okay. 

Dr. Maria Mor: ...are more likely to be from minorities as well I think compared to the general U.S. population. 

Moderator: Okay, great. Next question, what if there’s more than one self-reported race, for example, in different stations. Should that be taken as multi-racial?  

Dr. Maria Mor: So, and that’s where, I think the, you know, the Best Practices Guide, well actually it was the next one where they were looking at the multiple races, there their general recommendation would be, well, you know, I can’t choose one or the other so I take them both, which essentially is the same as multi-racial. However, you may still choose to get a, if you’re just looking at a national sample and you have no a priori, you may want to do that. If you are focused on particular station, you may want to give preference to data from the station that you’re focused upon, or you may also want to go back and look at the utilization. So if you don’t have another variable that might tell you which is more recent, you might be like, well, you know, gosh, they seem like they’ve been using this particular station more recently and maybe it’s been five years since they were at the other station so I ‘m going to give precedence to this data. You still may have people who are sort of in the system in different stations. And by stations, again, we're at that level, so with, but because of the type of care they’re receiving or if they travel, they might, they might be receiving care at multiple sites, so you might have to essentially decide to treat them as multi-racial. 

Moderator: Okay. Is there any talk about making race and ethnicity data available on VSSC?

Dr. Maria Mor: That I don’t know. But one thing that I do know, and I don’t think I mentioned here, is I think that there is a move with the LMAP data that there will be essentially a kind of here’s the best guess at race for an individual based on, you know, all available data. And I think that they’re also planning on when they put that out there to kind of publish what are the algorithms that they used in order to create the race variable. So that could be a case where instead of having to go through this process you might say, okay, their algorithm looks pretty good, I’ll go ahead and use that. And I don’t know where they are with the LMAP data. I know I haven’t used it. Other people here I think so far have used it just to kind of look at it or test it out but not as a data source at this point in time. 

Moderator: Okay. Are all VA centers now using the standard collection method? If so, would new patient have race values in the patient or in the SPatient.SPatient tables?

Dr. Maria Mor: So if a new patient comes in, they should only have data collected under the newer data collection method, and you know, I would say with a caveat that we seem to have, you know, I looked at this last year, it’s like one site or one system that has this White non-Hispanics coming in, and I’m not exactly sure why. Maybe it is a highly Hispanic region. But no, they would not have, and I think that’s why we’re seeing with those with more recent utilization where I wasn’t picking up very more any observations using the older data, both because they already had new data on them, and B, they may not have ever had that older data collected because at this point we’re, like you know, 13, 14 years out from that switch in the data collection. So I’m expecting the older data to be less and less useful as we move on in time. 

Moderator: Okay. We have time for one more question. I’ll go ahead, here’s a comment. SIDs are unique within the database, so a double join on Sta3N and SID is unnecessary. This would increase processing time. 

Dr. Maria Mor: Yeah, so I didn’t really have an issue with processing time, I know just to be ultra-paranoid I do that, but yes, you don’t have to. But I don’t ever want to be like, oh, you know, I run across instance where I think I don’t need to do it and suddenly it matters. So I just do it out of habit. 

Moderator:  Okay, great. So, it’s the top of the hour. So we’re going to finish up our questions right now. If you have any more questions for Dr. Mor that were not addressed, please send her an email at this email address or send your question to VIReC. 

And we’re ready to go to the next slide, Maria, for the next presentation. Our next Database and Methods session is June 5th at 1 pm Eastern, and it will be on VA pharmacy data, presented by Dr. Bonnie Paris of VIReC and Dr. Walid Gellad of VA Pittsburgh. 

Maria, thank you for taking the time to present today’s session. To the audience, if your questions were not addressed, you can contact Maria directly as I mentioned. We hope you can join us for our next session, and thank you once again for attending this session. 

[ END OF AUDIO ]

