Cyberseminar Transcript
Date:  June 5, 2017
Series:  VIReC Database and Methods Seminar
Session:  VA Pharmacy Data
Presenter:  Bonnie Paris, Ph.D., Walid Gellad, M.D.

This is an unedited transcript of this session.  As such, it may contain omissions or errors due to sound quality or misinterpretation.  For clarification or verification of any points in the transcript, please refer to the audio version posted at http://www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm


Dr. Cheryl Cohen:  Welcome to VIReC’s Database and Methods Series. Today’s session is titled “VA Pharmacy Data”. Thank you to CIDER for providing technical and promotional support for this series.  The database and methods series is intended to help VA researchers understand how to use VA and non-VA data in research and quality improvement projects.  Today’s session is the eighth in our fiscal year 2017 Database and Methods Series.  You can register for upcoming seminars and view archived sessions by using the URL on the left side of the screen.  Presenting today are Dr. Bonnie Paris and Dr. Walid Gellad.  Bonnie Paris, Ph.D., is the data knowledge analyst at VIReC, where she manages VA red cap and develops data knowledge products.  Prior to joining VIReC, Bonnie worked as a deputy associate director for the clinical partnerships for healthcare transformation group within the VA Center for applied systems engineering.  Her dissertation at the University of Wisconsin-Madison examined the role of communication in medication safety within adult intensive care units.  Dr. Walid Gellad, M.D., MPH, is an associate professor at the University of Pittsburgh School of Medicine and Public Health.  His research focuses on physician prescribing practices and on policy issues affecting access to medications for patients. Dr. Gellad was a recipient of a VA health services research and development career development award for addressing regional variation in drug prescribing and spending among patients with diabetes in the VA system.  He is currently studying the overlap in prescription use among Veterans cared for in multiple health systems.  During this talk, I will monitor your questions and will present them to the presenters at the end of the session.  Now, I would like to welcome Dr. Bonnie Paris. 

Dr. Bonnie Paris:  Thank you Cheryl for the lovely introduction and thank you everybody for joining us today.  After a brief introduction, we will discuss the 4 commonly used pharmacy data sources and then Dr. Walid Gellad will discuss examples of research that’s focused on pharmacy care that’s been done here at the VA. And then we will come back to Dr. Cheryl Cohen and she’ll highlight some of the resources that we have available for you on VA pharmacy data before we open it up to questions and answers. But, first, we would like to know a little bit more about you.  Our first poll question is about your role as a data user.  What is your role in the VA?  A research investigator or PI, a data manager, analyst or programmer, a project coordinator, a clinical or operation staff member, or another role. And if you have another role, you can describe that using the Q&A function in the Go to Webinar software.  It is the same place as the chat window where you type any question today, so that way we can get a better understanding of who has joined us today.  I see we have over 100 people with us, so I am very excited about that.  

Heidi: And responses are coming in.  I am going to give everyone just a couple more seconds to answer and then I am going to close this out.  Okay, it looks like we have slowed down significantly.  So I am just going to go ahead and close it out and we will go through the results.   And what we are seeing is 22% of the audience saying research investigator or PI, 44% data manager analyst or programmer, 8% project coordinator, 22% clinical or operations staff, and 3% other.  In the others, we have a WOC collaborator and a health systems specialist.  Thank you everyone for participating.  

Dr. Bonnie Paris:  Okay, great.  Thank you so much, Heidi, for walking us through that as well.  And thank you, everyone, for telling us a little bit about yourself.  By the end of the cyberseminar, our goal is that you will understand the VA pharmacy data that we have available for research and appreciate the value of using non-VA data sources to measure pharmacy use.   You will also know where to find more information and resources about VA pharmacy data and what you need to do to request access to the data for research.  So, just taking a quick look at the volume of VA publications that use pharmacy data in the past 15 years, you can see that more and more VA studies are using pharmacy data. And part of this growth is likely because there has been an overall increase in research publications in general, but it may also be the result of the variety of efforts to make pharmacy data easier to aggregate and analyze to support patient safety, quality improvement, and research projects.     

So, thinking about how VA pharmacy data is used in research, there are different ways to conceptualize the use of VA pharmacy data.  One is to look at who, the who, what, when, where, why.  Who prescribed the medication, and who was the medication prescribed for?  What did it cost?  What medication was it?  When was it dispensed?  Where was it dispensed?  Why was the medication prescribed?  

And, another way to look at it is by looking at trends in medication use, which medications are being used to treat a given condition, or how uses changed over time because of policies or new treatment options that are available.  Pharmacy data can also be used to identify cohorts, and can also be used to look at utilization and process-based quality measures.  So, whether or not medications are being prescribed appropriately, or what the adherence is to a therapy for a given medication.  So, these are just some examples of how pharmacy data is used in research and later in this presentation, Dr. Walid Gellad will be talking about 3 studies that use VA data for a variety of use purposes, and sometimes pharmacy data is used in more than one way for a study.  

So, now we will talk about some commonly used pharmacy data sources.  There are a number of places to get pharmacy data in the VA and we will discuss 4 that are commonly used in research.  So, the best data sources depend on your focus, and you may note that this slide right now is just showing 3 different sources.  There are 3 national sources for data on medications that are provided by, or paid for by the VHA, and they contain data from the Veterans Health Information System and Technology Architecture, or VISTA, which is also sometimes called the Computerized Patient Record System, or CPRS.  So, if you hear VISTA or CPRS, that is our electronic medical record, and data from VISTA feeds into these 3 different sources which are the Corporate Data Warehouse, or CDW, which, the National Data System acts as steward for. And there are 2 primary domains within the CDW that have to do with pharmacy data.  One is barcode medication administration, or BCMA, and the other one is outpatient pharmacy.  

The managerial cost accounting national data extracts have a data steward of the managerial cost accounting office and that used to be known as DSS, or decision support system. And then we also have the pharmacy benefits management, or PBM, which, the data steward for that is the pharmacy benefits management group. And we will be talking about each of these in a bit more detail later on.  The VA also provides data from external agencies, such as the Centers for Medicare and Medicaid Services, or CMS, and the data steward for the CMS data is the Veterans Information Research Center, or VIReC, where I work. And it contains data on services that were received outside of the VA and paid for by Medicare and Medicaid. And we will talk about each of these 4 data sources in more detail, but first, we are going to take another poll.

So, now that you know the names of the 4 most commonly used VA pharmacy data sets, we have another poll to ask you about your use of these data sets.  Which sources of pharmacy data have you used in the past, or plan to use in the future?  And, you can select all that apply.  The MCA NDE pharmacy data, the PBM pharmacy data, CDW pharmacy data, or Medicare Part D Slim file, or none.  So, if you are just interested in learning a little bit more, but you don’t have a plan to use pharmacy data in your work, you can select none as well.  

Heidi: And, we will give everyone just a few more moments to respond.  Responses are coming in really nicely. I’m just waiting for it to slow down.  With these “select all that apply” sometimes it just takes a couple, a few extra seconds.  

Dr. Bonnie Paris:  Yeah. No problem. And next, we will be talking about some of the pharmacy data elements about medications that were provided by, or paid for by the VHA.  

Heidi:  Bonnie, we just had a quick question that came at me that you can cover this while people are finishing up.  What is the difference between PBM and CDW data?

Dr. Bonnie Paris:  So, the difference is, it’s kind of a difference in the slice of data. So both PBM and CDW get their data from the individual VISTA system, but the data elements that are extracted can differ a little bit for each of them.   So, one of the big differences is that PBM is more focused on the outpatient pharmacy and the CDW also has information on the inpatient medication administration. So if somebody is an inpatient, or being seen at a VA clinic and they are being administered a medication, the CDW also has information about not just what was dispensed from pharmacy, but was administered by nursing or other care providers 

[bookmark: _GoBack]Heidi: Sounds good. Okay, so we have the poll results here, and we are seeing 19% of the audience saying MCA NDE pharmacy data, 38% saying PBM pharmacy data, 78% CDW pharmacy data, 18% Medicare Part D Slim file, and 14% none.  

Dr. Bonnie Paris:  Okay, great.  Thank you so much everybody.  It sounds like a lot of people have been, or plan on using the CDW pharmacy data and also, obviously, these percentages add up to over 100%, so there are a lot of people who are using, or plan to use multiple data sources, which is really great.  And, you know, one thing to keep in mind too, is that when you are looking at which data source is best, there is a lot of overlap between the different data sources, as the source data comes from the same system.  

And, in general, the PBM data has more information about the medication dispensed and the dispensing details than the MCA NDE pharmacy data. And the MCA data have more demographic and clinical information about the patient than the PBM data. And the CDW has just about everything, although there are some things that, for example, the total cost to provide the drug to the patient, the CDW is not the best source for that.  But VIReC compared the MCA and PBM data sources on outpatient prescriptions for a cohort and found that there was only a discrepancy rate of 1.5%.  

So, if you are interested in learning more about that comparison, there is a discussion about that in the VIReC research user guide to VHA pharmacy prescription data, and the link to that resource is on slide 51 in the bonus section of the slide deck.  But, looking at, you know, which source is best, the medication administration time is only in the CDW.  So, you know, as we were discussing while the poll was going on, the CDW has information about the medication that’s administered to the patient and also medication that was dispensed by pharmacy, whereas, the MCA NDE, and PBM are focused on medications that were dispensed by pharmacy.  

The directions for use are not available in the MCA NDE, sometimes that’s called the SIG, but those are the instructions to the patient on how to take the medication. And that can be very important in research, but that is not available in the MCA data set, although the total cost to provide the drug to the patient, the best source for that information is the MCA NDE.  And as we talk about each of the different data sources in a little bit more detail, you may start to see, you know, kind of why there is a link between the purpose of the data source and what information is available in it.  

And the Corporate Data Warehouse, or CDW, is the largest data resource that we have at the VA, and eventually most VA data will reside on CDW servers. And we have over 130 local VISTA systems that cover 150 VA Medical Centers, and there are data feeds for each transaction.  So for example, if a medication is ordered, that data is fed into a regional data warehouse and the CDW pulls data each night according to whatever their current architecture or plan is, which is constantly changing and new domains are being added all the time. But there is a lot of information on demographic data, both on patients and staff, and it also covers a lot of different areas.  More and more things are being moved to the CDW every day and the data that is housed in our CDW goes back to 1999.  So, we have over 15 years of data and there are 1.97 billion and growing outpatient encounter records, and, you know, just growing.  So, there is a massive amount of data there. And the data is on a Microsoft SQL server that can be queried using the SQL language.  As I mentioned earlier, it is organized by domains.  For pharmacy, the 2 main domains are barcode medication administration, or BCMA, and that is the data on medications administered to a patient within the VA system. And the other primary domain is outpatient pharmacy, which is data about medications dispensed by VA pharmacy.  And, so, the CDW includes care delivered at all VA facilities and it also has some information about prescriptions that were filled at non-VA facilities, but paid for by the VA. And it contains a very small percentage of non-Veterans who received care in a VA facility.  So, for example, if there is humanitarian care to somebody who is visiting a Veteran who is being cared for, the data on that visit, you know, can be in the CDW as well.  So, that is just to keep in mind when you are using the CDW for research, you need to make sure that you are including only Veterans, even though it is a very small number that are non-Veterans.  

So, looking at some example variables in the CDW, and there is a lot of different bits of information in this table, but these are just a few variables.  It is, by no means, an exhaustive list.  Just to show an example, of hydrochlorothiazide tablet of 25 mg, which is taken for hypertension, for high blood pressure, and the SIG or patient instructions are “take one tablet by mouth every day for blood pressure”. And then you can see there are also variables of dispense units, which is the amount to take each time, which is one tablet, and so on.  So, there are a lot of different variables in the CDW, but this is just a quick look at a few. 

So, next we will look at the MCA national data extract.  So, this was formerly known as DSS, which stands for decision support systems, so if you have been around the VA for a long time, or if you are looking at past research you might see DSS. But even though the name has changed and data systems have changed over the years, the data extraction process has been updated to maintain the same representation of what the data means.  And this data source was really created for operational use.  It looks at different aspects of clinical care in conjunction with the cost to provide that care. As the name might imply, managerial cost accounting office, they are looking at what do things cost. And so they use something that is called activity based costing, to get an idea of, you know, not just what do the supplies cost, but what is the labor cost associated with providing a service.  What is the overhead that’s allocated to that as well. And data in the MCA is available from fiscal year 2005.  It includes records for inpatient and outpatient prescriptions from VA pharmacies, or consolidated mail-out patient pharmacy, or CMOP.  The VISTA systems are the data source and it is housed within the Corporate Data Warehouse, it’s on the CDW raw server, and although the data lives on a CDW server, the data steward that manages the creation of the data and curation of the data is the managerial cost accounting office.  

And, so, if we look at, and this is another example of a 25 mg hydrochlorothiazide tablet, and the data that is available in the MCA NDE, that SIG data that we were looking at before in the CDW example is not available in the MCA. But there is rich information about cost and different cost components, and for this example, just focusing on the 2 big ones which is act_cost, which is the variable in fixed product cost, so that gives you the drug price, supplies like labels and overhead that is associated with the drug product, and that comes up to 52 cents and fractional change. And the dispensing cost, which is the labor cost that it takes to process that fill, and in this case, it is $24.15 and then some change.  

And in this example, it’s an inpatient fill and that’s why that dispensing cost is so high.  The same medication in CMOP, or an outpatient setting, would be a bit lower.  So, the other thing that I want to highlight on this slide is that there is a VA product code and national drug code and, so, there is information that you can use to link back to other information to look it up in the formulary and so on.  So, next, Dr. Walid Gellad with talk about the pharmacy benefits management and Medicare pharmacy data sets, and provide some examples of how pharmacy data has been used in VA research.   Thank you, and welcome to Walid. 

Dr. Walid Gellad:  Great, thanks Bonnie.  That is a great introduction to the different data sets.  I am going to talk about PBM, and then a little bit about Part D, and then I will go through some examples, but I want to make sure to leave time at the end because I am hopeful you all have lots of questions.  But, the PBM data is set up very similarly.  It is a feed from the 130 VISTA systems, and it is used by pharmacy benefits management within the VA for all its activities, whether it is utilization management or typical epi work, or medication safety work. And one of the benefits when you compare to CDW, for example, is it’s a static data set typically by year, whereas, CDW is often changed, and I don’t know how frequently it is changed, but that’s one of the benefits I have noticed between PBM and CDW.  

So, PBM, the variables are very similar, although there are some differences, and this is a good example of the variables that you will see in the PBM database.  So, this is a VA product name, which is diclofenac, and the VA product name will include the generic name plus the dosage, plus whether it is a tab.  So, that is a unique feature of the VA product, and then you can see there is a VA class and a generic name, which is just the product.  The SIG is included in PBM data. And then a lot of information about the drugs dispensed in terms of the date supplied, the total quantity, and you can see the price per unit there is 15 cents per unit, and 42 units is $6.34.  So, this is a nice way to look at costs, although you have to remember that this is an ingredient cost only.  It doesn’t include those other costs that Bonnie mentioned like dispensing costs or supply costs.  And, then the PBM data will have an NDC code, although we don’t have time to talk about it today, there can be some problems using the NDC code from PBM.  And, so, if it’s a VA-specific analysis, it’s much better to go with the VA product name.  

So, what about CMS data?  So, VA and VHA sends an annual list of known Veterans to CMS and then CMS will send back identifiable data to VIReC for a given county. And then VIReC will distribute this data to researchers.  So, there are many different Medicare files.  Everything that you could get from ResDAC you can get from VIReC, including the beneficiary summary file, the inpatient, hospice, med part, etc.  Part D is a little bit different, and these are all, there is no charge for grants when given to VA researchers.  For Medicare Part D for drug data, VIReC does offer what it calls the Slim File, which are 13 variables from the PDE events files from Part D.  So, if you are looking for other Medicare Part D files, there is a separate cost and a separate process through VIReC to get them, whether it’s the prescriber files, the formulary file, any of those other files it’s a separate process.  But through VIReC you can get the Part D Slim File, and it is very similar variables again on the Slim File, so in this case there will be an NDC code that will be 11 digits, the same as in PBM, and quantity dispensed, date supplied, same issue, there is a patient payment and a gross drug cost, and then a brand name and a generic name.  

The important part about cost, again in the Part D files, is it’s gonna include total cost, including reimbursement to the pharmacy for dispensing.  You can see there are different aspects of costs when you go across different databases, whether it is Part D, PBM, MCA, or whatever it may be.  But, I think it is important so you can understand what particular variables are available in these data sets, and I will show you some examples of key variables.  Key variables in Part D for understanding Veterans use of pharmacy when it happens to be paid for by Medicare.   And, there is more.  This was the cyberseminar from last year.  There is a little more information in there on the Part D files and some interesting aspects of NDC codes, and so, I will refer you to this session, and here is the link from last year.  

So, what about some examples?  I think this will give you a really good sense of just some of the studies that have used data, and this is not at all inclusive, but these are studies using VA pharmacy data.  And, Bonnie mentioned some of these, so I will just go over these quickly, but there are different ways that you can use pharmacy data.  If you are just looking at trends in medication use, for example, which medications are being used to treat a given condition, how has the use changed over time, what is the impact of a policy change, and we will look at one study about that.  There are studies about utilization and quality, so comparing how VA performs on some process-based quality measures around medications, maybe compared to other systems.  Are medications being prescribed appropriately?  And, VA pharmacy data also show you, is used for cohort identification to understand what patients have diabetes, or which patients have cancer, or which patients have rheumatoid arthritis.  And, then not listed on here, but obviously important also, is just typical pharmaco-epi studies, looking at outcomes, the issue with medications and observational data.  

So, these are just three examples that I will show you, and they are interesting, I think, for different reasons.  So the first example, at the top, will be trends in medication use.  This looks at erythropoietin stimulating agents, ESA therapy, in lung and colon cancer. This used PBM and MCA data.  The other example is from a couple of years ago, looking at rates of blood pressure and blood glucose lowering medicine de-intensification among patients with diabetes, and this used CDW.  And, then the third example, was from our group from a couple of years ago, looking at how you use drugs from both VA and Part D for both cohort identification and then to look at utilization.  

So, this is the first study.  This is from several years ago now, and the objective was to examine again, ESA therapy in lung and colon cancer patients receiving chemotherapy.  And, this is a very typical kind of study that one might want to do, which is to look at the impact of a black box warning, which came out for these drugs, these ESA’s in 2007, and look at what was the impact of that black box warning on use of these agents within the VA.  Here is a little schematic.  There was a black box warning in March of 2007 and there is a pre-period and a post-period, and really the question was, was to use pharmacy data to look at whether ESA use differed before or after this black box warning, and also to look at trends in ESA use over time. 

So the source of the pharmacy data was PBM and MCA data, as we mentioned. And the authors used NDC codes to identify the ESAs in the PBM data, which has strengths and weaknesses, which we can talk about later. But what’s important here, and one of the reasons I wanted to include that is that they also identified ESA administration from CPC and HCPCs codes from inpatient and outpatient encounters, and that’s an important lesson that sometimes when you look at drugs, you have to look at the non-drug files if they’re administered in a physician office or other settings. Another example of this, for example, is methadone when used for substance abuse. In CMS data for example, will not be included in the pharmacy claims, would be included as a CPT code in the outpatient setting. 

So here, just so you can see the results, this is the predictive probability of ESA use over time. And you can see that by the time the black box warning came out, the use of these agents was already decreasing. It’s a really interesting study and again an example of how you use the data to look at trends before and after a policy or a warning. And the importance of using, in some cases, non-VA data sets to look at drug data. 

This is a second study and this was from JAMA Internal Medicine from a couple years ago. And this study examined rate of blood pressure and blood glucose lowering medicine deintensification among patients with Type 2 Diabetes. And the reason why I wanted to include this study was not to confuse everyone with a giant flowchart, but to really look at how you can use VA CDW for, in this case, cohort identification, and to assess the use of blood pressure and diabetes medication. And that’s the point of the flow chart here. You can see that they first identified 800,000 patients with blood pressure measured in primary care, and then they excluded those not receiving active medical therapy. So they used the CDW to identify those patients who had a blood pressure measure and were receiving medicines, prescribed medicines, through the VA. They then, also using CDW, identified those whose index blood pressure was very low, moderately low, or not low. And in those groups, identified whether their medications were deintensified or not deintensified. So a really powerful ability to do all of this within VA data, including whether or not they’re receiving therapy, what their vital signs are, and also, I didn’t show you this, but what their lab tests are for the diabetes cohort. 

And here’s a very specific schematic from the appendix which I think is worth looking at. This is, and I’ll just orient you here. These are different scenarios that could happen to determine if there’s deintensification. Zero is the date of the lab test or blood pressure measurement. And then this is 21 days after that measurement, and then 180 days after that measurement. The green numbers are where there’s a medication fill, and the dose is in green. And the blue, are the days the patient is on the medication according to the day’s supply plus the prescription date. So you determine when the prescription was filled and the day’s supply from there, and that’s how you’re going to determine if for a given day a patient is on a medicine. And then they can determine the intensification. In this case, this is the no-change scenario. Here’s the lab test or the blood pressure measurement, and the same dose is administered after as with before, meaning there is no deintensification of therapy. In this case, there is a lab test and the dose as it deintensified or decreased during this 21 day period, and they’re different scenarios. Here at the bottom the medication is stopped after the lab test is seen. So in this way, it’s a really nice way of using CDW for all these aspects including determining whether or not a medication dose is decreased or stopped. So that’s the second example.

Now here’s the third example. This was from our paper looking at patterns of glucose test strip receipt among older Veterans with diabetes. And looking at the impact of dual health system use, in other words getting test strips from both Medicare and VA, on overuse. So this study used Medicare Part D data and PBM data for both cohort identification, for measuring comorbidities, for studying medication use and examining the outcome, which is test strips. This was a cross sectional study, and again it used national VA administrative data linked to Medicare parts A, B, and D claims for fiscal years 2008 to 2009. Just a quick note, since I didn’t mention this before, Medicare data will come in calendar years, and VA is typically in fiscal years. You just have to, it’s not that difficult, but you have to remember to align those. We had 363,000 community-dwelling Veterans over the age of 65 who had used the VA Healthcare System and received some sort of glucose test strip for their diabetes in 2009. 

So then, I want to go through in detail, because I think this is a good example of how to use Part D and CMS VA data, is what exactly we did. So first we used PBM data to search for diabetes meds, and we used the VA drug class and generic names combined with diagnosis codes from MedSAS, which is what we used at the time. But that’s how we defined Type 2 Diabetes, use of a drug and a diagnosis. We then used the PBM data and the Part D files to classify the patients based on the type of diabetes medication they used. So in Part D we needed to use NDC codes that we obtained from Medi-Span, and you can get various data bases that will link NDC codes to drug names. So that way we can identify any diabetes drug that was dispensed in Part D or the VA. And then we used the PBM data to search for test strips, because in VA glucose test strips are dispensed by PBM, as a drug. And then in Medicare, however, they’re not dispensed from Part D, so we used the DME files, the Durable Medical Equipment files, to quantify test strips for Medicare. So we used both files, both to identify the cohort and to look at the outcome. 

So just out of interest, because I have time here, here are the outcomes. There were 260,000 older Veterans with diabetes. And 71% received test strips from VA only; 22% from Medicare only; and there were 5.6% who received test strips from both the VA and from Medicare. Here are some of the descriptive results. On the Y axis is the number of test strips dispensed in a year, and we classified patients into different categories using both VA and Part D data. In this case, these diabetes patients were on no medication and in the dark blue are those who receive their test strips from VA only. And in the lighter blue are those who received their test strips from Medicare only or from VA and Medicare. And the general pattern, whether they’re on no diabetes medications, oral meds only, long acting insulin, was more test strips dispensed in a given year for those who received their test strips from both VA and Medicare. 

This last table didn’t end up in the publication but I think it’s really important for people who are interested in studying medications within the VA. And I’ll just focus on this column. We looked at where individuals receive their diabetes medication. These are all diabetics within the VA and they have an outpatient VA visit. And you can see that 7.2% here received medications from both VA and Part D during the year. I should say these are dually enrolled Medicare Part D and VA individuals, but 7.2% received diabetes medication from both VA and Part D. And you can see it’s even higher in some of the groups. So for those individuals on insulin it was 12% who received diabetes medications from both VA and Part D. It’s really important to understand how Veterans get their medications from Part D when you’re looking at the dually enrolled population.

So these are some other examples, it’s not exhaustive, but just so you can have the list for later. I will turn it back over to Bonnie at this point and talk about some resources and then we’ll take your questions. Bonnie.

Dr. Bonnie Paris:  Thank you. And actually Cheryl will talk through the different resources, but I’m doing the screen share for Cheryl. 

Dr. Cheryl Cohen: Okay, yes. The next two slides provide information on VIReC’s pharmacy page, which gives an overview of pharmacy data sources. And the next slide is a screenshot of the VHA data portal which is a one-stop shop, with information about requesting access to VHA data. I want to mention there are some bonus slides at the end of the presentation with additional pharmacy resources, and also information about VHA pharmacy data elements. 

So I think we’re ready to take questions now. So let’s start with our first question. One moment please. Okay, what is the best source of data on methadone administered in opioid treatment programs? The attendee says these data typically are not available in CDW.

Dr. Walid Gellad:  Yeah, it’s Walid, I’ll answer that. In CMS, for example, Medicaid data. The problem with Medicaid data is it’s so outdated, but it is available to VA. So that would not be in the dispensed med files that would be in the outpatient data. So I believe in PBM, methadone will still be shown as a dispensed drug, and I thought, and I have to go back and look, and I thought someone might ask this. But I thought that in CDW it will have the indication, and you can still see within CDW that it’s given daily. It’s a certain dose given daily, and so presumably for drug treatment, but I could be wrong. But I know within PBM data we’ve seen methadone, and not just for pain.

Dr. Cheryl Cohen: Okay great, next question. Are single instances of dispensing pain for medication inserted in multiple repositories, so that a query across databases would return duplicates?

Dr. Bonnie Paris:  So I think, so for that question, the dispensing, if you’re looking at the PBM data, or CDW data, or the MCA NDEs, and say there was an outpatient prescription for pain, it is likely that you would see that in all three places. Because the source data for that is the VISTA system, so you would see it in multiple sources. So it’s, where you probably wouldn’t see any overlap is if you were also looking at the Medicare/Medicaid data sources, which is data that’s provided on care that’s provided outside of the VA and paid for by Medicare and Medicaid. But I would expect to see the dispensing data in three places.

Dr. Cheryl Cohen: Okay, the next question is for Walid. For the third research example, your paper on the dual use of test strips, could have used data from CDW instead of PBM?

Dr. Walid Gellad:  I think, let me think about that for a second. One of the things you’ll find is that you kind of get used to various data sets. And so that’s one of the reasons we had used PBM. One of the benefits of PBM is it’s a static data set. You can make a static data set with CDW but you have to remember to do that, but PBM comes with static data sets. But as far as I know, I’m thinking while I’m talking, I see no reason why CDW could not also look at dispensed test strips within the VA, because they’d just be listed as dispensed medications. So, yes, it could be done within CDW.

Dr. Cheryl Cohen: Okay, great. Next question. Does VHA get Medicare data for Veterans only if they are active users on VA facilities? In other words, if a Veteran has no care within a given fiscal year do you still get their Medicare data?

Dr. Walid Gellad:  Bonnie, I can answer that if you want, or…

Dr. Bonnie Paris:  Yeah, go ahead.

Dr. Walid Gellad:  Yeah, so VHA will get Medicare data on any Veteran, it’s all VA enrolled Veterans. And in fact, some of them might not even be Veterans, because they may be spouses or they may be receiving VA benefits for some other reason. But it’s not predicated on using VA services in a given year. In fact, many of them may never use a VA service. So, and some of them, when you get that Medicare data, you have to make decisions about are you going to focus on only those who are enrolled in a VA year? Are you going to focus only on Veteran versus non-Veterans, because those folks will also be included. 

Dr. Bonnie Paris:  But we only know the Medicare or Medicaid data for Veterans that have been enrolled with the VA. So if the Veteran has not enrolled with the VA and they’re using Medicare/Medicaid, we don’t get that data. 

Dr. Walid Gellad:  Right.

Dr. Cheryl Cohen: Okay, here’s a question that I think might have been addressed by one of the earlier slides. Are the pharmacy data in CDW complete, and how do they compare/contrast with the data available in PBM? So if that was addressed maybe we could refer the attendee to the slide?

Dr. Bonnie Paris:  Yeah, so there’s a lot of overlap between the two, but one of the main differences between the CDW and PBM is that CDW has the medication administration data and PBM does not have the information on administration of the medication. It only has information on dispensing of the medication.

Dr. Cheryl Cohen: Okay. Another attendee says, how are these types of studies handled through the IRB process?

Dr. Walid Gellad:  This is Walid. They are handled, I think, like any other VA research project. To access these data it requires being a VA-affiliated investigator and then it would go through the local VA IRB. I will just add that because the process is so streamlined, and VIReC does a great job of streamlining the VA CMS data, that that doesn’t add any complication to the IRB, even though it’s non-VA data. 

Dr. Cheryl Cohen: Are you able to capture the provider type, for example primary care, mental health. And also their title: MD, PA, NP, via VA data, and also for Medicare data? Do VA data and Medicare data indicate the provider types?

Dr. Walid Gellad:  So, maybe I’ll start and then I can defer to Bonnie, because I know I asked her some questions about it. But I’ll just say within Medicare, the Slim File will not include any provider information. If you want provider information you have to get the full PDE, the full Prescription Drug Event file, and you can get the prescriber information, but that is not what VA already gets through the Slim File. So that would be an extra process and an extra cost for the VA investigator. And there are nuances about what provider information is in these different VA data sets. It’s probably worth, Bonnie, if you’re able to answer, saying something about that.

Dr. Bonnie Paris: Right, and from the other, the three data sets that we talked about that are for prescriptions that were filled by the VA, or paid for by the VA, each of those three will give you the provider type. But if you want more detailed information about the ordering provider, and not just the provider type, then it’s better to look at either PBM or the CDW.

Dr. Walid Gellad:  I would add that if you want to look at providers you should use the CDW. Having used both PBM and CDW. If you want more detailed information on the provider you need to go to CDW. 

Dr. Cheryl Cohen: Okay, great. And we have a comment from Dr. Denise Heinz about a previous question. She says we can make specific requests for specific cohorts if there are patients in your study who are not included in the CMS data already received. 

Okay, next question. Why can’t PBM also be used for medication in admin time in, slide 13, since PBM also has a prescription date and days’ supply.

Dr. Bonnie Paris: I think it’s just the nature of the data. So the PBM system is really more for pharmacy. So pharmacy is concerned with filling the prescription, and in some cases returning a prescription to SAC or destroying a medication that’s been returned. The administration of the medication takes place in the care setting, so that’s outside of pharmacy. So that’s why PBM, I would not anticipate that they would ever include the details about the medication administration. But you can find that information in the CDW.
 
Dr. Cheryl Cohen: Okay, great. We have quite a few more questions, so next question. How do VA researchers address the issue of six dollar generic fills at outside pharmacies?

Dr. Walid Gellad:  I will tell you, we have thought about that a lot. I think you deal with it the same way you do if you’re in Medicare studying Medicare, which is you add it to your limitations section. There are arguments that you can make, that individuals, for example, who regularly get their medications within the VA. If it’s one medication that they fill frequently, it’s unlikely that that one fill that you don’t see in the VA is from a four dollar generic.  It’s possible. The other thing is that many in the VA don’t pay anything for their medication, and we’ve made the argument, and I think it’s true, that they’re unlikely to get four dollar generics when they get their medications for free. But that is a limitation in any claims-based analysis, whether it’s VA or Part D.  

Dr. Cheryl Cohen: Okay, next question. It was alluded to that the use of NDC codes has pros and cons. Can you elaborate on this? If the NDC code is not the best practice, what is the best practice to identify codes in CDW?

Dr. Walid Gellad:  I’ll give you my quick answer, which is that we’ve seen many NDC codes that aren’t right in the PBM data. I haven’t focused a lot on NDC codes in the CDW data. But it’s because VA doesn’t really use, in the dispensing of medications, NDC codes. It uses, really, its VA product name and that’s how it organizes everything. And the NDC codes may be input by each of the individual facilities, but it’s not standardized in the same way that the VA product code is. We’ve seen just a lot of errors where the NDC code is not correct in VA data, VA dispensing data in the PBM. There are also issues where you have to transform the NDC codes sometimes because it’s an eleven digit format in VA and it’s often in ten digit, the FDA officially would be a ten digit NDC code, and so you have to add, there is often a leading zero that is added to one of the segments. So it can be very complicated. So my advice is always use the VA product name if you can. Now, we’ve used NDC when we have to use CMS data sets, whether it’s Medicaid or Medicare. Or, in some circumstances, if you’re going to use the NDC code, what we’ve often told people to do is, the VA has a national drug file where it lists all the drugs and an NDC code associated with a VA product. It’s a master list of drugs available within the VA. And that’s sometimes a nice way to go. If you have outside NDC codes, you want to turn it into a VA product name.  Then you can have everything in a VA product name and make the analysis, I think, more straightforward than using NDC code. So that’s part of the problem, is just I don’t think NDC code is extremely reliable in the dispensing data because it’s not required for operations for dispensing. 

Dr. Cheryl Cohen: Okay, next question. I’m new to CDW. Where can pharmacy encounter notes be found?

Dr. Bonnie Paris: I am not sure about that. But if you take the name of the person I can get back to them.

Dr. Cheryl Cohen: Okay, or the person could… okay, yeah.  

Dr. Bonnie Paris: Or contact me. 

Dr. Cheryl Cohen: Right, yes. Next question. What is the best resource to familiarize yourself with which variables are contained within which data domains or data sources?

Dr. Walid Gellad:  I’ll give you my quick plug that VIReC produced a PBM user guide, which, even though it’s outdated I know it’s being updated, is extremely useful for understanding PBM. And then for CDW I would just say that everything you want is in there. You just have to know what you want. And that’s probably not helpful, maybe Bonnie has a better answer. I know that VIReC is working on a user guide for CDW.

Dr. Bonnie Paris: Right, and I do have some information. We don’t have a published guide for CDW that’s been update yet, but I can share some of the information that I have with that. So just email me at bonnie.paris@va.gov.

Dr. Cheryl Cohen: Okay, one more question. A colleague of mine has begun working with PBM data, but there have been challenges with obtaining the data and loading it into VINCI. Do you know if there is discussion to help streamline this effort between PBM and VINCI?

Dr. Walid Gellad:  I will say that I’ve done that same exact process and it’s gone okay. It may be specific to your particular project. But we had no issues other than the normal issues that anyone might have asking PBM to develop a data set and then load it onto VINCI for us to use.

Dr. Cheryl Cohen: Okay. Another question. How far back do we have data for BCMA and CDW?

Dr. Bonnie Paris:  It goes back to 1999.

Dr. Cheryl Cohen: Okay, do we have time for more questions, Heidi?

Heidi: There are two minutes left in the session.

Dr. Cheryl Cohen: Okay, are there other Medicare Part D files available from VIReC, like the formulary file?

Dr. Walid Gellad:  It’s Walid. They are available, but it’s a separate process if you want to do those, and an added cost. If you want to go through the regular route where you obtain CMS data, that’s no charge to investigators, and it’s more streamlined.  That’s just the thirteen variable Slim File. But you can get those other files for your cohort, but it’s a separate process and additional costs. 

Dr. Cheryl Cohen: Okay, does the VA have a patient copay field?

Dr. Bonnie Paris: Yes.

Dr. Walid Gellad: The VA, the PBM data, and I think the CDW data, do have a patient copay field for each variable, for each drug dispensing it will say whether or not a copay was paid. And I think that goes back to 2012 or something. Middle of 2012 or 2011.

Dr. Cheryl Cohen: Okay, and this looks like our last question. How we can get data on prescriptions filled outside of the VA and Medicare?

Dr. Bonnie Paris: So we don’t really have a complete picture of all medications. For example, the question about the four dollar generic fills. But we have some of that data, in the CDW there’s a non-VA meds domain. There’s also Medicaid data in addition to Medicare data, and some other sources. So if you’re focused on controlled substances, most states have a prescription drug monitoring program that can be accessed to support clinical care. But to get a really a really comprehensive picture, sometimes you need to ask the Veteran about their medication history and other medications that they’re taking, especially if you’re interested in over-the-counter and herbal supplements as well.

Dr. Cheryl Cohen: Okay, Bonnie and Walid, thank you for taking the time to present today’s session. To the audience, if your questions were not addressed during this presentation, you can contact either presenter directly, and I can also take down your name, get in touch with you. You may also contact the VIReC help desk at virec@va.gov. The next session in our Database and Methods series is July 10th at 1:00 pm Eastern. Dr. Linda Williams, Co-PI of the Precision Monitoring QUERI, will present on VA applications for accessing electronic health record data directly. We hope you can join us for that session. Thank you once again for attending this session. Heidi will post the evaluation shortly. Please take a minute to answer those questions. Thank you very much. 

[ END OF AUDIO ]






