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[bookmark: _GoBack]Moderator:  Alright, hello everyone and welcome to Database and Methods, a Cyberseminar Series hosted by VIReC, the VA Information Resource Center.  Thank you to CIDER for providing technical and promotional support.  Database and Methods is one of VIReC’s core Cyberseminar series and it really focuses on helping VA researchers access and use VA databases.  This slide shows the series schedule for the year.  Sessions are held on the first Monday of every month at 1 p.m. Eastern.  Most session topics for this series are updated every year, so if you can’t wait until April for the 2018 pharmacy data presentation, for example, you can [inaudible 00:42 – 00:46] Cyberseminar archive.  More information about this series and other VIReC Cyberseminars is available on VIReC’s website.

A quick reminder again to everyone who registered for the session, slides are available to download.  This is a sample screenshot of the email you should’ve received before the session today and in it you’ll find the link to download the slides.  To learn more about how to get the most out of your VIReC Cyberseminar, check out the tip of the month in the September issue of VIReC’s Data Issues Brief.  

Today’s presentation will provide an overview of Medicare data available to VA researchers and then describe how these data can be used to identify Veterans' use of healthcare services paid for by Medicare.  It will also cover measurement strategies and examples of VA research that use Medicare data.  The presentation is titled Measuring Veterans’ Medicare Health Services Use.  My colleague, Kristin de Groot, is here to present the session.  She is a technical director on the VACMS Data for Research project.  Thank you for joining us today, Kristin.

Heidi:  Kristin, we’re not hearing you right now.

Kristin de Groot:  Sorry, let me start over.

Heidi:  Perfect, thank you.

Kristin de Groot:  Ok, so as Hira mentioned, I’m Kristin de Groot, and today we’re going to be talking about Measuring Veterans' Medicare Health Services Use.  So the purpose today is to demonstrate how researchers can obtain information on Veteran’s healthcare use received through Medicare.

So why do researchers need to know about care received through Medicare when studying Veterans?  We all know that we need to know about all healthcare use in order to draw accurate conclusions in research studies, and it’s important to recognize that many Veterans who use VA healthcare also use healthcare outside the VA.  And because this care isn’t provided by or paid for by VA, it isn’t included in VA databases.  Among Veterans under 65, 12% are enrolled in only Medicare and another 2% are enrolled in Medicare and Medicaid.  Most of these Veterans are eligible for Medicare due to disabilities, so compared to other Veterans their age, they have disproportionately more healthcare needs.  Among Veterans 65 or older, almost all are enrolled in Medicare and about 7% are enrolled in both Medicare and Medicaid.  Many of the Veterans dually enrolled in Medicare and Medicaid are receiving care in nursing homes or other types of long-term care services.  

So the numbers I’m showing here represent enrollment and not use, but the fact is that many of these Veterans who are enrolled in Medicare are receiving care both in Medicare and VA.  By combining data from VA and Medicare we can get a more complete picture of their healthcare use.  So we’ll pause here for our first poll question.  Have you ever used Medicare data for a VA project, either a research project or a VHA operations project?

Heidi:  And responses are coming in.  We’ll give everyone a few more moments to respond before we close it out and go through the results.  And it looks like we’ve slowed down, so I’m going to close that.  And it looks like we have 32% of the audience saying that, yes, they have used Medicare data for a VA project and 68% of the audience have not.  Thank you, everyone.

Kristin de Groot:  Okay, great.  So here’s our outline for today.  I’m going to provide a little bit of background about Medicare because I think it’s really important to understand the Medicare program in order to understand the data.

So first, who’s eligible for Medicare?  Almost everyone over age 65, some disabled individuals, and patients with end-stage renal disease.  If a person falls into one of these groups, they can enroll in Medicare regardless of their income or whether or not they have other health insurance including access to healthcare at VA.  Medicare has two main parts, part A and part B.  Part A is sometimes called hospital insurance and covers hospital care, skilled nursing facility care, hospice, and home health services.  There’s usually no premium for the Part A coverage.  Part B is sometimes called medical insurance and covers the variety of things like doctor’s visits, lab tests, and medical supplies.  There is a monthly premium for Part B, so some people who have other coverage don’t enroll in part B.  Among Veterans who are enrolled in Part A, about 9% aren’t enrolled in Part B, which is a lot higher that what you’d find in the non-Veteran population.  

Medicare beneficiaries also get to choose how they receive their Part A and Part B coverage.  The first option is fee for service, which is sometimes called original Medicare.  In this option coverage is administered directly through the centers for Medicare and Medicaid Services or CMS.  The second option it to enroll in a managed care plan sometimes called Medicare Advantage or Part C plans or HMOs.  In this option, beneficiaries chose from a variety of plans and enroll in a plan which is run by an insurance company that is contracted with CMS to provide benefits.  In the most recent data we have, which is 2015, about 26% of Veterans in Medicare were enrolled in a Managed Care Plan as opposed to fee for service.  

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

A misunderstanding I sometimes hear is that Veterans enrolled in VA have all their care paid for by VA, and so therefore, the utilization data, all of their utilization data will be in the VA data, but this isn’t true.  And keep in mind that this is a simplified view of things, but for the most part, when a patient is enrolled in VA and gets care at the VA, the VA pays.  Likewise, if the same person is in Medicare and receives care outside the VA at a community hospital, Medicare will pay.  So for the most part, the VA does not and legally cannot bill Medicare, and community providers don’t bill the VA except for things like the Choice Act or in emergencies or other situations that have been preapproved.  

I want to talk briefly about the source of VA and Medicare data and how they are different.  In the VA, the Veteran will receive care at the VA facility and the data is entered into VistA and then eventually this data makes its way into databases like CDW that researchers can access.  But if a patient sees a provider outside the VA, the provider will more than likely still enter data into the medical record, but this is not what we consider Medicare data.  Medicare data is, it’s bills or claims because Medicare is a payer not a provider, so CMS doesn’t have any data until the claim is submitted.  Providers submit claims to Medicare and this data is what is made available to researchers.  

Because the Medicare data are created for billing, data elements that are required for the provider to be reimbursed, and the elements that CMS needs to administer the program are most likely to be accurate and complete.  In contrast, things that aren’t required for billing either won’t be in the data or it should be considered incomplete.  And there’s a few elements I want to point out on these lists.  So the Social Security number is the unique ID used by CMS to identify a person.  And here in the VA we also have the data with the scrambled SSN.  You’ll see insurance, other insurances on both of these lists.  CMS has information on whether or not the person has insurance that is primary to Medicare, meaning they pay before Medicare pays, and that’s often employer-based health insurance.  In contrast, there isn’t any information on what Medicare calls secondary payers.  So this sometimes is employer-based health insurance, too, if you are working for a small company, but it’s also things like Medigap plans.  And while we see that CMS does capture the managed care contract number and enrollment dates, we don’t know very much about the benefits that the plan will cover or utilization for those managed care employees.  At best, it would be considered incomplete.  Because of this, you’ll often find that research projects exclude people who are enrolled in managed care plans.

So now we’ll talk about the types of Medicare data that are available to researchers.  So here’s our second poll question.  How would you rate your overall knowledge of Medicare data?

Heidi:  And we’re just looking for your responses here on a scale of one to five, one being no knowledge and five being expert level knowledge.  Responses are coming in.  I’ll give everyone just a few more moments to respond and we’ll close it out and go through the results here.  And it looks like we’ve slowed down, so I’m going to close that out.  And we’re seeing 36% of the audience saying that they have no knowledge, 27% rate themselves at a two, 27% at a three, 8% at a four, and 2% saying expert level knowledge.  Thank you, everyone.

Kristin de Groot:  Okay, thank you.  So as I mentioned on the outline slide, we’re going to go over the files that are available for researchers to use.  And the first I’ll refer to as the enrollment and demographic file.  So in this file, there’s one record per person per calendar year.  Each calender year file will have everyone who is enrolled at least one month during that calendar year.  The file has monthly indicators for Parts A, B, and D enrollment and managed care enrollment and whether Medicaid helped pay the premiums during that month.  The file has changed names a few times recently.  It used to be called denominator, then beneficiary summary, and now we call it the MBSF base file.  But for all practical purposes, it’s the same file with different names.

Another type of enrollment data that we get in the VA are custom extracts from Medicare’s enrollment database.  And the VA gets five different types of data from the EDB.  And these are all cumulative files that are updated annually.  The Vital Status File is the most current demographic data, so it primarily used for obtaining death dates.  The Entitlement/Enrollment History file will tell you when an individual first enrolled in Part A or Part B.  It isn’t just limited to whether or not they were enrolled in a particular calendar year like the enrollment file is.  The Group Health Organization file will give you the dates a person was enrolled in a managed care plan and the contract number of the plan.  The Incarceration History file has the dates a person was incarcerated and therefore was ineligible for Medicare.  And lastly, the Primary Payer file has information on the insurance plans that pay before Medicare or primary to Medicare.

As I mentioned a few slides back, claims are bills submitted by providers.  There are two types of providers and each of these providers uses a different type of bill, and because each type of bill collects information differently, we end up with two different types of data.  The first type of provider are the institutional providers such as hospitals, nursing facilities, home health agencies, and hospices.  Institutional providers use the CMS 1450 bill, also known as the UB-04 bill, and the data from these bills ends up in one of five institutional files.  

The other type of provider are the non-institutional providers, and these include a wide variety of providers, many of which are shown here, most commonly is individual physicians use this bill, and they use the 1500 bill and these data end up in one of two non-institutional claim files.  

One other thing I want to mention is that I’ve heard researchers refer to the institutional providers as Part A and the non-institutional as Part B, but this isn’t always the case.  Services provided by institutional providers can be covered either under Part A or Part B.  For example, an X-ray taken when a person is an inpatient will be covered by Part A, but if the person is an outpatient it’ll probably be covered under Part B.  But services from non-institutional providers are almost always covered under Part B.  

So here's a list of the claims files that I’ll go over today.  And as you saw on the previous slide, there are five files resulting from the, coming from the institutional providers.  And I’ll also discuss the Medicare provider analysis and review file also known as MedPAR file.  This is an institutional stay level or summary file created from inpatient and skilled nursing facility files.  Next are the two non-institutional files, and then finally, we’ll discuss Part D.

So first is the inpatient file, and it contains services provided by both short and long-term hospitals like rehab and psych hospitals.  The SNF file, that’s skilled nursing facility, the SNF file contains services provided by skilled nursing facilities.  And it’s important to remember that Medicare covers skilled nursing and rehab care for a short time following hospitalization, but Medicare doesn’t provide custodial care like when a person needs help with activities of daily living and are in a nursing home for many months or years.  Because these are institutional files, these files contain facility charges and payments.  And stays in both the, or claims in both the inpatient and SNF files may involve one or multiple claims.  A stay may involve one or multiple claims.  

Now I want to explain a little what this means.  So here’s an example of a single stay that is made up of two claims.  The first claim covers the first half of the stay.  The second claim covers the second half of the stay.  And in some cases the stay might’ve been submitted as a single claim.  A facility might split a stay into multiple claims so they could be reimbursed more quickly or maybe it makes for easier accounting to end the claim at the end of the calendar or fiscal year.  CMS realized that it is extra work for the users to transform the data from the claim level to the stay level, so this is why they created the MedPAR file.  

MedPAR file is an alternative to combining claims from inpatient and SNF files yourself.  It’s created from inpatient and SNF claims, but claims are combined or sometimes you’ll hear the term “rolled up” to the stay level so each record represents one stay or one admission.  But the MedPAR file won’t meet the needs for all projects.  It contains a lot of summary variables and it doesn’t have the same level of detail as inpatient and SNF files do.  Also, only the last diagnosis and procedure codes, only the procedure and diagnosis codes from the last inpatient or SNF claim is included.  So if a stay had three claims, only the codes from the last claim will be included.  

Two more institutional files are Hospice and Home Health Agency.  The Hospice file includes services provided by hospice agencies for end-of-life care, and most hospice care through Medicare is provided at home but sometimes it’s provided in an inpatient setting.  The Home Health Agency file includes services provided at home such as skilled nursing, therapy, and home health aid services.

The last institutional file is the outpatient file.  Most of the services in this file are provided by hospitals, but it does include services from other institutional providers.  The most common types of services in this file are lab, radiology, physical therapy, dialysis, and emergency room services.  Just like the other institutional files, the outpatient file includes facility charges and payments.  So why do I keep emphasizing facility charges?  

If you’re interested in the other charges, the physician charges are what are sometimes called professional fees, you need to use the Carrier file.  This file was previously known as Physician/Supplier, which is a little more descriptive than its current term.  The term carrier refers to a type of Medicare contractor that processed claims on behalf of CMS.  So the claims that were processed by the carriers ended up in the Carrier file.  So as you can guess from the original name, it contains claims submitted by physicians in both inpatient and outpatient settings.  On the outpatient side, you’ll find office visits and procedures.  On the inpatient side, you’ll find consults and services provided in hospitals and nursing homes.  You’ll also find physician services provided in emergency rooms.  In addition, claims submitted by ambulance providers and clinical labs are also found in the Carrier file.

The last claim file is the Durable Medical Equipment or DME file.  This file contains both purchases and rentals of equipment and any other products or supplies covered by Medicare.  Some examples listed here are wheelchairs and hospital beds, prosthetics and oxygen, or prosthetics and orthotics, oxygen equipment and supplies, diabetic testing supplies, and some drugs, but the drugs in this file are limited to those provided in an outpatient setting and administered by the provider and these are mostly injectable drugs including some chemotherapy drugs.

Keeping on the topic of drug coverage, I now want to talk about Medicare Part D.  Everything I’ve talked about up to this point is covered by either Medicare Part A or Part B, so this is a little bit different.  If you remember from my earlier slides, I mentioned that all Part D plans are administered by insurance companies.  So when a beneficiary fills a prescription, the claim is paid by the insurance company.  CMS never sees the claim.  But CMS does require that insurance companies submit data on all the prescriptions that have been filled.  So technically the Part D data that are available for research use aren’t claims, but sometimes they’re referred to as claims.  

So after CMS obtains data from the insurance companies about the prescriptions, it makes it available to researchers in a file called Prescription Drug Event file.  CMS also has data about the drug itself, the dispensing pharmacy, the prescriber, and the insurance plan that paid for it.  Because the data is considered proprietary by the insurance companies, the data is more difficult to obtain than other Medicare files.  Because of this restriction, CMS has created a subset of the PDE called the Slim file, which contains the data elements most commonly used by researchers, including drug characteristics.  The Slim file is the Part D data that is most easily available within the VA to researchers.

Another type of Medicare data available to researchers are Annual Summary Files.  These files contain variables created by CMS based on the Medicare fee for service claims data.  CMS uses the claims data to create files that contain one, they create files that are one record per person per year, so these data are a summary of what’s found in that year’s claims data, and there’s two types of summary data.  The first is the cost and use data and it summarizes the payments made by Medicare and by the beneficiary for the year and also the number of events for each type of care.  And I put the word events in quotes because an event will have different meanings depending on the type of care.  The second type of summary data is the chronic conditions data which contain disease indicators for about 60 different chronic conditions.  CMS developed standard definitions for all of these conditions using claims data.  The chronic condition summary data has flags to tell you if a person has been diagnosed with one of the chronic conditions, and there are also variables to tell you when the person was first diagnosed.  

Here's some examples of both cost and use variables.  You’ll see both Medicare payments and beneficiary payments, and you’ll see several different types of care.  And for each type of care, the type of measure can be different, stays, days, visits, fills.  And I’m also showing a few examples of chronic conditions variables.  For each of the conditions, there’s a first occurrence variable that tells you the date when the condition was first identified and a mid-year and end-of-year variable to tell you if the condition was identified also during these two points of time during the year.  

If you’re interested in finding the annual summary data, you’ll look in different files depending on the year and the type of data you’re interested in.  The cost and use and some of the chronic conditions were in the Beneficiary Annual Summary File until 2010.  Then beginning in 2011, the cost and use variables and the chronic conditions variables were each in their own file.  And also beginning with 2011 data, there’s an additional set of chronic conditions indicators which are primarily disabilities and mental health conditions common in the Medicare/Medicaid dually enrolled population.

Lastly, I want to mention the HEDIS data.  HEDIS is Healthcare Effectiveness Data and Information Set.  It’s a relatively new source for researchers in the VA.  HEDIS is a tool used by many health plans including Medicare Advantage plans to measure quality of care using a standard set of performance measures.  And these measures can be used to approximate the amount and types of services that Medicare Advantage enrollees received.  And since the data is collected to evaluate health plans annually, there’s only one record per person per plan that they were enrolled in during a calendar year.  So if a person was enrolled in one plan January through thru June and another plan July thru December, that person would have two records.  But in general it’s one record per person per year.  

While HEDIS data is promising because it gives us a glimpse into the services that managed care enrollees are using, it has several limitations.  The biggest limitation is that since it is only one record per calendar year, there are no dates, so you can’t determine the sequence in which events happened.  There’s also no diagnosis codes or procedure codes, nor is there information about the physician or the hospital providing the care nor the cost of the care.  And lastly, I want to point out that compared to Medicare claims files, the Medicare HEDIS data is not commonly used for research.  And I call this a limitation because it means there’s less documentation and guidance on how to best use the data and less information on the quality of the data compared to other Medicare data like the claims.  

So here are a few examples of what you will find in the HEDIS data.  It has information on whether or not someone received preventive care such as screenings, medication management for select drugs, comprehensive diabetes care, including whether they received an eye exam or their A1C is in a specified range.  There are several different types of surgeries and major procedures in the data, and for some procedures it will tell you how many of the procedures they had.  It’ll tell you if they were hospitalized and what the total length of stay was and if they used specific classes of antibiotics.  

Ok, so our next topic is how the Medicare data can actually be used in research.  While there are many types of analysis that can be done with Medicare data, I’m going to touch on five common ways of using Medicare data in health services research.  I’ll discuss procedures, diagnoses, cost, inpatient stays, and outpatient visits.  

One thing that can be measured using the Medicare claims are procedures, and there’s two types of procedures in the Medicare data.  ICD-9, and starting in October 2015 the ICD-10, procedure or surgery codes are primarily used in an inpatient setting and they’re found in the MedPAR and Inpatient files.  The other type of procedure code is the Healthcare Common Procedure Coding System, also known as HCPCS.  HCPCS codes are a combination of CPT procedure codes and a set of codes developed by CMS for Medicare coverage services and products that weren’t already included in CPT.  You can tell when you’re dealing with the CMS developed codes because they all begin with a character while the CPT codes are strictly numeric.  And these codes are found in the Outpatient, Home Health, Carrier, and DME files.

Another thing that Medicare claims are used to ascertain is diagnoses.  The Medicare claims use ICD-9, and just like with the procedures, in October 2015 they started using ICD-10 diagnosis codes.  Diagnosis codes are found in all files with the exception of Part D data.  In addition to ICD-9 codes, the Inpatient and MedPAR data also contain the diagnostic related group, or DRG, code.  

There are several ways that the procedures and diagnosis codes can be used in research.  They can be used as inclusion or exclusion criteria when defining a cohort.  They can be used as an outcome measure, and they’re commonly used in risk adjustment, in particular the development of comorbidity indices.  

Another common thing that Medicare claims are used for is in studying costs.  And there are two main types of costs in the data, charges and payments.  Charges are what the provider submits to Medicare, but often what they’re actually reimbursed is very different than what they charged.  So most often, researchers who are studying costs will use payments, the payments made to the providers, and this includes payments from Medicare, from the beneficiaries in the form of deductibles and copayments, and also payments from primary payers.  And as I mentioned earlier, the claims data don’t include payments made by secondary payers, which are insurance plans that pay after CMS has paid.  

So switching gears a bit from elements found in the data to a type of utilization itself, Medicare claims are used for looking at inpatient stays.  And here I’ve listed some common measures that are used when studying inpatient stays.  The Medicare data can be used to study number of stays, length of stay just calculated from the discharge, admission and discharge dates.  By comparing inpatient stays to each other, we can determine whether or not a stay is a readmission.  The claim can tell you the type of facility and its location, and of course, you have procedure and diagnosis codes and costs, which I’ve already mentioned.  

As you saw earlier in the presentation, inpatient and skilled nursing facility care are provided by the institutional providers, and the claims for the facility charges can be found in the Inpatient and SNF or MedPAR files, and these claims will include services provided by the facility and its staff.  When care in an inpatient or SNF is provided by physicians that are not employed by these facilities, the claims are submitted separately and will end up in the Carrier file.  

So a question that often comes up, should I use MedPAR or Inpatient and SNF?  And there’s no right answer.  It depends on what you’re studying.  The MedPAR file is advantageous when studying the big picture, things like number of stays, length of stay, total cost.  On the flip side, if you want greater detail, you’ll want to use the Inpatient and SNF files.  In addition, if you want to know which physicians were involved in the patient’s care or if you need all diagnosis and procedure codes, you’ll want to use the Inpatient and SNF files.  Some researchers may find it beneficial to use both MedPAR and Inpatient.  And in addition, if you want to know anything about consults during, that occurred during the stay or any procedures that may have been done by a non-staffed physician, you should also use the Carrier file.

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

The last measure I’ll discuss is outpatient visits.  And here I’ve listed some of the common measures that are used when studying outpatient visits.  The Medicare data can be used to determine the number of visits by using states, the place of service, the provider number which can tell you the provider's type, specialty, and location.  And just like with inpatient, you also have procedure codes, diagnosis codes, and costs.  

So going back to what we’ve learned, we can remember that outpatient care can be provided by both institutional providers like hospitals and non-institutional providers like physicians.  The claim submitted by the hospitals will end up in the Outpatient file and the claims submitted by physicians will be in the Carrier file.  

In most cases, researchers should use both Outpatient and Carrier files.  One of the most common mistakes I see researchers make is that they want to study outpatient care so they only use the Outpatient file.  There are some situations where you may only need one or the other, like if you only want to study physician visits you’d probably be okay with the Carrier file, but in most situations you’ll want to use both.  And keep in mind that for some events there will be a claim in both files like emergency room visits.  Depending on the type of services that you’re studying, you might want to also consider using the Home Health Agency file if the services might be provided by a home health agency like certain types of therapy.  

So in the title of this slide I use the term outpatient visits, but there are several terms that are used, visits or events, encounters, services.  Whatever term you use, it’s important that you define what it means.  In the VA, often several appointments are scheduled on a single day like seeing a primary care physician, a specialist, and a therapist.  So if you’re familiar with VA data, you’ll know that this would probably be counted as one visit with three events.  On the Medicare side, regardless of whether the services are on the same day of different days, they’ll be submitted as three different claims.  Sometimes you’ll see the measure of days, the measure days of care received, but this isn’t the perfect measure either.  So just like with Inpatient, regardless of the terminology, to the extent possible, make sure you’re counting the same thing in both systems when you’re combining the data.  

So you’ve seen what can be done with the Claims files, but I also want to show how you can use the Annual Summary Files in your research.  And obviously they won’t meet all research needs, but they can be very beneficial.  They’re easy to work with since they contain only one record per person per year.  And I know that some projects have limited resources and don’t have the time or staff to dedicate to analyzing these huge claims files.  On the flip side, Annual Summary Files don’t work well if you need the data summarized by fiscal year or any other timeframe.  They also don’t work well if you need more detail about the events or if the event you’re interested in isn’t included in the file or if you want to define a condition differently than CMS has defined it.  

Here’s some example questions that can be answered using either the cost and use summary data or the Chronic Conditions Summary Files.  

So now I’m going to show a few research examples, recent examples that use Medicare data to study Veterans.  The first example is from The Journal of American Pharmacists Association from Dr. Suda and colleagues titled "Opioid dispensing and overlap in veterans with non-cancer pain eligible for Medicare Part D."  

The objective of the study was to evaluate opioid dispensing patterns and predictors for overlap among Veterans who have prescription drug coverage from both VA and Medicare Part D.  The cohort was comprised of all female Veterans and a sample of male Veterans who were at least 66 years old at the beginning of 2004 and were enrolled in Medicare, meaning they were eligible to enroll in Part D when it started in 2006.  Veterans who were diagnosed with cancer were censored as of the date of their cancer diagnosis.  

They limited their cohort to Veterans who had at least one opioid prescription either in VA or Medicare between 2005 and 2009.  Their final cohort was 129,000 people.  The study created their cohort based on the VA Vital Status file, which they used as a master list of Veterans who were enrolled in or used, who used VA healthcare.  They obtained information on VA prescriptions from the MCA Pharmacy National Data Extract and they used, they obtained Medicare prescription data from the Part D Slim file.  They used both VA and Medicare data to ascertain the type of opioid, the source of the opioid, and whether there were overlaps between the prescriptions.  Covariates in their model included whether or not the person had other Part D utilization, and they searched both VA and Medicare data for evidence of certain co-morbidities.

And here are a few findings from the study.  Among the cohort of Vets who were prescribed an opioid, almost half had an opioid filled by the VA each year.  And this percent is lower when you’re looking at just the people who were in Medicare Part D, this row here, for any prescription.  And when looking at the overlap, they found minimal overlap.  The first row is for people who used both systems.  They got their opioid from the VA pharmacy but they also used Part D.  The second, the row here is people who primarily used VA pharmacy, and these are the people primarily used Part D pharmacy.  And there were higher levels of overlap in each of these compared to the people who used both systems.

The second example is from The Journal of Behavioral Health Services and Research from Dr. Chavez and colleagues titled "The Association Between Unhealthy Alcohol Use and Acute Care Expenditures in the Thirty Days Following Hospital Discharge Among Older Veterans Affairs Patents with a Medical Condition."  

The objective of the study was to assess utilization and expenditures within 30 days of discharge for different categories of alcohol use.  They hypothesized that high-risk drinking could predict increased costs for post discharge care.  Their cohort was VA outpatient users 65 or older who had a VA or Medicare hospitalization between 2009 and 2011.  They excluded those who were in Medicare managed care in the year prior to or immediately after the hospitalization due to them having incomplete data.  They also required cohort members to have had an alcohol screening within the VA in the past year, in the year prior to hospitalization.  The final cohort was about 416,000.  

The study used VA CDW data to obtain information about VA utilization as well as the AUDIT-C alcohol screening scores.  They used HERC average cost data sets to calculate cost to VA care.  And they used Medicare Inpatient, Outpatient, and Carrier files to measure utilization and calculate costs in the Medicare system.  The study used both VA and Medicare data to identify the index hospitalizations as well as readmissions, emergency department visits, and costs following the initial discharge.  They also used both VA and Medicare data to identify comorbidities.  As I mentioned on the previous slide, they used Medicare data to identify and exclude patients in managed care.

Here are a few results from the study.  The column headings show the four categories of alcohol use with the low-risk drinking category as the reference group.  The probability of a readmission or of any acute care was highest among the non-drinkers and the high-risk drinking group.  Here and here.  And after adjusting for demographics, mean expenditures for readmissions and for any acute care was lowest among the high-risk drinking group, which is not really what they expected to find.

This slide highlights three additional studies that used Medicare data.  And all these studies included Medicare data because the type of condition or service they were interested in is often provided through Medicare.  First, the study wanted to identify only patients with incident dementia during the study period.  One way Medicare data was used in this study was to exclude patients who had been diagnosed with dementia prior to the study period.  The second one here is a study who wanted to identify all imaging services to determine if there is over-utilization compared to clinical guidelines, regardless of where the service was provided.  And lastly is a study that focused on hospice care.  The study noted that 55% of Veterans who received hospice care received it through Medicare, which makes Medicare essential when studying hospice.  

So I’m going to very briefly discuss the current efforts to transform Medicare data into the OMOP Common Data Model.  So here we have our last poll.  I threw in one more question to make sure everyone is still awake.  How would you rate your knowledge and experience working with data in the OMOP, which is Observational Medical Outcomes Partnership, Common Data Model?

Heidi:  And once again we’re on a rating of one to five, one being you have not heard of it and five being extensive experience.  I’ll give everyone a few more moments to respond, and then we will close this poll out and go through the results.  And it looks like we’ve slowed down, so I’m going to close that out.  And what we are seeing is 57% of the audience saying that they have not heard of OMOP.

Kristin de Groot:  Okay!

Heidi:  Twenty eight percent saying they have a two, 10% three, 5% four, and zero have extensive experience.  Thank you, everyone.

Kristin de Groot:  Okay.  Okay, great.  So I am not going to go into a lot of detail about OMOP, but I hope that after these few slides you’ll at least have a general idea of what it is.  

So if you’ve ever done research that used data from more than one source, you know that combining data from different sources is challenging.  In the example shown here, you have VA’s CDW data, which is based on data from an electronic medical record.  And as we’ve seen, Medicare data is generated from billing data.  And you might also be using other types of data like Medicaid, which is also based on billing but it's not the same as Medicare.  They all have their own way of organizing information.  

So if you transform data into a common data model like OMOP, it can help solve this problem, and you can more easily combine your data.  VINCI has already transformed a lot of the CDW data into the OMOP Common Data Model, and earlier this year VIReC and VINCI began collaborating to transform Medicare data into the OMOP Common Data Model.  But I also want to point out that even if you were to use only one of these data sources, using a data model designed for research will probably be easier than using data in its native format.  In the case of Medicare, the original purpose is billing, so it can be tricky to try to really understand the data without, it can be hard to learn all the nuances of the data.

So this slide shows the common, the OMOP Common Data Model, so each of these white boxes here represents a table in the model.  So for example, when we want to transform the Medicare enrollment and demographic data into the OMOP model, data elements from the Medicare file will be found in the person table, death table, location table representing where the person lives, and the payer plan period table which will have information about Parts A, B, and D, and managed care enrollment.

So if you are experienced with the Medicare data, this will be a little different since currently the data are organized just by calendar year, not by what type of information it is.  So if you wanted to know a person’s Part D enrollment over time, instead of looking at several years of Medicare files, you can just look at one table, the payer plan period table.  

Similarly, when we transform the claims data into the OMOP model, we’ll see data organized by type of information instead of by type of provider or type of bill and calendar year.  For example, diagnosis codes right now, which are found in all of the claims files, will all be here together in the condition occurrence file or the condition occurrence table.  

For some tables in OMOP, we’ll have little to no information from Medicare.  For example, the measurement table is where you would typically find lab results, but we saw that Medicare results aren’t found in the Medicare claims data, so this will probably be mostly empty.  

I want to give an example of one of the many challenges we’ve encountered so far when trying to map the Medicare billing data into the OMOP model.  If we look at an institutional claim submitted by a hospital, the provider number on the claim represents the facility where the care took place with just the same facility that’s being reimbursed, so this one is easy.  The facilities provider number can be linked or mapped to the OMOP care site table.  In the next example, if we look at an institutional claim submitted by a home health agency, we know that the care didn’t take place at the agency.  It took place in someone’s home.  But we don’t have any other data about where the care took place, so more than likely we won’t be able to know exactly where this care took place.  

In the last example, a non-institutional claim was submitted by a physician.  On these types of claims, we might be able to figure out the exact care site based on other variables like the general place of service code in the data or the provider’s billing location if the physician has only has one office.  But if the physician has more than one office, we may not know for sure where the care took place exactly.  

So we’re actually looking for help from the research community to help with testing the Medicare OMOP data.  Ideally we’re looking for researchers or analysts who have experience with both OMOP and Medicare data.  We anticipate that at least some of the data will be available for testing later this fiscal year, but at this point we don’t really have a good estimate on when the final data will be available but probably sometime during FY19.

And finally, I’ll talk a little bit about how you can get access to data and how to get assistance in using it.  VIReC’s VA CMS data for research project is the data stored for all CMS data used for VA research.  This includes not just Medicare data but also Medicaid, patient assessment, Medicare survey data, and data for patients with ESRD.  Data are available for projects that are approved by their local R&D committee and have IRB approval.  There’s no cost for the data.  I want to note that if you plan to use CMS data for your VA research project, you must request it through VIReC.  VA policy doesn’t allow VA employees to obtain CMS data directly from CMS or ResDAC.  

At VIReC, we have an entire portion of our intranet website dedicated to researchers who plan to or are using CMS data.  On this site you’ll find a description of the data and documentation.  You’ll find information about how to request the data and information about our pre-request consultation service, which are one-on-one calls with researchers who are planning to use CMS data.  And we can help people determine which files will be most appropriate and review the request forms and answer any questions you have about the process.

In addition to the resources that I’ve just mentioned, you can also get help from VIReC on both VA and CMS data through the Listserv or HelpDesk.  If you need CMS data but not for research purposes, you can request it from the MAC.  MAC is Part of the Office of the Assistant Deputy Under Secretary for Health for Policy and Planning and is the data stored for CMS data for VHA operational or administrative purposes.  And this would include use by program offices or for quality improvement or quality assurance purposes.  

I’m also going to mention two resources outside the VA that will be helpful if you are using CMS data.  First is ResDAC, a CMS contractor that provides free assistance and training to researchers using CMS data.  They have a help desk, a knowledge base, and offer webinars and in-person workshops.

And a final resource is the Chronic Conditions Data Warehouse, or CCW.  The CCW is the source of most of the CMS data that we receive in the VA.  And their website has documentation, summary tables and guides, and reports on using CMS data.  

So here is my contact information, and I think I’ll turn it over to Hira now.

Moderator:  Alright.  Thank you, Kristin.  We still have a few minutes left for questions and we do have a couple questions here.  To the audience, if you do have any additional questions, please send them in now.  

The first question:  So this person is trying to identify Veterans not currently receiving VA care or services and not enrolled for VA care.  She’s wondering if Medicare collects any data on enrollees in terms of whether they are a Veteran.  She was told that possibly the Medicaid TMSIS files may contain Veteran status.

Kristin de Groot:  So the Medicaid TMSIS files, so this, that data is going to be available with the, starting with the 2014 Medicaid data.  I want to keep these straight.  This is Medicaid.  We do not have the 2014 Medicaid data, yet so I can’t answer that question.  I haven’t read the data dictionary yet.  It’s possible it’s in there.  I don’t know.  But I know that Medicare does not have information on whether or not the person is enrolled or uses VA care.

Moderator:  Alright, thank you.  Next question.  If the patient if discharged from the hospital to a skilled nursing facility, does the MedPAR file show that as one stay or two?

Kristin de Groot:  If they went from an inpatient hospital to a skilled nursing facility, that would be two stays.

Moderator:  The next question is about_

Kristin de Groot:  Okay.

Moderator:  The next question is about, yeah?

Kristin de Groot:  No.  Go ahead.

Moderator:  Okay, the next question is about chronic condition flags.  Do those include conditions used for the Charleston Score calculation?

Kristin de Groot:  No.  These are flags based on definitions developed by CMS.  So for each of the conditions they came up with a list of diagnoses code, and it will say they have to have this condition this many times within a one-year window, a two-year window, etc.  So it will say this person has Alzheimers, yes/no, and then there will be dates.  This person has HIV, yes/no.  But it does not calculate a risk score.  It’s possible that there is methodology out there that uses these flags to create a risk score, but I am not aware of it.

Moderator:  Okay, thank you.  A couple more questions here for you before we wrap things up.  What is the difference between the claims file and the revenue center file for institutional claims or between the claims file and the line file for non-institutional claims?

Kristin de Groot:  So I’m going to go back to one of my previous slides.  So when I refer to the Carrier file, it actually is made up of two different datasets.  The DME file is two different data sets.  All of the institutional files are made up of six different datasets.  There is, and I can point you to a, we have a resource on our website that explains the difference between what we call the base file, so institutional files have a base file, revenue condition codes, occurrence codes, span codes, and value codes which are not used as much.  But there is, one base file is one claim.  And the revenue center, there can be multiple revenue center records per claim.  On the, for Carrier and DME, there is one record in the base file per claim, and each claim can have multiple line records.  So I know that’s much more detail than this presentation covers, but whoever asked that, if you contact our help desk, we can send you to a resource that can explain all the different files.

Moderator:  Alright, thank you, Kristin.  One person wanted to know if you can name any resources about Medicaid data or if you know of a researcher who is working on some related, something related to what you presented today about Medicaid.

Kristin de Groot:  So the resources that I presented at the end of the presentation, ResDAC and the Chronic Conditions Warehouse, both have a lot of resources about Medicaid in addition to Medicare.  So I would start with those two.  And if you send an email to the help desk, I can point you to more resources.

Moderator:  Alright, thank you so much, Kristin.  It looks like those are all the questions we have right now.  To the audience, if you do have additional questions, like Kristin mentioned, you can contact the VIReC HelpDesk.  You can tune in for the next session_

Kristin de Groot:  I'm getting there.

Moderator:  _in VIReC’s Database and Methods Cyberseminar series on Monday, January 8th, at, I believe it's 1 p.m. Eastern.  This session will be presented by Dr. Charles Maynard.  He will talk about death databases such as National Death Index and the VA Vital Status Files, and how they can be used for research.  We hope you can make it.  Thank you once again for attending.  Heidi, can I turn it over to you?

Heidi:  Sure thing, Hira.  Kristin, I also want to say thank you so much for taking the time to prepare and present today.  We really do appreciate it.  For the audience, if you can all just hold on a few moments, when I close the meeting out, you will be prompted with a feedback form.  Please take a few moments to fill that out.  We really do appreciate all of your feedback.  Thank you everyone for joining us for today’s HSR&D Cyberseminar, and we look forward to seeing you at a future session.  Thank you.  

[ END OF AUDIO ]

