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Libby Dismuke-Greer:



– Colleague at HERC, Dr. Jean Yoon. Jean is a health economist in the VA Health Economics Resource Center and associate at the Primary Care Outcomes Research Center at Stanford University. Her main interests involve care for chronic diseases and cost effectiveness of new treatments. 


Her research has examined the cost of chronic conditions in VA patients, the risk for acute chronic care utilization among patients with mental health conditions, and the relationship between medical home characteristics of VA clinics, and patient outcomes, and costs.


She previously worked at UCLA, UCSF, and the Health Resources and Services Administration on access and disparities in healthcare. She received her PhD in Health Services from UCLA. And so I am so pleased now to turn it over to Jean.

Jean Yoon:
Thank you, Libby, for that introduction. So Libby is also a Health Economist at HERC, and she will be helping me to field questions today. So this lecture is part of the HERC series on Conducting Cost Effectiveness Analysis with VA Data. And the reason why this lecture is part of the series is because, for our CEA people who want to get the costs of VA care; and so I will be talking about two sources of VA cost data.


So the outline for today's talk is that I will be doing an overview of the MCA National Data Extracts. And I will talk about how MCA estimates costs. I'll be talking about different types of MCA data. And then we'll be going over some advantages of using these data. 


We'll then be talking about the other source of VA cost data, which is the HERC Average Cost data. I'll talk about the methods or how these costs are estimated. We'll talk about the different files that are available, and then some advantages of using this cost data. 


So we'll talk a little bit about when to use HERC cost versus MCA costs. And then finally, I'll share some resources for using these different data sources. 


So I have a poll here, and this is for me to get an idea about the audience, and how much experience you have working with cost data. So Rob, I think we can set up the poll. Rob, I think – 

Rob:
Yep, I'm here. I'm sorry.

Jean Yoon:
– _____ [00:02:50] 

Rob:
I apologize.

Jean Yoon:
Yeah.

Rob:
I got distracted momentarily. And let me open this poll; come on, poll number one. I'm not able to open it right now, I don't understand why not. I apologize, Jean. Give me a second, and I'll get this fixed.

Jean Yoon:
Okay.

Rob:
Maria, are you the polling coordinator, are you? Is that why I can't start the poll?

Unidentified Female:
It says Jean – 

Unidentified Female:
It's _____ [00:03:42].

Unidentified Female:
– Is the polling coordinator. 

Rob:
I'm sorry. Maria, what was that? 

Maria:
Jean is the polling coordinator.

Rob:
That's not right. 

Maria:
There you are, you're polling coordinator now.

Rob:
Thank you. I still can't open it; I don't know what the problem is. It won't open. Jean, I think you'd better just move ahead, I don't know what the problem is. No, I got it. It's open. That poll is now open. 


I apologize, everybody. This is all my fault. I'm not exactly sure what the problem was but it's resolved for now. And the answers are streaming in quickly. 


It looks like things have leveled off pretty good, so I'm going to go ahead, and close the poll. And here are the results, and let you know that 30% answered A, MCA/ DSS, the cost data; only 5%, B, HERC Average Cost data; and 20% answered C, both; 45% answered, D, neither. 

Jean Yoon:
Okay, great so it looks like about half of you have worked with the MCA and that HERC data. So a lot of you seem to have, well, like, experienced these data. I guess this is more for people who have not yet used the data. 


I'm just curious, if you plan to use either one of these data sets, or both, or maybe you're not sure? Hopefully, this poll will work, also.

Rob:
Yes the poll is open. Thank God, and thank you for your patience with me just a moment ago. A little bit of panic on my part, but that poll is open and things are happening rapidly, people are making their choices. We only have one or two people still in progress so I'll leave it open for a couple more seconds. 


And it looks like things have leveled off so I'm gonna go ahead, and close this poll, and here are the results. And what we have is that 15% of your audience answered A, MCA/ DSS cost data. Nobody answered HERC Average Cost data. 

Jean Yoon:
Okay, great so we can….

Rob:
Forty percent, C….

Jean Yoon:
Okay and it looks like a few more people are interested in using the MCA data. And there is a pretty big percent of you who had planned to use both. Okay so it looks like many of you are not new to these data sources, which is _____ [00:07:01] for me. Okay so these, there's two main sources of cost data in the VA, and they use two different sets of methods. 


So one is a top-down method, which is a HERC Average Cost data. And then the MCA cost data used something called bottom-up methods. So the top-down methods that the HERC Average Cost data use are based on relative value weights that are assigned to different types of healthcare services. And that's used to estimate the costs of encounters. 


So this is a national approach, so all care is estimated the same way nationally. There is no facility by facility difference using this top-down approach. This is also an experience-based approach, which is largely based upon Medicare and the relative value weights that Medicare uses. 


The MCA cost data on the other hand use the bottom-up approach. So this is an activity-based costing method, so the activities that are used in healthcare services are first identified, and costed in order to then cost the encounters. 


So this approach is done locally. So each facility estimates the cost of care at their facility. And it's based on their own activities and experiences. 


So there are advantages for each of these methods. So for the HERC data, these are basically average costs of services. So this is best when you want to get the average costs across the healthcare system. And you can generalize across healthcare system and to non-VA, the non-VA world as well because it's based on non-VA weights. 


MCA data on the other hand, its advantages are, is that it's best because it can capture local variation in inputs to producing these services. As I said on the last slide, each facility estimates costs based on their activities, and their experiences. So these costs can capture differences between facilities and it can also capture differences of costs over time as well.


So that's, sort of, the big picture overview. I'm having trouble, wait, and we get to the slide. Okay so and next I'll talk about the MCA National Data Extracts. So what does MCA stand for? 


It stands for managerial cost accounting system. It's a mouthful to say so we usually just call it MCA. You might also have known it as DSS, which was the Decision Support System. So this is the same data, the same methods, only the name has changed. 


You will hear DSS and MCA used interchangeably. So this method, as I said before, is an activity-based costing method. It is the official costing method for the VA, and it was developed for administrative, and accounting purposes. 


MCA is not a billing system. I get questions all the time asking about the bill, VA bills, and healthcare bills. VA does not bill patients for healthcare services. They do charge a patient copays but there are no bills, and these, these MCA records are not bills. These are purely administrative records.


So how does MCA estimate costs of care? Well, each facility has to make cost, estimates costs based on their activities. And they pull information from various sources within the facility. So they pull information about workload and clinical information from the electronic medical record, which is currently known as VistA; and is transitioning to Cerner. 


And facilities pull information about supplies and equipment from the, their operating ledger, which is called FMS. Facilities also pull information about payroll so staffing hours, and salaries, and from the payroll information which is called HR-PAS. It used to be known as PANE [PH] but it's now called HR-PAS. 


And then facilities full information about time allocation; like, where the staff are working, and how much time is spent on different activities from RVU information. So all this information from facilities is used to estimate costs, and facilities maintain their own facility level production databases. And then these data are extracted from these facility databases into the National Data Extracts of MCA, which is what we commonly use for various research, and evaluation projects. 


So let's dig in a little bit into how does this MCA costing method actually work? So one of the first things that a facility has to do is it has to assign RVUs to different products. And products are the components of healthcare encounters. 


So what I'm showing you here is an example of a primary care encounter, and some products that might fall under an encounter like this. So what I'm calling an encounter is a record with the same patient, the same visit day, and the same clinic stop. So in this example, clinic stop would be the primary care clinic. So there are three products here in this encounter: One is a 15-minute clinic visit, the second is a vaccine. And then the third is counseling for tobacco use treatment. 


So each of these products have an RVU assigned to them. So for providers and staff, the RVU just represents the time they spend on that product. So for example, the RVU for the first product for the visit, the clinic visit would be 15 minutes of provider time. RVU for the vaccine might be ten minutes of nurse time. And the RVU third product might be ten minutes of provider time.


So another step in this MCA costing method is that the facility has to assign costs. So it take, it takes its total costs in the facility, and it distributes them across the different product departments. Product departments are the ones that produce these encounters. And examples are primary care clinic, and the surgery, laboratory or pharmacy, who the facility takes its costs, and it distributes these costs based on staffing, and supplies, and equipment. 

And it's also going to distribute its administrative indirect costs to these various departments. So once the facility does that, then it can then determine the cost of products. So the costs, the products in the departments, and the RVUs that are used for each product are tabulated. So for example, primary care, it would tabulate total number of their product, and their total RVUs. 


The next step would involve calculating the costs per RVU. So primary care clinic would take the total costs of the department, and divide it by the total RVUs for all of the products in primary care to get the average costs for RVU in primary care. 


And then finally, we can then calculate the cost of each product. So we have the cost for RVU from the second step here. And then the facility has to estimate the RVUs we've product. So for example, for that 15-minute clinic visit example I gave, it would just be 15 minutes of provider time times the cost per RVU to then get the cost of each of these products. 


So the final step would just be taking the cost of each of these products and then adding them together. So there is separate cost for each of these products here, and for the clinic visit, the vaccine, and the the counseling. And then if we add the cost of these individual products, we get the encounter costs. So and I'm going to talk a little bit about the various files that you might use for MCA. 


So I will be talking about the first three here: so the inpatient data, and the outpatient, and the pharmacy data. There are many other MCA data extracts that are not listed here, and you can find out more about them from the MCA website. If you want detailed information about products, you can get that from intermediate product department files. 


What information at the facility level, you would use the Account Level Budget Cost Center. And then there's many other data sources, like, there's a separate file for surgery, and a separate file for prosthetics. You can get more detailed information from those data. 


But we will be mainly talking about the three listed here. So there are two views or formats for inpatient data. So the first is the discharge NDE. So if this data extract reports if the care of patients who are discharged in that fiscal year; and there's one record for each discharge? It may include costs incurred in prior fiscal years if a hospital stay crossed between two fiscal years. 


So data that is only reported in this discharge extract would be the discharge day, total days of stay in the discharging bed section. So here are some made-up examples; and these are fake, these, it's not real. This is, there's no PHI that I'm sharing here. So these are records for the same patient. 


And you can see that there's unique admits and discharge days for each of these three records. So these are three hospital stays, basically. The LOS is the total length of stay. And then we have here the discharging bed section. 


So what we don't know what other bed sections were a part of this patient's hospital stay. They may have been in the Surgery Department. They may have been in ICU but we don't know that from this file. We only know the bed section, and from where they were discharged from. And then we have the total costs, so the cost of the entire hospital stay.


So the other formats or any other view of inpatient care would be the treating specialty file. So there was one record for treating specialty per month. Treating specialty is basically, like, the bed section. And this, so this file is a monthly file so there will be more than one, one record if there was more than one treating specialty in a month. 


And there will be more than one record if there was multiple months in the same treating specialty. So this file reports all care provided during that year, including hospital stays that are not yet over. 

Some variables that are only in this extract would be the treating specialty. That's an indicator for whether or not the patient has left the hospital or not: the date of entry and exit for each treating specialty, and the treating specialty length of stay. So there is no discharge date and there is no total length of stay in this file. 


So again, here are three made-up records; this is the same patient. So there are basically to hospital stays here. So the first record is for one hospital stay, and the second, and third record are for the second hospital stay. And you can see that based on the treat in and treat out dates; so when the second and third record have the same entry and exit dates for that treating specialty. 


And the reason why there are two separate records is that the monthly file, so the second record is for the one day the patient was there in October. And the third record is for the ten days when that patient was in that treating specialty in November. 


And then you can see there are separate costs for each of those records. If you just wanted to get the cost of the hospital stay, you could add across those records. So this file has more detailed information than the discharge file. For example, you want to separate out; so we have care from medical-surgical care that this treating specialty file can be more useful in the discharge file.


So there are some data elements that are similar and, or that are the same in both inpatient files. So one would be the admit day, the admitting DRG, principal diagnosis, and admitting diagnosis. 


So there is another file for outpatient care. So this file has one record per patient per a clinic stop. There are other files that have more than one record per clinic stop per day but the MCA file only has one record per clinic stop per patient. There is some clinical information in these data for the primary diagnosis in our our CPT codes. 


So data that are only in this outpatient file would be a date of the encounter, or stop code; MCA uses pseudo stop codes for prosthetics and pharmacy. And there are five variables that will identify the data source for things like pharmacy and prosthetics. 


So again, here are three made-up examples, and this is inpatient. And you can see there are, the records have the same visit day. This is October 18, 2005. And there are separate records for each clinic stop. And there are different costs associated with each of these records. 


So some of the cost elements that are the same in all these data extracts, in both the inpatient files and in the outpatient file, you'll have total costs, which I think is mostly what people are interested in. If you're interested in breaking out fixed indirects, and variable direct, and supply costs, they have all of these costs as well. 


There are some additional cost variables in the inpatient data extracts. So there are costs, breakouts for lab, nursing, pharmacy, radiology, surgery, and all other. And then you can break it down even further into variable, fixed direct, fixed indirect, and supply costs. 


So there is a cost file for pharmacy costs, the MCA pharmacy file. So in the pharmacy file, there was one record per prescription per person per day for outpatient prescription. And then for inpatient prescriptions, there was only one record per person per day. You will sometimes see in this file that MCA will group two prescriptions into one record, if they are for the same drug using the National Drug Code, and the same person on the same day. 


So some of the data that's in this pharmacy file, we get detailed information about the medication itself like the drug names, NDC, formulary indicators, and the VA drug class. And the information about dispensing, like, the fill date, the quantity dispensed, and date supplied; information about the patient; I think there's information about their ordering provider. 


Do you want more clinical information about the care that was related, or the encounter in which this prescription was related, then you would have to link it to the outpatient, or inpatient records based on the scrambled SSN. 


And then, of course, there is the cost information. So the cost of these prescriptions include the actual cost of the drug as well as the labor, and indirect costs of the pharmacy department. So in the MCA file, there's something called ECT costs, which is the actual cost of the drug. 


And there's a separate dispensing cost. So to get the total costs of the prescription, you want to add these costs together. If you've used these files before, then you've probably noticed that there are negative costs. And that can happen because there are returns to pharmacy stock. So these, these are actual negative costs, and they should be accounted for in your analysis.


So the VA charges payment, or charges patients copayments for care, it does depend upon things like income, and disability. And the rules and the eligibility levels can change year to year. So the actual copayments in the rules for how these copayments are assigned are on the VA Internet site. 


If you have trouble locating it, you can certainly ask me later, I can share the website with you. You should be aware that the MCA data does not show the copayments that patients pay. They only show VA's expense. 


I'm curious about care that was collect, reimbursed from private insurance. Those records are available in the medical care cost in the recovery files. And and that's if reimbursement is collected from private insurance. So if you plan to work with the MCA data, you should be aware that there are cost outliers. 


So you might find encounters that have very high costs. You might find the encounter records have very low costs. And you might also find zero, zero, or negative costs. That can happen for all kinds of reasons. It's difficult for me to give any single reason why that happened. 


Basically, there can be mismatches between costs that are assigned to departments and the workload that gets assigned. You can end up with these outliers. So you might look, look into it based on the characteristics up here, and and try to clean out these outliers. 


You should be aware, though, that MCA does spend some time on quality assurance. They perform monthly audits of the data and they reconciliations. And extremely high outliers are identified when the national data extracts are built.


So there are some advantages of using MCA data, and since many of you are using MCA data, you're probably aware of that. So these costs reflect facility differences in productivity, efficiencies, and economies of scale. These costs reflect the local facilities' experience in producing care. MCA also has pharmacy data while the HERC Average Cost data do not. And the MCA also includes state nursing homestays. 


So next, and we'll be talking about the HERC Average Cost data. So as I mentioned, this uses a top-down method, which takes the budget and then assigns it to specific services. And it does it in a very systematic way across all types of services and across all facilities. This method was developed by HERC researchers for use by other researchers. And the reason they did this is because there was a time when MCA data was not widely available for research. 


So now that MCA data is, of course, widely available, and many people have chosen to use the MCA data. So in a HERC Average Cost methods, these methods vary by the type of care. So we'll talk a little bit about the methods. 


So there's one method for acute medical-surgical stays, which is basically an estimate of what stay would have cost in the Medicare hospital. There's other inpatient care, which is mostly based on the length of stay. And then there is outpatient care, which is based upon hypothetical Medicare payments that are based on procedure codes that are recorded for each visit. 


So for medical-surgical stays so, basically, we take Medicare data, and we run a regression with it. To predict costs when we look at, it's, like, length of stay, days of intensive care in the DRG, and how it's related to costs. So the VA stay is assigned to one of several different DRG groups based on diagnosis and procedure. And then it also uses Medicare relative value weights for the DRG. 


So to identify medical-surgical stays, we do this to be as consistent as possible with non-VA definitions of medical-surgical care. So we take bed sections which we identify as being from medicine or surgery, and then we then apply these cost methods to records. So we're basically running a regression, as I mentioned, with the Medicare data. 


And then we then apply those regression parameters to VA stays to estimate what the stay would have cost in the Medicare hospital. And then the estimates are adjusted to reflect the actual VA expenditures. So if you were to take the costs of a HERC Average Cost services, and sum it up, it would equal the sum that's reported in the MCA. 


So there is a separate method that's being used for other inpatient care. This is largely based on the length of stay, and here examples about, of other types of inpatient care. So rehab, spinal cord injury, psychiatry, and then the others that are listed here.


So for other, or for outpatient care, rather, HERC uses hypothetical payments that are based on RVUs applying to procedure codes. It's also based upon physician reimbursement rates that come from Medicare, and also from private payers. We do account for the fact that VA care is provided in facilities so we do incorporate the facility payments that Medicare adds in. 


And then we adjust these to reflect expenditures in the category of outpatient care.. And we do, we create these categories based on the clinic stop. For each of these categories, we estimate a specific factor which is used to convert relative value to a VA cost estimate. 


I'm having trouble advancing the slides. I'm not sure what's happening here.

Rob:
Maybe you need to click right into the middle of the big slide to tell Windows or WebEx that you, that's what you want to be working with. But you can also put it in thumbnail view and just use the mouse. 

Jean Yoon:
Let's see, how do I –? How do I do a thumbnail view?

Rob:
There's a group of icons, a vertical lozenge way over on the left-hand side. You can click on the top one, it looks like two boxes over two boxes. And that will put it in thumbnail view.

Jean Yoon:
I don't have anything on my left-hand side. It, sort of, disappeared.

Rob:
Okay, why don't I take –?

Jean Yoon:
_____ [00:33:26].

Rob:
– The presenter role, and then I can forward the slides for you? We can, you'll just have to say – 

Jean Yoon:
Okay.

Rob:
"– Next slide." 

Jean Yoon:
Okay.

Rob:
So you want go to slide 30.

Jean Yoon:
You can just say, "The next slide?"

Rob:
Is that the one you want to be on? 

Jean Yoon:
Yeah that's okay. And actually, the little panel on the left showed up so I think I have access to it now. Okay, thank you. 


Great so just to repeat what I said earlier, so HERC assigns outpatient care to different categories of care. And so these are the different categories, and these are created based on the clinic stop code. So medicine, dialysis, ancillary services, we have; and the other categories, you see here. 


Okay so you can get costs of specific inpatient and outpatient services. But if you're just interested in, for example, the total cost of care for our patient, then you do create something called the person-level annual cost file which is basically the sum of their total VA costs during the year, during the fiscal year. 


So there is one record per person. There is a total VA costs and it has different categories for inpatient care and outpatient care. And then it reports the total length of stay. There is the costs of pharmacy care in this file. And then if there are hospital stays that cross fiscal years, then the costs are assigned proportionally based on how many days occurred in each fiscal year. 


Okay so let's turn to whether or not we should use MCA data or HERC data? So we're asked all the time which one they, we should use for a particular project? And so basically, you should consider the costing method and whether it's consistent with your study goals? And how much value you place on precision or accuracy? 


So in studies that want to look at the cost effectiveness of particular treatments, and they want to be able to generalize to the U.S. healthcare system, the HERC method is based upon non-VA relative values. And so it ends up that the costs are more like costs typical of non-VA healthcare settings. So for a CEA, and we want to generalize to the U.S. healthcare system, you may prefer to use the HERC Average Cost data. 


For a study that wants to look at the efficiency of different healthcare providers, will the MCA cost data have an advantage because they reflect differences between facilities, and in productivity, efficiencies, and economies of scale? And these strong assumptions make current estimates inappropriate for this type of study. 


So you might also consider a precision and accuracy of the data. So bottom-up approaches like MCA are considered to be more precise because it's based on local facility's experience. HERC data are somewhat less precise because it's basically estimating the average cost of care. 


If you do use the MCA data, then you want to make sure that you control for geographic wage differentials. And that's because the cost of labor is higher in certain parts of the country than other _____ [00:36:55]. And you want to be able to adjust for that. 


In terms of accuracy, the HERC method uses the standard approach to all care at different facilities whereas because of the MCA data is done locally, you can find irregularities as I mentioned in terms of outliers. So our recommendation in general is to use both, to use one as your primary analysis, and to use the other as sensitivity analyses in order to get a range of cost estimates. 


So if you want more detailed information on these different costing approaches, and things to consider in using these data, I recommend this paper that's listed at the bottom of the slide, which was published in 2008: Equivalence of two healthcare costing methods: bottom-up and top-down. Though, even though this was published a while ago, it is still very relevant, and provides a lot of detailed information that you might find useful. 


So let's talk about two examples of studies that have used MCA and average cost data. So the first example used MCA data as their primary data source. This study is trying to estimate the excess costs that are associated with adverse safety events like hospital-acquired infections.


So basically, if you have a hospital-acquired infection during your hospital stay, it will add extra days to your, to your hospital stay, and additional costs to treat these infections. And so what they did, they used MCA cost data, and they did that to account for the range of products, activities, and supplies used to treat adverse events in different facilities. And then they then compared the estimates that they got using both MCA and HERC Average Cost data. 


So this table comes directly from their paper. So you can see the cost of these adverse safety events is similar; a little higher, on average for TSS, for MCA compared to the HERC Average Cost method. So overall, we found that for individual safety events, there were some events that at a higher costs with the MCA data. 


And there were other events that had higher costs using the HERC system of costing. But when they ran these goodness-of-fit tests, they found that MCA costs had lower average error. And so their conclusion from this study was that the MCA data was able to capture the costs of very high-cost patients more accurately than the HERC data. 


So overall, this MCA cost data ended up being a better choice for this project because the study involved questions of efficiency of care within a hospital stay. And based on the work they did, they found that the costs were more precise for the care that they were looking at. And it was able to pick up differences in efficiency that the HERC data did not. 


So the second example that I'll talk about used the HERC Average Cost data. So in this project we're looking at patients with obesity who got bariatric surgery and patients who didn't. So they matched the patients favorably with propensity scores, and then they compared the cost of their care three years before surgery, then three years after surgery. 


So this chart comes directly from that paper. So the top line are patients who had the surgery, and then the bottom line are patients who did not have the surgery. So these are their, these are monthly costs. So basically you can see, this big spike in costs for patients who had surgery. But they also had a higher costs in the months leading up to surgery, and then after surgery.


So in this projects the goal was to compare the healthcare costs for patients who received surgery and those who didn't. And the question was related to the quantity of utilization that happens in, it was either following surgery or associated with surgery. 


So they were not particularly concerned with local differences in costs, and then how facilities treated these patients. And ultimately, what they wanted to do was be able to generalize outside the VA. So that's why they ended up using the HERC Average Cost data for that project. 


So now that we have discussed at length why we might use HERC data or the MCA data, I thought I would just do a quick poll with you on this. So basically, when would MCA data be better to use? So the first option would be conducting a cost effectiveness analysis for two interventions; you use both inside and outside the VA. The second option would be prescription drugs. The third would be comparing efficiency between two medical centers. It looks like the poll is open.

Rob:
The poll is open, miraculously, and the answers are streaming in quickly. We still have 14% of your attendees in progress with making their choices. So if we could leave it open for a little bit longer.

Jean Yoon:
Okay and they can select multiple responses, is that right?

Rob:
I think so, yes, I'm not sure. I don't remember every poll. 

Jean Yoon:
Okay. 

Rob:
So it looks like things have leveled off, so I'm going to go ahead and close this one, share the results. And what we have is that 25% answered A; 38%, B; 38%, C. And that was it so I think that adds up to more than 100%. So yes, I think people were able to choose more than one.

Jean Yoon:
I think. 

Rob:
Thank you.

Jean Yoon:
Okay, great. So yes, the answers are B and C. So we get, we can get prescription drug costs from the MCA pharmacy file. So that's when you would want to use the MCA data. And for comparing efficiency between two VA medical centers, the MCA data can pick up on efficiency, whereas the HERC data do not. 


For A, MCA data, you can use the MCA data for a CEA. It's not ideal if you want to generalize outside the VA because the HERC Average Costs were more designed to be based, to be comparable to non-VA costs. If there are any questions about that, and feel free to post the question in the Q&A panel if you want me to go over that again.


So we might be curious, we have these two data sources. Well, what what data do people actually use? Well, there was this nice review that was conducted back in 2016. And they reviewed the total of 259 published papers. And so they went way back to 1980, and through 2012, to look at these papers to see what costing method they used. 


Well, prior to 2008, the vast majority of people were doing micro-costing. So micro-costing is not something I talked about here. That is a method where people will directly measure the cost of care. They will go out and look at provider time, and supplies, resources, and and to measure those directly in order to estimate the cost of care. 


It's a very labor intensive process. There were more people using MCA cost data than the HERC Average Cost data. And then if you look at the period later from 2008 on, it looks like the vast majority of people were using the MCA cost data. So there were a lot fewer people who were doing micro-costing, and there were still about a quarter of people using the HERC Average Cost data. 


So overall, we think MCA data are a little bit more common in published papers. And there's quite a lot of documentation on these data as well. Of course, community care, which I'm not talking about today, there's a lot of interest in those costs as well. 


Okay so now I will share some data resources. So for MCA, you can request access to these data through the normal CDW/ VINCI process. There is the MCA Program website, so there is an Intranet site which is why I did not list that here. But if you have trouble locating it, please ask me, there's quite a lot of documentation. 


They list all the different files, and a a lot of different things like the product departments are all documented on this website. So MCA data were originally posted at the Austin Information Center. But they were removed, and these legacy files are now on the CDW/ VINCI servers. 


There is SQL data for MCA, and it's on this raw server that's listed here. And then, if you are not interested in patient _____ [00:47:23] costs, but if you want the cost of facilities, you can get those from the reports website from MCA. 


For HERC data, you should follow the request process through CDW and VINCI, you should not approach HERC directly for access but rather you just go through the usual DART and CDW data access. There are older data that are available and in the the SQL tables, or the static server are listed here in the SAS, the location of the SAS data sets are also here. 


On our website, we have lots of great detailed information. So there's information that describes these data in more detail. And you'll find, very, a listing of variables, and you'll also find these research guides. And there's a research guide to the MCA data. There's also guides for the HERC Average Cost data set. So I encourage you to check out our website and to read these guidebooks for more information.


You're, information, interested in pharmacy data, there is information from the VIReC website on MCA data. And there's a technical report that HERC did comparing MCA versus the PBM data. And I do want to point out that there is a cyber course coming up on March 2nd, which is being led by Mark Bounthavong. He will be talking about pharmaceutical costs for CEO – CEA so I recommend attending that if you're interested in pharmaceutical costs. 


Then there's another lecture on March 9th, which is, sort of, an advanced topic in CEA, talking about how you might estimate transition probabilities for a decision model.


Okay so that concludes my lecture for today, so happy to answer any questions you might have. No, I don't know if there's any questions that are currently in the Q&A panel or –?

Libby Dismuke-Greer:


Yes Jean, there are three currently, if I can go ahead and start asking, asking you? So the first question is, "When you say clinic stop, is that the same code as the primary stop code?"

Jean Yoon:
Yes it is the same. I guess the older terminology was clinic stop. I think now it's since been changed to stop code. So yes, it is the same thing.

Libby Dismuke-Greer:


Thank you. The second is, "When you say, in quotes, VAMC assigns cost to departments, do you mean that the VAMC assigns funding to those departments, which is then distributed, and accounted using the method you mentioned?" 

Jean Yoon:
I'm not sure exactly what you're talking about in terms of funding, but I I don't think so. They're, yes, yes, they fund the departments. I mean, they assign, they staff different departments, like, they will staff surgery, and primary care, and the lab, and the pharmacy. 


But when I say that the VA assigning costs, what I mean is they're looking at which staff are working in which departments. Which supplies are being allocated to which departments, and that's how they are assigning the costs? So they can look at, sort of, the staff, and the supplies, and equipment that each department is using, and then estimate the costs for those departments.

Libby Dismuke-Greer:


Thank you. Could you clarify what you mean by the MCA, including only VA expenses? Does that mean the costs are already net of copays and any other reimbursement; or rather, that there is no adjustment?

Jean Yoon:
Yeah as I mentioned earlier, so these are not bills, these are administrative data in which the VA, and these facilities are estimating the costs of VA care. So the costs that are reported is just the full cost of the encounter. So these are just the full, direct, indirect costs of care. 


The patients do pay copays, but they are not reported in these data. There are websites that records which eligibility category would pay what copay. So if you're interested in that, you would not be able to get that in these MCA data. 


So no, there is no adjustment to account for what the patient pays in terms of their copayment. And there is no adjustments for, if, for example, the VA was able to bill for a private insurer to pay for care; that is also not recorded in these MCA data. These are just purely what it costs the VA to produce that care.

Libby Dismuke-Greer: 


Thank you. Does MCA include fee-based costs; if not, how to get fee-based costs?

Jean Yoon:
Yeah so a lot of people are interested in in studying community care these days because there is more care that is being sent out to the community rather than being provided directly in the VA. So the VA does not use MCA for community care. MCA is only used for care that's provided by the VA, by VA providers in VA facilities.


If the VA sends a patient to the community, they pay those community providers based on the negotiated rates, which which I believe are close to the Medicare rates. And there's actually separate data for those costs so there is the fee basis file this person is referring to. 


There is something called the PIT data, which I think stands for Program Integrity Tool, which also has some community care costs. So those are what, what the costs are there, are the actual payments made to providers to provide care for VA patients. 

Libby Dismuke-Greer:


Thank you, Jean.

Jean Yoon:
So I don't remember if HERC has a separate cyber course or cyber seminar on community care costs. We have done that in the past. So I think that's something that we're offering periodically. 


If you are interested in learning more about community care costs, you can make a comment in the feedback form that you're interested in learning more about community care costs. It's helpful for us to learn as we go forward when we plan these cyber courses.

Libby Dismuke-Greer:


Thank you, Jean, one more question. I am not entirely sure I understand why the HERC data would be more generalizable given the wildly different methods for estimating different cost categories. Does the argument rest purely on the use of VAMC specific weights in the MCA data?

Jean Yoon:
I'm not sure I would call it wildly different cost methods. I mean, basically, the HERC data came about because we wanted to be able to estimate costs based on, sort of, the non-VA world and the relative value units that went into producing care. 


So the HERC costs are basically costs meant to be hypothetical Medicare payments on both the inpatient side, and on the outpatient side. So, it basically follows the Medicare payment methods in terms of estimating costs. You can certainly use MCA data for doing a cost of, cost effectiveness study. It's just that it's based purely on the VA experience so it may be more difficult to generalize outside the VA. 


But as as I've said before, you can certainly use both methods, and and look at the range that you get. So one, one would be your primary method of costing; and the second method would be, sort of, a sensitivity analyses in terms of what costs you're able to estimate.

Libby Dismuke-Greer:


And Jean, you just have two comments here. One is, Thanks so much," and the next comment is, "Yes interested in community care costs presentations, thank you." And that's it for the questions. 

Jean Yoon:
Great, well, thank you so much for everyone and for the good questions. I hope you will fill out the feedback form at the end of this session, and you will let us know what information you're interested in hearing more about. Thank you so much. And, Rob, do you have any final words?

Rob:
Just to repeat, please do fill out the feedback form when I close the webinar momentarily. Thanks, everybody.

[END OF TAPE] 
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