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 Unidentified Female:
Everyone welcome to VIReC Database and Methods seminar entitled Applying Comorbidity Measures Using VA and CMS Data. Today's speaker is Jim Burgess. Dr. Burgess is a Professor and the Director of the Health Economics program in the Boston University School of Public Health. He also has an appointment as a Senior Investigator in the Center for Healthcare Organization and Implementation Research with the VA of Boston Healthcare Center. He is currently the Vice Chair of the Methods Council for Academy Health. He has more than 25 years of extensive healthcare management, research and educational experience putting health services research into practice in diverse trans-disciplinary settings. I'm pleased to welcome today's speaker, Dr. James Burgess.

James Burgess:
Alright, now I'll take over and show my screen. You all should be seeing my screen now. Thank you all for coming today. I will try to do this in a fairly conversational approach. There are a lot of technical things on the slides. I am not going to just read through all of the slides. You all have the slides that you can go back and look at for things that comes along. 

I think this is again a very important area sort of looking at comorbidities as we sort of move in a direction towards thinking about our person centered care. I will say a little bit more about how I think comorbidities fits into that. Of course, where also a lot of you are now beginning to use CMS data, and Medicare, and Medicaid data merged with VA. I have a lot of experience in doing that going back over a couple of decades now. 

If we want to get into more details on those kinds of things and the question and answer, that would also be fine. But I'll certainly be giving an overview about all of those things as we go through this. We have four sessions’ objectives for this session. I will first say what we are going to do and then say what we are not going to do. What we are first going to be able to do is to name sources of comorbidity information in VA and CMS data. It is very important for you to know where you can get data. Where you can find it, use it to merge it with other data and those kinds of questions. 

We'll look at three common data elements that are used to measure comorbidities. We will of course, actually define comorbidities as well in terms of what we're thinking about. Then we'll recognize important measurement issues that are encountered when using the administrative data to assess those comorbidities. What we want to do is always be thinking about data generating processes. Where does this data come from? I find you find out an incredible amount about data by just thinking about who actually entered it. Why did they enter it? Where were they sitting? What were they doing? What were they perhaps by distracted by as they were entering your data? 

 If you really think about that carefully, I think that resolves quite a lot of data management issues that you can deal with in doing health services research. Then finally, we will talk about avoiding common pitfalls in using VA and CMS data together to assess comorbidities. The session will also focus on the use of the VA and CMS data. It builds on previous seminars including the ones noted here. 

Again, I think these are all recorded. If you – after you read this – and see this seminar and are really doing an inpatient study, you can go back and use the seminar in assessing VA Health Care Use on the inpatient side or whichever others of these make sense to you. Now, let me say what we will not do. We won't really discuss the theoretical and statistical issues that are built into doing that. I'm certainly capable of addressing those kind of things. If they come up in question, I'll address it. But the session is not a theoretical or statistical approach. It is really a bottom up, data generating, and putting data together to do analysis approach. We will not really examine in detail the specific comorbidity indices of scales. But there are references to those various things. 

I will say a little bit about pros and cons of different comorbidity indices in passing as we flow through the talk today. Okay, this is the session outline. Again, we will just go through each part in detail. I am not going to go over the outline. We will just hit at each piece. First of all the overview. I mentioned we would certainly have a definition. Definition is a concomitant but unrelated pathological or disease process. 

One of the things I think that is helping and that is a very technical definition. One of the things that is very helpful to think about is whether – I like to put it in computer speak. To say you view a comorbidity as a part of the design, as a bug, or a feature. In other words is it a problem that you are trying to get around where you really want people without comorbidities, which is not very person centered. Or, do you really view it as a feature of the problem? How do you really engage your data and the complexity of disease processes in humans?  

I think that is what we really want to do in health services research. That is this sort of take I'm going to take on it today. Comorbidity is a feature of our data. We do not want to ignore it, or suppress it, or get it out of the way that engage our research in it. Comorbidities are particularly important in evaluating any clinical outcomes. If you are looking at diabetic patients and you're evaluating diabetes and clinical outcomes, you care about what other disease. Whether they have liver disease, COPD, a heart disease, other things. Some of them that might be highly related to their diabetes. That is going to be important to you in judging how your clinical outcomes are coming about. 

Also, in terms of resource use and costs; so when you kind of think about costs, you can do that by actually thinking about the – when you actually…  By having a comorbidity, you reduce costs. Because maybe if you have certain kinds of comorbidities, you do not do certain treatments for the main disease that are looking at. At other times, they augment or add to costs; and similarly with quality of care. Conceptually, you can think about comorbidities either as predictors, confounders, where you're really viewing it. 

Remember I said, you really want to try to avoid thinking about it as a confounder, if you can. Maybe, it may be a moderator in a process of thinking about how processes – how outcomes are determined. Or, it may actually be the dependent variable. We are actually trying to define the comorbidity as a dependent variable. Well, let's just run through quickly a couple of research questions. I will just sort of read these but then comment on them as I go through them. 

When we are thinking about chemotherapy and whether it is more effective than radiotherapy in a particular type of cancer, we may be as I mentioned. The comorbidities could affect the effectiveness of the treatment. It could be right in the body of effective to treatment. Or it could affect things like the timing of the treatment. Maybe you want chemotherapy in a two week schedule. But comorbidity is really to spreading out the chemotherapy so it is not done on the ideal frame. Things like that. 
These are the kinds of things we want to think about. Or on disparities, do comorbidities explain some of the disparities in a particular disease like looking at kidney – or a particular treatment, and looking at kidney transplants? Are there issues in how different social, or ethnic, or other attitudes affect how people behave after a kidney transplant that may lead to differences in outcomes? For healthcare quality, we a lot of times.… 

Again, I will spend a lot of time in this talk talking about differences between what happens in the VA and what happens outside of the VA. We may want to think about whether patients are getting recommended screening tests. I will just as an example, colonoscopies. If we are going to be looking at a colonoscopy study – but in VA, a lot of times we use a fecal – I will call it a blood test, an FOBT test as the more or less invasive and less structured approach. You can only do colonoscopies when FOBTs come up positive. 

One of the things you could is you could be looking at differences in screening tests. But because clinical guidelines and things in the VA versus non-VA, and the way people are actually practicing medicine, it may be different. You have to account for that. Also, healthcare costs, so we may want to use it in a cost effectiveness study. 

We may want to look at it across different kinds of providers. Do we by looking at specialists - do we, by converting patients and moving diabetes patients to endocrinologists? Do they get better care or more expensive care, or more productive care? Those are all interesting points. 

Okay, so the sources of comorbidity information, again administrative data is generally – we think of things as being claims data. Remember that the Medicare and Medicaid data claims data, which has lots and lots of things written about it. People use it all over the place for lots of different things. But if you are used to using VA data, remember that the VA data is created as workload data that is coming out of our electronic health records. Those, the data generating processes for these can be very different. You need to sort of think about where things like diagnosis and procedure codes are coming from. 

Pharmacy data in the VA, it just appears differently. Because we don't have – you don't get a prescription that you take to CVS or Walgreens. The lab data in VA can be very rich. In a private sector data set that you might get from somebody's electronic health record outside of the VA that may be less clear. We don't have generally, Medicare and Medicaid don't collect most data. Then also, we can get other kinds of like program enrollment records of various kinds that tell where people are receiving care or how they are receiving care. Or what benefits they receive as a part of qualifications from government programs. 

Okay. Now, in order for me to focus this, what I would like to do is to I guess give control back. The organizer, can you just take it Heidi? Or, do I have to do something to give you the poll question?

I want to get a sense of the range of expertise so I can hone my talking about it towards the – what kinds of people we have.

Heidi:
Yes.

James Burgess:
Okay.

Heidi:
We put a poll question up here to rate your experience with using administrative data to capture comorbidities. The options are novice, some experience, or experts. The responses are coming in nicely here. But I would like to give you all just a few more moments to respond before I show _____ [00:11:33] or before we go through the results here. It looks like things are slowing down. I will give you just a moment.

James Burgess:
Yes. I am trying to get a sense so that I can home how I am talking about it to the average experience of the people who are listening today.

Heidi:
Answering this will actually help get more out of this session for you. Okay. I will close this out here. What we are seeing is 45 percent saying they are novices; and 44 percent with some experience; and ten percent experts. Thank you everyone for participating. 

James Burgess:
Okay. That is great. Now I am going to go back to my screen and go on to the next slide. But notice that there are some experts on the line. Generally, I am going to try to hone this towards the novices and those with some experience. We can come back to expert issues, certainly in the question and answers, and go forward. Now we are going to sort of go about how do we find this information? Where do we find things? There is a lot of alphabet soup in here. I'm not going to read the alphabet soup. 

But I am just going to comment a bit about where we find information on key things like diagnosis and procedure codes that we do to ascertain and assess comorbidity information in patients that we might be looking at? There is this shift in the VA over the past few years for people to be using more data directly from the corporate data warehouse. This trend is going to continue. If you're certainly as a novice person starting out to try to look at workflow data, I would strongly recommend trying to understand the corporate data warehouse structures for data in the VA. 

That's really going to be the future. The medical SAS datasets have been around for 20 years or so. It is also certainly a well-worn and well used set of ways of collecting this information. Indeed, if you are having – if you are not as experienced, the other side of that experienced side is that the medical SAS datasets may be in some sense better organized. Of course, VIReC has detailed help files on how to use those datasets. It will help you use it. 

Also, too as again in this issue about access in the VA that is really big right now. There is a lot of focus on people who are perhaps getting more care and paid for by the VA, but conducted in and outside of the VA. Officially that data is now called Non-VA Medical Care. That is an official. VA has changed its definition. It used to…. But for people who have been around the system for a while, this used to be called Fee Basis Care. That is another place to get where people may…. The issue and before us is that Non-VA Medical Care always had to be validated, and pushed, and by the VA system. 

Now under the new rules, there is going to be more care that is received. It will be initiating that care. That is going to change the data generating processes that you may have to pay attention to in your research. Then for Medicare claims, generally what we do is we use something called Standard Analytic Files. There is lots of help for you outside of the VA in terms of using Medicare claims and using both the institutional claims and the non-institutional claims. Then there is also for people in the inpatient side, the equivalent to the inpatient medical files in the VA. It would be the MedPar file; which is the main inpatient files for stays. 

Then in the Medicaid side, they call them the Medicaid Analytic eXtract files or MAX files. Again, understanding how these claims in the Medicare and Medicaid, and how the VA workload data is organized is if you are going to merge data together – is worth the effort that you put into to try to understand it. It is very definitely something you want to get to do. 

Okay. I am now going to move a little bit faster through some of this. Because again with a lot of novices on here, I am not going to kind of dig down into the deep pieces of this. But just note that for medications in the pharmacy data, you can get really good information on how we collect and how we dispense medications both on the inpatient and outpatient side. 

We are now just getting access also where there are some more Medicare Part D studies and Medicaid prescription drug claims. But remember that those things come from totally different structured sources. It is use it. You have to pay attention to it. Whereas on the laboratory side, we have great laboratory results. 

Mostly people use the MCA, the cost accounting system data, which used to be called DSS for laboratory results. You also, from the CDW can go directly into the laboratory files themselves. The MCA files are a little bit more processed. However these are not available in Medicare and generally in Medicaid data either. That is an issue. 

Okay. Let us now go through the types of diagnosis codes. We are now in a process of getting ready to transmit and transfer to ICD-10. I will just note that the ICD-9 codes, we are still currently using. But we are about to go through this massive change process. Most of the rest of the world has already converted to ICD-10. We are kind of slow because we have so many complexities of our complex multisource healthcare system. But we are about to go into ICD-10 as well. 

Notice that this comes up and gives you diagnosis that comes from both primary codes that are chiefly responsible for whatever encounter you are looking at. As well as secondary codes that could affect the service provider. It is really important to note about the secondary codes. You are not supposed to write down secondary codes unless they are directly affecting the service provided. 

You could imagine looking at diabetics, for example. That if – that you may think well diabetes affects everything, it should always be written down as a secondary code. Well maybe it is and maybe it isn't. You can actually have a lot of chronic diseases where they appear in some claims and not in others. You have to be very careful as you are trying to aggregate especially when you are merging data from the VA, and Medicare, or Medicaid as I will say a little bit more in a bit. 

Then there is also procedure codes. Sometimes you may be building your understanding comorbidities based on actually the procedures that are done for patients. ICD-9 has procedure codes. The procedure codes are used in the inpatient side for the most part. That is where you would use the ICD-9 procedure code. 

In the outpatient sector, you mostly use CPT codes or Current Procedural Terminology codes. However, because in the private sector you pay physicians based off those CPT codes, who are not necessarily employees of the hospital. They will also appear in inpatient claims on the other side in Medicaid and also frequently in Medicare. 

You have to be a little careful as you are using different codes around the procedures side and how they interact with each other. Then there are also codes that as we mentioned; the CPT codes are aimed at physicians. One of the things to happen is because there are lots of other providers that people see other than physicians. 

There are also the so-called HCPCS codes. That is how you pronounce that HCPCS. Those are also used in billing other kinds of providers, primarily as I said non-physician providers; and also things like ambulance services, durable medical equipment, and all sorts of other things. An important thing to remember is that HCPCS codes can be used in unusual ways especially in the VA. 

One of the things that happens, for example, if you are looking at blind rehab, for example of care in the VA. One of the things that they do is they use social work codes to define a lot of what they do. Because even though they are not social workers; they're optometrists working in a blind rehab center. The work that they are doing is like what social workers do. They have adopted and use those codes. You have got to be a little careful when you are looking at codes; and think carefully about what it is you're looking at. Why people might use particular codes that you might be looking at. 

Next we have got a couple of charts. I am not really going to go through these charts. But I will just a note a couple of highlights on each of them. The way that the VA diagnosis and procedures appear in different places here. Then for the non-medical, the VA – non-VA medical care, one of the things in this area, I just want to comment. These are probably going to improve a lot. It has always been kind of challenging to use the – when they were called Fee Basis codes earlier. That a lot of times these codes would not be complete. 

I think one of the things that under our new access rules in the VA depending a lot more and kind of focusing on non-VA medical care. Again it is VA because it is paid for by VA. I think there is going to be a lot more focus on these codes and getting them up to more private sector standards and claims data. I think that will improve in future years. Then you have Medicare data and a Medicare diagnosis and procedure codes that appear in all of the different services and things that happened under Medicare. 

Remember that these are all defined based on the Medicare rules for how you get paid. Physicians get paid under Part B. inpatient care is paid under Part A. Those things get split up so that the way the codes put in, they are put in different files in some way. You always have to pay attention to where the data generating processes are coming from in both Medicare and the VA. Then Medicaid similarly, it has different codes in different places where those codes appear. You can ground them for different studies. 

Okay. I want to say a little bit about pharmacy data. The ideas is just that one of the things you can do is that even if you are trying to get a diagnosis and risk from diagnosis or risk from comorbidities. It turns out that in many cases especially in the VA when we have access to such good pharmacy data. You can actually build measures based on pharmacies that are as good as or better than approaches that you use here – use in diagnosis codes. You do use it when diagnosis information is not available. But sometimes, also use it for other things where you want to look at particular things that you know are being treated. 

You know they are being treated because there is pharmacy attached to it. Remember people can have diagnosis that are actually not being treated or attended to for a variety of reasons. Sometimes the pharmacy gives you a better sense of what is actually being done with and for patients. Okay. Now, we are going to move on to using administrative data to assess comorbidities. The key thing there is to think about how you want to build your data about what your analysis approach is going to be. 

You may want to think about whether you want to use comorbidities themselves because you have a particular interest in a particular comorbidity. How they interact with treatment around a disease or a treatment area of interest. You may want to have a more general summary risk measure of comorbidity burden in general. The researcher needs to sit down and think about that carefully about are there specific conditions of interest? Or do you really want a one number to simplify your analysis and basically put it into a regression model?  

It is important to note that those summary measures behave really well. You might think well, I want to need that, a whole bunch of variables. I have got all of this stuff going on. But actually good – a lot of work has been put into building these summary measures. Using them, a lot of times gets you 90 percent of the way to what you need to get. A lot of times that is really good enough for what you are trying to do with something. 

Again, it really depends on what you are doing and thinking carefully about what your comorbidity measure is trying to do. Again, this is a general lesson for researchers when you are doing research. But you always want to be – don't just kind of work by rote and say, okay, comorbidity burden check, and move on, and each piece. You really want to sit down and think about how it is interacting with what you're focusing on. Again, as we said earlier in the presentation; as we move more toward a person based care, we are really viewing comorbidities as a feature of what we are doing and not as a bug getting in the way of studying what we really want to study. 

Okay. A key thing in determining that; so, once we kind of say well how do I figure out what I'm doing? Why do I want to do it? It depends on what kind of population you have. It depends on data availability. It depends on what you're trying to do. Whether you are really just trying to do case mix adjustments in a broad stroke. Whether you are using an outcome of _____ [00:25:51] types of outcomes, and have different characteristics. 

Mortality and costs, costs are very hard to estimate and are quite distributionally challenged whereas mortality is a zero one variable that is very easy to assess. How you add these measurement consideration, it really depends a lot on what kind of question and issue you are looking at. Again, we will not have really time to go into those details as mentioned up front. That is not something we are going to do today. But if it comes in questions, I certainly can address some of those things. Another thing that you want to do is to exclude, possibly excluding rule-out diagnoses. 

Remember that there are some definitions for how to think about and rule-out diagnoses. Well what you are doing is you are putting down something to test. Maybe that you do not actually have it yet. But just that is that the complaint. The physician or other provider in the encounter is writing down a rule-out, a diagnosis that later is ruled by a test. Sometimes you _____ [00:27:00] those occasions with service or tests that are done apart from the patient and actually line all of those things up. You can actually do the timeline on that for particular areas where you really care about what the longitudinal process that the patient is going through to have the complaints and issues, or problem lists assessed. Then the problem list also is something that you can get from CDW to try to look at those kind of things. 

Then you want to identify your…. It is key that what you are doing with diagnoses is you are identifying things that clinicians assign. You always need to keep putting your head back in the head of the clinicians in the encounter about why are they choosing to put things down in particular? Where do they come from? What do you want to – what do you actually want to include?  

You may want to exclude things perhaps that comes from imaging, laboratory, prosthetics; telephone encounters that may be done by an LPN, those kinds of things. Again, all of these things you just have to – and let me sort of define a couple of things here, and then basically. But as you try to assess what you want to do, you have to just dig in and see where you want to get them. One of the things that we talked about a lot is primary stock codes that are defined by our accounting system, the management cost accounting MCA system. 

That uses the decision support system software to build how they try to relate costs in the system and resources in the system to encounters. They do that by establishing things called primary stop codes but also secondary or credit stop codes that add to that. That determine where you are attaching particular resources to a particular patient. That is sometimes very helpful to look at things. The VA has much more detail on these kinds of things than the Medicare data do. But they also have files where you can look at things like physician specialty codes and VA uses a similar set from looking at the specialties. 

You can look at various types of service codes and other things. But ultimately, if you want to do something that merges the VA and Medicare data, you are going to have to try align these different procedures that are done actually quite differently and sometimes for quite different purposes. That creates challenges for research. Just a couple of examples of that. You may want to sort of identify some particular claims that you want to exclude from an analysis. Maybe you want to identify those as x-ray lab and telephone. 

These are some clinic stop codes that you might want to be excluding. You may want to do the same thing on the Medicare side. They will have different types of definitions with different…. You have diagnostic radiology, mammography and clinical lab. Those will have different codes. You will have to try to learn how to do that as you want to try to make different kinds of assessments. Then lastly, one of the things we were trying to do is to say that you may want to sort of see diagnoses appearing at different times. 
You want to figure out what is actively being treated. I mentioned one way of doing that, remember is by looking at what pharmaceutical medications are being prescribed. You may want to look at the temporal relationships between how the comorbidities are measured over particular time periods. If you look at comorbidities measured over a year, what is so magical about a year? Why do we do that so often? Why not two years? Why not three years? Why not six months. But researchers have studied these kinds of things. 

We do tend to look at temporal relationships over a year. That tends to be what we kind of look at. Then there is some research evidence that shows that is probably a good time period to look at. Then you also may be looking at anchors of various kinds where if you are looking at readmissions, for example. There is an anchoring admission from which you can have readmissions after it. Or, maybe there is a – you are looking at mental health. You are looking at it for an inpatient stay for mental health as some kind of anchoring event. Then you are looking at care before and after that event. 

These create various kinds of studies that you can do. Really, it is an infinite amount of things you can do with that kind of data. Here are some other special challenges that you can run into is problems about measuring functional status. Diagnoses are not functions. As we try to take a holistic view to the person, and trying to understand functional status measures. There are various kinds of functional status measures that are out there. Again, what we do most of those that are available as data is in the long-term care. You have long-term care data and perhaps a lot of data on functional status. Sometimes the severity of the disease is not clear. You see a diagnosis. But there may be a wide range of what severity one could have. That may really affect your study and how you are thinking about your problem. But you may not have access to the severity. You may have to infer it. 

Again, drugs and medication is sometimes a good way of assessing that. Then lots of times there are conditions that just are not diagnosed. We just do not know what is causing it. You may have a problem. You may have like a symptom. But you don't know what the actual condition is; or maybe perhaps sometimes. Okay. Looking at the clock, I need to move a little bit faster through a couple of more slides here. One of the things that to note that healthcare encounters are where you get data from. If you do not have an encounter, you don't get data. It is that truism. 

Let us just keep remembering that things can happen to patients that are not generated. Sometimes those things could be generated outside of the VA. Sometimes they are paid for by the VA by Non-VA Medical Care. But sometime they are not. You won't even see them. They can really complicate your study. We do not really have good references and linkages, although some people have done tests on it to private sector health insurance data from like Blue Cross or United Healthcare. 

Analytical strategies in using comorbidities; so, you can think about things as trying to create an order. You may just want to know that this person had more comorbidities than this other person, just an order. Or you may want to wait. You may want to come up with waiting where you think something is worth more than another thing. Or, you may want to sort of bucket people into categories. What kind of approach you're going to use is going to depend on what the question you're asking is. 

Then, this is the part where I can throw at you. Here is all of the different measures and things that are out there. This is by no means a complete list as the others there. But I am certainly very familiar with all of the ones on this list. I have done a lot of research using all of them. I will just note a couple of things on this. We will say a little bit more on some subsequent slides. But let me just spend a little bit of time on this slide for a second. The HCC/DCGs are based around costs. The ACG is also around cost, but I put the HCC/DCG first. It is a bit better for really getting at cost issues. 

The Charlson issue was developed around mortality. There are two different kinds of adaptations. The Deyo-Charlson is the one that I'm most familiar with and that I have used the most. There is also another adaptation. You can try to use these different things. There are different metrics out there, and different structures, and different ways of trying to build these models. Then Elixhauser from HRQ is another one, and common that people use a lot. I actually, again if I'm going to use an Elixhauser type measure that is maybe trying to sort of take a clinical assessment kind of approach; I like to actually combine the Elixhauser and the Charlson together in what's called the Quan measure. 

It is a 2005 Medical Care paper that's very good by using the Quan measure. I have used the Quan measure in a lot of studies. But I am just trying to get a sense of the clinical difficulties. Some of our HCC/DCG, and ACG, are maybe focused more on cost; Charlson more on mortality. Quan may be based more on the clinical complexity of what is going on. Then you can also be – if you really care about functions especially in long-term care or issues of home health. You maybe care a lot about functional comorbidity indices that focus more on activities of daily living. Those indexes are out there. Then as I've also mentioned a couple of times, you may want to actually use medication. 

The RxRisk was developed in the VA out of the Seattle HSR&D center. The RxRisk measure is a very nicely robust measure that sort of focuses more on what medications are being prescribed as a measure of comorbidity. Anyway, now we can say a little bit more about a couple of these. The Charlson index was originally focused on mortality in the inpatient side. I don't recommend going back to the original Charlson measure. 

You really should either look at the Deyo or the Romano independent expansions for that. Basically what you would have is a number of chronic conditions that are identified as potential difficulties. Each are weight and the score basically sums the weight. Those are based on basically doing regression analysis and looking at basically the scale of how different mortality risks are. 

Also too, we are moving toward ICD-10. The Quan measure is actually going to be a great measure. Because it was developed from ICD-9 and ICD-10 data. It is going to – remember I said we are going to have to convert up measures over. The Quan measure is already set up to use ICD-9 or ICD-10. You would actually get similar results. ICD-9 versus 10, you kind of get some – it is not like it is like any different in terms of results. It is just a whole different metric system for how to calculate and look at diagnoses. 

As I mentioned earlier, the HCC/DCG method is focused on costs. Basically it tries to work around organ systems and structures. Then you come up with something called a risk score. The risk score is a single metric that you can apply in studies that gives you an overall sense of cost in this risk. I mentioned earlier the Kevin Sloan study from RxRisk especially for Veterans that is in Medical Care 2003. That is worked out through prescription data. That is again another really good method especially if you care about certain medications to measure what is actually being treated. 

Okay. Now some questions about how to combine VA and CMS data. I have done this a lot. I mentioned diabetes a while back. You would think that diabetes is something that would get written down in all of the records. You might be looking at a patient who has been seen in the VA and Medicare. You might see that diabetes diagnosis in one place and not the other. You might be really shocked. But you shouldn't be. Basically the pitfall is not using both data sources and viewing them as independent additional. Basically, sort of where you are looking at half the world by only looking at one side or the other.  

You also need to remember that the incentive structures for getting billing and things that are happening in CMS, and get paid, are different incentives than from the VA. We have to sort of think about those things very carefully. Then diagnosis dates, some things in Medicare like home health are billed in chunks. You get six home health visits put together. There are multiple types of codes that actually create challenges in trying to do that. This study by Margaret Byrne and some other colleagues down at the Houston VA is another good study for the effect of sort of looking at what happens. It is a nice – it's again, a little bit dated now, almost ten years ago. But it basically looks at what happens when you get – and see what the different risk scores when you look at VA only, Medicare only, and both. There are quite a lot of differences. 

You can still see these today, if you were to pull out more recent data. Just here are some of the results of that study. Generally more diagnoses are recorded in Medicare. Again, so if I get documentation to make sure that they get paid. VA may under report some diagnoses. These diagnoses tend to be pretty separate. The people, if you're getting treated for your heart disease, or for cancer, or for COPD in one system, you tend to get all of your care in that one system. The diagnoses do not necessarily come back and forth. They are not a lot of common data. 

Illness burdens and what people get is more severe. It tends to be cared for from the Medicare data and from Medicare eligible Veterans. Much more of the illness burden is on the Medicare side than on the VA side. Again, some more recent data is actually out on these questions. There are some reports that the Opus office in VA has just done that's documenting a lot of those differences; which you can go and sort of hunt up inside the VA if you want to. 

Case studies, so I just want to move quickly through and give us some time for questions. This study just gives you some background on sort of how do we compare? How do we actually do control for comorbidities if we are trying to look at something going on with surgical conversations. The objective of this study is to compare rates of secondary surgeries that happen after a cataract, an original cataract surgery. 

Look at the comorbidity indicators as predictor or variables. Basically they pulled all of the data and comorbidities from both the Medicare VA and the Non-VA Medical Care data, and the outpatient data from all of those. They looked at the ocular comorbidities. Basically the kinds of things that can happen after a cataract operation. Then they looked at the medically relevant comorbidities and basically came up with a modified Charlson Comorbidity Index that was focused on what they wanted to – what they considered was important. Then noted that the comorbidities were prevalent in both groups; and that patients in the cataracts surgery group had greater proportions of these _____ [00:43:20] things. Now remember it's the same issue I mentioned about two minutes ago; which is that if you have cancer or prostatic hyperplasia, or congestive heart failure; or a lot of times you will get – are more likely to get that care from Medicare outside of the VA. 

Then I am going to finish up. I just – I realized I rushed through that last example a bit. But I want to make sure we have time for questions. One of the things about VIReC, VIReC has a lot of information on the one person who is both on their steering committee and also on their technical advisory committee. I serve VIReC on both of those roles. I am very supportive of all of the work that VIReC does. They have got lots and lots of new files and things that they have been doing about helping you to get better access to find things on the CDW, which I think are really important. 

Lots of tutorials and things in there on how to actually construct a comorbidity index, if you are interested in this. Tom Weichle there has been doing a lot of the work on this. In fact, I skipped that back at the beginning. But Tom Weichle had a lot to do with helping get the information in this presentation together as well as Denise Hynes. There is a lot of information on the VIReC website to dig deeper into all of these issues that are presented in this presentation. The other thing that is a very important thing to join, if you are interested in sort of keeping up and understanding changes in VA data is to join the HSR data listserv. 

The discussions are archived. This is something people do not look at enough – is on the intranet, you can go back in the archives and look at questions that have been asked before. This is incredibly deep and a resource. You don't have to just ask questions now. But you can go see how people have answered those questions in the past. The VIReC help desk is great. They just answer questions. That is the contact information for that. 

Giving us about ten minutes; I'm rushing a little bit toward the end. I am sorry about that. We will get down to questions and see what questions people want to ask. Feel free to migrate a bit, if there's something you really want to ask that you think I just did not cover because I did not want to cover it. I probably wanted to cover it. But we only had so much time. 

I am happy to address anything that anybody wants to ask at the question period. I believe the way this is going to work is just that I am going to get asked the questions. Is it by the VIReC staff? Is it Maria or somebody there who is going to ask the questions?

Unidentified Female:
Yes, Jim, I am Hera. I will be asking the questions.

James Burgess:
Hera, okay, you are going to – okay, great. Why don't you go ahead and ask me questions that you have gotten from the audience?

Unidentified Female:
Alright, the first of these is, are Medicare claims available in the CDW?

James Burgess:
No. Actually, that is an interesting on that though. I will tell you a very short story. I was part of a group negotiating about trying to figure out how to do that at one point a long time ago in the VA. I really wish we had been successful in trying to do that so that the VA – that the Medicare claims would actually be available on the CDW. The reverse side of that is it would also be available in VistA to the providers. 

You could actually see it in real time. I really think that is still someplace we should go. We almost had it negotiated some time back. But politics got in the way. It did not actually happen. But that would be a great thing to do. But it is not – and I do not think it is going to happen any time in the next, let me guess five years. But I do think it is a direction we should go.

Unidentified Female:
Okay. How does the VA computed risk score compare or relate to standard comorbidity scores?

James Burgess:
The methods that one uses are exactly the same. But the methods are input in. What you get from getting input into a system is what determines what comes out at the end. What is far more important than saying what measure did I use or how did I do it – is really about what's the data coming in on the input side. That is why I said is there are big differences between patients that are being seen in both. Let us say, who are Medicare eligible, and also VA eligible, and going back and forth between the systems. What is available in the different systems is going to be different. Therefore the comorbidity calculations that you make are going to be different. But the biggest difference is going to be the data that you get in and not the method that you used to calculate the comorbidity.

Unidentified Female:
Okay.

James Burgess:
I am not sure if I answered that question. If I did not and you want to ask a follow up. I realize there may be a lot of questions.

Unidentified Female:
Alright, I will keep an eye on that.

James Burgess:
Okay. 

Unidentified Female:
Okay. The next question, can you please provide a specific example of what you would consider a rule-out diagnosis that you would not use?

James Burgess:
I mentioned one of the things that happens is that you might be being tested for let us say an infection. If you are trying to determine whether it is viral – I am not a clinician. I should say I am a health economist. That is my training. I am sure there are clinicians on this call that could come up with way better examples than me. But I might think about well, you are doing a test about whether something is a viral infection or a bacterial infection. If it is bacterial, then you want to provide a medication. Then we know we can give an antibiotic to deal with that. 

What I am saying is that you may rule-out – that you may just be trying to rule-out something. Like ruling out the fact that this could be bacterial to make sure that we do not overuse an antibiotic. They may write that down as a diagnosis. But that does not mean that somebody has a bacterial infection. They were just testing for a bacterial infection. That is going to appear in the lab tests when you do the lab tests for that. 
You would make a mistake and say the person had a bacterial infection when they did not when the test was actually negative. Unless you went into the results section of the lab test to actually see what the result was, and so on, and so forth; you can see how just using diagnosis information could get you in trouble, if they were just writing down a rule-out diagnosis. That is the best example I can think of, I think.

Unidentified Female:
Okay. Thank you. Now, in this next one I am going to pronounce something wrong. Please correct me.

James Burgess:
Okay.

Unidentified Female:
What about the new nosis measure, are you familiar with…?

James Burgess:
Interesting you should say; so I note this. That we are having this discussion on June 1st. As most of you know, the HSR&D grants deadline is coming up. I just submitted my grant this morning just before this call. It is interesting somebody asked about that. You should go see Todd Wagner and ask him about the nosis measure. I think I am using the nosis measure currently in a study I am doing. I think it is a great measure. But I did not have time to add it to this. This is definitely for next year. I was definitely planning to add it. But Todd Wagner of Palo Alto at the HERC would be happy to tell you more about the nosis measure. It is again just an addition to these measures. 

Again, in another – I said there are many measures. I will say though that the main issue for measuring comorbidity is the idea that you are looking at it. Then that you are thinking about it for the particular thing that you are doing rather than say that any one measure. There is no way that any measure is the best measure of comorbidity. That concept does not compute. But anyway, go see Todd about the nosis measure. He will be happy to talk to you about it.

Unidentified Female:
Okay. What percentage of cardiovascular events, MI or CHS are reported as a percentage of total events in the VA system? For someone who went to a private hospital due to let us say an MI, would that ever be listed in the inpatient Med-Fast dataset?

James Burgess:
Yes. There is a place. There is a code. I cannot actually answer you quantitatively at least off the top of my head. But I will answer you partly; which is that there is actually for AMIs, there is actually a code for someone having had a past AMI that is relevant to a visit that they had in the VA. There are actually quite a few of those codes. The thing that happens is that when someone has an AMI in their home or whatever and calls the ambulance, relatively few of those AMIs get and come to the VA. They tend to go to private sector hospitals. But a lot of times those patients then transfer to the VA later. In the inpatient records, if there is a transfer from private sector, there is a code. 

I am not going to be able to remember the number off the top of my head. But there is a code for essentially the post-AMI care from a previous AMI. Then that can also appear in outpatient records. If the patient is discharged from the private sector hospital; and then comes to see the VA primary care  provider, and reports that, generally those kinds of codes get written down. Lots and lots of other codes though are not. I forget, what was the other example Hera that the person raised other than AMIs?

Unidentified Female:
CHS – 

James Burgess:
Right. Generally that would not be written down in the VA unless it was actually being treated. Whether you were – a lot of times people would be tracking objection fraction things and tracking people in the VA. But then the inpatient stay from having an acute event might go on in the private sector. You might not even see it. You do not actually know how many admissions. This is just a process. I think the other person was asking like well, so how often does this happen? What are the numbers?  

Again, I cannot cite them off of the top of my head except to say they are very significant. Especially, we will be doing lots more tracking of CHF. The private sector will be doing much more treatment of acute episodes from CHF. That will be like factors of two or three difference on each side.

Unidentified Female:
Okay, a next question – are these comorbidities indices designed for inpatient or outpatient care? Is one more accurate _____ [00:54:27] setting?

James Burgess:
Well, there are a lot of people that say that if you are doing inpatient, and especially inpatient mortality, that is what the Charlson index was designed for. That is what it is designed for. That is the best one to use for inpatient. I am not as big a fan of that, that global kind of thinking. Again, I cannot really give you a global answer to that question except to say that some of the measures were developed specifically for inpatients and then adapted to inpatients and outpatients. 

Others were developed just for outpatients and then have been adapted for others. Some are developed for long-term care especially a lot of functional status measures built off of the files that are collected on functional status in the long-term care setting. The really better answer is for you to sit down and say what is it that I am trying to do?  

Then look at the different metrics. Look at what they are doing. I mean, some of them are using – like the DCG model basically uses every single diagnosis. It goes into the DCG. Everything has a weight in the DCG. It is much more global. It counts for everything. The Charlson index has just under 20 conditions that it is looking at. 

The measures differ a lot on what they are doing. You should just really look at them based on the question. The fundamental first question, you are asking. Remember the comorbidities is not – although sometimes comorbidity could be the metric that you want to look at. In general, it is the secondary metric that you are looking at. 

Unidentified Female:
Okay. Can I use those diagnosis based and pharmacy claims based data to define comorbidity? Any comment on how to combine them?

James Burgess:
Yeah. People tend to do one or the other and not combine them. But you could – again, you could combine them either by looking at a metric that was diagnosis based. One like RxRisk that was medication based; and then, just combine them together. What you will find is if you look at the measures, even though they are very different; diagnosis based and medication based. You will still see a very high correlations between those metrics. But certainly and combined – you could come up with your own weighting for combining them together that would be based on what your particular study was interested in is what I would actually probably do. If I actually wanted to do that.

Unidentified Female:
The next question, could you comment on the chronic conditions segment in the CMS master beneficiary database in assessing comorbidity?

James Burgess:
I am happy to. Somebody will have to e-mail me offline and answer it. That sounds like a question that has a deeper question hiding in it. I am not sure what the answer that I would say is. I might say I am happy to talk to you offline about that question. But I am not sure I know how to address it given the way you asked it. 

Unidentified Female:
Okay.

James Burgess:
Is there any other detail? Or, you just read it exactly as it came through _____ [00:57:52].

Unidentified Female:
That is exactly what it said.

James Burgess:
Okay. I am not sure I – 

Unidentified Female:
That is _____ [00:57:55].

James Burgess:
Yeah. I am not sure that I addressed the point.

Unidentified Female:
Alright. What comorbidities are included in the Functional Comorbidity Index? Would it make sense to include functional comorbidity to get functional status along with other comorbidity measures to get at comorbidity burden in a model?

James Burgess:
Right. In the sense that this was a 30,000 foot view across that, I did not give you anywhere near enough information to really figure out what it is that you might want to do around looking at functional status metrics. You really would have – generally the place to start most like – what you are looking at is either the long-term care literature or the home health literature. Go and look up some of the different ways people have taken those metrics and tried to build them, I think, especially in like 30 seconds. 

I cannot really give justice to saying much more about that except to say that there are lots of different approaches people have used. Mostly what they are trying to do is use comorbidities to assess whether things like levels. What level of care do people need? Can they be supported in home health? Or, what is the risk of a nursing home stay and things like that have been mostly the uses to which those studies have been put.

Unidentified Female:
Alright, thank you Jim. I think that is all of the time we have for questions right now. You can contact the VIReC help desk at virec at va dot gov to ask any additional questions. Heidi will shortly post this session evaluation. If you can take a few minutes to answer those questions, that would be really helpful. Our next session in this series is scheduled for Monday, June 29th from 1:00 p.m. to 2:00 p.m. Eastern Time. It is entitled, “Examining Veterans' Pharmacy Use with VA and Medicare Pharmacy Data". Thank you so much. I hope you can join us next time. 

Heidi:
As I close the session out here, you will be prompted with a feedback form. As Hera said, we really would appreciate if you would spend a few moments to fill that out. Thank you everyone for joining us. We hope to see you at a future HSR&D Cyberseminar. Thank you.

[END OF TAPE] 
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