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Erica:	Welcome to Database and Methods with cyberseminar series hosted by VIReC, the VA Information Resource Center. And thank you to CIDR for providing promotional and technical support. Next slide, please? If you could advance the slide, please?

Whitney:	Are you seeing the right screen? Hi, Kristen, I think you have to start sharing again. 

Erica:	Okay. I had, but I will do it again. Okay, just a second. There we are. Yes, great. 

Database and Methods is one of VIReC’s core cyberseminar series. It focuses on helping VA researchers access and use VA databases. 

This slide shows the series schedule. Sessions are typically held on the first Monday of every month at 1:00 p.m. Eastern. More information about this series and other VIReC cyberseminars is available on VIReC’s website. And you can view packed sessions on HSR&D’s VIReC cyberseminar archive. 

A quick reminder to those of you just signing on; slides are available to download. This is a screenshot of a sample email you should’ve received today before the session. In it, you will find a link to download the slide.

Okay. Before I introduce our presenter today, let’s begin with a couple polls to help us to get to know the audience a little bit better. The first poll question is; what is your primary role in projects using VA data? Is it investigator? PI/co-I? Statistician? Methodologist? Biostatistician? Data Manager? Analyst or programmer? Project coordinator? Or other? And if it's other, please describe in the chat function.

Whitney:	Thank you, Erica. That poll is open and running. Please remember; once you have selected your answer choice, to hit submit for the answers to be recorded. I’ll just let that run for a few more seconds before I close it out.

Alright, I’m going to close out the poll and share the results. We have 22% said A, investigator/PI/co-I; 8% said B, statistician, methodologist, biostatistician; 22% said C, data manager; 6% said D, project coordinator; and lastly, 2% said E, other. And I don’t see any coming in through the chat or Q&A. Thank you.

Erica:	We can go to the next poll. And the next poll question is; how many years of experience working with VA data? Do you have none; I’m brand new to this? One year or less? More than one? Less than three years? At least three but less than seven years? At least seven? Less than ten years? Or ten years or more? 

Whitney:	Thank you, Erica. That poll is running, our answers are coming in quite rapidly. We’ll just let that run for a couple more seconds.

Alright, I’m going to close that poll and share the results. We have 23% said A; none, I’m brand new to this; 8% said B, one year or less; 8% said C, more than one/less than three; 11% said D, at least three/less than seven; 5% said E, at least seven/less than ten; and lastly, 13% said F, ten years or more. Thank you. 

Erica:	Wonderful. Thank you, Whitney. And thank you to the audience for taking the time to respond to those polls. 

Now, allow me to introduce our presenter. Today’s session is titled, “Overview of CMS and USRDS Data from VIReC. And it will be presented by Kristin de Groot. Ms. de Groot is the Technical Director at the VA Information Resource Center on the VA CMS Data for Research project. She has extensive experience using Medicare data in VA research projects. Thank you for joining us today. And with that, I’ll hand things over to Kristin.

Kristin de Groot:	Thank you, Erica, and welcome to everyone who joined the presentation today. I do want to note that there are a few minor changes in the slides from what you received this morning. The final version of the slides will be posted on the HSR&D website in a few days.

So, veterans receive healthcare both in the VHA and outside the VHA. One analysis found that veterans received 30% of their prescription drugs and inpatient surgeries in the VHA and only 15% of office visits in VHA. 

Some veterans receive care outside VHA that’s paid for by the VHA’s Community Care program but they may have other insurance like Tricare, private insurance, Medicare, or Medicaid.

Today’s presentation is how healthcare received through Medicare or Medicaid can be included in VA research analysis.

Where in the VA data can researchers find information about whether or not a veteran uses Medicare or Medicaid? And the short answer is you can’t. For the most part, the payer will determine where you find the data. Services paid for by VA, whether provided in a VA facility or in the community, will end up in VA data. Services paid for by Medicare or Medicaid are found in the data from centers - the Centers for Medicare and Medicaid Services - or CMS. CMS and VA do not, and legally can’t, bill each other. So, for a more complete picture of veterans’ healthcare use, projects should use both VA and CMS data.

So, the Centers for Medicare and Medicaid Services, or CMS, is a sub agency under the Department of Health and Human Services. They administer and oversee Medicare, the federal portion of Medicaid, the State Children’s Health Insurance Program, the Affordable Care Act Marketplace, and in addition, they also aim to ensure that healthcare services are accessible and of high quality. And they also develop standards for providers of health services such as long-term care facilities and clinical laboratories.

CMS is responsible for health insurance affordability standards and many other things related to healthcare insurance beyond the scope of today’s presentation.

The majority of what I’ll be talking about today is focused on Medicare and Medicaid. 

So, the objectives of today’s presentation are to describe CMS and USRDS data; that is, US Renal Data Systems, that can be used to assess veterans’ healthcare services used outside VHA. I’ll discuss strengths and limitations of several types of CMS data, provide guidance on which CMS data may be most beneficial based on specific research objectives or cohorts, and show how you can - how to access the data and where to find support for working with the data.

But first, a very brief history of CMS and USDRS data in the VHA. The VHA has known about the importance of including CMS data in analysis and has been receiving data from Medicare since the 1990s.

In 2002, the first formal agreement was put into place to centralize CMS data coming into the VHA and to allow redistribution within the VA. And this agreement was significantly updated in 2009 and at the same time, a new agreement was put into place to allow USRDS data to come into the VA and be redistributed, similar to CMS data.

The agreement with CMS continues to evolve to keep up with changing - the changing data environments and regulations. 

So, who’s included in the VHA/CMS data? So, each year for the past twenty years, VHA has created a file of veterans known to VHA; what we now call “The VHA Cohort.” And these are the people for which we have CMS data. 

The VHA Cohort does not include all veterans but includes VHA users, VHA enrollees, and recipients of some VA benefits like compensation or pension. And while attempts are made to remove non-veterans from the file, the VHA Cohort does contain some non-veterans; most of whom are family members or active military. 

The file is cumulative, meaning once someone is in the file, they aren’t removed even if they are deceased. 

And here’s some statistics about who’s in the VHA Cohort File. The vast majority are VHA users but this doesn’t necessarily mean they’re recent or frequent users; it just means they’ve been a user at some point in the past twenty years. 

Another 12% are veterans who are enrolled but haven’t used VA healthcare. 6% are non-enrolled veterans receiving another type of benefit. And then, we see that 9% of the file is non-veterans, about half of which have received some type of care in a VHA facility. 

And throughout the presentation, I’ll use the term “Veteran” sometimes in referring to the population in our data. But keep in mind; there are a small number of non-veterans in the data, too. 

So, after the VHA Cohort File was created to include any newly-identified veterans, a list of SSNs is sent to CMS. CMS matches the list of SSNs to the files that the VHA is requesting and CMS returns the matched records to the VHA. And while there are exceptions to this process, it usually occurs once per year.

So, now, I have two poll questions. The first is; what types of CMS data have you used? Medicare utilization, Medicaid utilization, Medicare Advantage HEDIS, Medicare survey or MCBS data, assessment data, USRDS, or provider data?

Whitney:	Alright, that poll is open and running. Again, please, after you select your answer choices, please remember to hit “submit” for your choices to be recorded. We’re just going to let that run for a little bit longer. Answers are trickling in.

Alright, seems like things have slowed down so, I’m just going to go ahead and close that poll. 

And we have 35% said A, medication utilization; 60% said B, Medicaid utilization; 23% says C, Medicare Advantage; 6% said D, Medicare survey; 13% said E, assessment data; 19% said F, US Renal Data; and 19% said G, provider data. Thank you, everyone.

Kristin de Groot:	Okay, thank you. So, a second similar question. Which types of CMS data do you want to learn more about? With the same choices for answers.

Whitney:	Alright, the poll is open. Our answers are streaming in so, we’ll just let that poll run for about five, ten more seconds. Alright, seems like things have slowed down quite a bit so, I’m just going to close that poll and share the results. 

We have 63% said A, Medicare utilization; 42% said B, Medicaid utilization; and 28% said C, Medicare Advantage; 28% said D, Medicare survey; 30% said E, assessment data; 40% said F, US Renal data; and - sorry, excuse me - 35% said G, provider data. Thank you.

Kristin de Groot:	Okay, thank you. Okay, so, here is the outline for today’s talk and I’m going to be starting with Medicare and Medicaid Enrollment Information. 

So, Medicare is a program administered at the federal level by CMS and provides health insurance to 63,000,000 individuals who are 65 or older, disabled, or have end stage renal disease. It’s a national program so, the benefits are the same to everyone across the country. 

So, this part shows all Medicare beneficiaries in 2018 by age. This chart is not limited to veterans. The vast majority of Medicare enrollees are 65 or older. People under 65 can be eligible due to disability or ESRD but most are enrolled due to disability.

Across all ages, about 600,000 - or about 1% - of Medicare enrollees have ESRD. 

In contrast to Medicare, Medicaid is a joint state/federal program administered by the states with federal requirements and funding. In 2018, Medicaid covered 99,000,000 people with both eligibility requirements and the benefits varying by state.

CMS, at the federal level, sets minimum standards for both eligibility and benefits and the states have the option to offer coverage to additional groups and additional benefits if they choose to do so.

So, this chart shows all Medicaid enrollees in 2018 by age and, again, this is not limited to veterans. So, we can see about half of Medicaid enrollees are children. The eligibility categories are a little more complicated than with Medicare. In the data, there’s actually seventy different reasons for eligibility but the most common are shown here.

And you’ll notice about 1% of Medicaid enrollees are 65 or older. These people, along with some people under 65 who are disabled but are enrolled in Medicare, are referred to as “dual eligibles.” 

So, in 2018, there were 12,000,000 dual eligibles who were enrolled in both Medicare and Medicaid. And these are people who have low income in addition to being over 65, disabled, or end stage renal disease.

And dual eligibles are unique because they have very high rates of chronic illness and often require a great deal of healthcare services.

Depending on the individual’s income, they may be eligible for full Medicaid benefits or partial Medicaid benefits where Medicaid pays for a person’s Medicare premiums or their cost-sharing like copays and deductibles. And these acronyms I have shown here; if you see these acronyms, these are various types of partial Medicaid benefits.

When a person has both Medicare and Medicaid, Medicare pays first. However, there are some services not covered by Medicare in which case Medicaid would pay for these services. 

So, enrollment information can be found in the Medicare and Medicaid enrollment files. In the Medicare enrollment file, there’s one record per person per calendar year. About 91% of Medicare enrollees are enrolled for the full calendar year. Of the 9% not enrolled for the full year, the vast majority are either new enrollees or people who died during the year. It’s pretty rare for a person to drop out of Medicare once they have it.

The Medicare enrollment file tells us about the person’s reasons for eligibility, whether or not they have Medicaid, what type of Medicare coverage they have; Parts A or B or D, and whether or not they’re enrolled in managed care. 

In the Medicaid enrollment file, there’s one record per person per state per year. So, if a person moves and was enrolled in two different state programs, they’d have two records in the data. Close to two-thirds of Medicaid enrollees are enrolled for a full calendar year. This is likely because eligibility is tied to income so, if a person - if their income increases, they could become ineligible.

The Medicaid enrollment file includes some information similar to the Medicare enrollment file, including reason for eligibility, whether or not they have Medicare. It also has information about whether any of their care is covered by a waiver. Waivers allow a state to pay for or provide healthcare in ways that differ from the coverage mandated federally by CMS but it still meets the patient’s healthcare needs.

One example is nursing home care, which is a federally required service. A state could use a waiver to provide home-based long-term care instead of in a facility. A person could be covered by more than one waiver at a time; each covering different types of care. 

The Medicaid enrollment file also provides information on managed care enrollment. 

Both Medicare and Medicaid managed care plans are run by insurance companies, which is important to note when it comes to the data that are available. 

While both Medicare and Medicaid enrollees may be enrolled in managed care, there are important differences to be aware of. In Medicare, beneficiaries have the choice to enroll in a managed care plan. And in 2018, 36% of beneficiaries did enroll in managed care. 

The Medicare managed care program is referred to Medicare Advantage. So, you’ll sometimes hear me call it that, or the abbreviated MA. 

In Medicaid, 80% of enrollees were in some type of managed care plan in 2018 with there being tremendous variation at the state level and, also, by reason for eligibility. For example, children are enrolled in managed care much more frequently than the elderly or the disabled. Some states even required managed care for some of their eligibility groups.

Another big difference is that unlike Medicare where you’re more or less you’re in managed care or you’re not; in Medicaid, you can be enrolled in many different managed care plans in the same month at the same time. Or you could be in managed care - covered by managed care for some services and fee-for-service for other services for different types of care. So, different types of care include transportation, dental care, or mental health care. 

So, that’s the enrollment - the overview of Medicare and Medicaid enrollment. I now want to switch gears and focus on veterans’ enrollments in Medicare and Medicaid. 

So, these are the two charts I showed a few minutes ago that show the overarching Medicare and Medicaid enrollees. When you look at Medicare, 20% of Medicare enrollees are in the VHA cohort. However, when we look at Medicaid, only 1% of Medicaid enrollees are in the VHA cohort. If we eliminate the children from that calculation, we still find only 2% of adult Medicaid enrollees are in the VHA cohort. So, quite significantly less Medicaid enrollees. 

So, now, I want us to shift gears again. This chart shows all VHA enrollees so, our denominator has now changed. So, this is VHA enrollees in FY18. There were 9.1 million VHA enrollees almost evenly split between over and under 65 years old. 

So, when we look at Medicare enrollment, as expected, almost everyone 65 and older is enrolled in Medicare. And a relatively low number of veterans under 65 are enrolled in Medicare and it does increase with age.

Before I show the Medicaid enrollment by age, I wanted to point out that there is a lot of variation by state in veterans’ enrollment in Medicaid. Nationally, 8% of VHA enrollees are in Medicaid but that varies from over 20% in District of Columbia to only 3% in Nebraska, Kansas, and Utah. And this variation is due to a combination of differences in the demographics and income of people in that state but, also, differences in eligibility requirements and income thresholds of each state’s Medicaid program. 

So, for example, among the states shown here with the lowest rates of veterans’ Medicaid enrollment, only New Hampshire had expanded Medicaid coverage through the Affordable Care Act as of FY18. A few of them have expanded since ’18 but those numbers are not reflected here.

So, one more piece of information I want to show before we show the Medicaid Enrollment. This slide shows VHA enrollees not only by age but by sex. So, we can see there are relatively few females in the over-65 veteran population and females are much more prevalent in the younger age groups.

So, there’s a lot of numbers here but I’ll walk you through it. The numbers at the top of each chart near the light pink bar show the percent of females enrolled in Medicaid for each age group. And the numbers on the light blue bar - sometimes a little bit hidden when the light blue bar is small - that’s the percent of males in Medicaid. 

You’ll notice that the females have the highest rates of Medicaid enrollment under age 44, and especially, under age 34, and then again, after age 75. 

Conversely, males have the highest rates of Medicaid enrollment between ages 55 and 64. 

And lastly, this chart shows the percent of VHA enrollees who are dually eligible for Medicare and Medicaid, which increases steadily with age. 

So, next is Medicare and Medicaid utilization data. I want to talk very briefly about the sources of VA and CMS data and how the different sources result in different data. 

In the VA, when a veteran obtains care at a VA facility, the data is entered into an EHR and this data makes its way into databases like CDW that can be used by researchers. 

If a patient sees a provider outside the VA, they’ll be paid for by Medicare and Medicaid. The provider will still likely enter data into an EHR but this is not what we consider CMS data. 

The path for utilization paid by Medicare and Medicaid to get into a database is a little more nuanced. When a patient sees a provider through Medicare fee-for-service, the provider submits a bill or claim to CMS. After Medicare pays the claim, the data is made available to researchers. 

So, this is the simplest process I’ll be showing and it’s also the data that’s available to researchers most quickly. 

When a patient’s enrolled in Medicare managed care, the provider submits a bill or claim to the insurance company, not to CMS. The insurance company is then required to provide encounter data to CMS. And encounters are basically like claims data - very similar to claims data - except there isn’t any cost or payment information and these encounters are made available to the researchers.

And we see the same steps occurring on the Medicaid side except the states, not the CMS - not CMS - the states administer the program and they pay the claims and receive the encounters. And because the data are collected at the state level, there’s an additional step before Medicaid data become available. All of the state data needs to be standardized into a national format, which adds delays to the data being available for researchers.

So, in Medicare, the fee-for-service claims are stored separately from the managed care encounters. And this is beneficial to researchers because it allows the fee-for-service claims to be made available relatively quickly while CMS waits for all the encounter data to be submitted.

There are seven claims files shown here and six encounter files. There’s no hospice encounter file because all hospice care is paid for by fee-for-service. There’s also the event data, which began in 2006, and contains prescription drug fills for all Part D enrollees regardless of what type of Part D plan they have.

In Medicaid, the fee-for-service claims and managed care encounters are included in the same files and there are four utilization files, which are listed here. 

There’s a lot of strengths of the Medicare utilization data. It’s a national set of enrollment criteria benefits. The fee-for-service claims are relatively timely, and I use that term loosely because compared to VA data, it is delayed. But compared to all other CMS data, we get the fee-for-service claims pretty quickly.

But I think the biggest benefit of Medicare data is the number of enrollees. Half of veterans are enrolled in Medicare including almost everyone over 65; a lot of researchers to include even rare conditions or events.

Among veterans over 65, by combining VA and Medicare data, you’re able to capture the bulk of healthcare that they receive. 

The biggest downside of Medicare data is that it’s billing data, which means you won’t find clinical data like vital signs, lab results, or other details of care like you might be used to if you’re used to using the VA’s EHR data.

So, a few additional things I want to tell you about Medicaid data. So, I’ve mentioned in the presentation everything varies by state. So, there are 52 programs; 50 states plus DC and Puerto Rico. So much varies by state including the eligibility criteria, benefits offered, managed care options and/or requirements, and the waivers used by the states.

Another thing to be aware of is that all state Medicaid programs transitioned to a new data system at some point between 2013 and 2015. And not surprisingly, every state transitioned at a different time. The old data is referred to as MAX and the new data is called TAF. The structure of the data and the variables differ between the MAX data and the TAF data. If you’re using 2014 or 2015 data, you’ll actually have some data in the MAX format and some in the TAF format, depending on when the state transitioned. 

Another thing to be aware of when using the Medicaid data is that there are issues with data quality and, of course, it varies by state. CMS has put together a great website to allow users to investigate some of these data quality issues. This website is only for the TAF data so, it’ll go back as far as 2014 for some states but for other states, it won’t start until 2015 or ’16. 

So, here’s an example of what you can find on that data quality website. So, this first shot shows the quality of the NDC variable in the 2020 preliminary prescription drug file. And you’ll see that the data looks good for most states but data from Arkansas and Florida may not be usable due to missing or invalid codes. 

Similarly, this screenshot shows the quality of the admission date in the 2020 preliminary long-term care file. Texas and New Jersey data contain a lot of missing or invalid admission dates. 

So, a lot of the challenges I’ve outlined, you may wonder if Medicaid data is worth the trouble but Medicaid data is still important to include if you want a complete picture of healthcare use, especially among certain groups that have high Medicaid enrollment, including the disabled and those with mental illness, the elderly - especially those who are institutionalized - and females, who have higher rates of Medicaid enrollment than males. 

Similar to the limitation we saw with Medicare, the Medicaid data is billing data so, you won’t find clinical data. The variations by state can be challenging if you are studying particular groups of people or types of care that may be covered in one state but not covered in other states. 

Compared to Medicare, there is a relatively small number of veterans enrolled in Medicaid and continuous coverage is what’s common, suggesting that there may be healthcare services that are not being captured by either VA or Medicaid.

Lastly, because the additional step of combining all states’ data into a national data set, the data are more delayed than Medicare.

And here are a few resources for learning more about Medicare and Medicaid. To learn about the Medicare and Medicaid programs, use the links in the two boxes on the left. I wanted to write here, “for researchers,” but it’s not just for researchers. It’s really about anything you want to know about the Medicare and Medicaid programs. 

To learn more about Medicare or Medicaid from the beneficiary’s point of view, use the links on the right - well, the link on the right. 

There isn’t a national site designed for Medicaid beneficiaries. It’s best to use the site developed by the states individually. 

So, now, I’m going to mention a few other CMS files and these types of data are related to CMS’ goal to ensure accessible and high-quality healthcare. And the three I’ll be discussing today are Medicare Advantage HEDIS data, MCBS, Medicare current beneficiary survey, and patient assessment instruments. 

Starting with HEDIS; HEDIS is a tool used by health plans to measure quality of care. In the Medicare system, HEDIS is collected on people enrolled in Medicare Advantage managed care plans. The data contain one record per person, per plan, per calendar year. So, it can only be used to provide a summary of the care received. For example, did the person receive an eye exam or did they have knee replacement surgery? It’ll tell you the number of hospitalizations and the total length of stay and whether or not they received certain medications.

The biggest advantage to HEDIS data for most projects is that it’s available more quickly than the Medicare encounter data. And the data can be sufficient - I mean, it’s beneficial if the data are sufficient for the type of care you’re studying. I think this data won’t meet the needs for all projects. Because of the person-level file, there are no dates, there are no diagnostic procedure codes, there’s no provider information. So, you don’t know where something was done or which physicians were involved.

So, next is the Medicare current beneficiary survey, which I think is one of the most underutilized data sources from CMS. The MCBS is an annual survey that’s been conducted - in conducting interviews in person, or at least in person pre-COVID. They’ve been doing this since 1991. The survey includes several types of questions that you’d expect on a healthcare-related survey; satisfaction and usual sources of care, social determinants of health outcomes, insurance coverage. 

But one of the richest features of MCBS is the patient-reported healthcare events and expenditures from all payers including private insurance, Medicaid, VA, and self-pay.

The MCBS sample is nationally and geographically representative of Medicare enrollees and it over-samples some subgroups, which varies year-to-year. And it has included Hispanics, people over 85, people under 65, and dual eligibles. Some questions are specific to individuals living in a facility as opposed to individuals living in the community. 

It employs a rotating panel design where beneficiaries participate for four years. So, every year, a quarter of the panel is new and a quarter of the panel is participating for the last time. 

In 2018, MCBS included 15,000 participants; 11% of whom can be matched through VHA cohort. 

MCBS has two types of data. The first is the survey file, which includes all of the answers to the survey questions along with a summary of the individual’s fee-for-service claims. This data is similar to the MCBS access secure data that was distributed until 2013. 

The second type of data is the cost supplement and this data is meant to be used in conjunction with information like demographics from the survey file. It contains all the patient-reported healthcare events and the amount paid by each payer. Users of the data are also provided with the Medicare fee-for-service claims for the survey participants. And this data is similar to the cost of use data that was distributed until 2013. 

There are a few things I want to point out; reasons why the MCBS might be of particular interest to VA research. The survey does contain questions related to the individual’s service in the military and this would allow a researcher to compare veterans who use, or are enrolled in, VHA to those who have no - veterans who have no relationship with VHA. 

Secondly, the questionnaire asks about usual source of care and VA facilities is one of the options. A lot of users compare satisfaction and perceive access to care between those who consider VA their usual source and those who don’t.

So, the strengths of MCBS are that it contains a wealth of information from the surveys that aren’t captured anywhere else and it contains all healthcare received by all payers. It also allows users to compare veterans who have a relationship with the VHA to those that don’t.

One limitation of MCBS - and I use this as a limitation loosely - is that the sample is relatively small, especially if someone wanted to limit their analysis just to veterans. For example, if you have an existing cohort of veterans and want to use MCBS data to collect survey responses for your cohort, the match rate will probably be pretty small. So, I wouldn’t recommend using the data, in a way.

Here's some resources for learning more about MCBS. The link on the left is for researchers and users of the data and the link on the right explains MCBS to respondents or potential respondents.

Next is the assessment data, which is collected through patient assessment instruments, which are standardized forms or questionnaires that assess a patient’s health and functional status. The forms are completed at various points in time such as admission or start of care, quarterly, and at discharge or at end of care. 

The data collected on these forms have multiple purposes. They’re used for tracking or planning patient care, they’re used to measure quality of care at a facility, and they’re even used to determine the provider’s payments, which is tied to the amount of care that’s anticipated that the patient will require. Sicker patients are expected to require more care so, the provider gets reimbursed more to provide this extra care.

Here are some examples of questions found on the assessment instruments. There are questions about the patient’s functional abilities, what they can or cannot do on their own; questions about their cognitive abilities; health conditions; and treatments they are, or will be, undergoing. 

And there are three types of care for which patient assessment data are available. The first is for patients in inpatient rehab facilities. The form and the resulting file, the inpatient rehabilitation facility patient assessment instrument - also called IRF PAI - it’s required for all stays paid for by Medicare fee-for-service or Medicare Advantage. 

Second is for patients receiving home health care and the form and the file are referred to as “OASIS” - Outcome and Assessment Information Set. It’s required for all patients receiving care paid for by Medicare fee-for-service, Medicare Advantage, or Medicaid. 

And lastly, the assessment for patients in nursing facilities is the Resident Assessment Instrument/Minimum Data Set, sometimes just called Minimum Data Set or MDS. This data is collected on all patients in CMS-certified nursing facilities regardless of payer. And this is a big difference from the situations with the IRF PAI and OASIS data and this makes the MDS data more valuable because it provides information about nursing facility stays paid for by private insurance or self-pay.

So, people who are familiar with VA data may recognize that MDS is also used in VA community living centers and the data collected are available for research use. So, I wanted to clarify which data are included in the MDS data from CMS and which are included in the VA’s MDS data.

The CMS/MDS data contains data from nursing homes in the community regardless of payer, including if the VA might be paying. The CMS/MDS data also includes data from some state veterans’ homes if they are certified by CMS. 

In contrast, the VA/MDS data contains data from VA community living centers and state veterans’ homes. Note this could result in overlap between the VA/MDS data and CMS/MDS data. Nursing home stays in community nursing homes paid by the VA will not be found in the VA/ MDS data. 

The biggest strength to this data is that it includes the functional status of the patient, which isn’t found in billing data. The MDS data are also valuable because it contains nursing facility stays from all payers. 

I don’t really have a good limitation for this data. But be aware that not all projects will need this level of detail. For example, if you just want to know if someone received home health care or not, the billing data is sufficient.

Here are a few resources for those interested in learning more about the assessment data. The pictures on the left, which are really too small to read, but these are screenshots of the actual assessment instruments. And you can find these through internet searches. But the instruments, along with a lot of other information, on how and when this information is collected are available from the CMS website shown here on a special page called “Quality Initiatives Patient Assessment Instruments.”

I also wanted to touch on public use files available from CMS. Erica has made several public use files about providers available to users in the VA on the SAS grid using the live name, “CMS_PBLCPublic.” These files include the provider of services file, which has information about facilities and other institutional providers. There’s the _____ [00:43:08] file, which was used until 2007 to capture information about physicians and other individual providers, and the NPI file, which is information about both facilities and individuals. 

There’s a lot of other types of data available for download from CMS, most of which are available at Data.CMS.gov. There is one public-use file about Part D plans that hasn’t yet been migrated to the Data.CMS.gov site and it still available on CMS’ main website.

Okay, so, the last type of data I’m going to talk about is USRDS data. You’ll remember that the title of today’s talk is “CMS and USRDS,” and I’ve barely mentioned USRDS. USRDS is the US Renal Data System, which is part of NIH’s National Institute of Diabetes and Digestive and Kidney Diseases. And the goals of USRDS are to define and describe the ESRD population, to study treatments, outcomes, and costs of ESRD care, and to support investigator-initiated research. 

USRDS is often discussed and included with CMS data because the bulk of data contained in USRDS come from CMS. Some of the data are the claims data, that we’ve already discussed, and it contains other CMS data including data from CROWNWeb, which is the system used to collect information from CMS-certified dialysis facilities. There’s also CMS ESRD facility data, data from Form 2728 Medical Evidence, and Form 2746 ESRD Death Notification. 

And USRDS also includes data from UNOS - United Network for Organ Sharing - consensus data, and information USRDS collects itself doing some special studies.

USRDS includes all ESRD patients; not just those enrolled in Medicare. Patients are included if they meet one of three criteria. The most common is that a medical evidence report is completed by a physician to officially document the ESRD diagnosis. 

Additionally, people can be included if there’s evidence of chronic dialysis or kidney transplant in the claims data.

USRDS does not include patients with acute kidney failure or who received dialysis for only a short time. 

The USRDS database is cumulative and so, it includes all patients and data back sometimes even to the 1960s. All data - I’m sorry - all in, the database contains 3.2 million patients from all years. 132,000 of these patients were new in calendar year 2018 and about 10% of these patients are included in the VHA cohort.

I’ll go over some of the data available from USRDS. And for lack of a better name, I’m calling these “USRDS-curated files.” These are files that USRDS created based on information from many different sources. The most commonly used files area core files and these contain basic patient information including the data collected on the medical evidence form, information about dialysis in the treatment file, information about payers and insurance, and whether or not they’ve received a transplant or are on a wait list. 

If you need more detailed information about transplants, there’s the transplant files, which include a lot more detail and includes information about the donor and transplant followup.

And lastly, the hospital file, which summarizes hospitalizations found on the Medicare fee-for-service claims data. 

Next are two examples of USRDS special studies, which contain information on a subset of ESRD patients and are collected for a limited amount of time. 

Another unique file is the CROWNWeb Clinical, which is clinical data collected from Medicare-certified dialysis facilities. 

USRDS also distributes Medicare claims data; the same data that’s available directly from CMS. If you use the Medicare data from USRDS, the files will be the same as you’d get from CMS but the availability of the data is tied to the ESRD diagnosis data. Claims are only available for two to five years prior to the time diagnosis but for all years after diagnosis. And the claims before and after diagnosis - or pre and post ESRD - are stored separately. 

USRDS is a great source of information for researchers studying ESRD and, often, the only source of clinical information for patients treated outside VA, including through Medicare. It contains some relatively easy-to-use files if you’re interested in dialysis or transplants. It’s an alternative to using the Medicare claims files for those pieces of information. It also is useful in that it includes ESRD treatments like dialysis and transplants paid by private insurance. 

And the same point can also be a limitation in that for those patients, it only includes ESRD treatments. You’re not going to know the full picture of those patients’ healthcare utilization.

It can also be a little complicated to use since some USRDS data overlaps with Medicare data and it’s important not to count the same services twice.

For more information on USRDS, you’ll want to go to the USRDS website. I recommend taking a look at the annual report for a summary of ESRD in the US in a given year and to look at the researchers’ guide to learn more about the data.

Okay, next, a few examples where there might be more than one CMS file that could be used to study a topic and things to consider when deciding which source to use. So, I’m going to talk about nursing facilities, prescription drugs, and patients with ESRD. 

So, first, the CMS nursing facility data. One source is the MDS and this will contain states from all payers but keep in mind, there will be overlap with other sources like state veterans’ homes will overlap with VA MDS data and Medicare and Medicaid will overlap with the claims or counter data. 

Many projects may choose to use the Medicare SNF - skilled nursing facility - file. It’s important to note that Medicare does not cover all stays in nursing facilities. It only covers up to 100 days of skilled nursing care, not custodial care, and requires a qualifying hospital stay. 

The Medicaid long-term care file is also used when studying care in nursing facilities. And Medicaid does cover long stays like for custodial care. And keep in mind that Medicaid covers only low-income patients so, not all patients are eligible for nursing facility care through Medicaid.

Researchers will want to use the Medicare and Medicaid files if they’re interested in cost or payment information. 

And one last thing to note is that a portion of a stay may be paid by two different payers. For example, Medicare might pay the first 100 days and then, Medicaid would take over after that. 

So, this is just a graphic representation, not to scale, of what I described on the last slide. Medicaid and Medicare utilization files will be included in the CMS/MDS and MDS will also include other payers. And here is the overlap for stays that they have maybe paid by Medicare and Medicaid.

Switching to the second topic, prescription drug data. This chart shows Medicaid prescription drug data or VHA cohort. You’ll see it’s a huge decrease in records in 2006. So, what happened then? Medicare Part D started.

So, prior to 2006, dual eligibles received drug coverage through Medicaid. And starting in 2006, drug coverage for dual eligibles was provided through Medicare instead. So, if you’re studying dual eligibles and your study goes back prior to 2006, you’ll want to add Medicaid prescription drug data.  

And these next two items are not really about which CMS files to choose but I thought they were important to note anyway. Only half of Medicare-enrolled veterans have Part D coverage. Many veterans choose to forego the expense of the Part D premium and get their drugs through the VA. 

And in general, with few exceptions, drugs prescribed by VA physicians are filled in the VA and drugs prescribed by non-VA physicians are filled outside the VA. 

So, lastly, ESRD. When studying ESRD, I think all studies should request some of the USRDS-specific files like the core file. USRDS is considered the gold standard for defining who has ESRD and it’s really the only source of some of that information like the clinical data.

If your project is studying ESRD and wants Medicare fee-for-service claims, you have the choice to get the data that comes via USRDS or the data that comes directly from CMS. If you get the data from USRDS, data availability is tied to the ESRD diagnosis date and there will be limited data prior to the time of diagnosis. Plus, the claims that come from USRDS are about two years behind the data we get from CMS. 

One of the reasons people might use the Medicare claims from USRDS is the claims data are available for all non-veterans with ESRD, allowing for comparisons between veterans and non-veterans. 

So, depending on the needs of your study, you can choose which is more beneficial. But I don’t recommend getting claims data from both sources as it is duplicative. 

Okay, so, the last section - and I will try to get through this quickly - data, triple A - Access, Availability, and Assistance. So, _____ [00:53:29] CMS data for a research project is the steward for CMS and USRDS data for VA research and we’ve been distributing data and providing assistance since 2003. And we have a whole portion of our website dedicated to researchers who plan to use, or are using, or are going to be requesting, CMS data. 

If you need CMS or USRDS data within VHA but not for research purposes, you can request the data through the MAC - the Medicare and Medicaid Analysis Center. It’s part of the VHA’s Chief Strategy Office and is restored for CMS and USRDS data for VHA operational or administrative uses. 

So, here’s another screenshot from the VIReC website; our data availability page, which lists types of data available, each individual file, the cohorts for which data are available, and the years. 

For some files, we are able to get preliminary versions of data and then, later, get the final version. Be aware that the most timely data should not be considered complete and that additional records will come in, or records will change between preliminary and final versions of the data. 

This slide shows the approximate delay in each of the types of CMS files but also, timely data is the preliminary or quarterly Medicare claims and assessment data. This data is currently available through June 2021 so, about an eight-month delay. 

The data with the longest delays are the ones that require the most processing time and these data, we don’t even have 2019 yet so, two- to three-year delay. 

So, I’ve already talked about the VHA cohort. This is the veterans’ SSNs that are sent to CMS each year and this is the cohort for whom we have the most data available and it’s distributed with a VHA-scrambled SSN. 

For projects that want to compare vets and non-vets, we also have some files from the - 5% sample of Medicare beneficiaries or 100% of a population, meaning we have the entire file that CMS does. For both 5% and 100%, the data contain a non-SSN-based identifier but we are able to identify who in the data is a veteran.

So, in addition to the resources I’ve already mentioned, I recommend the CMS.gov website. I think it’s really important to understand the source of the data in order to understand the data itself. 

Then, there’s two CMS contractors I want to mention; ResDAC, they provide training and a very helpful website. And the last is Chronic Conditions Data Warehouse website. This is the source of most of the data VA receives and they have data dictionaries and users guides on their website.

I also just wanted to put a quick plug in for the CMS Data Miniseries Cyberseminar. Two of them are done already and there are two more upcoming and you can get more information at this website. And for more information, you can always go to the HSR data list serve or send a question to the VIReC help desk. 

Okay, are there any questions? 

Erica:	We do have a few minutes for questions so, if you’d like to submit your question for Kristin, please do so in the Q&A function, which can be accessed from the bottom right-hand corner. 

Kristin, when you’re granted CMS data access, are the files provided in SQL server or SAS grid or what format does that come in?

Kristin de Groot:	So, the data are available on the SAS grid. We provide views to the SAS data for the specific files that you have requested.

You can easily use the SAS grid to access data that are in SQL. Depending on the size of data you’re requesting, it is possible to move data from SAS into SQL but we can talk you through that depending on the size of - and the amount of data you’ve requested.

Erica:	What do we need regulatory-wise to initiate the process for requesting Medicare/Medicaid utilization data, especially if we already have an IRB study in a VHA cohort?

Kristin de Groot:	So, I will direct you to our website. Our website outlines what is required but you do need IRB and R&D approval and there’s a list of forms that you need to fill out. It includes approvals from officials at your local facility. 

Erica:	For Operation QI work, what is the average timeline from contracting - excuse me - from contacting MAX to accessing PMS data; for example, USDRS?

Kristin de Groot:	I will not answer that on their behalf. I don’t know exactly so, I would recommend going to their website. They have a group email address that you can use - you can contact.

Erica:	Is there metadata from Medicare? And if so, where do we find it?

Kristin de Groot:	There is some information - well, let me rephrase that. All of the information you can get to from our website. So, if you to this website down here, there’s links to everything. 

Additionally, a lot of things we link to are to the ResDAC and CCW websites. So, if you wanted to, you could go to - whoops - so, the ResDAC website or the CCWData.org. Most of what we link to is to these two websites.

Erica:	Okay. So, that’s all for questions for now. Is there anything that you wanted to elaborate on, Kristin?

Kristin de Groot:	No, I think that’s it.

Erica:	Great. If you could go back down to the - actually, I think you - yup, there you go. 

So, thank you for taking time to present today’s sessions, Kristin. And to the audience; if you do have any more questions you weren’t able to get in - oh, I’m sorry, we have one more question. Let’s try to get this in. Do you know of any data for AI or ML? 

Kristin de Groot:	Why don’t we take that question offline? Erica can get your contact information and we’ll reach out to you directly.

Erica:	Okay. So, as I was saying, if there are any other questions, you can contact Kristin directly or you can contact the VIReC help desk. And then, please tune in for the next session in VIReC’s Database and Methods Cyberseminar series on Monday, March 7 at 1:00 p.m. Eastern. Dr. Charles Maynard will be presenting Ascertaining Veterans’ Vital Status; Data Sources for Morality Ascertainment and Cause of Death. We hope you’ll join us. Thank you so much.
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