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Introduction 
The purpose of this workshop was for behavioral and social science researchers funded by the National Institute on Aging (NIA), National Institutes of Health (NIH), who are using data originating from the Centers for Medicare and Medicaid Services (CMS), to exchange information in order to facilitate coordination, collaboration, and communication between researchers and agency staff, and to identify common issues. The idea for this workshop began a few years ago to provide an opportunity for NIA grantees to express their gratitude to CMS for its cooperation and to demonstrate the value of the data analyses by highlighting research findings, as well as obtain feedback from CMS staff, thus, enhancing communication between CMS and researchers on significant questions and data needs. It is clear that there are reciprocal and intersecting interests and goals between the NIA and CMS, with the larger goal focusing on the well being of the elderly. 

In their welcome remarks, Mark McClellan, Administrator, CMS, and Richard Hodes, Director, NIA, recognized the NIA-CMS collaboration as one that brings value to beneficiaries and makes possible critical analyses of data that are important for research and evidence-based policy decisions. At no time has the need for research been greater than today. 

Medicare data has shown that there are large variations in medical practice from area to area, hospital to hospital, and doctor to doctor—differences that cannot be accounted for on an individual level. Better understanding of genetic information has opened the way to more personalized medicine in terms of treating and preventing diseases, but it is important to consider what can be done for particular groups of elderly to learn how more value in health care can be encouraged at minimum cost to the government and to society. The unique data Medicare and Medicaid provide can be extremely helpful in facilitating this research. Coupling the many good ideas in the research world with an effective data sharing system is especially important for the development of sensible public policies. 

Richard Suzman, Associate Director for the Behavioral and Social Research Program, observed that research conducted by NIA grantees often can take years to bear fruit, whereas CMS decisions may need to be made within a year. He also noted that NIA supports research to inform policy and is not involved directly in providing health care. Greater and more regular coordination between CMS and NIA grantees can help identify important policy questions that can be informed by and instilled into ongoing research. Hodes echoed the sentiment that NIA considers nothing more rewarding than to support the discovery of research findings that ultimately are translated into policies that benefit older Americans. He believes that supporting an infrastructure to facilitate collaboration between NIA and CMS can be done fairly easily. 

NIA and CMS representatives sought to identify a few common areas and interests on which parallel and coordinated research could be conducted and held open the possibility of convening small workshops or conferences to exchange results and engage in discussions on a more regular basis. It is critical to find a long-term solution to facilitate access to Medicare data for research purposes. 

The ten presentations by grantees exemplify the many uses of Medicare data. These include the study of performance and productivity of hospitals, long-term care and hospice facilities, and medical care and treatments; variations in end-of-life care; cohort and time trends in Medicare expenditures; effects of physician specialization and experience on costs and outcomes of hospital care; and health and technology trends and their consequences for Medicare. The workshop concluded with a discussion about next steps. 

Hospital Ownership and Performance
Frank A. Sloan, Ph.D., Duke University 
Frank Sloan and his colleagues have used Medicare data merged with data from the National Long-Term Care Study (NLTCS) for many studies, including those on hospital ownership and performance, long-term care decisions, prevalence and incidence of dementia and eye diseases, beneficiary adherence to practice guidelines for vision and diabetes, productivity of eye exams in terms of improved vision outcomes, effect of a diagnosis of dementia on Medicare expenditures, use of assisted technologies, and a comparison of the changes in the value of health outcomes of the elderly with changes in Medicare payments during the 1980s and 1990s. 

Sloan focused his presentation on hospital ownership (e.g., public and private nonprofit, for-profit) and performance (Picone, Chou & Sloan, 2002). Policymakers and community leaders are concerned about the effects of changing hospital ownership on health outcomes and the cost of care. This has led to increased scrutiny of conversions by state regulators, especially hospital ownership conversions to for-profit status, yet hard evidence of deleterious effects of such conversions on patient outcomes is not easy to find. The study of ownership conversion, rather than ownership itself, is a more precise method of identifying the effects of ownership because it provides a means of comparing hospital conditions before and after conversion. 

In this study, the authors examined how changes in hospital ownership to and from for-profit status affect quality as measured by survival, Medicare payments per hospital stay, profitability, and staffing. The authors studied three categories of explanatory variables: patient characteristics, market characteristics, and hospital fixed effects, the latter to eliminate a correlation between unobserved heterogeneity (due to unmeasured severity of a patient’s illness) and the conversion. They did not account for endogeneity of conversion explicitly. 

The key hypothesis is that hospitals converting to for-profit ownership boost post-acquisition profitability by reducing dimensions of quality that are not readily observable by patients while at the same time investing in readily observable amenities that are associated with higher prices. Using the linked NLTCS-Medicare files and Medicare Cost Report data, the authors found that 1 to 2 years after conversion to for-profit status, mortality of patients, which is difficult for outsiders to monitor, increases, while hospital profitability rises markedly and staffing decreases. After 2 years, the decline in quality is much lower. A similar decline in quality is not observed after hospitals switch from for-profit to public or private nonprofit status.  
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Discussion 
Suzman noted that in its earliest days, the NLTCS was funded by the Health Care Financing Administration (HCFA), the predecessor to the CMS, and then received NIA grant funding after the HCFA contract ended. Suzman suggested that CMS consider sending a representative to participate on the newly formed NLTCS Data Monitoring Board. Sloan added that the temporal depth of the NLTCS (with interviews conducted in 1982, 1984, 1989, 1994, 1999, and 2004) permits the exploration of trends and outcomes. 

In response to a question about the added benefit from the risk adjusters provided by the NLTCS data, Sloan stated that without the NLTCS data, all measures of functional status would have been lost as Medicare claims data do not include measures of functional status at all.  

Geography and the Delivery of Health Care 
Amitabh Chandra, Ph.D., Dartmouth College and The National Bureau of Economic Research (NBER) 
Amitabh Chandra presented results of research supported through an NIA program project grant led by Jonathan Skinner that relies extensively on CMS data to study four related lines of inquiry: (1) geography and the quality of care received by Medicare beneficiaries (Fisher, et al. 2003a; Baicker and Chandra 2004; Chandra and Staiger 2004); (2) geography and racial health disparities (Chandra and Skinner, 2004; Skinner, et al. 2004); (3) geography and the role of physician and provider preferences; and (4) methodological contributions to the economic and statistical literature (not discussed in today’s presentation). 

Chandra focused his presentation primarily on the first two lines of research. He began with the observation that there is large geographic variation in the use of technologically intensive health care services and that the quality of care received by Medicare beneficiaries varies across areas. In the cross-section, more care does not seem to be associated with improved survival, prompting economists to question whether some areas are spending too much. Areas that use technologically intensive and costly interventions also systematically make less frequent use of effective and accepted conventional measures, such as beta blockers or aspirin for those with no contraindications after heart attack, and regular eye exams for diabetics. The data show that higher spending is associated with lower quality of care and greater spending on end-of-life care (Baicker and Chandra, 2004). Increasing spending by $1,000 per Medicare beneficiary actually decreases the percent receiving accepted conventional measures that are known to be effective, and does not seem to be associated with higher levels of patient satisfaction. Can spending on expensive technologies actually reduce the quality of care, crowding out the use of more effective care? 

One mechanism for this trade-off may be the composition of the provider workforce: States with more general practitioners use more effective care and have lower spending, while those with more specialists have higher costs and lower quality. This is not to say that specialization is useless; patients who receive care in a hospital’s field of specialization receive high-quality intensive care and treatment, and have a higher rate of survival. The probability of survival is expected to be higher for those who are more appropriate for intensive treatment. As one example, Chandra pointed to the finding that across all areas, there is no relationship between cardiac catheterization usage and outcomes. However, patients not clinically appropriate for cardiac catheterization who are in regions where this aggressive treatment is more pervasive are on average worse off. This suggests that intensive management crowds out medical management, which is bad for patients who are inappropriate for intensive management because they are not benefiting by effective and less intensive procedures. Thus, areas that spend more money on specialists tend to have poor medical management of patients. Chandra contended that improving the quality of beneficiaries’ care could be accomplished with more effective use of existing dollars. Currently, much of the spending in the highest spending regions goes toward specialist consultations, inpatient visits, electroencephalograms, pulmonary function tests, and end-of-life procedures. 

In examining the interaction between geography and racial health disparities, a topic of great interest to both the NIA and CMS, Chandra and his colleagues have focused on the idea that even when whites and blacks live in the same area, for example the same city, they go to very different hospitals, making it difficult to rule out differences in hospital quality as the cause of any observed differences in treatment. Chandra noted that blacks in their sample were not significantly sicker than whites. The investigators, therefore, looked for differences in the quality of treatment when whites and blacks were treated at the same hospital. Chandra reported that in terms of the treatment of a relatively common condition such as a heart attack, 60 to 65 percent of the racial disparity (in 90-day mortality after heart attack) can be eliminated simply by controlling hospital quality. Researchers project that if blacks went to the same hospitals as whites, black mortality would fall by one percentage point (from 23.3 percent to 22.3 percent). This would translate into saving the lives of 150 blacks per year in the Medicare population alone (assuming that there are 15,000 acute myocardial infarctions per year in the Medicare population). 

Geographic disparity in health care is a local phenomenon such that racial disparities are not consistent across different types of treatment; some geographical areas specialize in one type of treatment , which may compromise services in other types of treatment as they decline in focus. In reviewing the literature on geography and racial health disparities, researchers determined that it is more productive to focus on the 1,000 or so hospitals where the action is because of residential clustering rather than pursue a broader examination of all hospitals in the country. 
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Discussion 
Only 14 percent of the variance in health disparity is attributable to observable factors; the majority of the explanation is not easily observable. One limitation is that although the Medicare claims data are phenomenal for research purposes, they do not provide information about process measures, for example coordination between patient care and laboratories. The Health Care Quality Improvement Initiative Cooperative Cardiovascular Project (CCP) data contain process measures, and since these do not change very quickly, the CCP data are still valuable despite being 10 years old, although more current data would be welcome. 

In response to a question about whether revenue sources are driving quality differences, Chandra mentioned research using the Healthcare Cost and Utilization Project (HCUP) (not a CMS dataset), which permits examination of spillover effects from universal care. With specialization, there may be benefits for the elderly. But the HCUP does not have the richness of data on risk adjusters that is available in the CCP. 

The lack of universal use of conventional but effective treatments could be due to other reasons, like ambulatory-sensitive conditions or complications due to diabetes rather than simply a predisposition to more aggressive treatments. Suzman noted that this area may hold potential for some sort of randomized intervention and is of interest to the NIA. 

Vince Mor’s analysis of the quality of nursing homes also has found marked racial differences that almost are all due to geography. For example, although blacks have a lower rate of advance directives overall, when blacks are in the same facilities as whites, their rate of advance directives is comparable to that of whites. The differences between hospitals and nursing homes are quite substantial. The differences between blacks and whites are essentially by hospital. 

How can the lack of correlation between quality and cost be addressed? Low quality could generate higher costs. Many of the hospitals do have good care; the problem is when they have patients who are not matched to the hospital’s specialty. There are many process measures for which there is no information (e.g.,hospitalists, nurse characteristics and nurse staffing patterns). (Hospitalists is a term that came into use around 1996 to refer to internal medicine doctors who specialize in the care of hospitalized patients.) In terms of interventions, it would be enormously helpful to quantify five or six things that the hospital could modify. 

David Meltzer cautioned not to limit the number of explanations too early when studying a complex subject such as racial disparities. In looking at hospitalist data, Meltzer reported that whites were more likely to want to stay longer than blacks; blacks would rather go home sooner. The preference of patients and the literature suggest that discrimination is a real factor in both treatment and access. Measuring discrimination in treatment and access remains a challenge. 

Meltzer called for more studies with variables that are linkable to Medicare data. Suzman encouraged grantees to consider applications for supplemental funds, possibly from the National Center on Minority Health and for Health Disparities, NIH. 

National Long-Term Care Databases: Clinical Assessment Tools with Research and Policy Applications
 Vincent Mor, Ph.D., Brown University 
During the 1990s in response to legislative initiatives and stimulated by advocates for recipients of long-term care services, the CMS invested in, developed, and implemented systematic clinical data collection instruments for nursing home residents and home health recipients. Begun for different purposes, both the Minimum Data Set (MDS) for nursing home resident assessment and the Outcome and Assessment Information Set (OASIS) now function as multipurpose, universally computerized, administrative and clinical data systems that are mandated federally for use in case-mix reimbursement and quality monitoring. 

Mor summarized more than a decade of research and evaluation that have examined the reliability and validity of these two different instruments. Both MDS and OASIS submit data to CMS. About 10 million MDS records are filed per year into the National Repository. Most assessments pertain to long-staying residents, but most admissions are Medicare-covered short-staying residents. About 10 percent of Medicare beneficiaries per year are captured at some point during the year. Among nursing home users, there are about two and a half records per person which equates to about 9 million records per year. 

Much more research has been devoted to examining measurement characteristics of MDS than OASIS. In general, when used by trained staff, both MDS and OASIS achieve reasonably high levels of reliability. However, there is evidence to suggest considerable inter-facility and interstate variation in the reliability of the clinical data recorded in MDS. Nonetheless, comparisons of MDS with Medicare hospital claims and other validation studies reveal that MDS data generally demonstrate construct validity. Both OASIS and MDS data have been used extensively to evaluate the impact of policies ranging from the Balanced Budget Act (BBA) of 1997 to the Nursing Home Reform Act and now are being used as the basis for reimbursing providers for care provided to all Medicare patients and many state Medicaid nursing home residents as well. Although the use of MDS and OASIS for reimbursement and quality monitoring purposes has unknown effects on the validity of the data, if care is taken in the analysis, these data represent an excellent and universally available resource for understanding the delivery of long-term care and its impact on the frail and vulnerable population of older Americans. 

Mor reported on other analyses that match detailed drug data with a set of Medicare claims to check for internal inconsistency between MDS data and reports immediately preceding hospital discharge (e.g., specific prescription drug use, basic conditions like cerebrovascular disorders, Parkinson’s disease, Alzheimer’s disease). Other research applications of long-term care databases include survival studies, pharmaco-epidemiology, prevalence of antipsychotic drug use, analgesics used by hospice and non-hospice patients in the last weeks of life, and policy evaluations. 

Research on the relationship between variation in states’ Medicaid policies have used the MDS data along with data about the nursing homes and the markets in which they are located. For example, it has been found that higher Medicaid payment rates are associated with fewer hospitalizations of long stay nursing home residents; while Medicaid ends up paying more, Medicare saves money. There also has been rapid growth in hospice programs, which is linked to an increase in hospice care provided in the nursing home setting. At least thirty states have a policy where a part of the Medicaid per diem is paid to the nursing home while a resident is in the hospital in order to “hold” the bed for the patient’s return. The likelihood of a patient being transferred to another nursing home is significantly higher where there is not a bed-holding policy. Finally, states that have introduced a case-mix reimbursement policy have resident populations that are more severely clinically and functionally impaired than is the case for residents of nursing homes that are not located in states with this policy. 

Resource-poor facilities serve more than 90 percent of Medicaid residents and are located disproportionately in the poorest U.S. counties. Blacks are four times more likely to reside in resource-poor facilities; two and a half times more likely in California, and six times more likely in Delaware and Maryland. Resource-poor facilities also have fewer nurses, more deficiencies, and are more likely to be terminated. Using MDS data to identify new admissions to nursing homes from hospital, it was observed that blacks and those with lower educational attainment were 30 percent more likely to enter the lowest quality nursing homes in the hospital service area from which they were discharged, suggesting that neighborhood is a key determinant of access to quality care. 

Researchers considered the data on many levels, including state and policy characteristics that change over time (e.g., mandates that the nursing homes use a set-aside of new funds directly for patient care). There are provider characteristics, patient characteristics, and aggregated information, as well as contextual variables that have substantial power for studying race differentiation in health care. The merging of OASIS and MDS with the claims data makes it possible to look at long-term care alternatives in different markets. 
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Discussion 

Mor clarified that MDS and OASIS data are from routinely collected administrative records. These records contain detailed information on the administration of medications and clinical data. The data are patient-specific and require a data use agreement (DUA) with CMS which allows access to the data for research purposes and conforms to Health Insurance Portability and Accountability Act (HIPAA) requirements. It was noted that the DUA to link in-patient Medicare data with MDS and home health care data can encounter roadblocks in getting clearance. State-level and CMS offices must work together to make this data available to researchers. 

Spike Duzor shared CMS plans over the coming year to identify every Medicaid person and assign them a unique link key. CMS is developing a unique link key for OASIS and MDS that will link them by program, claim type, and assessment, which will be made available to researchers. CMS staff also is working with the states to get them on board, and he believes the situation will improve in coming years. He added that MDS is unusual because it is the only dataset that requires information collection on non-Medicare and non-Medicaid beneficiaries, including in-home health care beneficiaries. 

Mor reported that Stephen Crystal is trying to take MDS data from New Jersey and crosswalk it with home- and community-based waiver information. Home- and community-based waiver studies have been controversial due to significant data problems from site to site because of nonstandard definitions. 

Suzman observed that Mor’s research has received significant funding from the Agency for Healthcare Research and Quality as well as from the NIA under investigator-initiated projects. 

National Bureau of Economic Research
David Wise, Ph.D., Harvard University and NBER 

NBER is a consortium of 600 to 700 economists from around the country.  The Economics of Aging Program began 15 or 16 years ago and has grown tremendously since then. NBER researchers in the program started using CMS data about 12 years ago, and since then have produced a significant number of published papers and working papers using CMS data. There has been a good deal of work on end-of-life expenditures, costs and benefits of medical technology, Medicare reimbursements, the growth of Medicare expenditures, and the quality across hospitals. The NBER as an organization holds many group meetings each year, including meetings on the economics of aging and health care. The NBER’s Summer Institute runs about two months and covers the gamut of economic topics. There is a week devoted to the economics of aging, including health care. These meetings include discussions on health care issues, social security, and many other topics. 

Using CMS Data to Measure the Productivity of the Medical System
David Cutler, Ph.D., Harvard University and NBER 
Measuring the productivity of the medical system is essential for determining whether we are getting our money’s worth on medical care, whether medical care inflation is high or low, and whether we can afford to spend more on care over time. David Cutler’s analysis uses Medicare claims data from CMS to address questions of productivity change (Cutler and McClellan, 2001). He reported that medical care is very productive as a whole, with returns of $4 to $5 for each dollar invested. He proposed a system of National Health Accounts that will measure and gauge the population’s health and the impact of medical care. 

When measuring productivity, it is important to determine if higher spending is related to better outputs or is wasteful. In looking at medical care productivity, the price of medical care actually may be falling if it is matched by more or better outputs. Cutler examined the components of productivity measurement associated with the medical system, the inputs being medical care spending (both short-term, e.g., care for the heart attack and long-term, e.g., subsequent care costs) and the outputs being better health (length and quality of life) and financial effects for everyone else. Although other kinds of input, such as personal behavior and environment, are also important, Cutler’s focus was on medical care spending. 

Cutler presented medical spending on acute myocardial infarction (AMI) as one example. Cardiovascular disease is a leading cause of death and accounts for one-seventh of all medical spending. There are substantial questions about efficacy of care. It helps to think of productivity from an industry perspective. In this sense, the patient does not care where treatment is obtained but rather that the end result is satisfactory. The primary outcome in this case is mortality, which is easier to measure than quality of life. This type of study required detailed data on medical treatments, costs, and outcomes, which were available in the form of Medicare claims data linked to the National Death Index. The study sample consisted of beneficiaries who had new heart attacks (International Classification of Diseases (ICD) Revision 9 codes beginning with 410), which numbered about 250,000 cases per year (declining over time). 

In 1984, CMS spent $3 billion treating AMI, increasing to $4.8 billion in 1998 (a 60 percent increase on spending), but the number of cases declined by an annualized rate of 0.8 percent. The average spending per case has gone up rapidly (4.2 percent annualized) from $12,083 to $21,714. As prices have been relatively constant, most of the cost increase is attributed to more intensive treatments (e.g., cardiac catheterization, bypass surgery, angioplasty). For example, the proportion of AMI patients getting cardiac catheterization went from 10 percent to 50 percent, but the amount paid for this procedure has not changed much. 

Cutler estimated that the expected survival time after AMI rose from 5 to 6 years between 1984 and 1998. Most people would think the gain of 1 year is worth the increase in average spending per case of about $10,000. Cutler estimated that the present value of the benefits from technological change in AMI spending is about $70,000, implying a return of about seven to one. 

Cutler concluded that medical care is extremely productive. The mortality benefits of medical advances are significantly greater than the costs for a range of conditions other than AMI, such as low birth weight and depression. Once quality has been accounted for, the price of medical care actually is falling. He advocated an expanded National Health Accounts system to track inputs and outputs of the medical system, thus, making it possible to generate a summary measure of population health over time. Such data could help explain why population health has changed over time and provide information on the value of medical spending, medical care inflation, and the value of other inputs. 

References: 
David M. Cutler and Mark McClellan. Is technological change in medicine worth it? Health Affairs, 2001 September/October; 20 (5): 11-29. 

Discussion 
There is an assumption that the increase in spending results in substantial part from an increase in the purchase of high-cost procedures. The presumed implication is that spending more money on these high-cost procedures is worthwhile. In response to a question about how one can be certain that the additional years are due to these high-cost procedures as opposed to lower cost interventions such as improved medication, management, or prevention, Cutler stated that different pieces of evidence, including efficacy demonstrated from clinical trials and the characteristics of people with heart attacks, are consistent with the conclusion of higher returns from technology. 

It was noted that the seven to one return from intensive AMI treatment is not necessarily the best possible outcome. Chandra commented that returns could have been higher if unnecessary treatments were avoided. Clearly, one needs to separate the productivity of relatively cheap secondary interventions from relatively expensive interventions. Nevertheless, Cutler’s analytical framework can be useful for estimating productivity. 

Research Using Medicare Claims Files
Alan Garber, M.D., Ph.D., Stanford University, NBER, and Veterans Affairs Palo Alto Health Care System 
Alan Garber presented three lines of research on expenditures and high-cost users, all of which depend on Medicare claims data. The identities of high-cost users and the concentration of Medicare expenditures are not discussed enough, largely because data to identify high-cost users are difficult to obtain. These lines of research have been motivated in part by interest in the feasibility of plan choice for Medicare and particularly understanding the potential importance of adverse selection. Enrollees with higher costs may not be covered adequately in risk adjustment calculations. If contracts were longer or if it were more difficult to switch plans from one year to the next, how much would that mitigate the problem of concentrated expenditures? It may not do much given chronic illnesses. On the other hand, it is well documented that end-of-life costs are disproportionate, which may mitigate the persistence problem in the sense that high-cost users are close to death and will not use resources year after year. Illness and lack of resources make high-cost beneficiaries vulnerable to cost containment plans, thus, disadvantaging a particular group. 

Growth of Medicare Expenditures (joint with Tom MaCurdy, Mark McClellan, Amber Barnato, and Jeff Geppert) 
The growth in Medicare expenditures over the past decade can be attributed to three sources: (1) a 20 to 30 percent increase in Medicare participation (someone files a claim during the year so there is a Medicare payment); (2) a 50 to 60 percent increase in per capita payments; and (3) increased enrollment. A major piece of legislation, the BBA of 1997, also had a direct effect in slowing down the growth in expenditures, although the impact from the BBA-induced drop in expenditures for high-cost users appears to be temporary. Garber highlighted where there has been differential growth in expenditures, for example, receipt of Part A services grew more rapidly for younger cohorts and expenditures grew more for lower percentiles of expenditure distribution and for younger cohorts. Expenditures have risen most rapidly for those who ranked near the top of expenditures. There were few expenditures and little expenditure growth for beneficiaries with payments below the median. During the period immediately after, there was a drop in expenditures among high-cost users, which generally was expected. 

Concentration and Persistence of Medicare Expenditures 
Medicare expenditure growth occurs among both “high-cost” and “low-cost” enrollees, although expenditure growth is greatest among highest-cost recipients. Enrollees in the top 2 percent in terms of expenditures account for about a quarter of annual Medicare spending, and the top 20 percent accounts for 80 percent of annual Medicare spending. It is clear that high-cost users have a substantial impact on Medicare spending, and this has been stable over the past decade. As Garber, et al. examined a decade (1989 to 1999), their findings underestimate the incidence of high cost over lifetimes. Enrollees in a high-expenditure group are more likely than their counterparts to be in the high-expenditure group in subsequent years, but they are not likely to stay in this group very long because of higher mortality rates among enrollees with high expenditures. Between 1989 and 1990, about 23 percent died the following year. 

Trends in Cancer Survival and Expenditures among Medicare Beneficiaries, 1986 to 2000 (joint with Jay Bhattacharya and Matt Miller) 
This project is a logical extension of the prior work and is based on a 20-percent sample of fee-for-service Medicare beneficiaries, supplemented by a one-quarter subsample with physician fee data, for the period 1986 to 2000. Investigators selected men and women with diagnoses of lung, breast, prostate, or colorectal cancers and matched the data to Surveillance Epidemiology and End Results (SEER) cancer registry data. Categories of expenditures included Medicare Part A (inpatient hospital), Part B (outpatient), physician, home health, and hospice services, to see how survival and expenditures have changed over time for Medicare beneficiaries with common cancers. 

Comparing 5-year survival curves in 1986 and 1994, Garber showed general improvements for patients with breast cancer, male and female colon cancer (except perhaps at the oldest ages), male lung cancer, and prostate cancer. The SEER files include data on cancer stages, which shows consistent improvements across stages for breast cancer. In prostate cancer, there is a shift toward earlier stage diagnosis. 

Over time there has been a slight increase in the mean yearly expenditure per breast cancer patient surviving into the first year since diagnosis, but not much change in mean total Medicare expenditures for breast cancer patients beyond the first year. This pattern is not unique to cancer.
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Discussion 
Garber commented that one of the problems that researchers face is limitations in the datasets, for example, the lack of sufficient numbers of beneficiaries with extensive disease-specific cost information. It would be much more interesting to say something more specific about Medicare expenditures. There are some data that can be used to look at general trends like that of prescription drugs. 

Garber has used Medicare claims files to get the prevalence of different cancers, which would require assuming the Medicare elderly population is close to nationally representative. Medicare data offer a great way to look at broader regional differences. There is a trade-off between sensitivity and specificity, but quite a bit can be done with Medicare claims data. 

Suzman suggested adding a quality-of-life or well being measure in addition to survival, especially its relationship to early years of high-serial expenditures. Garber and colleagues have conducted end-of-life studies when quality of life is not very high. More people were dying in hospices and fewer were dying in hospitals, and expenditures did not change so there was not a cost savings, but the suggestion is that hospice was probably a better way to experience the end. One of the important things going forward is to bring in quality-of-life data. In cancer, some of the changes in technology have improved quality of life for cancer patients significantly, which is not reflected in the numbers. 

One suggestion was made to model pre-Medicare expenditures to see if there is a relationship with Medicare expenditures. It may be that some combination of biology and regional differences is driving expenditure differences. It would be interesting to bring these two themes together, perhaps to examine persistence geographically. 

Using Medicare Data to Study the Effects of Hospitalists on the Costs and Outcomes of Hospital Care
David Meltzer, M.D., Ph.D., University of Chicago 
Hospitalists rapidly are replacing ambulatory-based physicians as the primary physicians responsible for the care of patients who are hospitalized for general medical care in the United States. Evidence from moderate-sized randomized trials by Meltzer’s research group and others suggests that hospitalists can reduce costs by up to $1,000 per admission and may reduce mortality but that such effects are not uniform across hospitalist programs. Prior work also suggests that disease-specific physician experience may be a major determinant of the effectiveness of hospitalists. Recent work by Meltzer and collaborators as part of a multicenter trial of hospitalists confirms these general findings and suggests continued promise in the disease-specific experience hypothesis, as well as important spillover effects of hospitalist experience to other doctors through social network effects. These findings suggest that the benefits of hospitalists may be even larger than estimated and that it may be possible to further increase the benefits of hospitalists if the factors that are the largest determinants of their effectiveness can be identified. Across the Medicare population, estimated savings easily could exceed $1 billion annually if the determinants of effective hospitalist programs could be identified and disseminated. 

Meltzer believed it valuable for CMS to consider research that is more fundamental in nature and that specifically evaluates interventions. There are key opportunities to use CMS data in the hospitalist context, particularly to assess the effects of hospitalists on total costs. Medicare data can be very useful in performing analyses to address these questions by permitting analyses that are both larger in size and that benefit from more detailed histories of physician experience. Moreover, Medicare data can be invaluable in assessing whether changes in inpatient costs and outcomes affect costs and outcomes after discharge. For example, are there cost offsets to early discharge? If so, what are these offsets and in what diagnosis-related groups? Do all hospitalists produce savings? Does experience play a role? How may practice variations be affected? Are patients who are sent home earlier more likely to be readmitted? Such analyses also could have important implications for the design of reimbursement systems for Medicare. 

One question is about the relationship of volume and outcomes. Is it that volume leads to better proficiency, or could it be that the more proficient are asked to do more? When total case volume and total cases with the same disease-specific experience are controlled, what appears to give hospitalists the advantage is their greater experience. Other doctors are dealing with conditions that they do not see regularly, so they may be less confident in their approaches. 

Hospitalists are able to discharge patients sooner because they calibrate much better. They respond much more directly to guidelines about stability for discharge. 

There also is an opportunity to understand teaching and diffusion effects. Hospitalists are rated as better teachers. Interns have shorter lengths of stay for their patients and lower costs after working with hospitalists. Thus, hospitalists may affect patients cared for by nonhospitalists. If benefits spill over, then the total benefits from hospitalists may be underestimated in comparison to nonhospitalists. Meltzer is interested in how practices are formed by social connections, which seem to have a huge impact. To get at changing the practice, it is important to consider the social context in which practice is formed. Hospitalists have the potential to save Medicare a lot of money. 
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Discussion 
Chandra commented that even among academic medical centers, there is great heterogeneity in how general medicine sections treat patients. It would be helpful to have claims data provided prior to the introduction of these hospitalists and some sort of ex ante measures of how fragmented or chaotic care was; then, one could interact the introduction of the hospitalists with that ex ante measure to see whether the greatest improvements occur in the most fragmented centers. 
Meltzer believes that there are really important roles for how social networks evolve. Since 1997, Meltzer has been trying to ask the questions that James Coleman asked, such as, “Who do you turn to for advice when there is a problem?” 

It is unclear why hospitalists are so much more effective in treating the elderly. It may be closer working relationships with other hospital staff, perhaps greater interdisciplinarity involving more diseases, comorbidity, and perhaps greater dependency on nurses. At this point, detailed data are lacking to help explicate this. Given the shortage of geriatricians, it is important to improve geriatric teaching among hospitalists and nonhospitalists in a team, to educate them through social connections, and then to monitor whether care improves as a result. 

Spending and Health of the Future Elderly 
Jayanta Bhattacharya, Ph.D., Stanford University and Dana Goldman, Ph.D., RAND (in absentia) 

The ability to predict future health care costs reasonably accurately is critical to CMS planning. The models used for such projections to date, however, are limited in terms of their capacity to account for the complex array of factors likely to affect future spending. Dana Goldman and his colleagues developed a demographic-economic model (the future elderly model or FEM) that enables the user to predict the consequences of changes in health status and disease treatment. What distinguishes the FEM from other models is its inclusion of a multidimensional characterization of health status, which allows the user to include a richer set of demographic controls, as well as comorbidity conditions and functional status. Jay Bhattacharya described the development of the FEM and its application in four clinical areas: (1) cardiovascular disease, (2) the biology of aging and cancer, (3) neurological disease, and (4) changes in health care services. 

The main question of the project is to understand the effect on Medicare spending if there were a multitude of developments favorable to health and what would happen if all of these favorable developments were eliminated. The complication stems from the fact that saving someone now may mean greater expenditures incurred at a later date. The researchers wished to examine a number of outcomes but are especially interested in links between expenditures and mortality. Their approach essentially has four steps: (1) to develop an economic-demographic model based on microsimulation approaches; (2) to review the literature and ask a panel of experts to identify key medical breakthroughs and trends; (3) to simulate breakthroughs in medical technology and demographic trends; and (4) to refine the models and scenarios and determine cost implications. 

The investigators began with some number of people aged 65 and older representative of the Medicare population with the health status distribution seen in 2000 and then aged them over time for up to 40 years, being careful to refresh the sample with new 65-year-olds to maintain its representativeness. Thus, they assume a status quo level of medical technology that corresponds to medicine as practiced in the 1990s. The microsimulation relies on data from the 1992 to 1998 Medicare Current Beneficiaries Survey (MCBS) coupled with data from an annual sample of approximately 100,000 from the 1990 to 1996 National Health Interview Survey (NHIS) and applies synthetic cohort methods to estimate age-prevalence profiles by year and to recover age-specific incidence rates in order to generate prevalence and incidence curves of functional status, mortality, and mean age, and to predict costs (total and per capita Medicare payments, total and per capita health expenditures). As disease prevalence information only is asked of a random one-sixth subsample of the NHIS population, this limitation in sample sizes permits the investigators to focus mainly on major conditions that account for a large proportion of heath expenditures (e.g., lung disease, Alzheimer’s Disease). 

The research team then incorporated the insights of their assembled expert panel to estimate how health transitions change, for example, how transitions into or out of heart disease will change and how utilization and cost patterns will change. All of these changes are modeled in the form of scenarios, making it useful for resource allocation decisions. A major determinant of health care expenditures among the elderly is the prevalence of chronic disease and disability. 

While not all conditions lead to persistently high medical costs, the presence of a stroke, cancer, and many other conditions can have a lasting impact on health status, disability, and the demand for medical services. 

Bhattacharya then presented two examples of simulation findings based on different scenarios of technology breakthroughs. 

Prevention of Heart Disease (for the nonelderly) 
In this scenario, the United States is able to prevent heart disease until a person reaches 65 years of age, which assumes risks are cut to zero for the nonelderly. A key assumption is that underlying risks for other diseases remain unchanged. The microsimulation would predict that Medicare would save $356 billion over 28 years. 

Obesity Prevention 
In this scenario, the United States is able to prevent obesity until a person reaches 65 years of age by adjusting the incoming body mass index for all cohorts entering Medicare. In this case, the simulation predicts significant declines in the percent with heart disease and diabetes, a significant increase in the percent without disability, and a cost savings to Medicare on the order of $10 billion annually over the subsequent 30 years. 

The research team convened four medical expert panels to identify and assess key breakthroughs in three areas: (1) cardiovascular disease, (2) neurological disorders, (3) cancer and biology of aging, and (4) geriatrics and other (Table 1). These expert panels were asked to provide a series of estimates for each breakthrough that will be incorporated into the simulation model: 

· • Target—population eligible for the treatment 

· • Impact—estimated effect on mortality and morbidity 

· • Costs—best estimate (allowed panelists to provide a similar technology) 

• Likelihood of breakthrough effectiveness—not used explicitly in simulations but 
· used to assess significance
· Examples of outputs generated by the expert panel for three breakthroughs are shown in Table 2. Based on the simulations conducted so far, Bhattacharya concluded that if one were to extrapolate the cost effects from these drastic interventions, it seems unlikely that these breakthroughs will save Medicare from the explosive growth that is being projected in the next 30 years. 
The research team intends to broaden the simulation capabilities of their model by adding the non-elderly population and making the model available to other researchers and policymakers. They also want to model costs in stages (e.g., diagnosis and initial treatment, maintenance therapy, and end-of-life care), and improve models of heart disease and cancer. 

Table 1. Medical Breakthroughs Identified by Expert Panels
	
	Better Prevention and Diagnosis 
	Improved Treatments 
	New Devices 

	Cardiovascular 
	• Noninvasive imaging 
	• Angiogenesis • Magnetic Resonance (MR) angiography • Transmyocardial 
	• Intraventricular cardiodefibrillators • Left ventricular assist devices 

	
	
	revascularization 
	• New pacemakers 

	
	
	• Catheter-based ablation 
	

	
	
	techniques 
	

	
	• Vaccines 
	• Selective estrogen 
	

	Cancer/Biology of Aging 
	• Compound to extend life span • Diabetes prevention 
	receptor modules • Antiangiogenesis • Telomerase inhibitors 
	

	
	• Compound to improve cognition 
	
	

	
	• Genetic and metabolic profiling for risk assessment of Alzheimer’s Disease 
	• Neurotransplantation for treatment of Parkinson’s disease 
	• Technologies to enhance cognition 

	Neurological 
	(AD) • Amyloid technology to delay onset, slow progression of AD • Selective Oestrogen-Receptor Modulator (SERMS) and antioxidants to delay onset of AD 
	• Neuroprotective drugs and stem cells for treatment of stroke • Improved antidepressants with fewer side effects 
	

	
	• Reduced exposure to environmental toxins and 
	
	

	
	genetic profiling for prevention of Parkinson’s disease 
	
	

	
	• Primary prevention of stroke 
	
	

	
	• Increasing use of known, effective interventions 
	• Care coordination • Better medication 
	

	Health Services 
	• Improved detection of under diagnosed conditions • Environmental 
	management 
	

	
	improvements • Lifestyle modification 
	
	


Table 2. Example of Outputs for Identified Breakthroughs

	Category 
	Cardiovascular 
	Cancer 
	Neurology 

	Breakthrough 
	Therapeutic Angiogenesis 
	Telomerase Inhibitors 
	Neuroprotective Drugs 

	Target 
	• Patients who undergo revascularization and patients with peripheral vascular disease 
	• 50% of elderly with solid tumors and localized cancer • 10% of elderly with nonlocalized cancer 
	• Everyone with acute stroke 

	Likelihood 
	• Adjuvant to revascularization; 10% in 10 years • Replace revascularization; 5% in 10 years 
	• 50 to 60% in 10 years 
	• 40% in 10 years 

	Impact 
	• No effect on mortality • Reduced revascularization rate by 20 to 30% • Decreased disability (10 to 20%) • Decreased hospitalizations (20%) 
	• 50% will be cured • 50% will increase life expectancy 25% • No morbidity effect • (Possible immune compromise) 
	• Disability reduced 30% • No change in hospital stay • 25% reduction in rehabilitation period 

	Cost 
	$3,000 to $5,000 per case 
	Similar to Azido-Tymidine (AZT) 
	$3,000 to $4,000 
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Discussion 
The relatively small changes in cost associated with huge changes in disease probabilities suggest the importance of competing risks. Some of the difference may be due to declining costs of some expensive procedures over time. The question remains whether, regardless of competing risks, there is still a significant difference in mortality. 

In principle, this model could be applied to international costs. One participant questioned the assumption of fixed transition rates for specific diseases over time. Bhattacharya reiterated the implication that it is not realistic to expect technological breakthroughs to solve Medicare financing problems. Even very large and inexpensive breakthroughs in medical technology will not save Medicare much money, and in some cases (because of the competing risks), may cost Medicare money. This does not mean that such breakthroughs would not be cost-effective; it just means they are not the solution to Medicare's financial challenges. 

Medicare Linkage in the Health and Retirement Study
David Weir, Ph.D., University of Michigan 

The Health and Retirement Study (HRS), an interdisciplinary and longitudinal study of about 22,000 older Americans aged 51 and above first interviewed in 1992, is funded through a cooperative agreement with the NIA, with cofunding provided by the Social Security Administration (SSA). David Weir reviewed the aims of the HRS core content areas, administrative data linkages (Social Security, firms, Medicare, National Death Index), longitudinal sample design, impact on research (2,268 registered users, 32,098 downloads in the past 2 years, more than 400 research papers, 4 special journal issues, and its role as an international standard for similar studies in other countries), and the analytic potential of the HRS steady-state design. The HRS seeks to produce high-quality survey data in the areas of health, health services, disability, economic status, work, and family to support interdisciplinary research on aging and to distribute the data for research purposes with minimal delay. It serves as a foundation upon which many smaller, innovative, and focused studies can be built. Study aims do not include analysis of the data or research publication. 

The collaboration between the SSA and HRS has been substantial and growing, with mutual benefits. HRS also holds great value for CMS research needs, for example, to look at the health consequences of prescription cutbacks. Weir provided a number of examples of CMS policy-relevant research using the HRS data alone: 

· •
Previously uninsured adults substantially increased their use of covered basic clinical services after gaining Medicare coverage (McWilliams, et al., 2003). For example, the difference in cholesterol testing between continuously insured and continuously uninsured adults was halved after Medicare eligibility (35.4 percent versus 17.7 percent). 

· •
Cost-related medication restriction is associated with an increased risk of a subsequent decline in overall self-reported health status among those with pre-existing and cardiovascular disease with higher rates of angina and nonfatal heart attacks or strokes (Heisler, et al., 2004). Weir presented descriptive data showing greater cutbacks in drug purchases correlated with poverty and more pronounced among those without prescription drug coverage. 

Weir contended that there is great research potential to linking CMS and HRS data, and such research can complement CMS policy discussions because of its longer follow-up and greater detail on economic and family resources. Claims data are valued by health researchers for whom self-reports are not sufficient. The HRS team is investigating additional linkages with the CMS family, such as MDS and the prospect of drug claims. 

Weir reviewed the developments associated with the HRS-Medicare linkage development, that began at the instigation of McClellan, who was a member of the NIA Monitoring Committee for the HRS. The design of confidentiality, masking, and processing protocols and programs began after the first DUAs were signed with HCFA. The first data linkage (through 1996) was completed in 2000, although efforts to simplify the data release agreement failed. In 2001, a four-party release protocol was developed involving HRS, Unicon/Acumen, HCFA, and NIA. Three HRS users were able to obtain DUAs with HCFA to use the linked data. In 2002, a second linkage (prepared by Unicon/Acumen) was conducted. After a brief hiatus after the advent of the HIPAA, CMS and NIA were able to negotiate a new DUA to make linked HRS-Medicare data available to researchers, which was ratified in summer 2004. There currently are nine HRS/NIA-approved applications from research programs seeking use of restricted CMS files that are awaiting DUA or other CMS approval. 

Weir then described briefly some of the topics of pending projects that benefit by the availability of CMS data: 

· •
One study seeks to determine whether Medigap policies reduce copayments on Medicare-covered services, thus, increasing Medicare use as a result. This study plans to look at adverse selection (do higher-need users get Medigap?) and relies on claims data to measure Medicare usage. The goal is to understand net costs to the Medicare system. 

· •
One investigator wants to study the use of long-term care as a function of family demographics (fewer children, more divorce, longer life expectancy) to project consequences of demographic trends. The same can be done for nursing home use. 

· •
Researchers want to use the HRS and Medicare data to measure the potential market for a “Life Care” annuity instrument that essentially integrates traditional life annuity for usual consumption (e.g., Social Security) with long-term care insurance to provide a guarantee of consumption even under possible future declines in health or cognition. 

· •
Another group of researchers wants to use HRS data on health status, functional limitations, cognition, and demographics to construct risk indices that predict subsequent utilization of Medicare services and health outcomes. These indices could be used in a prospective payment design. 

· •
Combining HRS, National Death Index, and Medicare data, researchers seek to explore the epidemiology of cancer mortality at older ages, focusing on regional practice variation in cancer care, familial resources for care, and effects of cognition and disability on cancer progression. 

· •
Two projects focus on social disparities in health. One team of investigators wishes to evaluate progress of the National Arthritis Action Plan by identifying clinically distinct diagnoses from claims (e.g., rheumatoid or osteoarthritis), to measure utilization and costs from claims, and to use the HRS to identify social and ethnic groups and to control for other characteristics. Another general application examining social disparities in the use of Medicare services seeks to leverage the covariates available in the HRS, for example, for health status, functional status, education, cognition, income, and family resources. 
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Using Medicare Claims Data to Study End-of Life Care
Nicholas Christakis, M.D., Ph.D., M.P.H., Harvard University 
Over the past 10 years, Nicholas Christakis, with Theodore J. Iwashyna and other colleagues, has used Medicare claims data to study whether and when hospice care is used near the end of life and to examine the impact of hospice on patients and their families. The datasets built to address these topics also have afforded the opportunity to assess other aspects of clinical care near the end of life, including spousal health effects and hospital performance. 

Initial projects involved the development of cohorts of patients newly admitted to hospice programs who were followed until they died in order to ascertain factors associated with the timing of hospice referral. Christakis was among the first to use Medicare claims files to develop nationally representative samples of hospice patients. His work documented the declining length of stay in, but increasing use of, hospice programs during the 1990s. This research was driven by a concern that patients are being referred to hospice too late in their illnesses to benefit from hospice care. An early paper used 1990 Medicare claims and a cohort of 6,451 patients to document substantial disease-specific and other disparities in the timing of hospice use. Follow-up work with a complete national sample of 184,843 patients enrolled in hospice in 1993 showed that, after adjustments for patient, provider, and market factors, nonwhites, women, older people, and those with comorbid psychiatric disease or dementia were enrolled in hospice relatively early. But, the overall median length of stay was 30 days, and 20 percent of patients were enrolled with only a week to live. 

These projects were restricted to patients who already were enrolled in hospice programs. Therefore, in subsequent work, a sample was built of 1,221,153 Medicare beneficiaries newly diagnosed with 1 of 13 serious conditions in 1993 and followed until 1999. In addition, Christakis employed an innovative technique to identify the spouses of these cohort members. This was named the Care after the Onset of Serious Illness (COSI) dataset. Because this project involved the collection of information about people at the time of diagnosis, it was possible to document substantial variation not just in the timing of hospice use but whether it was used to begin with. For cancer diagnoses, rates of hospice use over the course of the illness varied between 15.2 and 35.2 percent, and for non-cancer diagnoses from 5.9 to 8.7 percent. There was substantial small-area variation in hospice use, with U.S. counties varying from 0 and 39 percent of their elderly descendents dying while using hospice care. This substantial variation in hospice use across markets was not explained by differences in health care infrastructure, such as the availability of hospitals, nursing homes, skilled nursing facilities, or health maintenance organizations. 

Christakis used COSI to perform an innovative study that documented that hospice use by decedents reduces the probability of death of their bereaved spouses. Women married to men who died under hospice care had a 4.9 percent chance of dying by 18 months after their husbands’ deaths, compared to 5.4 percent for women who were married to men who did not use hospice care. Thus, this study documented a significant impact of hospice care not just on patients but also on family members. In ongoing work, Christakis will use COSI to examine whether hospice use shortens or lengthens the patient’s life. 

COSI also has been used to examine racial and income disparities in the use of teaching hospitals, and separately, to examine the impact of widowhood on health care use. For example, married persons consistently use higher quality hospitals and have shorter lengths of stay than unmarried persons, but those who are married or widowed appear to have similar quality care once they are in the hospital. 

Christakis’ current work with Medicare claims involves the assembly of a cohort of 1,017,074 married couples and the examination of how illness, death, or health care use in one spouse affects these same outcomes in the other, thus examining the health externalities of medical care. 
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Discussion 
Claims data are ideal because of the need for large samples required for these types of analyses involving mortality. Christakis noted that widowhood is worse for “privileged” people: young people, white people, rich people, etc. appear to suffer more health effects when a loved one dies than other individuals, for a variety of reasons. 

Next Steps 
It was recognized that regular communication between CMS and NIA would be beneficial. Given their complementary missions, NIA and CMS were encouraged to use this workshop as a starting point for a joint effort to focus on research of mutual interest and to find better ways to share data for research purposes. 

Suzman was impressed with the material presented, which he remarked represents an astounding tribute to the value of Medicare data and the statistical systems, acknowledging also the early contributions of Dorothy Rice. CMS representatives expressed their appreciation for the quality and relevance of the research papers, which supports the desirability of holding similar workshops in the future. 

CMS is making efforts to make its data more available to researchers and to build greater research capacity within the organization. There is currently a request for public comments about a CMS proposal to outline a skeleton file of what would be key variables that could be made available on a web page. An attempt is under way to link Medicare, Medicaid, MDS, and OASIS data. The MCBS already is linked to Medicare claims and is for many purposes the best dataset; however, it suffers from one drawback in that researchers would like many more observations. 

The biggest problem with Medicare claims files is that many variables that matter are not captured. The Medicare Modernization Act provides the prospect of including pharmaceutical information, which will make the claims files even more useful.
Access to data for people with exploratory interests is always a challenge because a specified project is needed to fund a program project (P01). It is useful to think of broader mechanisms that allow for more exploratory work on quick turnaround. Suzman considered it important to find a way to give graduate students more timely access to CMS data. He called on more rapid turnaround for the DUAs for graduate students embedded in NIA-funded centers to ensure that they can be productive before completing their training. 

Mor advocated centralized support to make CMS data usable without needing researchers to reinvent the wheel. He also noted that state policies interact dramatically with how people in different states use their Medicare benefits based on what other resources are available. These state policy considerations should be incorporated longitudinally. 

Meltzer raised the issue of differential responsiveness among NIA study section reviewers to studies dealing with cost as opposed to studies about health. There may be opportunities to think constructively with CMS about ways to address the looming crisis in health expenditures and productivity of medical care. Suzman commented that a National Health Accounts meeting held last week at the National Academy of Sciences to consider methodology underscored the daunting task of including quality of life and well being measures. 

One approach is to try to develop a database that serves as a backbone and encourage others to build upon it. There is a need to find ways to archive datasets. 

NIA will canvass researchers and try to pull together a set of potential topic areas for                 future  workshops  with  CMS. 

Agenda for workshop on 

The Analysis of CMS Data by NIA/BSR Researchers 
June 25, 2004 CMS, Baltimore, MD 

	Time 
	Topic 
	Speaker 

	8:15 – 8:30 
	Opening Statements 
	Richard Suzman 

	8:30 – 9:05 
	The uses of Medicare data to study the 1. comparative performance of for-profit and nonprofit hospitals 2. hospital ownership conversions 3. the productivity of vision screening, prevalence and incidence of eye diseases, 4. benefits of compliance with guidelines for preventing complications of diabetes, costs of dementia and other topics.  
	Frank Sloan  Duke University (unconfirmed) 

	9:05 – 9:40 
	1. Using Medicare claims data and hospital data to understand variations in end of life care. 2. Using real-time CMS claims to develop data monitoring of hospitals. 3. Using CMS data to investigate hospital costs and efficiency 
	Amitabh Chandra Dartmouth 

	9:40 – 10:15 
	Using CMS Data to Characterize the US Long Term Care Industry Performance 1. Using Medicare, MDS & OASIS data to estimate the impact of state policies on hospitalization & rehospitalization rates of long term care patients; 2. Using Medicare, MDS & OASIS to compare the impact of state policies on nursing home case-mix severity 3. Estimating the impact of state policies on nursing home quality 
	Vince Mor Brown 

	10:15 – 10:45 
	Coffee Break
	

	10:45 – 11:20 
	Overview of NBER research on high cost Medicare users 
	David Wise/ David Cutler NBER 

	11:20 – 12:05 
	1. Cohort and Time Trends in Medicare Expenditures 2. Mortality and Expenditure Trends for Medicare Beneficiaries with Cancer 
	Alan Garber 

	12:05 – 1:00 
	Lunch 
	

	1:00 - 1:35 
	Using Medicare Claims Data To Examine Hospitalist Efficiency 
	David Meltzer Chicago 

	1:35 - 2:10 
	1. The importance of self-management of disease in explaining SES health gradients 2. Future medical breakthroughs and their consequences for Medicare and elderly health 3. Obesity trends and their consequences for Medicare and elderly health 4. Disability trends and their consequences for Medicare and elderly health 
	Dana Goldman Rand 

	2:10-2:45 
	Medicare Linkage in the HRS 
	David Weir Michigan 

	2:45 – 3:15 
	Coffee 
	

	3:15- 3:50 
	Using CMS Data To Examine The Determinants And Outcomes Of Hospice Use -- And Of Terminal Care 
	Nick Christakis Harvard 

	3:50 – 4:15 
	Next steps 1. Long Term Care 2. High Cost Medicare  
	Richard Suzman 
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