Medicare Current Beneficiary Survey
CY 1995 Accessto Care

Public Use File Documentation
Introduction

The accompanying public usefileisthefifth in aseries of annua datareleasesreating to Medicare
beneficiaries accessto care. Thefile consstsof selected interview datafrom the ongoing Medicare Current
Beneficiary Survey (MCBS), which were collected during Round 13 (September through December of
1995) or earlier rounds for some vaiables for individuds in the continuing sample. These data are
augmented with Medicare clams and adminigtrative data for caendar year (CY) 1995.

Pur poses of the Survey

The MCBS is a continuous, multi-purpose survey of a representative sample of the Medicare
population, including both aged and disabled errollees. The study is sponsored by the Centers for
Medicare and Medicaid Services (CMS) and is directed by that agency's Office of the Actuary. Itis
designed to support both the agency's and that officés functions. CMS's primary misson is
adminigtering the Medicare program (Hedth Insurance for the Aged and Disabled) and assidting the dates
inadministering the Medicaid program (Grants to States for Medical Assistance Programs).

The Office of the Actuary isrespongblefor thefollowing activities: promulgating the premiumsand
deductible and coinsurance amounts associated with coverage or use of covered services, caculating the
capitation rates used to pay risk health maintenance organi zations; estimating the cost of covered benefitsfor
Medicare and Medicaid for the budgetary exercise; estimating the cost of non-covered services in
response to legidative initidives, projecting the long term financid soundness of the hedth insurance
trust funds estimating the cost of hedth reform; and estimating current and projected national and
personal health care expenditures (the nationd hedth accounts).

Anaysis of the accounts shows that in recent years there has been some dowing in the growth in
hedlth care expenditures. The decade from 1980 to 1990 experienced an average annud ratein the growth
of nationa hedlth expenditures of dmost 11 percent. The average annua rate over the period of 1990 to
1995 dowed to 7 percent. However, hedth care spending continues to outpace the overadl economy (as
measured by the gross domestic product), which grew at an average rate of about 5 percent during the
sametime.
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In addition, the share of the nation's tota hedlth care hill funded by the Federa, State and loca
governments through the Medicare and the Medicaid programs rose rapidly during the early part of this
decade, from amost 27 percent in 1990 to 33 percent in 1995.

These trends, dong with CMS's concerns about the qudity of care beneficiaries are receiving,
support the need for the collection of awidevariety of hedth related data. TheMCBSisdesgnedtoadin
CMS's adminigtration, monitoring, and evaluation of the Medicare and Medicaid programs. MCBS data
will enable CMS to do the following: monitor the impact, especidly financid, of changesin the Medicare
program on the beneficiary population and on the trust funds; devel op reliable and current information on the
useand cost of services not covered by Medicare (such as prescription drugs and long term care); develop
reliable and current information on the sources of payment for costsof covered services not reimbursed by
Medicare and of noncovered services, and analyze factors which are not available from clams or other
adminigrative records but are thought to affect use and mix of services.

The MCBS primarily focuses on economic and beneficiary issues; in particular, hedlth care use,
expenditures and factors that affect use of care and the beneficiary's ability to pay. Asapart of thisfocus,
the MCBS collectsavariety of information about demographic characteristics, hedlth satus and functioning,
access to care, insurance coverage, financid resources, and potentia family support. The longitudind
design of the MCBS dlows analysis of the effects of changes in these factors on patterns of use over time.

The Design of the MCBS

Feld work for Round 1 began in September 1991 and was completed in December 1991.
Subsequent rounds, involving the re-intaviening of the same sample persons or appropriate proxy
respondents, begin every four months. Interviews are conducted regardless of whether the sample
person resides a home or in along term care facility, usng the questionnaire verson (discussed later)
goppropriate to the setting.

Repeated Interviews. The MCBS is alongitudina pand survey. Sample persons are interviewed three
times a year over severd years to form a continuous profile of each individud's persond hedth care
experience. The MCBS is thus uniquely capable of tracing changes in coverage and other persond
circumstances, and observing processes that occur over time, such as peopleleaving their homesand taking
up resdencein long term care facilities, or soending their assetsfor medicd care until they become igible
for Medicaid.

Sample. Respondentsfor the M CBS were sampled from the Medicare enrollment file to be representative
of the Medicare population as awhole and by the following age groups. under 45, 45 to 64, 65t0 69, 70
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to 74, 75t0 79, 80t0 84, and 85 and over. Because of interest intheir specia health care needs, the ol dest
old (85 and over) and the disabled (64 and under) were oversampled to permit more detailed andyss of
these subpopulations. The sample size was designed to yield about 12,000 completed cases annudly.

The samplewas drawn from 107 primary sampling units (PSUs) or mgor geographic areas chosen
to represent the nation, including the Digtrict of Columbia and Puerto Rico, with a second stage of initidly
1,163 geographic clusters (later expanded to 1,344 in Round 4, 1,399 in Round 7, 1,432 in Round 10, and
1,437 in Round 13) randomly drawn within those PSUs. The samplewasannudly supplemented during the
September through December interview periods (that is, Round 4, Round 7, Round 10, and Round 13) to
account for attrition (deaths, disenrollments, refusals, etc.) and newly enrolled persons.

The set of beneficiaries reported on in the 1995 Access to Care File consists of arandom cross-
section of al beneficiarieswho were enrolled in one or both parts of the Medicare program asof January 1,
1995 and were dive and enrdlled at the time of interview during the 1995 fdl round (September -
December). Their nameswere drawn through the use of afarly complex sdlection agorithm thet involves
five different pands.

Theinitid large pand of 15,411 beneficiarieswasfieded in thefdl of 1991. Smdler supplementd
panels were added in the fal of 1992 and 1993. These supplementary panels afforded a chance of
selection to beneficiaries who became entitled to elther part A or Part B benefits during 1991 and 1992in
addition to maintaining adequate sample sizesin theface of death and samplettrition. At thetimethat the
first pand was fidded, no definite decison had been made on how many years to interview sample
beneficiaries.

In 1993, a decision was made phase out the 1991, 1992 and 1993 Panels after no more than 6
yearsof interviews and to limit future panelsto four years of interviews. Thismeant thet the new sampleto
be sdlected for 1994 had to be designed like the 1991 Pand so that it could eventualy replace it, rather
than being narrowly focused as the 1992 and 1993 Panels were.

At the sametime, adecision was madeto increasethe overdl sample sizeintermsof interviews per
year in order to adlow the smultaneous interviewing of 4 pands, each sarting with about 6400 sample
beneficiaries. In Round 10 (September- December 1994), we began implementation of the rotating pand
processwith the 1994 Panel. Thisgroup consisted of 6,390 beneficiaries, including asample of thosewho
became entitled during 1993 or on January 1, 1994. In Round 13 (September-December 1995), we
selected our second rotating panel, consisting of 6,349 beneficiaries. Like thefird rotating panel (Round
10), this pand was designed to be representative of the continuing sample, for which it was desgned to hdp
ultimately replace. 1t also includes those who became entitled during 1994 or on January 1, 1995. Once
therotating pand desgnisfully implemented, apand will befollowed for 12 interviews. Therewill befour
pands active at any one time, and each panel will have approximately 4,000 active sample persons. New
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panels will be introduced each year in the fal round and the panel being replaced will be retired the
folowing summer.

Because of the overlap between the new panel and the retiring pand, the number of intervievswe
conduct in around increased from 12,000 to 16,000 starting in Round 10. Figurel.1, while not drawnto
scae, givesavisud display of atimdine and showsthetrangtion from alongitudind to apand design. The
overlap during the trangtion and the smultaneous fielding of four panels during the fal round once the
trangtion isimplemented, is represented there.

Figurel.l Trandtion toaRotating Panel Design

1491 1/92 1493 1494 1/95 1/96 197 1/95
10 13 16 19 22

ol [a0n] [tal (o] [wta] [als] (W] [Wls

The fird retiring pand (about 4,000 individuals) had abbreviated questionnaires administered
beginningin Round 11 and, if necessary, Round 12 to complete the collection of medica eventsoccurringin
1994. These sample persons were then rotated out of the study. These individuas participated a
maximum of four years (thet is, abasdineinterview, three complete years of utilization and expenditure data,
and up to two interviews to "close out”" events due to late arriving paperwork).

Each fdl, under the rotating panel design, anew pane will beintroduced and each summer apand
will beretired. Thus, the sample was again supplemented in Round 13 and approximately 4,000 of the
ongoing sample were targeted for retirement from the study by Round 15. In Round 16 the remaining
4,000 will start the process of being rotated out. By Round 18 (the second round in 1997), the rotating
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pand design will be fully implemented; dl of the origind and first two supplementswill have completed the
sudy. Thisrotating panel sample design dlowsfor both the eventud termination of participation inthe sudy
for individuals and for the completion of about 12,000 interviews for an ongoing study population.

As mentioned above, the phase-out of 4,000 individuals from the 1991 and 1992 panelswas not
scheduled until Round 12, while the firgt interview for the 1994 panel was conducted in Round 10.
Therefore, the sample Size a Round 10 was much larger than it wasfor previousfal rounds because of the
overlapping pands. In alike manner, because of the overlapping panels, the sample size at Round 13 was
aso larger than pre-1994 fall rounds. Tablel.1 showsthe number of Round 13 respondents by oldest age
atained in 1995. Differentid sampling rateswere used to obtain such large samples of the disabled and the
oldest old.

Tablel.1 Number of completes at Round 13 by age category

Oldest age attained Number of completes
in 1995 at Round 13
Tota 15,590
Under 45 1,219
4510 64 1,378
65 to 69 2,570
70to 74 2,593
75t0 79 2,566
80to 84 2,573
85 and older 2,691

Complex Sample Design. In order to maximize the precision of Satitics, the sample was concentrated in
about 1500 ZIP code clugters within 107 Metropolitan Statistica Areas and clusters of nonmetropolitan
counties.  Although this clustering increases the sample size that can be afforded for a given budget, the
precisonisnot as good as would be expected from asmple random sample of the same sze (weresuich a
sampling procedure feasible).

The differentia sampling dso has the effect of degrading precision compared to asmple random
sample of the same size. Standard Satistical packages, such as SAS, SPSS, S, and BMDP are not
designed to control for both the dustering and for the differentid sampling and will give serioudy incorrect
gandard errors, confidence intervals and pvaues. Two packages that will give correct estimates of
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precison and significance are SUDAAN and WESVAR. See Section 6 for information on how to use
these packages.

Nonresponse Bias A concerted effort is constantly made to keep response rates high at each round,
knowing that cumulative attrition can become very serious in a pand survey. By Round 10, when the
rotating panel desgn wasinitiated, 69 percent of the survivorsin the 1991 Panel were dtill responding. (The
other 31 percent dropped out of the survey after providing anywhere from 0 to 9 interviews) The
comparable figures for the 1992, 1993 and 1994 Pands were 71%, 73%, and 83%. (Their rates are
higher since they have not been asked yet for as many interviews.) The average response rate across the
four panelsat Round 10 was 73 percent. At that point, no members of any pand had yet been rotated out.

Although average cumulative nonresponse rates in this range are nontrivid, steps have been and
continue to be taken to reduce the risk of nonresponse bias. Firg, at each round, data from administrative
recordsand from prior rounds are used to contrast new nonrespondentswith the continuing sample. Where
systematic differences are noted, the survey sampling weights are adjusted to remove the bias. For this
reason, it is critica that the survey sampling weights be used in dl andyses. (This variable is caled
R13CWGT on the RIC X record format.)

Second, asdiscussed earlier inthis section, we are converting the sample design fromalongituding
to a rotating panel. Participants are no longer asked to commit to indefinite participation. Insteed,
participation is limited to twelve interviews to collect three years of utilization and expenditure data.

Longitudind Andyses In addition to cross-sectiona andyses of the Medicare population asof thefal of
1995, this PUF may be linked to PUFs from preceding years to enable longitudind andyses. Specid
survey sampling weights are provided for the andysis of different time periods. Table 1.2 shows the
different possible periods that may be analyzed after linkage dong with the panelsinvolved, sample sizes,
and the gppropriate weight. (It should be noted that the longitudina files are not appropriate for doing
certain types of andyses, such asmortdity, disenrollment or characteristics of nonrespondents. If an anayst
isinterested specificaly in andyzing such topics usng the MCBS, they will need additiond data.)
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Tablel.2 Possblelongitudind analysesusing CY 1995 Accessto Care

Period Targeted last Earliest Rounds Sample  Weight

possible possible loss interviewed Size

"accretion”  of entitlement

(that is, new

entitlement)

date

Fall 1992 to fall 1995 1/1/92 fall 95 R4, R7, R10, R13 5290 R413WGT
Fall 1993 to fall 1995 1/1/93 fall 95 R7, R10, R13 6,703 R713WGT
Fall 1994 to fall 1995 1/1/94 fall 95 R10, R13 10,596 R13NRWGT

The Community Interview. Sample persons in the community (or appropriate proxy respondents) are
interviewed using computer-assisted personal interviewing (CAPI) survey instruments installed on
notebook-size portable computers. The CAPI program automatically guides the interviewer through
the questions, records the answers, and compares them to edit specifications, thereby increasing the
output of timely, clear, and high quality data. CAPI guides the interviewer through complex skip
patterns and inserts follow-up questions where certain data were missing from the previous round's
interview. When the interview is completed, CAPI allows the interviewer to transmit the data by
telephone to the home office computer.

These interviews yield a series of complementary data over time for each sample person on
utilization of health services, medical care expenditures, health insurance coverage, sources of payment
(public and private, including out-of-pocket payments), health status and functioning, and a variety of
demographic and behavioral information (such as income, assets, living arrangements, family
supports, and quality of life). Additionally, an access to care supplement is asked once a year in the
September - December round.

An effort is made to interview the sampled person directly, but in case this person is unable to
answer the questions, he or she is asked to designate a proxy respondent, usually a family member or
close acquaintance. In Round 13, 12 percent of the community interviews were done with proxies.
The Facility Interview. The MCBS conducts interviews for persons in long-term care facilities using a
similar, but shortened instrument. A long-term care facility is defined as having three or more beds
and providing long-term care services throughout the facility or in a separately identifiable unit. Types
of facilities currently participating in the survey include nursing homes, retirement homes, domiciliary
or personal care facilities, distinct long-term units in a hospital complex, mental health facilities and
centers, assisted and foster care homes, and institutions for the mentally retarded and developmentally
disabled.
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If an institutionalized person returns to the community, a community interview is conducted. If
he or she spent part of the reference period in the community and part in an institution, a separate
interview is conducted for each period of time. Because of this, a beneficiary can be followed in and
out of facilities, and a continuous record is maintained regardless of the location of the respondent.

The initial contact for the institutional interview is always with the facility administrator.
Interviews are then conducted with the staff designated by the director as the most appropriate to
answer each section of the questionnaire. It was decided early in the design of the study not to attempt
interviews with the sample person or family members. The facility interview does not include
attitudinal or other subjective items. The facility instruments include:

(1) The Facility Screener - This instrument gathers information on the facility to determine the
facility type. It is asked during the initial interview;

(2) The Baseline Questionnaire - Gathers information on the health status, insurance coverage,
residence history, and demographic items on supplemental sample beneficiaries in a facility
setting and new admissions from the continuing sample. Selected information from this
questionnaire is updated annually for continuing sample persons using an abbreviated version,
The Facility Component Supplement to the Core Questionnaire; and

(3) The Facility Core Questionnaire - Collects information on facility utilization, charge and
payment information. This questionnaire is asked in every round but the initial one.

The institutional questionnaires also differ from those used in the community because the
former are administered using a conventional printed instrument with handwritten entries.

Data Linkage. MCBS interview data have been augmented with selected individual person-level
administrative data (for example, buy-in status for Medicaid and Medicare capitation payments for
managed care plan membership) and fee-for-service claims for Medicare-covered services. The
addition of these data greatly enhances the analytic power of the survey-reported data alone. This
results in a data base which combines data that can only be obtained from personal interviews (survey
data) with Medicare administrative data and Medicare claims data. All personal identifying
information is removed to ensure confidentiality.

Design of the Access to Care Public Use File

The Access to Care Public Use File is designed to provide early release of MCBS data related to
Medicare beneficiaries' access to care. Rapid release of access data is achieved by omitting survey
reported utilization and expenditure data. The claims information, while limited to program payments
for covered services, third party payments for some Medicare secondary payer situations, and potential
beneficiary liability, allows significant analysis of the impact of program changes on the beneficiary.
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This process eliminates the need for imputation of missing cost and payment variables and by-passes
the reconciliation of the utilization and expenditure data collected in the survey with Medicare claims
data.

The content of the Access to Care Public Use File is governed by its central focus. In addition
to questions from the access supplement concerning access to care, satisfaction with care and usual
source of care, the file contains demographic and health insurance data and data on health status and
functioning. To facilitate analysis, the information collected in the survey is augmented with data on
the use and program cost of Medicare services from Medicare claims data.

Contents of this Documentation

The rest of this manual contains detailed information about this public use file and specific
background information intended to make the data more understandable. The sections are described
below.

Section 1: Technical description of the public use file specifications and the structure of the
public use file. It also provides a brief description and count of each of the record
types in this file.

Section 2: Codebook of the file variables. This codebook is organized by record type and
contains the question number (for data collected in the survey), and variable name,
description and location in the record. Codes or possible values and value labels are
also supplied. Frequencies for most variables (those with fewer than 120 distinct
values) are also included in the codebook, as are notes concerning when variables are
inapplicable (that is, questions were not asked due to skip patterns in the CAPI
program). An index of variables is also included at the end of the codebook.

Variables in the CMS bill records are documented slightly differently. Record
layouts are provided and are cross-walked to CMS data dictionary names. The data
dictionary supplies a full explanation of all the variables and their various values.

Section 3: Notes on how individual variables were collected.

Section 4: A list of anomalies that exist in the data which were intentionally left as reported by the
respondent ("No-Fix" edits).

Section 5: Hard copy versions of the questionnaires used in Round 13. The questionnaires have
been annotated with variable names to associate the questions with the codebook.
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Section 6: A general description of the MCBS sample design, estimation procedures and
projections. A brief discussion of response rates is also included. This section
concludes with a comparison of the MCBS projections to CMS control figures.

References
Centers for Medicare and Medicaid Services, Office of the Actuary, unpublished 1995 data from the
national health accounts.

Notes

1. Because people often are listed in the enroll nent database before eligibility for Medicare
benefits actually begins, The Round 4 suppl enent includes sone beneficiaries who becane eligible
after the targeted | ast accretion date, specifically between February and August 1992

2. The primary goal of the survey is the dissenmination of detailed cal endar year utilization
and expenditure data. Therefore, it was decided to delay sanpling the January 1993 accretes to
coincide with sanpling for the bal ance of 1993 accretes. Since the target for the CY 1993
Access to Care file was all those enrolled for all of 1993, which includes the January 1993
accretes, a weighting adjustnent was made so that the cross-sectional weights on that file
reflect the inclusion of this group
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Public Use File Structure

File specificaions

The MCBS Caendar Y ear 1995 Accessto Care PUF consists of aseries of 36 separate datasets
or files. Twenty-one of these datasets contain data on the MCBS sample persons, thesefilesarethedata
files Theother 15 datasets contain SAS® code (SASinput statements, formats and labels) to facilitate the
use of the datafiles by userswho have accessto a SAS mainframe environment. Thesearethe README
files

Figure 1.1 shows file specifications such as file name, record count, and the associated
README file names.

Summary of the Data

The 21 data files represent completed Round 13 interviews with a sample of 15,590 Medicare
beneficiaries, and supplementa information from CMS's Medicare files. Of these cases, 14,235
beneficiaries had community interviews and 1,355 beneficiaries had facility interviews.

Using the Data

All datasets are standard "flat" filesto dlow for processing with awide variety of operating systems
and programming languages. The datasets can be divided into two subject matter groups, files related to
MCBS survey datawith related Medicare adminigtrative variablesand files related to Medicare bill data.

There are 14 datafiles containing survey data and related summary adminidtrative variables. For
each of thesefilesthereisa"README" filewhichincludesaSASINPUT gatement, aPROC FORMAT
to interpret the coded fields, LABEL s which provide more information about the variable than would be
possiblein an 8- character name, and aFORMAT statement which associatesthe codeinterpretationswith
the appropriate variables.
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MCBS.readme.rick
MCBS.readme.rica
MCBS.readme.ricl
MCBS.readme.ric2
MCBS.readme.ric3
MCBS.readme.ric4
MCBS.readme.rich
MCBS.readme.ric
MCBS.readme.ric7
MCBS.readme.ric8
MCBS.readme.ricx
MCBS.readme.ricx4
MCBS.readme.ricx3
MCBS.readme.ricx2
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E
MCBSrick i 15,590 |
MCBSrrica i 15,590 |
MCBSricl i 15,590 |
MCBSric2 | 15,580 |
MCBSric3 | 14,221 |
MCBSric4 i 15,590 |
MCBSric5 | 14,235 |
MCBS.ric6 ' 1,355 |
MCBSric7 | 1,355 |
MCBSric8 {15,590 |
MCBS.ricx i 15,590 |
MCBSiricx4 i 15,590 |
MCBSricx3 i 15,590 |
MCBS.ricx2 i 15,590 |

1 I

1 I
MCBS H '
MCBS.hillrec.inp H 5,118 |
MCBS.hillrec.snf H 1,204 |
MCBS.hillrec.hsp | 210 |
MCBS.billrec.hha i 9,006 |
MCBS.hillrec.otp 142,792 |
MCBS.hillrec.phy | 487,921 |
MCBS.billrec.dme i 31,336 |

There are seven datafiles containing Medicare bill data. The MCBS.README.BILLREC file contains
SAS input statements and labels (but no formats) for al seven bill record files.

Asanillugration of the gructure of the README files, Figure 1.2 isacopy of the README filefor the
Survey Enumeration record, RICS.
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Figure1.2: Text of a Typical README file
(MCBS.README.RICS lllustrated)

INPUT @1 RIC  $1.
@2 FILEYR $2.
@4 BASEID $8.
@12 D_HHTOT 2.
@14 D_HHREL 2.
@16 D_HHUNRL 2.
@18 D_HHCOMP 2.
@20 D_HHLT50 2.
@22 D_HHGES0 2.

PROC FORMAT;

VALUE HHCDFMT . ='INAPPLICABLFE'
-8 ='DONT KNOW'
1="NOONE
2="SPOUSE ONLY"'

3 ="SPOUSE & OTHERS

4 ="CHILDREN ONLY"
5="CHILDREN & OTHERS
6="OTHERSONLY"
7="NON RELATIVE;

VALUE PEOPLE 0='NO ONE'
1="ONE PERSON'
2="TWO PEOPLE'

22 ='TWENTY TWO PEOPLE;
COMMENT USE THISTO SET LABELS ON THISFILE;

LABEL
RIC  ='RIC CODE FOR SURVEY ENUMERATION CODE'
FILEYR ='YY REFERENCE YEAR OF RECORD'
BASEID ='UNIQUE IDENTIFICATION NUMBER'
D_HHTOT ='TOTAL NUMBER OF PEOPLE IN HH'
D_HHREL ='NO.IN HH RELATED TO SP (INCLUDING SP)'
D_HHUNRL ='TOTAL NO. PEOPLE IN HH UNRELATED TO SP
D_HHCOMP ="HOUSEHOLD COMPOSITION CODE'
D_HHLTS50 = 'NUMBER IN HH UNDER 50 (MAY INCLUDE SP)'
D_HHGES50 = 'NO. IN HH 50 AND OVER (MAY INCLUDE SP)';

FORMAT D_HHTOT PEOPLE.
D_HHREL PEOPLE.
D_HHUNRL PEOPLE.
D_HHCOMP HHCDFMT.
D_HHLT50 PEOPLE.
D_HHGES0 PEOPLE.;
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Structure of the MCBS public use file(s)

As mentioned above, the datafiles can be divided into two subject matter groups. filescontaining
survey data with related Medicare adminigirative variables and files containing Medicare bill data
There are 14 datafilesin the survey and administrative summary data group:

Key

Adminidrative |dentification

Survey ldentification

Survey Hedlth Status and Functioning

Survey Accessto Care

Survey Hedth Insurance

Survey Enumeration

Survey Facility Resdence Higtory

Survey Fecility Identification

Survey Interview

Survey Cross-Sectionad Weights

Survey Longitudind Weights (for individuas from the origind or Round 4 supplemental

samples who completed Round 4, Round 7, Round 10, and Round 13 interviews)

o] Survey Longitudind Weights (for individuas from the origind, Round 4, or Round 7
supplemental samples who completed Round 7, Round 10, and Round 13 interviews)

o] Survey Longitudind Weights (for individuds from the origind, Round 4, Round 7, or

Round 10 supplemental samples who completed Round 10 and Round 13 interviews)

O OO0 000000 O0OO0oOOo

There are saven types of Medicare bill records in the detailed utilization portion of the file:

Inpatient hospital

illed nursing facility
Hospice

Home hedlth

Outpatient
Physician/supplier

Durable medica equipment

O OO OO0 Oo

The bill records represent services provided during calendar year 1995 and processed by CMS in
conjunction with our adminigtrativefunctions. To faclitate analys's, the Adminigtrative | dentification record
contains a summary of the utilization thet these bills present in detail.
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All MCBS public use records begin with the same three variables. a record identification code
(RIC), the rversion of the RIC (VERSION) and a unique number that identifies the person who was
sampled (BASEID). These dements serve to identify the type of record and to provide a link to other
types of records. To obtan complete survey information for an individud, an andyst must link
together records for that individua from the various data files usng the variable BASEID. In Round 13,
none of the sample people hasarecord on every datafile. Figure 1.3 providesan overview of the presence

of data records on the various data files for community and facility respondents.

Figure 1.3 The number of records present on each of the data filesfor community and facility sample
respondents
Community Facility
Datafiles respondents respondents

RICK - Key record 1 per respondent 1 per respondent
RIC A - Adminidrative Identification 1 per respondent 1 per respondent
RIC 1 - Survey ldentification 1 per respondent 1 per respondent
RIC 2 - Survey Hedth Status and Functioning 1 per respondent 1 per respondent
RIC 3 - Survey Accessto Care 1 per respondent none

RIC 4 - Survey Hedth Insurance 1 per respondent 1 per respondent
RIC 5 - Survey Enumeration 1 per respondent none

RIC 6 - Survey Facility Resdence History none 1 per respondent
RIC 7 - Survey Fadility Identification none 1 per respondent
RIC 8 - Survey Interview 1 per respondent 1 per respondent
RIC X - Survey Cross-sectiona Weights 1 per respondent 1 per respondent
RIC X4 - Survey R4/7/10/13 Longitudinad Weights 1 per respondent 1 per respondet
RIC X3 - Survey R7/10/13 Longitudina Weights 1 per respondent 1 per respondent
RIC X2 - Survey R10/13 Longitudind Weights 1 per respondent 1 per respondent

Hogpitd bills* 1, severd, or none per respondent
Skilled nurang fadility bills* 1, severa, or none per respondent
Hospice bills* 1, severd, or none per respondent
Home hedth bills* 1, severa, or none per respondent
Outpetient bills* 1, severd, or none per respondent

Physcia/supplier bills*
Durable medica equipment bills (eff. 10/93) *

1, severa, or none per respondent
1, severa, or none per respondent

* These bills are summarized in the Administrative Identification record (RIC A), but are provided for
more detailed analysis. If the sample person used Medicare benefits, there will be one or many hills, of

Medicare Current Beneficiary Survey

CY 1995 Accessto Care 5

May 1997



Section 1: File Structure

one or many types, depending on what types of services were used. If the sample person used no
Medicare benefits of a certain type, there will be no bills of that type. If the sample person used no
Medicare benefits at all, there will be no bills. The RIC A summary provides information about how
many services of each type will be found in the bill record files.

The tables that follow Figure 1.3 describe dl of the types of recordsinthisrelease. Table 1.A
describes the survey and adminigtrative records, Table 1.B describes the bill records.

Medicare Current Beneficiary Survey May 1997
CY 1995 Accessto Care 6



File Structure

Table1.A - File Overviews
Survey and Adminigrative Summary Data Files

Filee KEY
RIC: K
Number of Records. 15,590 - 1 for each person who completed an interview

Description: The BASEID key identifies the person interviewed. It is an 8digit dement,
conggting of aunique, randomly-assigned 7-digit number concatenated with a

sngle-digit checkdigit.

In addition to the BASEID, the KEY file contains the type of interview
conducted and other variablesfor classfying the beneficiary.

Filee  ADMINISTRATIVE IDENTIFICATION

RIC: A
Number of records: 15,590 - 1 for each person who completed an interview

Description: The ADMINISTRATIVE IDENTIFICATION file containsinformeation about the
sample person from adminigtrative records maintained by the Hedlth Care
Financing Adminigtration. It contains basic demographic information (date of
birth, s=x), insurance information (Medicare entitlement, Medicaid digibility,
HMO enrollment), and summarizesthe sample person'sMedicare utilization for
1995.

Medicare Current Beneficiary Survey May 1997
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Table1.A - File Overviews
Survey and Adminigrative Summary Data Files

Filee  SURVEY IDENTIFICATION
RIC: 1
Number of records. 15,590 - 1 for each person who completed an interview

Dexcription:  The SURVEY IDENTIFICATION file contains demographic information
collected in the survey. To some extent, it pardles the demographic
information provided in the ADMINISTRATIVE IDENTIFICATION file
(dete of birth and sex, for example). Demographic information that is not
availablein the CMS records, such as education, income and military service,
are also present.

Filee SURVEY HEALTH STATUSAND FUNCTIONING

RIC: 2
Number of Records: 15,580 - 1 for each person who completed an interview

excludes the following BASEIDs.
00004169, 00070227, 00111387, 00128941, 00203974, 00215737,
00224634, 00239579, 00242933, 00264670

Description: The SURVEY HEALTH STATUS AND FUNCTIONING file contains
information about the sample person's hedth, including: sdlf-reported height
and weight, asdf-assessment of vision and hearing, use of preventive measures
such as immunizations and mammograms, avoidable risk factors such as
smoking, and ahistory of medica conditions. Standard measures- activitiesof
daily living (ADLS) and ingtrumentd activities of daily living (IADLS) - dso
appear in thisfile

Medicare Current Beneficiary Survey May 1997
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Table1.A - File Overviews
Survey and Adminigrative Summary Data Files

File. SURVEY ACCESSTO CARE
RIC: 3
Number of Records: 14,221 - 1 for each community person who completed an interview

excludes the following BASEIDs.

00004169, 00039505, 00070227, 00111387, 00128941, 00150625,
00203974, 00215737, 00224634, 00230324, 00239579, 00242933,
00258689, 00264670

Destription: The ACCESS TO CARE file contains information from the Access to Care and
Satisfaction with Care sections of the questionnaire.  Sample people were
asked generd questions about their useof dl typesof medical servicesin 1995
and about their usua source of medicd care. Thisfileadso containsthe sample
peopl€e's assessment of the quality of the medical care that they are receiving.

File. SURVEY HEALTH INSURANCE
RIC: 4
Number of Records: 15,590 - 1 for each person who completed an interview

Description: The SURVEY HEALTH INSURANCE file summarizes the hedth
insurance information provided by the sample people.

NOTE: Onederived varigble, the summary insuranceindicator, D_SUMINS indicatesthevariety
and number of policies reported by the sample person. Medicaid coverage and details of other
types of coverage are dso included. To limit the sze of the RIC 4 record, only 5 private hedlth
insurance policies are detailed. Severd individuasin the sample had more than 5 privete hedth
insurance policies. For those peoplethetota inthesummary indicator iscorrect, but the number of
plans detailed is less than the totdl.
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Table1.A - File Overviews
Survey and Adminigrative Summary Data Files

File. SURVEY ENUMERATION
RIC: 5
Number of Records. 14,235 - 1 for each person who completed a community interview

Decription: The ENUMERATION file contains information about the sample person's
household. It reflectsthe size of the household, and the age and rel ationship of

the peopleinit.

File: SURVEY FACILITY RESIDENCE HISTORY

RIC: 6
Number of Records: 1,355 - 1 for each person who completed afacility interview

Description: The FACILITY RESIDENCE HISTORY file summarizes the sample person's
day(s) in the fadlity, providing information about the admisson and some

limited information about the sample person's living arrangement prior to
admisson.

File: SURVEY FACILITY IDENTIFICATION

RIC: 7
Number of Records: 1,355 - 1 for each sample person interviewed in afacility

Destription: The FACILITY IDENTIFICATION file provides genera characteristics of the
indtitutions, most of the information from the facility screener. In severd cases,
more than one sample person resided in the same facility. In these casesthe
RIC 7 records are redundant (containing dl of the sameinformation), and differ
only in the BASEID.

Medicare Current Beneficiary Survey May 1997
CY 1995 Accessto Care 10



File Structure

Table1.A - File Overviews
Survey and Adminigrative Summary Data Files

Filee ~ SURVEY INTERVIEW
RIC: 8
Number of Records: 15,590 - 1 for each person who completed an interview
Description: The SURVEY INTERVIEW file summarizes the characterigtics of the interview,
including type of questionnaire, duration, and whether or not the interview was
conducted with a proxy respondent.
File: SURVEY CROSS-SECTIONAL WEIGHTS
RIC: X
Number of Records: 15,590 - 1 for each sample person
Description: The CROSS-SECTIONAL WEIGHTS file provides cross-sectiond weights,
including generd purpose weights and a series of replicate weights.
File: SURVEY R4/7/10/13 LONGITUDINAL WEIGHTS

RIC: X4

Number of Records: 15,590 - 1 non-zero weght for each individud from the origind or
Round 4 samples who completed Round 4, Round 7, Round 10, and
Round 13 interviews (5,290); missing value (".") for dl others (10,300).

Destription: The LONGITUDINAL WEIGHTS file provides longitudind weights, including
genera purpose weights and a series of replicate weights.
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Table 1.B - File Overviews
Medicare Utilization Data Files

File SURVEY R7/10/13 LONGITUDINAL WEIGHTS
RIC: X3
Number of Records: 15,590 - 1 nonzero weight for each individud from the origina, Round
4, or Round 7 samples who completed Round 7, Round 10, and Round
13 interviews (6,703); missing vaue (".") for dl others (8,887).
Description: The LONGITUDINAL WEIGHTS file provides longitudind weights, including
generd purpose weights and a series of replicate weights.
File SURVEY R10/13LONGITUDINAL WEIGHTS
RIC: X2
Number of Records: 15,590 - 1 nonzero weight for each individua from the origind,
Round 4, Round 7, or Round 10 sampleswho completed Round 10, and
Round 13 interviews (10,596); missing vaue (".") for al others(4,994).
Description: The LONGITUDINAL WEIGHTS file provides longitudind weights, including
generd purpose weights and a series of replicate weights.
Filee HOSPITAL BILL
RIC: INP
Number of Records. 5,118
Description: Inpatient hospitad bills for the MCBS population. These include bills from short
day generd hospitds, and long-term hospitals such as psychiatric and TB
hospitals. Different provider types are distinguishable. Generdly, thereisone

bill for each stay. Some hospitals, particularly the long-termfadilities may bill n
acydicd bassand severd bills may condtitute a Sngle hospitaization.
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Table 1.B - File Overviews
Medicare Utilization Data Files

File: SKILLED NURSING FACILITY BILL
RIC:  SNF
Number of Records: 1,204
Description: Skilled nurang facility bills for the MCBS population. These include Chrigtian
Sciencefacilitiesand other skilled nuraing fecilities. Different provider typesare
diginguishable. Generdly, severd bills condtitute aperiod of inditutiondization.
File: HOSPICE BILL
RIC:  HSP
Number of Records. 210
Description: Hospice billsfor the MCBS population. Billing practices vary by provider in that
some hospices bill on a cyce (eg. monthly) so that severd hills condtitute a
period of hospice care; others submit aseries of "find" bills.
Filee HOME HEALTH BILL
RIC: HHA

Number of Records: 9,006

Description: Home hedlth hills for the MCBS populaion. Home hedth agencies generdly hill
onacycle eg., monthly.
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Table 1.B - File Overviews
Medicare Utilization Data Files

Filee OUTPATIENT BILL
RIC:  OTP
Number of Records: 42,792
Description:  Outpatient hospitd billsfor the MCBS population. Thesebillsare generdly for
Pat B sarvices that are delivered through the outpatient department of a
hospitd (traditiondly, aPart A provider).
Filee PHYSICIAN/SUPPLIER BILL
RIC: PHY
Number of Records: 487,921
Description: Medicare Part B (physician, other practitioners, and suppliers other than DME--
see RIC M below for DME) clamsfor the MCBS population. Theserecords
reflect services such asdoctor vigts, laboratory tests, X-raysand other typesof
radiologicd tests, surgeries, and inoculations.
Filee DURABLE MEDICAL EQUIPMENT BILL
RIC: DME

Number of Records: 31,336

Description: Medicare DME Part B clams for the MCBS population. These records reflect
clamsfor DME rentals and purchases which were processed beginning 10/93.
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Codebook

This public use release conggts of two parts: 1) a summary segment, which contains dl of the
survey information and summary data from CMS's adminigtrative and cdlams files, and 2) abill ssgment,
which containsitemized bill records from CMS's Nationa Claims History (NCH) database.

The firg part of this section includes frequency tables for al of the varigbles in the summary
segment. The second part of this section documents the variables (without frequencies) in the bill detall
records.

SUMMARY SEGMENT

Using thetables

The following tables ligt the varidbles in each of the records, give their physicd location in the
record, list their possible vaues and relate them to the questionnaires or to source CMS files.

Thefirg part of the Medicare Current Beneficiary Survey public usefile (that is, the survey and
CMS summary data) is made up of 14 different types of records. The name of the record type being
described is identified by name on the second line. The RIC or record identification code with the record
type being described is shown on the third line on the right of the page under the page number. Thiswill
enable more rapid access to particular parts of the codebook.

Vaiable - This column contains the variable names that we have associated with the SAS version
of our datafiles. Since SAS limits variable names to 8 characters, these names are not away's
immediately meaningful. Y ou can change them to more informative names, but the namesin the
tables were used to annotate the copies of the questionnaires.

Certain conventions apply to the SAS variable names. All variables that are preceded by the
character "D ", suchasD_SMPTYP are derived variables. The variablesdid not comedirectly fromthe

survey data, but compiled from severd survey variables. Variablespreceded by the characters™H_" come
for CMS sourcefiles.

Cal (Caumn) - This column locates the variable physicaly in the record.

Len (Length) - This column describes the length of thefidd of the varigble.
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Fmt (Format) Name - This column identifies the format name associated with the varidble in the
SAS README filefor this variableés RIC.

Frequency - This column shows unweighted frequency counts of vaues or recodes for each
variable.

Ques # - The column headed "Ques #' contains a reference to the questionnaire for direct

variables, or to the source of derived variables. For example, the"Ques#" entry that accompanies
the varidble ERVISIT inthe Accessto Carerecord is"ACL." Thefirg question in the Accessto
Care portion of the community questionnaire is the one referenced.

Table 2.1 ligsthe abbreviationsthat may gppear in this column when a section of the questionnaire
is referenced.

This column will be blank for variables that relate to neither the questionnaire nor to CMS source
files. These variables, such asthe record identification code (variable name is RIC), are usudly onesthat
we created to manage the data and thefile.

Ty (Type) - This column identifies the type of varidble, that is, numeric (N) or character (C).
Labe (Vaiable labe and codes) - Inthefirg lineunder thiscolumn, you will find an explanation of

the variable which describesit more explicitly than would be possiblein only 8 letters. Theselabels
are avalablein README files, if you wish to use them in creating SAS data sets.

For coded varidbles dl of the possible values of the variable gppear in lines beneath that
explanation. Associated with each possible vaue (in the column labeled "Frequency”) is a count of the
number of times that the variable had that vaue, and, under the column labeled "Labd," a short format
expanding on the coded vdue. Formats are dso avalable in the README files.

Certain conventions were used in coding al variables to distinguish between questions that
beneficiaries would not, or could not, answer, and questions that were not asked. These conventiona
codesare: "." or "-1" if the question was not gpplicable; "- 7" if the respondent refused to answer; -8 if the
respondent didn't know the answer; and "-9" if the answer could not be ascertained from the response.
With derived variables, a" " (blank) or "." mean that the variable could not be derived becaliseone or more
of the component parts was not available.

Many questions were posed to dicit Smple"Yes' or "NO" answers, or to limit reponses to one
choicefrom alist of categories. Inthese cases, theresponsesare"Yes' or "No," or one of the codesfrom
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Section 2: Codebook

thelist. Inother questions, the respondent was given alist of itemsto choose from, anddl of the responses
were recorded. In these cases, each of the responsesis coded "Indicated” or "Not indicated.”

If a beneficiary responded with an answer that was not on the list of possible choices, it was
recorded verbatim. All of the verbatim responseswere reviewed and categorized. New codeswere added
totheorigind list of optionsto accommodate narrativesthat appeared frequently. For thisreason, thelig of
possible vaues for some variables may not exactly match the questionnaire.

Inapplicable - Each variable is followed by a statement that describes when a question was not
asked, resulting in amissing variable. Questions were not asked when the response to a prior
question or other information gethered earlier in theinterview, would makethemingppropriate. For
example, if the sample person said he has never smoked (community component, question HS16),
he would not be asked if he smokes now (question HS17).

The codebook for the various survey and summary RICsis followed by a Variable Name Index
thet listssequentialy dl variablesin the codebook, source of informetion, pertinent RIC, and pagewithin the
codebook.

Table2.1: Abbreviations Used to |dentify Sections of the Questionnaires

Community Quedtionnaire: IN Introduction
EN Enumeration
HI Hedth Insurance
AC  Accessto Care
HS  Hedth Status and Functioning
SC Satisfaction with Care
us Usud Source of Care
DI DemographicsIncome
CL Closing

Facility Questionnaire (Screener): FQ

Facility Basdine Questionnaire: A DemographicsIncome

Residence History

Hedth Status and Functioning
Hedth Insurance

Tracing and Closng

—roo0oOw
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BILL DETAIL SEGMENT

Using thetables

Thetablesin the bill detail section describe the Medicare utilization filesincluded on the public use
file. There are two sets of tables; they must be consdered together in order to interpret the datain this
segmernt.

[ | FILE DESCRIPTIONS FOR MEDICARE CLAIMS - These record layouts correspond to
the seven Medicare utilization files on the public use file(s). The inpatient hospita and SNF hill
filesare described in the same record layout even though they are in separate datasets.

NCH No. - The number associated with each varigble in the public use file hill records and
CMS's Data Dictionary (discussed below). The NCH No. can be used to crosswak from the bill
record to the more detailed description in the dictionary.

Vaiable - The name we have assgned to the dataeement (variable). Names may be up to eight
characterslong and are mnemonic. The variable name links the record layout to the remainder of
the bill detail documentation. This nameisaso the name that wehavesuppliedinthe"README"
SASINPUT statement and labels.

Type - Theformat of the data dement, or variable. Singly occurring data fields may be numeric,
character or packed-decimdl.

Group items may appear more than once, depending on the information thet is present in the hill.
For example, if severd surgica procedures were reported on the bill, each of them would appear as a
separate group item. Onesurgica procedurewould trandateto asinglegroup item. A counter shows how
many of each trailer type are present. For example, the number of ICD-9-CM procedure code groups
present on the claim would be indicated by the counter PROCCNT.

Length- The number of bytes physicaly occupied by the variable in the record.
Format - How the data should be interpreted. For example, date fields may be read as six

characters, interpreted as Y YMMDD (two-digit year, followed by two-digit month, followed by
the two-digit day of the month).
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Description - A more complete explanation of what the variable contains. These descriptionscan
be assgned to variables with the SAS LABEL code thét is provided in the "README" file.

[ | DATA DICTIONARY - Thesetables are maintained by CMS to describe their internal records.
They contain sandard definitions of the varidbles in this file and vaues for dl coded variables.
Some of the variablesreferenced in thisdictionary do not gppear inthisfile. Wehave deleted some
fields to protect the privacy of those who are participating in the survey.
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Notes on Using the Data

In an undertaking of this nature and magnitude, there are bound to be questions about how terms
are defined operationdly and how field procedures affect the data collection process. We have included
this section to address those questions.

Thissection isacollection of information about various datafields present in this public userel ease.

We have not attempted to present information on every survey data field; rather, we concentrated our

efforts on data fields where we have something useful to introduce. We gart with information which is

relevant across the board (globa information). We follow that with specificinformation on individud data
fields, presented in the same sequence as the data fields appear in the codebook.

Global Information
Missing Vdues

Variousnegativevauesare used toindicatemissng data. For instance, for survey collected data, a
vaueof -1 indicates that the varidble is ingpplicable. A varidble is generdly ingpplicable because the
guestion isnot appropriate, for example, aquestion about hysterectomy when therespondentisamale. In
thisfile, the vaue - 1 has been replaced with SAS® standard missing values (" " or blank for character and
"." for numeric). Other missng value codesusad inthesurvey (-7 for "refused,” -8 for "don't know," and-9
for "not ascertained") were not changed.

Dates

The CMS-derived dates of birth include century indicators and are in the format YYYYMMDD
(4-digit year, 2-digit month and 2-digit day). Other datesin thispublic use release have been written as six
numeric charactersinthefollowing form: YYMMDD (2-digit year, 2-digit month and 2-digit day). Dueto
the manner in which the responses were given, these dates must be evaluated in parts because one or more
of the parts may be missing. For example, avague response about a particular date (such as, "l know it
wasin June of last year, but I'm not sure of the exact day") would be coded "9206-8" ("92" for the year,
"06" for June, and the code "-8" for "Don't know" for the day).
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Narratives

Respondents were asked a number of opentended questions. The respondents answered these
questions in their own words, and interviewers recorded the responses verbatim. The interviewer was
prohibited from pargphrasing or summarizing the respondents answers. However, this public use release
doesnot contain narratives. Instead, we have supplied codes that summarize the answer. Often there will
be more than one code because the answer included severa specific topics.

Specific variables- Key Record (RIC K)

There are 15,590 key records, one for each individua who completed an interview (14,235
community interviews INTERVU="C" and 1,355 facility interviewsINTERVU="F").

Thefacility interview was conducted whenever the sample person wasresding in afecility: 1) that
contains three or more beds, 2) that is dlassfied by the administrator as providing long-term care, and 3)
whaose physicd structure dlowslong-term careresdents of thefacility to be separatdly identified from those
of the indtitution as awhole. This broad definition alows anadyss beyond traditiona views of long-term
care, that is, nursng home and related care homes having three or more beds and providing either skilled
nursing, or rehabilitative or persona care (other than supervison). Andystscan narrow or extend thefocus
of their dudies of facility care by using information from the Survey Fecility Identification Record. This
record is present for each sample person for whom afacility questionnaire was administered.

Some sample people had more than oneinterview inthisround. Thisrdeaseisamix of theorigind
1991 sample(D_SMPTY P="91"), peoplewhojoined thesurvey inRound 4 (D_SMPTY P="92"), people
who joined the survey in Round 7 ©_SMPTYP="93"), people who joined the survey in Round 10
(D_SMPTYP="94"), and peoplewho joined thesurvey inRound 13 (D_SM PTY P="95"). Interviewsare
conducted for the continuing sample (that is, the origind 1991, Round 4, Round 7, and Round 10 samples)
inasmany settings asnecessary, to create aseamlessview of theentireround. Only oneinterview--fadlity
or community--is conducted with the new (Round 13) sample people, depending on the Stuaioninwhich
welocatethem. Inthetota group of 15,590 sample personswith aRound 13 interview, the great mgority
had one, and only one, interview.

To avoid duplication of data, the recordsin thisfile represent only thelagt interview in Round 13:
14,235 community and 1,355 facility interviews.

This record contains a specia-purpose variable, SURVIVE. TheRound 13 MCBSdataare not
auited for making estimates of the "ever enrolled” 1995 Medicare popul ation becausethe sample does not
include beneficiaries new to Medicare in 1995 nor those who died during the year prior to the fal round.
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For the same reason, point-in-time estimates are aso ingppropriate. However, an adjustment has been
done to account for persons newly enrolled on January 1, 1995. It is appropriate, therefore, to use the
Round 13 datato approximatethe"awaysenrolled" 1995 Medicare population, that is, those beneficiaries
who were dive and enrolled on or before January 1, 1995 and were till dive and enrolled on January 1,
1996. We edtimate this population at 35.2 million beneficiaries. This group can be separated from the
entire group of Round 13 interviews by sdecting only beneficiaries who were enrolled before 1995 and
survived until 1996 (SURVIVE="Y").

Adminigrative I dentification Record (RIC A)

Except as noted otherwise, the variables in this record were derived from CMS's Medicare
enrollment database. History recordswere searched to establish the beneficiary's status (for example, age,
residence, and type of beneficiary) as of December 31, 1995.

Four variables relating to the sample person's age are provided. Date of birth as reported by the
respondent during the initia interview isrecorded in the RIC 1 - Survey Identification record (D_DOB).
Date of birth from the Medicare- Socia Security Administration recordsisrecorded inthe Adminidrative
Identification Record H_DOB). The variable H_AGE represents the sample person's age as of
December 31, 1995. The variable H_STRAT groups the sample personsby H_AGE. The variables
H DOB,H_AGE, and H_STRAT appear in the Adminigtrative Identification record.

Asof duly 1, 1995, approximately 4.9 million enrollees or 13 percent of the Medicare population
had their Part B and/or Part A premiums paid by aState agency (for the entire year an estimated 5.4 million
persons ever-enrolled had their premium paid for at least one month). Thisprocess, cdled State buy-in, is
tracked by CMS and is used as a generd proxy for Medicaid participation. The variablesthat describe
this participation H_MCSW and H_MCDEO1 - H_MCDE12) were derived through a match with
CMS's enrollment database. The variable H_MCSW can be used when only an indication that the
enrollee was a "buy-in" a some time during 1995 is needed for andyss. The monthly variables
H_MCDEO1 - H_MCDE12 can be usad for andyzing Medicaid ligibility a specific pointsin time.

Membershipin Medicare managed care plans has been increasing faster than the overal Medicare
population. During 1995 managed care enrollees increased from 3.1 million in January to 3.8 million in
December. As of the mid-point of the caendar year, July 1, approximately 3.5 million or 9 percent of the
Medicare population received Medicare benefitsthrough coordinated care organizations such asan HMO
which contracts directly with CMS to provide those services. Some of the beneficiaries in the MCBS
sample belong to such organizations. The variables that describe this membership (H_GHPSW and
H_PLTPO1 - H_PL TP12) were derived through a match with CMS's enrollment database. The variable
H_GHPSW can be used when only an indication that the enrollee was amember of aMedicare managed
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care plan a some time during 1995 is needed for andyss. The monthly variables H_PLTPO1 -
H_PL TP12 can be used for anayzing membership at pecific pointsin time.

Utilization Summary

For easier comparison of groups of people by the number and cost of medical services they have
received, the Adminidrative | dentification Record dso includesasummary of dl Medicarebillsand clams
for caendar year 1995, as received and processed by CMS through July 1996. (See the variables in the
Adminigrative |dentification Record fromH_L ATDCH totheend). Individud bill recordsare supplied as
part of this public use release for researchers who wish to look a Medicare bills in detal (i.e, the
HOSPITAL BILL,theSNFBILL, theHOSPICEBILL,theHOMEHEALTH BILL,the OUTPATIENT
BILL, the PHY SICIAN/SUPPLIER BILL and the DURABLE MEDICAL EQUIPMENT BILL).

The utilization summary represents services rendered and reimbursed under fee-for-servicein
caendar year 1995. If abeneficiary used no Medicare servicesat al or wasamember of acoordinated or
managed care plan (such as arisk HMO) that does not submit claimsto afiscd intermediary or carrier, al
program payment summary variableswill beempty. If the beneficiary used no services of aparticular type
(for example, inpatient hospitaization), the variables reaing to those benefits will be empty. Empty
variables are zero-filled, except as noted in the next paragraphs.

The variables pertaining to deductibles (Part A deductible, H_INPDED, Part B deductible,
H_PTBDED, and blood pints deductible, H_BLDDED) are aways blark. This information is not
conggently available from CMS's present files. An gpproximation can be derived from the individud bill
records.

The variables pertaining to pecid coverage (lifetimereserve days,H_RESDAY, and psychiatric
days, H_PSYDAY) aredwaysblank. Thesebenefitsare gpplied to the beneficiary oncein alifetime, and
they are decremented asthey areused. At the current time, CMS files contain a"current balance” of these
benefit days rather than a higtory of their utilization.

Utilization summary
Adjusment hills

Initia claims submitted by fisca intermediaries and carriers for services rendered and paid for by
Medicare may be modified by later transactionsthat result in additiona submittal of information relevant to
payment or utilization for a given event. There are two types of Pat A (inditutiona) adjusment
transactions. credit-debit pairs, and cancel-only credit transactions. Both typesof transactionscancd out a
bill thet was processed earlier (the credit bill exactly maiches the earlier bill, which can be viewed asan
initid debit). Thedifference between them liesin how (or if) anew debit transaction is applied to show the
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correct utilization. If the adjustment conssts of a credit-debit pair, the new debit is goplied immediately
becauseit issubmitted asthe"debit" haf of thepair. If the adjustment isacancd-only transaction, the debit
may be processed at a later date through a separate bill. In some cases, as when the origind bill was
completely inerror, the cancd-only transaction Smply servesto "eraseg’ amistake, and no new debit would
be submitted. For this file, the adjustment processng removes the origind debit and the credit which
cancdsit out, leaving only the final, corrected debit.

[NOTE: A few rarecasesof credit billswith no prior debit may bein thisfile; these records can be
dropped from anadlysis because they are, in effect, cancelling out something of which CMS has no
record.]

For Part B clams, we summarized only accepted clams(processcodeis”A"), or adjusted clamsif
the adjustment concerned money (process code either "R" or "'S" and dlowed charges greater than $0). |f
the clam disposition code (DISPCD) was "03" or "63" (indicating a credit), both the credit and the
matching debit were deleted.

Utilization summary
Individud fidds

After adjustments were processed, the bills were summarized following the rules set forth below.
I npatient hospital bills

Utilization is summarized by admissions, days, charges, covered charges, reimbursement amount,
coinsurance days and coinsurance amount. Admissions (H_INPSTY) weretotded by sorting the billsin
chronologicd order, and counting thefirst admissionin each sequence. Total covered days(H_INPDAY)
were summed from COVDAY inthe hill. Tota coinsurance days (H_INPCDY) were summed from
COINDAY. Totd hill charges and non-covered charges were selected from the revenue center trailer
coded "0001"; total charges were summed asH_INPCHG and covered charges (total chargeslessnor+
covered charges) were summed as H_INPCCH. Coinsurance amounts (H_INPCAM ) were summed
from COINAMTA in the bill. Rembursement (H_INPRMB) is the sum of PROVPAY, organ
acquisition codts (if any) and "pass through” amounts. Organ acquisition costs were accumulated from
revenue center trailers when the second and third positions of the code were"81". Pass through amounts
were caculated by multiplying covered days (COVDAY in the bill record) by the pass through per diem
(PTDIEM inthehill record).
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Skilled nursing facility

Utilization is summarized by admissions, days, charges, covered charges, reimbursement amount,
coinsurance days and coinsurance amount. Admissions (H_SNFSTY) weretotaed by sorting thebillsin
chronologica order, and counting thefirst admissionin each sequence. Tota covered days(H_SNFDAY)
were summed from COVDAY in the bill. Tota coinsurance days (H_SNFCDY') were summed from
COINDAY. Totd hill charges and non-covered charges were sdlected from the revenue center trailer
coded "0001"; total charges were summed asH_SNFCHG and covered charges (total chargeslessnont
covered charges) were summed as H_SNFCCH. Tota coinsurance amounts (H_SNFCAM) were
summed from COINAMTA inthehill. Tota rembursement (H_SNFRM B) isthesum of PROVPAY.

Home Health

Utilization is summarized by vidts, vist charges, and other (thet is, nonvisit) charges. If the second
and third positions of the revenue center code were 42, 43, 44, 47, 55, 56, 57, or 58, then the unitsin the
traller (vigts) wereadded to totd vists(H_HHAV ST) and the chargeswere accumul ated astotal covered
vigt charges (H_HHACCH). If the revenue center codes did not indicate vists, the charges were
accumulated as other HHA charges(H_HHACHO). Tota home hedth rembursement (H_HHARM B)
was summed from the variable PROVPAY.

Hospice

Utilization is summarized by days, covered charges and reimbursement amount. Covered hospice
days(H_HSDAY S) were summed from the bill variadble COVDAY. Covered chargesweresdectedfrom
the revenue center trailer coded "0001" and summed as H_ HSTCHG. Tota hospice reimbursement
(H_HSREIM) was summed from the variable PROVPAY.

Outpatient

Utilization is summarized by bills, covered charges and rembursement amount. Tota billswere
counted as H_OUTBIL. Tota covered charges were sdlected from the revenue center trailer coded
"0001" and summed as H_ OUTCHG. Totd outpatient reimbursement (H_OUTRM B) was summed
from the variable PROVPAY.

Part B (Carrier) claims

Utilization issummarized by number of dams, number of lineitems, submitted and dlowed charges,
reimbursement, office vistsand office vidt charges. All daimsand individud lineitems (there can beup to

Medicare Current Beneficiary Survey May 1997
CY 1995 Accessto Care 6



Section 3. Notes on Using the Data

13 per claim) were counted and summed as(H_PMTCLM ) and(H_PMTLIN). Submitted chargesand
dlowed charges(H_ PMTTCH) and(H_PMTCHG) were summed from SUBCRG and ALLOWCRG
in the bill. Totd reimbursement for Pat B dams (H_PMTRM B) was summed from the variable
PAYAMT inthehill.

Office vidgts and their charges are summed with other services (described above) and as separate
categories(H_PMTVST and H_PMTCHO). Wesummed officevidtsand officevigt charges separately
for two reasons. An office vidt isauniversaly understood measure of service use and accessto medical
care. It aso is an accurate measure of levels of service use across separate groups, unlike charge or
payment figureswhich vary depending on the servicesthat have been parformed. Officevigtsareidentified
by HCPCS codes in the series 90000-90090 and 99201-99215 in the Part B line item trailer group(s).

Survey Identification Record (RIC 1)

"Initid interview" variables

Some questions are asked only in the initid interview for an individual and are not asked again
during subsequent ons because the responses are not likely to change. Such questionsinclude"Have
you ever served in the armed forces?' and "What is the highest grade of school you ever completed?'.
Similarly, once the sample person hastold us that he or she hasachronic condition (such as diabetes), the
interviewer will not ask "Have you ever been told you have diabetes?' in a subsequent interview. For this
reason, the answersto these questions are missing from Round 13 for peoplefrom the origina, 1992, 1993,
and 1994 samples. To maximize the usefulness of this public use release as a cross-sectiond file, we have
filled in this missing information from the origind (Round 1, Round 4, Round 7, or Round 10) interview.
Variables that have been reproduced this way are annotated "Initid interview" in this section.

When the complete date of birth was entered ©_DOB), the CAPI program automaticaly
cd culated the person's age, which was then verified with the respondent. 1n spite of thisvaidation, thedate
of birth given by the respondent (D_DOB)) does not always agree with the Medicare record date of birth
(H_DOB). Inthese cases, the sample person was asked again, in the next interview, to provide adate of
birth. Some recording errors have been identified thisway, but in most cases beneficiaries provided the
same date of birth both timesthey were asked. 1n some cases, proxies indicated that no one was exactly
sure of the correct date of birth. In generd, it is recommended that the variable H_DOB be used for
andyses, sncethe CMS date of birth was used to select and grtify the sample. (Initid interview variable)

TheVA disaility rating (D_VARATE) isapercentage andisexpressed in multiples of ten; it refers
to disabilitiesthat are officialy recognized by the government asservice-rdated. (Initid interview varigble)
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Race categories (D_RACE) arerecorded asinterpreted by the respondent. Categorieswere not
suggested by the interviewer, nor did the interviewer try to explain or define any of the groups. Ethnic
groups such as Irish or Cuban were not recorded. (Initid interview variable)

Hispanic ©_ETHNIC) includes persons of Mexican, Puerto Rican, Cuban Central or South
American or other Spanish culture or origin, regardless of race. Again, these answers are recorded as
interpreted by the respondent. (Initid interview variable)

The respondent was alowed to define marita status categories (SPMARSTA); there was no
requirement for alegd arrangement (for example, separated). (Initid interview variable)

SPCHNLNM: Respondentswere asked to report al living children, whether stepchildren, naturd
or adopted children. (Initid interview variable)

SPHIGRAD: Education does not include education or training received in vocationa, trade or
business schools outsde of the regular school system. Thisvariable only includes years the sample person
actualy finished. If the sample person had earned a GED, the response was coded "high school- - 4th year”.

If the sample person said he or she earned acollege degree in fewer than 4 years, the response was coded
"college and graduate school--4 years'. If the sample person attended school in aforeign country, inan
ungraded school, under a tutor or under specia circumstances, the nearest equivaent or the number of
years of attendance was coded. (Initid interview variable)

INCOME: Income represents the best source or estimate of income during 1994. Round 12
represents the most detailed information for 1994 and is used when available. For individuas not
completing Round 12 (that is, continuing sample people unavailable for that round and Round 13
supplemental sample people), the most recent information available was used. It should be noted that
INCOME includes dl sources, such as pension, Socia Security and retirement benefits, for the sample
person and spouse. 1n some casesthe respondent would not, or could not, provide specificinformation but
did say the income was below $25,000 (or, conversely, $25,000 or more).

Survey Health Status and Functioning Record (RIC 2)

The answersin the hedth status and functioning section of the questionnaire are areflection of the
respondent’s opinion, not a professona medica opinion.

Limitationson activitiesand socid life (HEL M TACT) reflect the sample person's experience over
the preceding month, even if that experience was atypical.
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In the height measurement HEIGHTIN, fractions of an inch have been rounded: those one half
inch or more were rounded up to the next whole inch, those less than one half inch were rounded down.
(Initid interview variable)

In the weight messurement (WEIGHT), fractions of apound have been rounded: those one half
pound or more were rounded up to the next whole pound, those less than one haf pound were rounded
down. (Initid interview varigble)

The sample person was asked to recdl or estimate, not to measure or weigh himsdlf or hersdlf.
HYSTEREC: "Hygerectomy" includes partid hyserectomies. (Initid interview variable)

Use of other forms of tobacco, such as chewing tobacco, are not relevant to the "smoking”
guestions EVERSMOK and SMOKNOW). Trying a cigarette once or twice was hot consdered
"smoking," but any period of regular smoking, no matter how brief or long ago, was considered smoking.
"Now" meant within the current month or so and not necessarily whether the sample person had acigarette,
cigar or pipe tobacco on the day of theinterview. Even the use of avery smdl amount at the present time
qudified asa"yes" Stopping temporarily (asfor acold) qudified asa"yes" (EVERSMOK isaninitid
interview variable)

The answers about difficulty with various tasks (DIFSTOOP, DIFLIFT, DIFREACH,
DIFWRITE, DIFWALK) reflect whether or not the sample person usudly had trouble with these tasks,
even if ashort-term injury made them temporarily difficult.

The questions about various conditions (OCARTERY, OCHBP, OCMYOCAR, OCCHD,
OCOTHART, OCSTROKE, OCCSKIN, OCCANCER OCCLUNG, OCCOLON, OCCBREST,
OCCUTER, OCCOROST, OCCCERVX, OCCBLAD, OCCOVARY,OCCSTOM, OCCKIDNY,
OCCBRAIN,OCCTHROA, OCCBACK, OCCHEAD, OCCFONEC, OCCOTHER, OCDIABTS,
OCARTHRH, OCARTH, OCAARM, OCAFEET, OCABACK, OCANECK, OCAALOVR,
OCAOTHER, OCMENTAL, OCALZHMR, OCPSYCH, OCOSTEOP, OCBRKHIP,
OCPARKIN,OCEMPHY S, OCPPARAL and OCAM PUT E) were coded if the sample person had at
some time been diagnosed with the conditions, even if the condition had been corrected by time or
treetment. The condition must have been diagnosed by a physcian, and not by the sample person.
Misdiagnosed conditions were not included. If the respondent was not sure about the definition of a
condition, theinterviewer offered no advice or information, but recorded the respondent's answer, verbatim.

(Initid interview varigbles)
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IADLsand ADLs

"Difficulty” in these questions has a qudified meaning. Only difficulties associated with a hedlth or
physical problem were considered. If asample person only performed an activity with help from another
person (including just needing to have the other person present while performing the activity), or did not
perform the activity at dl, then that person was deemed to have difficulty with the activity.

Help from another person includes a range of helping behaviors. The concept encompasses
persona assistancein physicdly doing the activity, ingtruction, supervison, and "standby" help.

These questionswere asked in the present tense; the difficulty may have been temporary or may be
chronic. Vague or ambiguous answers, such as"Sometimes | have difficulty,” were coded "yes."

PRBTELE: Usng the telephone includes the overdl complex behavior of obtaining a phone
number, diading the number, talking and listening, and answering the telephone,

Thedigtinction between light housework (PRBL HWK ) and heavy housawork (PRBHHWK ) was
made clear by examples. Washing dishes, straightening up and light cleaning represent light housework;
scrubbing floors and washing windows represent heavy housework. Theinterviewer wasnot permitted to
interpret the answer in light of the degree of deanliness of the dwdling.

PRBMEAL: Preparing meds includes the overdl complex behavior of cutting up, mixing and
cooking food. The amount of food prepared is not relevant, so long as it would be sufficient to sustain a
person over time. Rehegting food prepared by someone else does not qualify as " preparing mesls'.

PRBSHOP: Shopping for persond items means going to the store, selecting theitemsand getting
them home. Having someone accompany the sample person would qudify as help from another person.

PRBBILS: Managing money refersto the overadl complex process of paying bills, handling smple
cashtransactions, and generdly keeping track of money coming inand money going out. It doesnot include
managing investments, preparing tax forms, or handling other financid activities for which members of the
generd population often seek professional advice.
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HPPDBATH: Thosewho havedifficulty bathing or showering without help met at least one of the
following criteria

someone else washes at least one part of the body;

someone el se helps the person get in or out of the tub or shower, or helps get water for a sponge
bath;

someone else gives verba ingruction, supervision, or stand-by help;

the person uses specia equipment such as hand rails or aseat in the shower sall;

the person never bathes at dl (a highly unlikely possibility); or,

the person receives no help, uses no specid equipment or aids, but acknowledges having difficulty.

HPPDDRES: Dressngistheoverdl complex behavior of getting dothesfrom dosstsand drawers
and then putting the clothes on. Tying shodacesisnot considered part of dressing, but putting on socks or
hoseis. Specid dressing equipment includes items such as button hooks, zipper pulls, long-handled shoe
horns, tools for reaching, and any clothing made especidly for accommodeating a person's limitetions in
dressing, such as Ve cro fasteners or snaps.

HPPDEAT: A person eatswithout help if he or she can get food from the plateinto the mouth. A
person who does not ingest food by mouth (that is, isfed by tube or intravenoudy) is not considered to et
a dl. Specid eating equipment includes such items as a specia spoon that guides food into the mouth, a
forked knife, a plate guard, or ahand splint.

HPPDCHAR: Getting in and out of chairs includes getting into and out of whedchairs. If the
sample person holds onto walls or furniture for support, he or she is considered to recelve "help from
specid equipment or aids," since the genera population does not use such objects in getting in and out of
chairs. Specid equipment includes mechanica lift chairs and railings.

HPPDWALK: Waking meansusing oneslegsfor locomotion without the help of another person
or specid equipment or aids such as a cane, walker or crutches. Leaning on another person, having
someone stand nearby in case help isneeded, and using wals or furniture for support al count asreceiving
help. Orthopedic shoes and braces are specia equipment.

HPPDTOIL: Usngthetoailet isthe overdl complex behavior of going to the bathroom for bowel
and bladder function, transferring on and off the toilet, cleaning after dimination, and arranging clothes.
Elimination itsdf, and consequently incontinence, are not included in this activity, but were asked as a
Separate question, discussed next.
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LOSTURIN: "More than once a week" was coded if the sample person could not control
urination at al. Lesking urine, especialy when the person laughs, strains or coughs, does not qudify as
incontinence.

Survey Accessto CareRecord (RIC 3)

Definitions applied to medica providers

Doctor - Medical doctors (M.D.) and doctors of osteopathy (D.O.). Chiropractors, nurses,
technicians, optometrigts, podiatrists, physician's assstants, physica therapigts, psychologists,
mental hedlth counsdors and sociad workers are not included.  Generic specidties shown in
parenthesis following one of the specidties were coded as the specidty. For example, if the
respondent mentioned a "heart” doctor, cardiology was coded. Generic answers not listed were
not converted to specidties.

Doctor's office or group practice - an office maintained by a doctor or a group of doctors
practicing together; generdly, the patient makes an appointmert to see a particular physician.

Doctor'sdlinic - A group of doctorswho have organized their practicein aclinic setting and work
cooperaively; generaly, patients either come in without an gppointment or make an gppointment
and see whatever doctor is available.

HMO - An organization that provides afull range of hedlth care coverage in exchange for afixed
fee.

Ne ghborhood/family health center - A non-hospita facility which provides diagnostic and trestment
sarvices, frequently maintained by government agencies or private organizations.

Free-standing surgical center - A facility performing minor surgical procedures on an outpatient
bas's, and not physicaly connected to a hospital.

Rurd hedthdinic - providesoutpatient services, routine diagnostic servicesfor individuasresiding
in an areathat is not urbanized and is designated as a hedlth saff shortage areaor an areawith a
shortage of persona hedth services. These services are provided for anomina copayment and
deductible.

Company dinic - A company doctor's office or clinic which is operated principdly for the
employees (and sometimes their dependents).
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Other dinic - a non-hospitd facility such as a drug abuse dinic, a"freg’ dlinic, afamily planning
clinic or military base dinic.

Wak-in urgent center - afacility not affiliated with a nearby hospitd, offering services for acute
conditions. Typicdly, people are seen without gppointments.

Home (doctor comesto sample person'shome) - homeisanywherethe sample personisdaying; it
may be his or her home, the home of afriend, a hotel room, etc.

Hospital emergency room- meansthe emergency room of ahospitd. "Urgent care’ centersarenot
included. (NOTE: All hospitd emergency room vists were included, even if the sample person
went there for a"non-emergency™ condition such asacold, flu or intestina disorder.)

Hospita outpatient department - unit of ahospita, or afacility connected with ahospita, providing
hedlth and medical servicesto individuaswho receive services from the hospital but do not require
hospitaization.

Differences in the questionnaire sequence for the continuing and supplementd samples

It should be noted in using dataiin this section that the questionnaire sequence on accesstocare for
supplementa sample persons differs from that for continuing sample persons and may lead to gpparent
differences in expected number of responses to questions in the access to care codebook section. For
example, continuing sample personsindicating use of emergency room (and later, outpatient hospital) carein
the utilization section of the core questionnaire are asked, after the conclusion of questionson utilization in
that section, appropriate access to care questions about the visit (AC3-AC6). The CAP! program then
revertsback to the next utilization section in the core questionnaire. QuestionsAC1 and AC2 arenot later
asked of these people.

The supplemental sample people, on the other hand, are not asked the core questions during their
intid interview and go through the entire sequence of access to care questions. Thus, the number of
persons responding to AC3 on whether or not they had an appointment (ERAPPT) is greater than those
who responded to question AC1 on whether they had goneto ahospita emergency room for medica care
during the reference period (ERVISIT).

Medicare Current Beneficiary Survey May 1997
CY 1995 Accessto Care 13



Section 3. Notes on Using the Data

Open-ended questions

Respondentswere asked anumber of open-ended questions (reasonsfor dissatisfaction with care,
kinds of problems experienced in getting hedlth care, etc.). The respondents answered these questionsin
their own words, and interviewers recorded the responses verbatim. Theinterviewer was prohibited from
pargphrasing or summarizing the respondents answer.

This file contains no verbatim responses. We have supplied, instead, codes that summarize the
answer. Often there will be more than one code because the answer included severa specific topics.

Other variables

The questions about satisfaction with care represent the respondent'sgenerd opinion of dl medica
care recaived in the year preceding the interview.

MCDRNSEE: If arespondent mentioned any health problem that was not cared for, it was
recorded without discrimination; the respondent might have referred to asmall ache or pain, or to aserious
illness or symptom.

USMCCHEK: Thedigtinctionin question US12 is between the doctor or doctor's office and the
sample person or family. For example, if the check usudly goes to the daughter, the answer would be
coded "to the sample person.”

USFINDMC: "Ever tried to find adoctor ..." refers to some type of active search. It does not
refer to smply thinking or talking about it.

USHOWLNG: If thesample person had an actud visit with the doctor lisgted in USUAL DOC by
the time of theinterview, "less than one year" was coded.
Survey Health Insurance Record (RIC 4)

To help the respondent answer the questions about Medicald, theinterviewers used the name of the
Medicaid program in the state where the sample person was living.
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A hedth insurance planisonethat coversany part of hospita bills, doctor hills, or surgeon bills. It
does not indude any of the following:

Public plans, including Medicare and Medicaid, mentioned elsawhere in the questionnaire.
Disghility insurance which pays only on the basis of the number of days missed from work.
Veterans benfits.

"Income maintenance" insurance which paysafixed amount of money to personsbothin and out of
the hospitd or "ExtraCash" policies. These plans pay a specified amount of cash for each day or
week that a person is hospitalized, and the cash payment is not related in any way to the person's
hospital or medicd bills.

Workers Compensation.

Any insurance planswhich are specifically for contact lenses or glassesonly. Any insurance plans
or maintenance plans for hearing aids only.

Army Hedlth Plan and planswith smilar names (eg., CHAMPUS, CHAMPVA, Air Force Hedlth
Pan).

Dreed disease planswhich arelimited to certainilinesses or diseases such as cancer, stroke or heart
attacks.

Policies which cover students only during the hours they are in school, such as accident plans
offered in dementary of secondary schools.

Care received through research programs such as the Nationd Ingtitutes of Hedlth.

D PHREL1-D _PHRELS: The"Poalicy Holder or "Main insured person” isthe member of the
group or union or the employee of the company that provides the insurance plans. It would also be the
name on the policy, if the respondent had it available.

D _ANAMT1-D_ANAMTS5: A premium amount was recorded even if the sample person did
not directly pay the premium (if, for example, ason or daughter paid the premium). Premium amounts have
been annuaized, even though the sample person may not have held the policy for the full 12 months.

Survey Enumeration Record (RIC 5)

A household isdefined as the group of individuasether related or unrelated who live together and
share one kitchen facility. Thismay be one person living alone, ahead of household and relatives only, or
may include head of household, relatives, boarders and any other non-rdaed individud living in the same
dwdling unit.
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Household membership includes dl personswho currently live at the household or who nonrelly live
there but are awvay temporarily. Unmarried students away at school, family members away receiving
medica care, etc., areincluded. Vistorsin the household who will be returning to a different home at the
end of the vigt are not included.

Generdly, if there was any question about the compostion of the household, the respondent's
perception was accepted.

Because the date of birth or exact relaionship of a household member was sometimes unknown
(perhaps because aproxy provided theinformation), the sum of the variables" number related”/" number not
rdaed” (D_HHREL/D HHUNREL) or "number under 50"/'number 50 or olde”
(D_HHLT50/D_HHGES50) may not equa the total number of peoplein the household (D_HHTOT).
Survey Facility Identification Record (RIC 7)

The vaue of variables representing "number of beds' (FACLTBED and FACTOBED) will be
missing when ether there were no beds of that type in the facility, or the question was skipped.

Survey Interview Description Record (RIC 8)

This record was added for the 1992 MCBS Access to Care public use release. Most of the

materia init wasincluded in the Survey | dentification record in the 1991 MCBS Accessto Care public use

release.

Multiple Interviews

Some sample people had more than one interview in thisround. To avoid duplication of data, the
information in this file represents the lagt interview conducted with the sample person in Round 13. The
vaiable INTERVU indicates which type of interview was conducted. Please see the description of the
KEY Record (RICK) earlier in this section for amore detailed description of multipleinterviewsand of this
vaiable.

Proxy rules

Wherever possible, the community interviews were conducted directly with the sample person. In
most cases, the sample person was able to respond to the interview unassisted. Inafew cases, thesample
person was ass sted with the interview by afriend or relative, and in some cases the sample person wastoo
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ill or otherwiseincapacitated to beinterviewed. ThevariablesPROXY, D _PROXRL, RRECHELPad
D_IHL PRL provideinformeation about who wasinterviewed, and how thoserespondentsare rdated to the
sample person.

People who were too ill, or who could not complete the community interview for other reasons
were asked to designate aproxy, someone very knowledgeabl e about the sample person'shedth and living
habits. In many cases, the proxy wasaclosereative such asthe spouse, ason or daughter. In other cases,
the proxy wasanon-releivelikeaclosefriend or caregiver. ThevariablePROXY indicateswhether or not
a community interview was conducted with a proxy respondent, and the variableD PROXRL indicates
the relaionship of the proxy to the sample person. (Since al facility interviews are conducted with proxy
respondents, thisvariable is "missing” for facility cases.)

If the sample person gppeared confused or disoriented at the time of the interview, and no proxy
could beidentified, the interviewer was ingructed to complete the questionnaire aswell aspossble. If the
interviewer felt that the respondent was not able to supply reasonably accurate data, this perception was
recorded in theinterviewer remarks questionnaire and appearsin thisrecord asthevariableRINFOSAT.

" Sample person language problem”” was given asareason for the use of aproxy in85cases. More
often, language problems were addressed without the use of a proxy. Interpreters were used in some
cases, and Spanishlanguage versons of the questionnaires were used by bilingud interviewers when the
respondent preferred to be interviewed in Spanish. There are both English and Spanish versions of the
CAPI survey ingrument; the variable L ANG indicates which verson was used.

Proxy respondents were dways used in nursing homes, homes for the mentdly retarded, and
psychiatric hospitals. Sample persons were interviewed directly in prisons when that was permitted. The
need for aproxy when interviewing respondentsin other ingtitutionswas eval uated on acase- by-casebass

Inlong-term carefacilities, the proxy respondents were membersof the Saff a thefadility identified
by the adminigtrator. Usualy, more than one respondent was used; for example, a nurse may have
answered the questions about hedth status and functioning, while someone in the business office handled
questions about financia arrangements.

Other variables

Severd quedionnaresareadminigeredin thefacility interview: apersond basdinefor individudsin
the supplemental sample found to reside in a nurang facility and for new admissons to afacility from the
continuing sample; the core and supplement questionnaires for the continuing sample. Thefacility screener
was administered in every case. Please see Section 5 for copies of dl of the instruments and for amore
detailed description of when each is administered.
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Two variables are supplied to further characterize the interview: LENGTH containsthelength of
the interview, in minutes, and RESTART indicates whether or not the interview was interrupted.
Community interviews are sometimes interrupted to accommaodate the respondent’s schedule or for other
ressons. We did not calculate the duration of the community interview if the interview was interrupted.
Facility interviews are conducted with severd instruments and often involve anumber of respondents. Snce
nearly dl of the facility interviews are interrupted and tota duration is difficult to capture (and interpret),
LENGTH and RESTART are dways missng for facility interviews.

Survey Cross-sectional Weights Record (RIC X)

Cross-sectiond and three sets of longitudina weightsare provided. Cross-sectiond weightsapply
to the entirefile of 15,590 people (longitudina and Round 13 supplement sample persons) and can be used
for making estimates of the population enrolled for Medicare for the whole of 1995.

To enable SUDAAN (Professond Software for SUrvey DAta ANaysis for Multi-stage Sample
Designs) usersto compute population estimates and the associated variance estimates, two variables have
been included in thisrecord, SUDSTRAT AND SUDUNIT. Please see Section 6 for afurther discusson
about weights and estimation using thesefiles.

Survey Longitudinal Weights Records (RIC X4, X3, X2)

Thefirgt set of non-zero longitudind weights (RIC X4) gppliesto 5,290 individua sfrom the original
and Round 4 supplemental sampleswho appeared inthe CY 1992 (Round 4), CY 1993 (Round 7), CY
1994 (Round 10), and CY 1995 (Round 13) Access to Care releases (the weights for the remaining
10,300 individuals are missing). This set of welghts can be used to subset the populationin the sudy from
the second year of the survey and their experience for making comparisons of that subpopulation between
1992 and 1995. This can be accomplished by match-merging the RIC K and the RIC X4 by BASEID
and keeping dl records with a non-zero weight in the RIC X4.

A second set of non-zero longitudind weights (RIC X3) gpplies to 6,703 individuds (origind,
Round 4, and Round 7 supplementa persons) who appeared inthe CY 1993 (Round 7), inthe CY 1994
(Round 10), andinthe CY 1995 (Round 13), Accessto Care releases (theweightsfor theremaining 8,887
individuds are missng). This set of weights can be used to subset the continuing sample and their
experience for making comparisons of that subpopulation between 1993 and 1995. This can be
accomplished by match-merging the RIC K and the RIC Y by BASEID and keeping al records with a
non-zero weight in the RIC X3.

Medicare Current Beneficiary Survey May 1997
CY 1995 Accessto Care 18



Section 3. Notes on Using the Data

The third set of non-zero longitudina weights (RIC X2) gpplies to 10,596 individuds (origind,
Round 4, Round 7, and Round 10 supplemental persons) who appeared in boththe CY 1994 (Round 10)
andinthe CY 1995 (Round 13) Accessto care releases (the weights for the remaining 4,994 individuds
are missing). This set of weghts can be used to subset the continuing sample and their experience for
making comparisons between the 1994 and 1995 populations. This can be accomplished by match
merging the RIC K and the RIC Y by BASEID and keeping al recordswith anon-zeroweght inthe RIC
X2.

To enable SUDAAN (Professiona Software for SUrvey DAta ANaysis for Multi-stage Sample
Designs) usersto compute popul ation estimates and the associated variance estimates, two variableshave
beenincluded in theserecords, SUDSTRAT and SUDUNIT. Please see Section 6 for a further discusson
about weights and estimation using thesefiles.

It should be noted thet thisfile and these longitudina weightsare not appropriatefor doing mortality
gudies, an area of condderable interest. This file does not include those who nmay have died during
caendar 1995 prior to thefdl interview. Andystsinterested in thistopic are encouraged to use the annua
Cost and Use files which target the ever-enrolled population.

Claims Records (DME, HHA, HSP, INP, OTP, PHY, SNF)

The following rules were used to sdect bill and clams records for thisfile.
- Inpatient billswereincluded if the discharge or " through” date fell on or after

January 1, 1995 and on or before December 31, 1995.
illed nurang fadility billswereinduded if theadmission or " from" date fdll on or fter
January 1, 1995 and on or before December 31, 1995.
Home hedlth agency and outpatient facility billswereincluded if the" through™ datefdlon
or after January 1, 1995 and on or before December 31, 1995.
Hospice hills were included if the admission or " from" date fell on or after January 1,
1995 and on or before December 31, 1995.
Physician or supplier damswereincluded if thelatest " servicethru” date fdl onor after
January 1, 1995 and on or before December 31, 1995.
Durable medical equipment (DME) damswereincludedif thelatest " servicethru™ date
fell on or after January 1, 1995 and on or before December 31, 1995.

A tota of 2,792 (about 17.9 percent) of the sample people did not use Medicare reimbursed
sarvices in a fee-for-service setting in 1995; consequently, there are no bill records for them in thisfile.
These individuas may have used no services a dl, services only in a managed care plan, or services
provided by a payer other than Medicare. For the other 12,798 individuas in the sample, we have
captured bills meeting the date criteria, processed and made available by CMS through July 1996.
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Edits

The use of Computer Assisted Person Interviewing (CAP!) sgnificantly affects the data editing
process. Many of the edits are performed as the responses are collected. Often, problemsarisng from
miscommunications or data entry errors can be detected and corrected immediately. Also, since the
computer software structures the interview, it prevents most "skip pattern” errors.

As survey information is collected, it is put into a database management system built into the
CAP software. During the interview and subsequent in-house review, the datain the database are
subjected to two types of edits. First, logical relationship edits are performed between various
segments of the database to ensure the integrity of the whole. Second, subject matter edits are
performed to ensure the internd consistency of the data.

Logicd relationship edits ensure that the database is sound by checking the links between
segments. For example, every medical provider record in the provider segment must be linked to a
least one respondent. The provider record is usdessif the linkage does not exist.

Subject matter edits ensure the interna consstency of the data. These edits are of two types.
those that result in changes to the database, and those that do not. Edits that result in changesto the
database are not described in this document. The second group of consistency edits are the "no fix"
edits. These edits serve as awarning that certain data are not consstent and cannot be made consistent
with only the data and interviewers notesfor guides. These edits are described in Table 4.1. A ligt of
the interviews that falled each edit follows the edit description.
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Table4.1: "NoFix" Internal Consistency Edits

NF13001 The number of children given in response to question IN14: "Including natural, adopted
and stepchildren, how many living children do you have?' (Community component,
Introduction); is less than the total number of people listed by name in the roster and
identified as "son" or "daughter”. (27 cases)

00270439
00289063
00300882
00307647
00316130
00323045
00326428

00270633
00291020
00302959
00307669
00319676
00324204
00328391

00282844
00296495
00305843
00308351
00321025
00324260
00333402

00284701
00298829
00306438
00311862
00321417
00324975

NF13002 The sample person hasindicated that he or she has trouble doing light housework, but
has indicated no problem with heavy housework. (Community component, Instrumental

Activities of Daily Living) (51 cases)

00008278
00050641
00092431
00126589
00184802
00201302
00217503
00243669
00270304
00283520
00296633
00310302
00325435

00022361
00064509
00103019
00136253
00189324
00203805
00228505
00243700
00277341
00287576
00299129
00310766
00329914

00036661
00074308
00104767
00141853
00193599
00206084
00231812
00251686
00278130
00293959
00299464
00313202
00333606

00037751
00078489
00108111
00160399
00195575
00213535
00239701
00268808
00279559
00296213
00307120
00323396

Medicare Current Beneficiary Survey
CY 1995 Accessto Care

May 1997



Medicare Current Beneficiary Survey
CY 1995 Accessto Care

Quedtionnaires

This section contains copies of the community and facility questionnaires that were administered
during Round 13 of the Medicare Current Beneficiary Survey. Round 13 is the fourth annud update of
information on Medicare beneficiaries access to care. The questionnaires are smilar in content and
sequence of events; however, they differ in how they are administered.

Questionsin dl of the questionnaires are preceded by anumber whichiscross-referred to variables
in the codebook (Section 2). Since more than one variable may be collected in response to one question,
each question has a so been annotated with dl of the variable namesassociated withiit. Variablenamesare
also indexed in the codebook.

Community Component

The community component is conducted in the home of the respondent.  Since the community
component of the survey was conducted usng CAPI, the questionnaire actualy exists only as a computer
program, and it isimpossible to replicate it exactly in hard copy. The version represented here ligts the
questions, verbatim, and showsthe skip patterns. It dso displaysingructionsto the programmers (enclosed
in boxes), to the program, and to the interviewer. Although these ingtructions would be hidden from the
respondent, they have been retained in this copy because they are important for understanding the flow of
the questionnaire and for establishing logica links between questions.

Components of the Community Questionnaire

The community indrument consgts of the following components:

-Initid interview quegtionnaire

-Core questionnaire

-Supplement to the core questionnaire
-Interviewer remarks questionnaire

Initid interview quesionnaire

This basdline questionnaire is used for the firg interview when a sample person is added to the
survey, that is, Round 1 for the origind sample, Round 4 for the 1992 supplement, Round 7 for the 1993
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supplement, Round 10 for the 1994 panel, Round 13 for the 1995 pand, etc. Intheinitid interview, we
collect information about the nationd origin, age, education and income of the sample person. The
interviewer aso verifies the sample person's address and tel ephone number and obtains the names and
addresses of people who might be willing to serve as proxy respondents. The interviewer also usesthis
opportunity to acquaint the respondent with the intent of the survey and to familiarize him or her with the
MCBS cdendar, and to emphasize the importance of keeping accurate records of medicd care and
EXPenses.

In subsequent interviews, some of the information collected in the initid interview will need to be
updated. For example, the sample person's designation of hisor her raceis not likely to change, and will
not be asked about again. On the other hand, the sample person's address or telephone number may
change, so thisinformation is verified in every interview, and updated when necessary.

Core guestionnaire (community)

NOTE: Thisrelease does not include any cost or utilization information from the cor e questionnaire.

The core questionnaireisthe mgor component of the community insrument. The questionsfocus
on the use of medica services and the resulting costs, and are asked in essentidly the sameway each and
every time the sample person isinterviewed (after the first time). In each interview, the sample person is
asked about new encounters, and to complete any partid information that was collected inthelast interview.

For example, the sample person may mention adoctor vist during the " utilization™ part of theinterview. In
the"cogt™ section, theinterviewer will ask if the sample person has any receipts or Satementsfrom thevist.

If the answer is"yes', the interviewer will record information about costs from the statements, but if the
answer is"'no,” the question will be stored until the next interview.

In Round 13, only persons in the longitudina sample (that is, the origind, firs and second
supplements, and 1994 pand) were interviewed with this questionnaire.

Supplement to the core questionnaire (community)

Supplementa questions are added to the core questionnaire to gather information about specific
topics. The Round 13 supplement focuses on health status and accessto care. It includes questions about
the sample persons generd hedth (including tandard measuressuch aslADLsand ADL s), their sources of
medical care, and their satisfaction with that care.
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Interviewer remarks questionnaire

This questionnaire is completed by the interviewer after every interview with the sample person.
The interviewer is asked to evauate the sample person's ability to respond to the questionnaire, and to
provide someinformation about theinterview (for example, if the questionnaire was answered by proxy, the
interviewer providesreasonswhy the proxy was necessary). Theinterviewer isaso encouraged to provide
comments that will asss the interviewer in remembering unique facts about the sample person, such as
hearing or vison impairments, or that the sample person cannot read.

Facility Questionnaire

Thefacility questionnaire is conducted conventiondly using pen and paper in thefacility wherethe
respondent isresiding at thetime of theinterview. Informetion is obtained from facility records; therefore,
the beneficiary isnever interviewed directly. It wasdecided early inthedesign of the MCBS not to attempt
interviews with sample persons in facilities, or with their family members. For that reason, the facility
guestionnaires do not ask about attitudes or other subjective items.

If an ingtitutionaized person returns to the community, acommunity interview is conducted. If the
sample person spent part of the reference period in the community and part in aninditution, then a separate
interview is conducted for each period of time. Inthisway, abeneficiary isfollowed in and out of facilities
and a continuous record is maintained regardless of the location of the respondent.

The CY 1995 Accessto Care releaseisintended to serve asa ™ sngpshot” of the sample person at
one point in time during Round 13. For this reason, we have sdected the latest interview in the round to
represent the entire round whenever the sampl e person was encountered in more than one setting in Round
13.

Components of the Facility Questionnaire

The fadility insrument conssts of the following components:

-Facility digibility screener

-Initid (basdine) questionnaire

-Core questionnaire

-Supplement to the core questionnaire
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Facility digibility screener

This questionnaire gathers information about the facility to determine the facility type. Theinitid
interview is conducted with the facility administrator. All other interviews are conducted with the staff
designated by thedirector. A facility screener isadministered upon the sample person'sadmissonto anew
facility, and once ayear theregfter (in Rounds 4, 7, 10, and 13) to capture any changesin thefacility'ssize
or composition. The screener is not administered if the sample person smply re-enters the same facility.

Initid (basdine) questionnaire (facility)

This questionnaire gathers information on the health status, insurance coverage, resdence history
and demographicsof the sample person. Thisquestionnaireisadministered thefirs timethe sample person
is admitted to afacility.

Core quedtionnaire (facility)

This questionnaire pardldsthe core questionnaire for the community, collecting information about
use of medical services and their associated costs, nduding the facility cost.  Like its community
counterpart, this questionnaire is administered in each and every interview after the first one, aslong asthe
sample person continues to resde in the facility.

Supplement to the core questionnaire (facility)

This questionnaire is asked once ayear (in Rounds 4, 7, 10, and 13) to update our information
about the sample person's hedth gatus. It includes questions about the sample person's generd hedth
(including standard measures such as IADLs and ADLSs), but excludes the questions about accessand the
subjective questions about satisfaction with care.
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Table 5.1 - Components of the Community Quedionnaire

NOTE: This release contains information from only those sections marked with an arrow

UPD
IN
ENS*

uTS*
DU
ER
P
U
OoP
HHS*
HH
MP
oM
PMS*
PM
ST
NS
CPS*
> AC

--> HS
--> US
--> DI

CL

(->).

NAME/ADDRESS UPDATE

INTRODUCTION

ENUMERATION

ENUMERATION

HEALTH INSURANCE

UTILIZATION SUMMARY

DENTAL UTILIZATION AND EVENTS
EMERGENCY ROOM UTILIZATION AND EVENTS
INPATIENT HOSPITAL UTILIZATION AND EVENTS
INSTITUTIONAL UTILIZATION

OUTPATIENT HOSPITAL UTILIZATION AND EVENTS
HOME HEALTH UTILIZATION SUMMARY

HOME HEALTH UTILIZATION AND EVENTS
MEDICAL PROVIDER UTILIZATION AND EVENTS
OTHER MEDICAL EXPENSES UTILIZATION
PRESCRIBED MEDICINE SUMMARY

PRESCRIBED MEDICINE UTILIZATION

CHARGE QUESTIONS (STATEMENT SERIES)
CHARGE QUESTIONS (NO STATEMENT SERIES)
CHARGE/PAYMENT SUMMARY

PROVIDER PROBESACCESS TO CARE
SATISFACTION WITH CARE

HEALTH STATUSAND FUNCTIONING

USUAL SOURCE OF CARE

DEM OGRAPF”CS' NCOM E (FOR SUPPLEMENTAL SAMPLE PEOPLE ONLY)
CLOSING MATERIALS

INTERVIEWER REMARKS

* Summary sections - Updates and corrections are collected through the summaries. The respondent is
handed a hard copy summary of information gathered in previousinterviews, and is asked to verify the
materiad. Changes are recorded if the respondent notices information thet is not accurate.
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Table 5.2 - Components of the Facility Questionnaire

NOTE: Thisrelease contains information from only those sections marked with an arrow

(->).

Fecility Eligibility Screener

--> FQ  Fadlity questions

Initid interview (fadlity)

-> A Demographic/Income
--> B Residence Higtory
-> C Hedth Status and Functioning
--> D Hedlth Insurance
L Tracing and Closing

Core guedtionnaire (facility)

--> Resdence History
Provider Probes
Medicine Summary
Inpatient Hospitd Stays
Medica Charges
Tracing and Closing

TmMmoO®@>

Supplement to the core (facility)

-> C Health Status and Functioning
--> D Hedlth Insurance
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Sample Design and Guidelines for Preparing Statigtics

This section openswith adescription of the population covered by the 1995 Accessto Carerelease
and a comparison of this“view” with othersthat are frequently used for anayzing the Medicare program.
Next the targeted population is discussed in terms of the sampling strata. Thisis followed by a generd
discusson of the sdlection of theorigina and supplemental samples. Next gppearsadescription of primary
sampling units (PSU) and clusters of zip codes within PSU. Following isagenerd review of person level
response rates, completed interviews by age strata, and sdlected item non-responserates. Guiddinesfor
preparing population estimates using full sample weghts and variance estimates using replicate weights are
then reviewed.

M edicar e population covered by the 1995 public use data

The caendar year 1995 MCBS public use data are focused on Medicare beneficiaries resdingin
the United States or Puerto Rico who were enrolled in one or both parts of the program throughout
caendar 1995. This“dways enrolled” population includes individuas enrolled on January 1, 1995 who
remaned enrolled through the end of December. Excluded are the following categories of Medicare
enrollees:

1) residents of foreign counties and U.S. possessions and territories other than Puerto Rico;
2) persons who became enrolled after January 1, 1995; and
3) persons who disenrolled or died prior to the end of December 1995.

NOTE: A smadl number of sample people (124) included in thisfile died during 1996 subsequent to their
Round 16 interview and are asubset of group 3) above. A discussion of how to subset thisfileto get the
“dwaysenrolled” populationisincluded in Section 3, “Noteson Using the Data,” under * Specific Variables
- Key Record (RIC K).’

The “adways enrolled” population concept was used for the CY 1991, CY 1992, CY 1993, and
CY 1994 MCBS Access to Care releases for operational consderations, and is carried forth into this
release for the same reasons. While it differs from other views of the Medicare populaion commonly
generated from CMS files or encountered in CMS publications such as “ever enrolled” or “mid-point
enrollment,” the concept of “dwaysenralled”’ iscons stent with thefamiliar concept of being exposed or “a
risk” for usng services for the entire 12-month period.
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Table6.1 showsdatafrom CMS's 5- percent HISKEW file (hedthinsurance skeleton write- off),
which contains selected demographic and coverage information on a 5 percent sample of Medicare
enrollees. Data for the targeted population are arrayed by age, gender, race using these three views:.
persons “ever-enrolled,” persons enrolled as of the “mid-point of theyear” (Jduly 1), and persons“dways
enrolled.” We have included these relationships to dlow usersto compare the popul ation represented by
this release to the more frequently used views of the Medicare population.

(It should be noted that the other series of files produced from the MCBS, known as Cost and Usg,
contains data composed to represent the ever-enrolled population to better capture total Medicare and
other expendituresfor agivenyear. A discussion of how the ever-enrolled popul ation was composed for a
given period to capturetota utilization (covered and non-covered) and expenditures (M edicare and other)
for that period is presented in the documentation for the 1992 file for that series))
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Table6.1 1995 Medicare population, by gender, race and age
Always duly 1 Ever
Gender Race Age Enrolled Midpoint Enrolled
Total 35,171,740 37,261,780 39,205,440
Females Black 0-44 103,740 113,120 122,040
45-64 204,840 230,400 277,600
65-69 403,520 442,400 450,140
70-74 395,620 403,060 410,860
75-79 289,320 296,580 303,040
80-84 205,460 213,920 221,140
85+ 200,380 213,640 226,740
Non-black 0-44 441,440 482,380 517,440
45-64 879,440 1,032,840 1,465,600
65-69 4,283,120 4,691,300 4,742,440
70-74 4,444,640 4,502,260 4,560,180
75-79 3,512,480 3,581,680 3,652,840
80-84 2,524,260 2,605,220 2,693,440
85+ 2,320,660 2,487,920 2,670,600
Males Black 0-44 182,340 198,740 212,600
45-64 238,620 261,780 302,220
65-69 298,880 329,760 338,300
70-74 267,360 275,660 283,940
75-79 170,980 178,220 185,680
80-84 98,880 104,560 110,460
85+ 73,380 79,680 86,600
Non-black 0-44 716,780 778,900 832,900
45-64 1,292,300 1,465,280 1,862,880
65-69 3,626,780 3,991,360 4,057,740
70-74 3,397,700 3,471,980 3,546,820
75-79 2,346,900 2,423,560 2,503,240
80-84 1,389,900 1,461,100 1,536,380
85+ 862,020 944,480 1,031,580
Female total 20,208,920 21,296,720 22,314,100
Male total 14,962,820 15,965,060 16,891,340
Black total 3,133,320 3,341,520 3,531,360
Non-black total 32,038,420 33,920,260 35,674,080

Based on September 1996 HISKEW files, inflated to 100 percent. “Always Enrolled” data are estimated.
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Targeted population and sampling strata

The targeted population for Round 1 of the MCBS consisted of persons enrolled in one or both
parts of the Medicare program, that is, Part A (Hospital Insurance) or Part B (Supplementary Medical
Insurance) as of January 1, 1991, and whose address on the M edicarefileswasin one of the 50 ates, the
Digtrict of Columbia, or Puerto Rico. Correspondingly, for Rounds 4, 7, 10, 13, and 16, the targeted
populations included those individuals enrolled as of January 1, 1992, as of January 1, 1993 as of
January 1, 1994,° and as of January 1, 1995 respectively.

Thetargeted universeisdivided into seven sampling strata based on age as of the midpoint (thet is,
July 1) of theyear. The age categoriesare: 0to 44, 45t0 64, 65t0 69, 70to 74, 75to 79, 80to 84, and
85 or older. The god of the sample design isto obtain complete annud data on hedlth care use of both
Medicare covered as well as non-covered services and the associated costs by source of payment on
12,000 beneficiaries per year, with 2,000 for each of the elderly strata.and 1,000 for each of the disabled
strata. See Table 6.2.

Table 6.2 Targeted number of MCBS sample persons with complete annua utilization and
expenditure data by sampling stratum

Age group Target

Tota 12,000

0-44 1,000
45 - 64 1,000
65 - 69 2,000
70-74 2,000
75-79 2,000
80-84 2,000
85+ 2,000

(Note: Due to the switch to arotating panel design described earlier in the Introduction, it was
necessary to interview roughly 16,000 sample personsin the fal 1994 round (Round 10) in order to meet
the targets for complete annual utilization and expenditure datafor both 1994 and 1995. Thisoverlapping
of pandswill continueindefinitely under the rotating pand design for eech fadl interview sesson. SeeTable
6.3 for actua number of Round 13 completes by age stratum.)
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Bendficiaries for the origind sample (Round 1), the first supplement (Round 4), and the second
supplement (Round 7) were selected from the standard 5-percent sample of CMS's Enrollment Data Base
(EDB). The decison to seect the MCBS sample from within the sandard 5- percent CMS sample was
based mostly on considerations of convenience. The 5-percent sample has been used for many research
projects involving the Medicare population, and data files have been congtructed to alow access to the
clamsfor this group.

The development of the National Claims History File makesthe clams datagenerally availablefor
the entire population, not just thoseindividuasincluded in the sandard sample. In addition, for some PSU
aress, the number of beneficiaries within the stlandard 5-percent sampleisrdatively smal and the list of
potentid sample people can become exhausted. As aresult, beginning in Round 10, samples are being
drawn from 5-percent samples other than the standard 5- percent sample.

The MCBS sample is designed to be nearly self-weighting within the age Strata. A systemdic
sampling scheme with random gtartsis employed. The use of random starts provides judtification for the
variance calculations described with the WESV AR procedures described later in this section.

Sample selection

A sample of 15,411 beneficiaries was sdected in 1991 for Round 1 of the MCBS. Thisinitid
sample was representative of beneficiaries who were entitled on January 1, 1991. Round 1 interviews
darted in September of 1991, and the sample beneficiaries have been re-interviewed roughly every four
months Snce then.

A supplemental sample of 2,410 beneficiaries was added to the sample for Round 4. The 1992
supplementa samplewas primarily designed to include newly enrolled beneficiaries during the clendar year
(from February 1991 through January 1992-see Endnote 1), as well as previoudy enrolled beneficiaries
who wereincluded for acoverageimprovement component or to maintain the desred samplesizein pite of
the cumulative effects of deaths, emigration, and response rate losses. Severd hundred persors pre-
enrolled for some timein 1992 were inadvertently included.

The 1992 Accessto Care questionswere administered September through December 1992 as part
of the Round 4 interview for the continuing sample, and as part of the initid interview of the supplementa
sample.
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An additiona supplementa sample of 2,449 beneficiaries was added to the sample for Round 7.
The 1993 supplementa sample included newly enrolled beneficiaries (from February through December
1992), aswdll as previoudy enrolled beneficiaries (that is, on or before January 1, 1992), to maintain the
desred sample size.

The 1993 Accessto Care questionswere administered September through December 1993 as part
of the Round 7 interview for the continuing sample, and as part of the nitid interview of the 1993
supplementa sample.

An additional supplementa sample of 6,390 beneficiaries was added to the sample for Round 10.
The 1994 supplementa sample included newly enrolled beneficiaries (from January through December
1993) aswell asprevioudy enrolled beneficiaries (again, through December 1992), to maintain thedesired
samplesze.

The 1994 Accessto Care questionswere administered September through December 1994 as part
of the Round 10 interview for the continuing sample, and as part of the initid interview of the 1994
supplemental sample.

An additiond supplementa sample of 6,349 beneficiaries was added to the sample for Round 13.
The 1995 supplementa sampleincluded newly enrolled beneficiaries (from January 1994 through January
1995) aswell asprevioudy enrolled beneficiaries (through December 1993), to maintain the desired sample
gze

The 1995 Accessto Care questionswere administered September through December 1995 as part
of the Round 13 interview for the continuing sample, and as part of the initid interview of the 1995
supplementa sample.

Primary Sampling Units

The MCBS sample is spread across 107 primary sampling units (PSUs), which are metropolitan
aress and clusters of non-metropolitan counties. Within the PSUs, the initial sample was concentrated in
1,163 clusters of ZIP code areas (5 digits). With the introduction of the 1992 and 1993 supplements, the
number of sample ZIP code clusters expanded to 1,344 and 1,399, respectively. Theareacovered by the
1994 supplement included 1,432 clugters. A supplementa sample of 5 new ZIP clusters was sdected in
1995, bringing the total number of sample ZIP clustersto 1,437.

All five samples were selected from CMS's madter file of beneficiaries enrolled in Medicare, usng
the beneficiary’ saddressrecorded in that file as of March of the year theindividua was sdected to bein the
sample.
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Response Rates

By Round 13, 64 percent of the origina 1991 sample were ill in aforma responding status (that
is, ether the SP was dive and Hill participating or had died after Round 1 but left behind a cooperative
proxy for the collection of data on the last months of life) or had participated in the survey until degth,
leaving enough data to estimate the last months of life. For the 1992, 1993 and 1994 supplementa
samples, the corresponding figures were 68, 69 and 72 percent, respectively. The 1995 supplemental
sample (Round 13) had an initia response rate of 83 percent.

There were 4,424 interviews successfully completed at Round 13 with ill-living members of the
1991 sample. For brevity, werefer to these 4,424 interviews as*live completes.” For the supplementary
1992, 1993, and 1994 samplesthere were 866, 1,413, and 3,893 live Round 13 compl etes, respectively.

Asaresult of theswitch to arotating pand design, 3,678 sampled beneficiarieswerereleased from
the 1991 and 1992 panels at Rounds 12 and 13.

Completed interviews by sampling strata

Table 6.3 liststhe number of completed interviewsfor Round 13 for the continuing (Rounds 1, 4, 7
and 10) and supplemental (Round 13) samples by age strata.

Table 6.3 MCBS Round 13 completed interviews for the continuing and supplementa samples
- Round 13 Completed Interviews-

Agegroup Continuing Supplemental Total
Tota 10,596 4,994 15,590
0-44 797 422 1,219
45 - 64 984 394 1,378
65 - 69 1,667 903 2,570
70- 74 1,786 807 2,593
75-79 1,713 853 2,566
80- 84 1,775 798 2,573
85+ 1,874 817 2,691
Medicare Current Beneficiary Survey May 1997
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[tem Non-response

As in any other survey, some respondents could not, or would not, supply answers to some
guestions. Item non-response rates are low in the CY 1995 Accessto Care release, but the anayst till
needs to be aware of the missing data and be cautious about patterns of non-response.

Some of the missing datais attributable to the fact that some of thecommunity interviewsand dl of
the facility interviews are conducted by proxy. In other words, the respondent had no knowledge of the
information sought on the sample person. In other Stuations the respondent smply refused to answer.
While no effort was made to specifically impute missing data for the Access to Care variables, where
possible, much of the data not collected in the current round has been filled in through editing to earlier files
or through the use of files that have been imputed.

Each user can decide how to handle the missing data. One smple gpproach isto delete records
with missng data. The cumulative effect of deeting each record with any missing data can significantly
reduce the data available for andyss. Another gpproach isto crestean *unknown” or “missing” category
within each variable digribution. This approach retains more observations than the first approach.

There are other more complicated aternatives for handling cases with missing data. Oneisto
impute the missing data. This can be donefairly easlly in such away asto improve univariate tabulations,
but techniques that retain corrdation structure for multivariate analyses are extremely complex. For more
discussion of imputation, the user is referred to Katon and Kasprzyk (1986). An aternative is mode-
based estimation where ajoint mechanism is hypothesized that underlies both the substantive data and the
missing data structure. For adiscusson of thistechnique, see Little and Rubin (1987).

Preparing Statistics (Using the Full Sample Weights)

Four sstsof find “full sample’” Round 13 weights have been provided for different typesof Satistics.
(Theterm “full sample’ isused to digtinguish these weights from the replicate weights discussed in the next
section). One st of weightsislabded R1I3COWGT (RIC X). R13COWGT isacross-sectiond weight
and gppliesto both the continuing sample and to the supplemental samplewnhich wasfielded for thefirg time
in Round 13. Thisweight isintended for usein cross-sectiond atigticsinvolving Round 13 by itsdlf. Each
weight is greater than zero for al 15,590 beneficiaries on the file. R1I3CWGT should be used to make
estimates of the levels of accessto care for the Medicare population aive in the fall of 1995.

The second st of weightsis labeled R413WGT (RIC X4). Itisintended for usein longitudind
datigtics involving continuing people from the origind 1991 and the 1992 supplemental samples who had
Round 4, Round 7, Round 10, and Round 13 interviews. The longitudina weight, R413WGT, does not

Medicare Current Beneficiary Survey May 1997
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apply to the Round 7, Round 10, and Round 13 supplementa persons. Thisweight should only be used
when the CY 1992 (Round 4), CY 1993 (Round 7), CY 1994 (Round 10), and CY 1995 (Round 13)
Accessto Carere eases have been merged together. Records must be merged at the beneficiary leve, and
only those beneficiarieswho completed al four rounds (that is, have positive numeric R413WGT) should be
induded in thefind file

Thisweight can then be used to make estimates of changesin characteristics (say, hedth satus) or
attitudes (say, satisfaction with care) of a given subset of the population over the four-year period.
R413WGT isgreater than zero only for continuing personsin the origind sampleand theRound 4 sample; it
isingpplicable (*.”) for theRound 7, Round 10, and the Round 13 supplementa samples. Thereare5,290
beneficiaries who completed Round 4, Round 7, Round 10 and Round 13 interviews, these beneficiaries
aeidentifiedasD_SMPTYP="91" or D_SMPTYP="92" (RIC K, Key Record).

Thethird set of weightsis labded R713WGT (RIC X3). These weights areintended for usein
longitudind gatigtics involving continuing sample people (from the origind 1991, 1992 and 1993
supplemental samples) who completed interviewsin Round 7, Round 10 and Round 13. Thelongitudina
weight, R713WGT, does not gpply to the Round 10 supplementa sample or the Round 13 supplementa
samplecases. Thisweight should only be used whenthe CY 1993 (Round 7), CY 1994 (Round 10), and
CY 1995 (Round 13) Accessto Care releases have been merged together. Records must be merged at
the beneficiary level, and only those beneficiarieswho completed dl threeinterviews should beincluded in
thefind file

This weight can then be used to make estimates of year-to-year changes from 1993 to 1995.
R713WGT isgrester than zero only for persons who completed Round 7, Round 10, and Round 13; it is
ingpplicable (“.”) for the Round 10 and Round 13 supplementa samples. There are 6,703 beneficiaries
who completed Round 7, Round 10, and Round 13 interviews, these beneficiaries are identified as
D_SMPTYP='91',D_SMPTYP='92", or D_SMPTYP="93 (RIC K, Key record).

The fourth set of weightsislabded RIBNRWGT (RIC X2). Theseweightsareintended for use
inlongituding gatisticsinvolving continuing sample people (from the origind 1991, the 1992, the 1993 and
the 1994 supplemental samples) who completed interviews in both Round 10 and Round 13. The
longitudina weight, RI3NRWGT, does not apply to the Round 13 supplementa sample cases. This
weight should only be used when the CY 1994 (Round 10) and CY 1995 (Round 13) Accessto Care
releases have been merged together. Records must be merged at the beneficiary level, and only those
beneficiaries who completed both interviews should be included in the find file.

This weight can then be used to make estimates of year-to-year changes, such as the number of
persons who went from being very satisfied with their care to being disstisfied with their care.

Medicare Current Beneficiary Survey May 1997
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R13NRWGT isgresater than zero only for personswho completed Rounds 10 and 13; itisingpplicable (“.”)
for theRound 13 supplemental sample. Thereare 10,596 beneficiarieswho completed both Round 10 and
Round 13 interviews, these beneficiaries are identified as D_SMPTYP='91', D_ SMPTYP="92,
D SMPTYP=93,0r D_SMPTYP="94' (RICK, Key record).

Although it is possible to creste some cross-sectional estimatesusing R413WGT, R713WGT, or
R1ISNRWGT and create longitudina estimates weng R1I3CWGT, both of these actions are strongly
discouraged. Ingenerd, estimates of the same population Statistic produced using the two types of weights
(that is, cross-sectiond and longitudind) will differ sysematicaly. When R413WGT, R713WGT, or
R13NRWGT are used for cross-sectiond estimation, recently enrolled beneficiarieswill not be represented.

When R13CWGT is used for longitudina estimation, positive weights will be given to cases without
basdline data and the weights for long-term enrollees will be too smdl.

Variance Estimation (Using the Replicate Weights)

In many gatistical packages, including SAS, the procedures for calculating variances assume that
the data were collected in a smple random sample. Procedures of this type are not appropriate for
cd culating the variance for statitics based upon agiratified, unequa- probability, multistage samplesuch as
the MCBS.

The replicate weights associated with the MCBS data can be used to create estimated standard
errorsfor MCBSvariables. Just astherearefour full ssampleweightsfor Round 13, onefor cross-sectiond
andyses and three for longitudina analyses, there are four corresponding sets of replicate weights.

The replicate cross-sectiona weights are labeled R13CS001 through R13CS100 and may be
found in the Cross-sectiond Weights record (RIC X). Thefirst set of replicate longitudina weights are
labeled R413W 001 through R413W 100 and may befound on thefirgt Longitudind Weights Record (RIC
X4). The second st of replicate longituding weights are labded R713W 001 through R713W 100 and
may be found on the second Longitudina Weights Record (RIC X3). Thethird set of replicate longitudina
weightsarelabeed R13NR001 through R13NR 100 and may befound on thethird Longitudind Weights
Record (RIC X2).

Thesereplicate weights should be used for variance estimation. The user hasthree optionsfor using
the replicate weights. The first option isto use a software package called WesVar PC® thét is available
from Wedtat a no charge. The program can be downloaded from Westat’ shome page on the World Wide
Web at: WWW.WESTAT.COM. Additiona documentation is available from Westat and can be
obtained by submitting arequest to: WESVAR@WESTAT.COM.

Medicare Current Beneficiary Survey May 1997
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Identification of weight variable and variables for analysis can be done using the WesVar PC®
menus. To run WesVar PC® with MCBS data and weights, the method should be specified as Fay’s
method with a factor of 0.3.

The second option is for the user to write asmall custom program using a very smple dgorithm.
Let Xo be an estimate of adatigtic of interest formed using one of the full ssmpleweights. Let X through
X100 be esimates (caculated by the user) of the exact same datidic of interest formed using the
corresponding 100 replicate weights. The estimated variance of X isthen smply:

100

2.04 1 ,
Var == -
(Xo) loog(x Xo)

Thethird optionisfor userswho prefer to use dternate software such as SUDAAN® (Professiond
Softwarefor SUrvey DAtaANanys sfor Multi-stage Sample Designs) to compute popul ation esimatesand
the associated variance estimates. Two variables, SUDSTRAT and SUDUNIT, have beenincluded inthe
cross sectiond and longitudina weight records to dlow use of SUDAAN.

An example of usng SUDAAN satements to compute an estimate of the proportion of the
Medicare population (excluding newly enrolled after January 1995) that had an inpatient stay in 1995 is
shown below:

PROC CROSSTAB DATA=dsn FILETYPE=SAS DESIGN=WR;
NEST SUDSTRAT SUDUNIT / MISSUNIT;

WEIGHT R13CWGT;

SUBGROUP H_INPSW;

LEVELS2;

PRINT NSUM ROWPER SEROW;

The data sat dsn is the name of the file that contains the weights and statistics of interest. The
variable H_INPSW is an inpatient switch indicator from the RIC A. Note that variables specified in the
NEST, WEIGHT, and SUBGROUP statements have to be numeric and that SUBGROUP must run
between 1 and the number of levels with no gaps.
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Consigtency with M edicar e Program Statisticsand with CY 1991, CY 1992, CY 1993and CY 1994
Accessto Carereleases

Ingenera, MCBS estimates are not cons stent with Medi care program stati stics such as tabul ations
of the HISKEW. There are severd reasonsfor theinconsstencies. The most important reason isthat the
EDB, and hence the HISKEW, includes people who are no longer dive. This may occur where people
have entitlement, say for Part A only, and receive no Socia Security check. When fidd-staff try to locate
these beneficiaries for interviews, they establish the fact of these desths. This over-reporting on the
HISKEW filesis expected to diminish somewhat due to recent efforts to modify CMS edit procedures
that reected recordsfrom SSA which had vaid dates of desth but other erroneousinformation and duetoa
recent replenishing of the EDB with SSA records to get nine-digit zip codes. Unrecorded degths are il
present on the EDB.

For cross-sectiona estimates of the CY 1992 Accessto Care, specia weighting procedureswere
used to force some MCBS estimatesto agree with HISK EW tabulations. Thiswas not thecasefor the CY
1991 release nor isit the case for CY 1993, CY 1994, or CY 1995.

Although revised 1992 wel ghts have not been published, interna analysesindicate thet the estimated
mean reimbursement per enrollee in 1992 was dightly too low in dl but the youngest age category. The
estimate of mean total Medicare reimbursement amount in 1992 increased 0.25 percent from $5,022 per
beneficiary before re-weighting to $5,035 per beneficiary after re-weighting. Thisdownward biaswasdue
to the presence of ardatively smal number of individuas on the enrollment database who arelisted asdive
whenin fact they are dead (primarily individuas not receiving socid security benefits but deemed “insured”
for purposes of Medicare at the beginning of the program). Consequently, the number of enrolleeswas
estimated to betoo large. Thiseffect was concentrated in the 85+ age-category sincethat iswheremost of
the unrecorded deaths were detected during survey field operations. Results of interna analysisindicatethat
the estimated proportion of beneficiariesin the 85 + age group decreased from 9.6 percent to 9.0 percent
after re-weighting.

Also, research has shown that MCBS estimates by Census Divison (the nation isdivided into nine
of these areas) are subject to extremey high variance. Users are urged to collgpse down to the standard
four Census Regions for geographic anadyses.

Therewas an error in the 1992 weighting that skewed sample estimates toward non-metropolitan
characterigtics.  Results from the re-weighting indicate that mean tota 1992 Medicare reimbursement
increased from $4,238 to $4,269 for non-metropolitan beneficiaries, but decreased from $5,334 to $5,303
for beneficiaries in metropolitan aress.
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Findly, an error in sampling was discovered early in 1996 that resulted in the selection of 320
beneficiaries from ZIP dugters that are not in sampled PSUs. Of these mis-sampled cases, 64 were
sampled with the 1992 supplementary pand, 38 were sampled with the 1993 supplementary pand, 115
were sampled with the 1994 supplementary pand, and 103 were sampled with the 1995 supplementary
panel. Most of these cases are located in Central Florida (92 cases) and Puerto Rico (181 cases).
Weighting proceduresfor the 1995 Accessto Care releaseincluded aspecial adjustment to correct for the
mis-sampling. Weights for the previous Access to Care releases have not been revised to reflect this
correction. Although preliminary analyssindicatesthat the effect on overal estimatesissmal, estimatesfor
Hispanics appear to be more affected by the sampling errors, and analysts are advised to use caution when
interpreting results for this subgroup that are obtained from earlier Accessto Care releases.
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Notes

1. Because people often are listed in the enroll ment database before eligibility
for Medicare benefits actually begins, the Round 4 suppl enent includes somne
beneficiaries who becane eligible in February 1992 or later.

2. The primary goal of the survey is the dissem nation of detailed cal endar year
utilization and expenditure data. Therefore, it was decided to delay sanpling the
January 1993 accretes to coincide with sanpling for the bal ance of 1993 accretes.
Since the target for the CY 1993 Access to Care file was all those enrolled for
all of 1993, which includes the January 1993 accretes, a weighting adjustnent was
made so that the cross-sectional weights on that file do reflect the inclusion of
this group.

3. The primary goal of the survey is the dissem nation of detailed cal endar year
utilization and expenditure data. Therefore, it was decided to delay sanpling the
January 1994 accretes to coincide with sanpling for the bal ance of 1994 accretes.
Since the target for the CY 1994 Access to Care file was all those enrolled for
all of 1994, which includes the January 1994 accretes, a weighting adjustnent was
nmade so that the cross-sectional weights on that file do reflect the inclusion of
this group.
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