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INTRODUCTION

As health care costs in the United States escalate and quality of care concerns become more pronounced, the need for accurate and timely health care data has increased dramatically. Policy analysts, administrators, and the research community require comprehensive and precise data resources in order to evaluate cost, quality, and access to care. The Agency for Healthcare Research and Quality (AHRQ) sponsors one such resource, the Healthcare Cost and Utilization Project (HCUP, pronounced “H-Cup”). In September 2000, AHRQ awarded Medstat a five-year contract to Maintain and Expand the Healthcare Cost and Utilization Project (contract 290-00-0004). In September 2005, the contract was extended for one additional year. This report provides an overview of HCUP, including information on HCUP database security and creation, HCUP Partner participation, strategic marketing of HCUP products, and project management protocol.

The report is divided into 13 sections:

· Section 1 provides an overview of HCUP.

· Section 2 details security and confidentiality issues surrounding the HCUP project. 

· Section 3 describes the acquisition of data for the project from statewide data organizations. 

· Section 4 introduces the HCUP databases.

· Section 5 illustrates how the HCUP state databases are created.

· Section 6 details how the HCUP nationwide databases are built.

· Section 7 describes how the other HCUP databases are developed. 

· Section 8 explains the different ways that the project promotes the use and understanding of the HCUP data. 

· Section 9 presents an overview of how the HCUP Central Distributor operates. 

· Section 10 details special analyses that explore data issues. 

· Section 11 spotlights reports that provide a thorough understanding of the HCUP databases.

· Section 12 describes how HCUP contributes to the National Healthcare Quality Report and National Healthcare Disparities Report.

· Section 13 explains how the HCUP project is managed and documented.

SECTION 1:

OVERVIEW OF THE Healthcare Cost and Utilization Project

SECTION I: OVERVIEW OF THE Healthcare Cost and Utilization Project

The Healthcare Cost and Utilization Project (HCUP) develops and maintains a family of health care databases, related software tools, support services, and products whose information resources are grounded in vital partnerships among Federal, State, and Industry associations. HCUP databases integrate the data collected by state governments, hospital associations, private data organizations, and the Federal government to create a national health care information resource of hospital, ambulatory surgery center, and emergency department data. HCUP features the largest collection of longitudinal hospital care data in the United States, containing a wealth of all-payer, encounter-level information beginning in 1988. The HCUP databases include: 

· The Nationwide Inpatient Sample (NIS), which contains all inpatient discharges from a nationwide sample of more than 1,000 hospitals. 

· The Kids’ Inpatient Database (KID), which is a nationwide sample of pediatric inpatient discharges. 

· The State Inpatient Databases (SID), which contain inpatient discharge records from non- Federal hospitals in participating states. 

· The State Ambulatory Surgery Databases (SASD), which include data from ambulatory care encounters from hospital-affiliated and sometimes freestanding ambulatory surgery sites. 

· The State Emergency Department Databases (SEDD), which contain data from emergency department encounters from hospital-affiliated emergency departments.

The HCUP databases are a powerful resource for research on a broad range of health policy issues, including cost and quality of health services, medical practice patterns, access to health care programs, and outcomes of treatments at the national, regional, state, and local market levels. Additionally, the HCUP databases are used to produce statistics based on the AHRQ Quality Indicators for two annual congressional reports: the National Healthcare Quality Report and the National Healthcare Disparities Report.

To increase the use of HCUP data and demonstrate the value of HCUP products, the following eight activities are key objectives of the current contract:

· To develop a marketing strategy for key audiences 

· To disseminate HCUP databases to outside researchers through the HCUP Central Distributor

· To provide technical assistance to data users through HCUP User Support (HCUP-US)

· To expand and maintain HCUP tools and software

· To develop research projects and reports

· To promote HCUP at professional meetings 

· To provide training to HCUP users

· To enhance the visual image of HCUP products.

SECTION iI:

SECURITY AND CONFIDENTIALITY

SECTION iI: SECURITY AND CONFIDENTIALITY

Protecting the security and confidentiality of information used to develop HCUP databases is of paramount importance. AHRQ is authorized to obtain data for research purposes “to enhance the quality, appropriateness, and effectiveness of health services.”
 AHRQ is also charged with promoting the protection of individually identifiable patient information used in health services research and health care quality improvement.

The identities of patients and physicians who might be included in the HCUP databases are protected from disclosure by the legal statutes that govern AHRQ activities. Additionally, AHRQ excludes identities of patients and physicians from publicly released HCUP databases, while the HCUP data use agreements prohibit users from attempting to determine the identity of any person contained in publicly released databases (including, but not limited to, patients, physicians, and other health care providers). 

AHRQ requests permission from the HCUP State Partners to include hospital identification on the publicly released HCUP databases. When such information appears in HCUP databases, it may be used only for the purpose of conducting research, which includes linking institutional information from outside data sets to enhance analysis and aggregate statistical reporting. Additionally, HCUP data use agreements preclude using information about individual hospitals in the HCUP databases for commercial or competitive purposes. Users of the data must not identify hospitals directly or by inference in disseminated material. 

Legal Protections

Use of data involved in constructing the HCUP databases is governed by three distinct sets of legal protections:

·  Federal statutes

· State laws

· Limitations imposed by the HCUP State Partners.

The statute that governs AHRQ activities (Section 924[c] of the Public Health Service Act [42 U.S.C. 299c-3(c)]) requires that information that might identify an individual cannot be used for any purpose other than the explicit purpose for which it is collected. In the case of the HCUP data, the purpose is limited to conducting research and developing statistical estimates. Information that could be used to identify persons, either those included in the database or those who are the source of information, cannot be released without specific permission from the individual.

In addition to the statute that deals specifically with AHRQ, the Agency, like all Federal agencies, must adhere to the protections included in the Privacy Act of 1974, as amended (5 U.S.C. 552a). This Act also restricts the use and dissemination of identifiable information and imposes criminal penalties for violations. The Privacy Act is similar to the specific AHRQ statutory protections, although less restrictive.

AHRQ's use of the data acquired from the HCUP State Partners is also subject to all other limitations that are imposed by each HCUP Partner. Specifically, HCUP is bound by any state statutory requirements governing a Partner’s release of these data and any additional requirements specified in the HCUP Memorandum of Agreement (MOA). 

The Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule protects individually identifiable health information by establishing conditions for its use and disclosure by “covered entities.” Disclosure of identifiable data from covered entities for the purpose of research is allowed by the Privacy Rule under sections 160.504 and 164.512(i). AHRQ and most data organizations participating in HCUP are not covered entities because they do not fit the definition of (1) a health plan, (2) a health care clearinghouse, or (3) a health care provider that electronically transmits health information in connection with standard financial or administrative transactions. AHRQ data policies are consistent with the requirements of the HIPAA Privacy Rule. 

Medstat Data Handling Policies

The HCUP contract between the Federal government and Medstat contains sections governing the authorized use of data during the project. These sections restrict the publication and dissemination of material derived from HCUP databases. They specify that Medstat has no rights to data collected or developed under the HCUP contract. This contract also contains provisions for penalty and debarment from Federal contracting should these restrictions be violated. 

Before processing HCUP data, Medstat staff and subcontractors are required to sign the AHRQ Staff/Contractor Agreement Regarding the Security of Data Maintained by the Center for Delivery, Organization, and Markets, Agency for Healthcare Research and Quality. This agreement details the statutory prohibitions against the release of any confidential or proprietary data, the legal confidentiality provisions governing data collected by AHRQ, and the consequences of violating these statutes or the provisions. A copy of this agreement is contained in Attachment E of Appendix 4, Sample Memorandum of Agreement. 

Medstat staff and subcontractors are also required to receive privacy and security training that includes information on the appropriate and inappropriate use of HCUP data. Inappropriate use includes giving HCUP file access to unauthorized individuals, providing confidential information derived from such files, or otherwise sharing such information with these individuals. 

Medstat policies on data security are detailed in a proprietary document, Data Privacy and Confidentiality Policies and Procedures Manual for Employees. The key components of this manual are summarized in the document, Summary of Principles, Policies, and Procedures Related to the Privacy, Confidentiality, and Security of Person-Level and Other Confidential Data. A summary of this proprietary document is included in Deliverable #144, Securing Data during HCUP Processing.

The implementation of the HCUP data security requirements focuses on prevention, detection, and response to security threats as they relate to the following aspects of data management:

· Access to HCUP data files

· Organization and storage of HCUP working data files

· Disposal of HCUP data 

· Electronic safeguards through hardware and software

· Safeguarding data elements

· Masking of data elements

· Securing data for delivery.

Access to HCUP Data Files

Protecting access to HCUP data includes physical security and access to data. In terms of physical security, all HCUP data are stored on file servers dedicated to HCUP and stored in a controlled-access environment. Physical access to the HCUP file servers is limited to authorized Medstat personnel. For specific details on the physical security of HCUP data, please refer to Attachment D, HCUP Data Security Plan, contained in Appendix 4, Sample Memorandum of Agreement, and the Medstat policy on data security summarized in Deliverable #144, Securing Data during HCUP Processing.

Access to HCUP data is limited to appropriate project staff members who are granted access to files and programs through identification verification and password authentication. All project staff have signed AHRQ, Medstat, and HCUP Partner-specific confidentiality agreements and received specific training in processing confidential data.

Organization and Storage of HCUP Working Data Files

Physical copies of source data are stored within locked offices or locked cabinets. On the HCUP servers, source data files are stored separately from other data, within a dedicated partition. This allows source files to be backed-up and deleted independent of SAS programs and other HCUP data. Source data files are stored by data type, state, and year. 

Interim SAS working files are stored separately from copies of source data and final HCUP files. The interim files are stored with copies of the programs used to create and manipulate these files. They are stored by data type, state, and year. 

Final, deliverable HCUP data files are stored separately from copies of source data, processing programs, and interim SAS working files. Sensitive data development files are also stored separately. The HCUP final data files are stored by data type, state, and year.

Hard copy listings and logs generated from computer runs are stored within locked offices or within locked cabinets.

Data destruction is facilitated by storing the different HCUP files by data type, state, and year. This allows Medstat to easily locate and destroy outdated HCUP data, when appropriate. 

Disposal of HCUP Data

At the direction of AHRQ, all source data received by Medstat from HCUP State Partners are destroyed approximately two years after completing the HCUP data files, unless the state-specific HCUP Memorandum of Agreement requires that the source data be returned to the HCUP Partners. Destruction of electronic data files is implemented either through physical destruction or erasure. Files are erased using strong magnets or using software that not only erases data images, but also physically writes exhaustive strings of zeros or nulls to insure that it is impossible to retrieve any part of a file targeted for destruction. Certification of destruction is sent to the AHRQ Project Officer and the HCUP State Partner following file destruction. A bonded contractor destroys all printed listings from HCUP data processing when disposal is required. Data listings are pulverized to prevent any possible retrieval. 

After the termination of the HCUP contract, AHRQ may, at its sole discretion, choose to retain the HCUP intramural, data development, and restricted access public release databases to support longitudinal research.

Electronic Safeguards through Hardware and Software

Three electronic safeguards protect the HCUP data:

· Reliability – The project employs a group of high-end Intel application servers to perform HCUP data processing. Although these servers are not identical, they are 100% compatible in the sense that work can be moved from one to the other transparently, as usage and disk storage require. This compatibility allows for a measure of redundancy in the processing pipeline. There is no one critical point of failure in the system as a whole.

· Back-up and Recovery – Incremental back-ups are performed nightly on all HCUP servers, while full back-ups are performed weekly and monthly. This safeguard protects the data from accidental loss. Back-up media are stored within locked offices. Back-ups are stored on-site and periodically moved off-site.

· Remote Submission System (RSS) – All programs that access HCUP data are submitted using RSS. Access is limited to those with a valid user name and password combination, and all access under the batch system is recorded in secure electronic logs that are subject to periodic audit. 

Safeguarding Data Elements

Identifiable data elements supplied by HCUP State Partners are used to create synthetic or derived uniform HCUP data elements. Examples include full dates (admission date, discharge date, date of birth, procedure dates), patient’s ZIP Code, physician identifiers, and source-supplied encrypted medical record numbers or other person identifiers. During each step of data processing, these data elements are carefully safeguarded.

During initial HCUP data processing, it is sometimes necessary to examine identifiable data elements to ensure that the data are acceptable. For example, it may be necessary to determine that the encrypted person number provided by the data source is not a unique record number. Electronic copies of all such listings are stored on the same partition as the unprocessed source data, and are subject to the same retention and deletion policies as the unprocessed source data. Printed copies of all such listings are kept in locked offices and are subject to the same retention and deletion policies as the unprocessed source data.

During HCUP data processing, only the synthetic and derived data elements are used for data analysis and review. 

In final, deliverable HCUP files, the original, identifiable data elements are stored in separate files called Data Development files.

Masking of Data Elements

Two types of masking are employed to create synthetic versions of physician numbers and indirect patient identifiers provided to HCUP. Prior to data year 2003, identifiers are encrypted using a fixed-key translation that masks the original value while preserving the ability to distinguish unique values. Beginning in data year 2003, patient and physician identifiers are masked using re-identification. This process arbitrarily assigns a unique number to each different identifier provided to HCUP. Both masking techniques are consistently applied across data types (i.e., inpatient, ambulatory surgery, and emergency department) to enable linking of synthetic identifiers within the HCUP databases without revealing patient or physician identities.

Securing Data for Delivery to AHRQ

HCUP data elements are stored in separate files based on the sensitivity of the data element. Identifiable data elements that are used to create synthetic or derived uniform HCUP data elements are stored in separate files called Data Development files. These data elements include full dates (admission date, discharge date, date of birth, procedure dates), patient’s ZIP Code, patient’s town, physician identifiers, and source-supplied encrypted medical record numbers or other person identifiers. All other data elements are stored in core and charge-specific research files. All state databases delivered to AHRQ are in SAS and are password protected. Only the AHRQ Government Project Officer and the Alternate Project Officer are given access to passwords for the Data Development files.

HCUP deliverable files are stored on CD-ROM. Data Development files are stored on a separate CD-ROM. Copies of the deliverable files are kept in a locked cabinet. 

HCUP data files are shipped to AHRQ separately from the data file documentation. This independent shipping process ensures that even if the data were lost or stolen in transit, the file could not be viewed or browsed in any way. 

For additional information about HCUP data security, please refer to Attachment D, HCUP Data Security Plan, contained in Appendix 4, Sample Memorandum of Agreement.
Security Audit

In Contract Year 2, an external contractor (Riptech, Inc.) performed a security audit of Medstat’s policies, procedures, and technical facilities for handling confidential information. Medstat and AHRQ reviewed the report’s recommendations for improvement of data security and agreed on a set of appropriate changes. All changes have been implemented except one. Riptech recommended that Medstat develop a comprehensive disaster recovery plan. This plan is currently under development by Medstat's corporate headquarters. 

HCUP Privacy Training Tool

AHRQ is committed to protecting data security and confidentiality, and while in the history of the project there has never been a violation of HCUP data confidentiality or security, AHRQ continually seeks to reduce the risk of inadvertent violations. As a means of further protecting HCUP data and verifying that HCUP Data Use and Confidentiality Agreements are clearly understood, AHRQ has developed an electronic certification course to train its authorized research staff and their contractors on HCUP data privacy, security, and data use provisions. 

Under AHRQ’s direction, Medstat subcontracted with Allen Communication Learning Services to develop an electronic learning course. AHRQ designed the training course to centralize and standardize information related to HCUP data security and confidentiality practices. The HCUP Data Security and Confidentiality course will aid authorized AHRQ research staff and their contractors in understanding how to safeguard the privacy, confidentiality, and security of HCUP health care data. 

Divided into ten modules, the 45-minute HCUP Data Security and Confidentiality training course introduces users to the key elements of AHRQ’s Staff/Contractor Agreement and Data Use Agreements. The course expands upon HCUP’s rules and requirements for data use and addresses essential topics such as HIPAA standards and the appropriate use of HCUP data. Utilizing information segments, sample scenarios, and interactive quizzes, the course defines a secure environment, who has access to HCUP data, and how to publish articles referring to HCUP data. Sample resources are available to illustrate key concepts, and users are encouraged to review the HCUP-US Website for more information. The final assessment tests the trainees’ understanding of the course materials and affords them the opportunity to review the material and related resources at any time.

AHRQ plans to develop a similar type of course in 2006 that will help users of the public release restricted access databases to understand HCUP Data Use Agreements. 

SECTION iiI:

data acquisition

SECTION iiI: data acquisition

Overview of Data Acquisition Activities

The HCUP databases depend on the data collection efforts of state governments, hospital associations, and private data organizations. Statewide data organizations that agree to participate in the HCUP project are collectively referred to as HCUP State Partners. 

Data acquisition for the HCUP project includes four distinct activities:

· Recruiting new states into the project

· Requesting additional data types from existing HCUP State Partners

· Obtaining annual data files 

· Retaining Partner participation in the project.

Recruiting new states into the project is a four-step process. First, the Medstat Data Acquisition Team compiles relevant information on potential statewide data organizations. Second, AHRQ determines the data organizations to approach. Third, the Data Acquisition Team educates the potential Partner about all aspects of HCUP. Fourth, Medstat teams with both the Partner and AHRQ to execute a Memorandum of Agreement (MOA) that formalizes the Partner’s participation in HCUP. Please refer to Appendix 4, Sample Memorandum of Agreement, for details on the MOA. 

All HCUP State Partners provide inpatient data to HCUP. In some cases, the HCUP Partner can also provide ambulatory care and emergency department data upon joining the project. Other Partners may not be able to provide these additional data types until subsequent years, when their data collection efforts are expanded to include this information. 

The process of requesting new data types from existing HCUP State Partners is identical to the four-step process described above for recruiting new HCUP Partners. 

Obtaining annual data files requires that the Team contact each HCUP State Partner to request data from the previous year. For example, beginning in calendar year 2005, Medstat worked to obtain calendar year 2004 data from the HCUP State Partners. 
Retaining Partner participation in the project is an ongoing process because of the constantly changing environment of new Federal regulations such as the Health Insurance Portability and Accountability Act (HIPAA), revised state requirements for releasing data, and overall developments. The Data Acquisition Team works with AHRQ to proactively inform Partners of AHRQ research activities and address new requirements stipulated by the HCUP State Partners. If necessary, the Data Acquisition Team will execute amendments to the MOA to specify a change in participation. 

Recruiting New States into HCUP 

As described above, one of the responsibilities of the Data Acquisition Team is to recruit new states into the project. This process consists of four steps:

· Compiling information on potential statewide data organizations

· Determining the data organizations to approach

· Educating the potential Partner on all aspects of HCUP

· Executing a Memorandum of Agreement (MOA).

A detailed description of each of these four activities is provided below.

Compiling Information on Potential Statewide Data Organizations

To qualify for participation in HCUP, a state must be able to submit:

· Inpatient data from all or nearly all community hospitals in the state.

· All-payer discharge data from these hospitals (i.e., discharge records from commercial, Medicare, Medicaid, uninsured, and other insurance payers).

· A minimum set of data elements from inpatient discharge records (i.e., diagnosis and procedure codes; expected primary payer; total charges; patient demographics such as age, sex, and ZIP Code; and hospital identifiers).

The Data Acquisition Team identifies data organizations that meet these requirements through several channels:

· File documentation from states

· The Inventory of Data Available from HCUP Partners 

· The Nationwide Data Inventory (NDI) produced by the HCUP contract (last delivered in 2003 and reflects 2001 data year collection)

· A formal feasibility study requested by AHRQ. 

The NDI is a comprehensive report on the current and future data collection practices of statewide data organizations. A feasibility study is specific to one state and includes information on the strengths and deficiencies of the state’s data files. Depending on the number of states AHRQ wishes to recruit in a given year; the Data Acquisition Team may also recommend recruitment priorities. 

Determining the Data Organizations to Approach
AHRQ reviews the information compiled by the Data Acquisition Team and identifies states to target for recruitment. The Data Acquisition Team often gathers additional information before AHRQ makes a final decision. This information includes:

· Level of interest in becoming an HCUP Partner

· Data limitations resulting from state statutes or release policies

· Availability of full year, non-aggregate data for all conditions and procedures

· Willingness to allow HCUP to utilize hospital identifiers in the creation of HCUP databases, tools, and products

· Ability to meet the project’s data submission schedules.

Educating the Potential Partner on All Aspects of HCUP

The Data Acquisition Team sends the potential Partner two items: the HCUP Recruitment Package and a sample of the HCUP MOA. The team then conducts in-depth discussions focusing on the following issues:

· Resources and benefits available to HCUP Partners

· Contents of HCUP databases

· HCUP policies and procedures for developing, distributing, and ensuring the confidentiality of project databases

· Minimum participation requirements

· Data elements that HCUP requests from Partners

· Data submission procedures and timelines.

If there is general agreement on the terms of HCUP participation, Medstat initiates the MOA process. 

Executing a Memorandum of Agreement (MOA)
The MOA formalizes Partner participation by specifying the rights and responsibilities of AHRQ and the statewide data organization. The MOA specifies the data elements that the Partner will supply for inclusion in the HCUP state databases (i.e., inpatient, ambulatory surgery, and/or emergency department, as specified in the MOA). The MOA also notes the data elements that the Partner allows to be released to the public in the HCUP Nationwide Inpatient Sample (NIS). Please refer to Appendix 4, Sample Memorandum of Agreement, for specific details included in the MOA. 

The process of creating a state-specific MOA encompasses any or all of the following: 

· Coordinating an in-person presentation by AHRQ and/or Medstat staff to an IRB or other committee

· Completing a data application

· Assembling and distributing project documentation to an IRB or other review committee

· Completing supplemental documents to the MOA, such as a state-specific Data Use Agreement.

The Data Acquisition Team develops a draft MOA for AHRQ’s review. Once AHRQ approves the draft MOA, the team then forwards this MOA to the potential Partner. The state notes the data elements that it agrees to submit to the project, signs the MOA, and returns the document to Medstat. The Government Project Officer countersigns the MOA, and Medstat returns the fully executed MOA to the new HCUP State Partner. 

Requesting Additional Data Types from Existing HCUP State Partners

The second responsibility of the Data Acquisition Team is to request additional data types from existing HCUP State Partners. This process is similar to the steps involved in identifying new states to target for project recruitment: 

· Identify suitable data sources.

· Educate Partners about data submission requirements.

· Execute an MOA amendment that specifies the data elements the Partner will provide. 

Recruiting new data types from existing HCUP State Partners typically proceeds more quickly than recruiting new states because HCUP has already established a relationship with the Partner. In addition, the Partner is familiar with the project’s requirements and benefits.

Obtaining Annual Data Files 

The third responsibility of the Data Acquisition Team is to obtain annual inpatient data files and, when applicable, ambulatory surgery and/or emergency department data files from each HCUP State Partner. The annual data procurement process involves four activities: 

· Identifying changes that may affect data submission

· Preparing to request the data

· Implementing the data request

· Resolving data-related problems or issues. 
A detailed description of each of these four activities is provided below.

Identifying Changes that May Affect Data Submission

At the onset of the data procurement process, Medstat interviews all HCUP State Partners by phone to identify all changes that could impact Partners’ data submissions to HCUP. The interview explores the following types of issues:

· Increases or decreases in the state’s data price

· Newly available data elements

· Potential Partner decisions to withhold a data element previously submitted

· New limitations placed by the state on the contents of its source files (e.g., masking particular values of a data element) 

· New withholding of discharge records with particular characteristics (e.g., substance abuse or HIV diagnosis)

· New administrative requirements for obtaining data (e.g., Institutional Review Board (IRB), application, or committee review). 

The Partner interview also affords the opportunity for Medstat to request new data elements. The team documents the results of the interview and coordinates with AHRQ on any necessary follow-up activities.

Preparing to Request the Data

To optimize the timing of data requests, the Data Acquisition Team monitors Partners’ annual data release dates. The term “release date” does not mean the date that the Partner plans to submit the data to HCUP. Instead, this term means the date on which the state’s data file is ready to be released to outside researchers. Partners typically schedule these releases within 5 to 13 months after the end of the previous calendar year, with most Partners scheduling this release for September or October. 

AHRQ requires that the Data Acquisition Team obtain data within three months of the release date.
 However, Partners frequently delay their original release date for any number of reasons (e.g., delays in receiving the data from hospitals, system upgrades, changes in file structure, etc.). Accordingly, the Data Acquisition Team continually monitors the status of the release dates. Some states make the monitoring task easier by placing HCUP on lists to receive data automatically upon first release.

To save time and effort to obtain annual files, Medstat tries to use data applications that encompass all data years within the life of the contract. If Partners will not permit applications that include future years of data beyond the upcoming data release, the team must complete a state-specific data application each year. 

Preparing a data application requires significant time and effort, even if the request is an update of the prior year’s application. Each state has it own format and questions. Each year, the state-specific applications change to reflect changes in data protection concerns. One timesaving device is to use the HCUP Annual Activities Report as the project description usually required by data applications. 

Implementing the Data Request

A generic template is used for the data request letter. This template includes a request for the Partner to submit an invoice with the data and to provide all relevant file documentation. 

The Data Acquisition Team tailors the template to each individual Partner after reviewing two documents: the results of the Partner Interview and the Partner-Specific Requirements Report. Detailed information on the contents of the Partner-Specific Requirements Report is provided below, in the section pertaining to Retaining Partner Participation in HCUP. 

The data request letter is prepared the month before the Partner’s scheduled data release. The team typically allows one month from the date of the request letter for the Partner to provide the data set. If the data are not received within a month, Medstat follows-up with the Partner by telephone. 

For most Partners, producing data for HCUP is a quick and easy process because they are familiar with selling their data to outside researchers and have effective mechanisms for producing the files. For other Partners, however, sending the data to Medstat is more difficult. In some cases, Partners may have a small and already overburdened data processing staff. Other organizations have elaborate approval processes for releasing data to external parties. In these cases, HCUP tries to facilitate the process by identifying a person within the Partner’s organization to expedite the request. The team works closely with this individual to explain the project and answer questions. This individual then oversees the HCUP paperwork through each level of approval. 

Resolving Data-Related Problems or Issues

When the data arrive at Medstat, the Data Processing Team logs relevant information about the file and reviews file content. During this stage, the Processing Team often encounters problems that require the Data Acquisition Team’s support. Potential problems include: 

· Problems in reading the file

· Inadequate file documentation

· Unanticipated data elements (i.e., data elements that the Partner did not agree to release to HCUP)

· Missing data elements (i.e., data elements that the Partner agreed to release to HCUP but do not, in fact, appear in the file)

· Incomplete data fields (i.e., information coded on only a small percentage of discharge records)

· Other unanticipated changes in the content and structure of the data file.

The Data Acquisition Team resolves these issues by coordinating with the Partner, Medstat programmers, and AHRQ. In some cases, HCUP needs to ask the Partner to re-submit the data files entirely.

Retaining Partner Participation in HCUP

The fourth responsibility of the Data Acquisition Team is to retain Partners’ participation in HCUP. To achieve this goal, the Data Acquisition Team performs the following activities:

· Conduct ongoing communications regarding project activities

· Execute MOA amendments

· Educate new HCUP Partner staff members on the value and complexity of the project.

Conduct Ongoing Communications Regarding Project Activities

It is important to communicate about project activities so that HCUP State Partners keep abreast of various issues that arise during the course of the project. These issues include future AHRQ research activities and new databases that the project is considering. Two vehicles are used to update HCUP Partners on an annual basis:

· The Annual Activities Report

· The HCUP Partners’ Meeting.

The Annual Activities Report is prepared by Medstat and describes major HCUP tasks and current AHRQ research projects. The HCUP Partners’ Meeting is a 2–3-day meeting that includes sessions on current and future project activities, formal presentations on research projects that use HCUP data, and brainstorming sessions on topics of concern to Partners. The Data Acquisition Team uses this venue to meet personally with the HCUP State Partners and listen to their concerns about the project.

Execute MOA Amendments

MOAs need to be amended from time to time. For example, the Partner may:

· Agree to submit a data element not previously supplied

· No longer agree to submit a data element previously submitted

· Place new limitations on the content of source files

· Place new limitations on the release of information on public HCUP databases.

Whenever an MOA amendment is necessary, the Data Acquisition team must secure the approval of both the Partner and AHRQ. Most often, formal signature is not required; instead, the Partner acknowledges the addendum with an e-mail or by initialing the MOA. The team coordinates all aspects of the process, including negotiating or clarifying issues with Partners, problem-solving with AHRQ, and coordinating internally, as needed, with the Data Processing Team. Amendments to the MOA may require approval by the Partner’s executive council, board, or data review committee, although this is usually expedited by the existing HCUP relationship. 
Educate New HCUP Partner Staff

Educating new HCUP Partner staff is necessary when participants at the Partner organization change. The Data Acquisition team welcomes the new staff, explains the project in detail, and provides hard-copy project materials, such as the Annual Activities Report, the Recruitment Package, and the MOA. 

Partner-Specific Requirements Report

The Partner-Specific Requirements Report catalogs all information about Partner restrictions on the creation of the HCUP databases and their use. This report is referenced during recruitment and database development to ensure that the Partner’s restrictions are followed.

The Partner-Specific Requirements Report includes eight broad categories of requirements: 

· Category 1 includes administrative activities that HCUP must complete in order for the state to release its data to the project (e.g., committee review, data application, Data Use Agreement, etc.).

· Category 2 explains file access and holding requirements (e.g., subcontractor access for storing or using HCUP files).

· Category 3 lists limitations on the contents of source files; examples of these limitations include suppressing particular values of a data element, withholding discharge records with particular characteristics (e.g., HIV/AIDS records), or recoding the values of a data element. 

· Category 4 describes restrictions on the use of particular data elements in building the HCUP state databases used internally by AHRQ.

· Category 5 lists restrictions to the Nationwide Inpatient Sample and the Kids’ Inpatient Database. 

· Category 6 describes conditions of use, such as restrictions on linking the HCUP databases to external data files or requiring users to obtain permission to analyze particular data elements. 

· Category 7 details conditions of reporting and publishing results based on the HCUP databases. 

· Category 8 includes any other special exemptions.

Please refer to Appendix 2, Partner-Specific Requirements Report for a copy of the document.
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HCUP databases serve a unique function and are being tapped by analysts and researchers interested in hospital utilization, access, charges, quality, and outcomes. Researchers rely on HCUP data to identify, track, analyze, and compare trends at the national, regional, and state levels. Because of their large size, the HCUP databases are used to describe patterns of care for both rare and common diseases; to analyze both infrequent and common hospital procedures; and to track utilization for population subgroups, such as minorities, children, women, and the uninsured.

HCUP databases contain a core set of clinical and non-clinical information on all patients, regardless of payer—including persons covered by Medicare, Medicaid, private insurance, and the uninsured—translated into a uniform format to facilitate both multi-state and national/regional comparisons and analyses.

The HCUP databases are available for intramural research within AHRQ. Restricted access public release versions of many of the HCUP databases are available through the AHRQ-sponsored HCUP Central Distributor. Participation in the Central Distributor is optional for the HCUP Partners. The content of the restricted access public release versions of the HCUP databases is developed in partnership with the participating data organizations. Because the participating data organizations dictate the release of specific data elements, the data elements on the restricted access public release databases are a subset of the data elements in the intramural databases. The HCUP databases are available to users who sign a Data Use Agreement. This agreement allows the data to be used for research and aggregate statistical reporting, but prohibits the identification of individual hospitals in disseminated materials.

The HCUP family of health services databases includes:

· HCUP state databases – state-specific annual inpatient and outpatient data files

· HCUP nationwide databases – nationwide samples derived from the HCUP state databases enabling focused research on special populations

· Other HCUP databases – auxiliary databases that are used to augment information in the HCUP state and nationwide databases.

The availability and types of HCUP databases are depicted in the table on the following page.

	THE HCUP DATABASES



	HCUP Database
	Database Name
	Intramural Databases
	Restricted Access Public Release Databases 

Released through the HCUP Central Distributor

	

	HCUP State Databases
	State Inpatient Database (SID)
	1988 forward
	1990 forward 

	
	State Ambulatory Surgery Database (SASD)
	1988 forward
	1997 forward 

	
	State Emergency Department Database (SEDD)
	1996 forward
	1999 forward 

	

	HCUP Nationwide Databases
	Nationwide Inpatient Sample (NIS)
	1988 forward
	1988 forward 

	
	Kids’ Inpatient Database (KID)
	1997, 2000 and 2003 (expected in late 2005)
	1997, 2000 and 2003 (expected in late 2005)

	

	Other HCUP Databases
	American Hospital Association’s Annual Survey of Hospitals

(AHA)
	1988 forward
	None

	
	Demographic Data and Area Characteristics by ZIP Code
	1980, 1988, 1990, 1993, and annually starting in 1999
	None

	
	Physician Files
	1999 forward
	None


HCUP State Databases

HCUP state databases are annual, state-specific files that share a common structure and common data elements. During development, they are subjected to a common set of edits. The databases include comprehensive discharge-level clinical, resource, and demographic information on all patients, regardless of payer, including persons covered by Medicare, Medicaid, private insurance, and the uninsured. The uniform format of the HCUP state databases facilitates multi-state comparisons and analyses. There are three types of HCUP state databases:

· State Inpatient Databases (SID)

· State Ambulatory Surgery Databases (SASD)

· State Emergency Department Databases (SEDD).

A feasibility study conducted in Contract Year 3 evaluated available data sources for creating a State Ambulatory Care database. The study concluded that such an activity should be postponed because of the lack of consistent collection of ambulatory care data, the rareness of collection of physician office visit data, and the size of these databases. For more information, please refer to Deliverable #63, Final Report - Ambulatory Care Database Feasibility.

Section V of this document details how the HCUP state databases are constructed. The following is a general description of each database.

State Inpatient Databases (SID)

The State Inpatient Databases (SID) are a collection of state-specific inpatient databases created from data provided by data organizations in participating states. When considered together, the SID encompass more than 90 percent of all hospitals’ discharges in the United States. Some states include discharges from specialty hospitals, such as acute psychiatric hospitals.

Researchers and policy analysts use the SID to investigate questions unique to one state; to compare data from two or more states; to conduct market area variation analyses; and to identify state-specific trends in inpatient care utilization, access, charges, quality, and outcomes. The SID are well suited for research that requires complete enumeration of hospitals and discharges within geographic areas or states. 
The SID range in size from 60,000 records in the Vermont SID to 3.9 million records in the California SID. Many states publicly release their SID through the AHRQ-sponsored HCUP Central Distributor. Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information. 

State Ambulatory Databases (SASD)

The State Ambulatory Surgery Databases (SASD) are a collection of state-specific outpatient databases that capture surgeries performed on the same day in which patients are admitted and discharged. These databases are made possible through the participation of HCUP State Partners. All of the databases include discharge records from hospital-affiliated ambulatory surgery sites. Some contain the universe of ambulatory surgery encounter records for that state, including records from both hospital-affiliated and freestanding surgery centers.

Researchers and policy analysts use the SASD to compare ambulatory surgery patterns; to conduct market area research or small area variation analyses; and to identify state-specific trends in ambulatory surgery utilization, access, charges, quality, and outcomes. The SASD are well suited for research that requires complete enumeration of hospital-based ambulatory surgeries within geographic areas or states. 
The SASD range in size from 270,000 records in the Connecticut SASD to 2.4 million records in the Florida SASD. Many states publicly release their SASD through the AHRQ-sponsored HCUP Central Distributor. Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information. 

State Emergency Department Databases (SEDD)

The State Emergency Department Databases (SEDD) capture emergency department encounters from data organizations in participating states. The SEDD include administrative data from hospital-affiliated emergency department sites.

Researchers and policy analysts can use the SEDD to investigate access to health care in a changing health care marketplace; trends and correlations between emergency department use and environmental events; community assessment and planning; and emerging infections. The SEDD are well suited for research that requires complete enumeration of hospital-based emergency departments within states. 

The SEDD range in size from 1 million records in the Connecticut SEDD to 1.8 million records in the Missouri SEDD. A few states publicly release their SEDD through the AHRQ-sponsored HCUP Central Distributor. Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information. 

HCUP Nationwide Databases

HCUP nationwide databases are created from the HCUP state databases by sampling hospitals across the participating states. They include comprehensive discharge-level clinical, resource, and demographic information on all patients, regardless of payer, including persons covered by Medicare, Medicaid, private insurance, and the uninsured. Researchers and policy analysts use the HCUP nationwide databases to identify, track, and analyze national trends in health care utilization, access, charges, quality, and outcomes. Currently, two types of HCUP nationwide databases exist:

· The Nationwide Inpatient Sample (NIS) 

· The Kids’ Inpatient Database (KID).

A feasibility study conducted in Contract Year 3 evaluated the creation of a nationwide sample of ambulatory surgery stays. The study determined that the limited geographical distribution of the statewide data organizations that provided 1999 ambulatory surgery data to HCUP does not warrant the creation of a nationwide sample of ambulatory surgery stays at this time. For more information, please refer to Deliverable #41, Final Report on the Feasibility of Constructing the Nationwide Ambulatory Surgery Sample Sampling Frame.

Section VI of this document details how the HCUP nationwide databases are constructed. The following is a general description of each database.

Nationwide Inpatient Sample (NIS)

The Nationwide Inpatient Sample (NIS) is the largest all-payer inpatient care database in the United States. The NIS contains data on all discharges from about 1,000 hospitals located throughout the country, approximating a 20 percent stratified sample of community non-rehabilitation hospitals in the United States. 

Researchers and policy analysts use the NIS to identify, track, and analyze national trends in health care utilization, access, charges, quality, and outcomes. Its large sample size (more than seven million hospital stays) is ideal for creating national and regional estimates and enables analyses of rare conditions, such as congenital anomalies; uncommon treatments, such as organ transplantation; and special populations, such as women and children.

NIS data are available annually from 1988, allowing analysis of trends over time, and may be purchased from the HCUP Central Distributor. In order to facilitate analysis using multiple years of NIS data, an alternate set of NIS discharge and hospital weights for the 1988-1997 HCUP NIS were developed. These alternative weights account for differences in the sampling and weighting strategy across years and are available for download on the HCUP Website. Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information on participation. 

Kids’ Inpatient Database (KID)

The HCUP Kids’ Inpatient Database (KID) is the only all-payer pediatric inpatient care database in the United States, containing data from approximately two million hospital stays. The KID was developed as a “specialized” database that would be re-created approximately every three years. The KID contains a sample of discharges from approximately 2,500 hospitals. Within each hospital, discharges are sampled as follows: 20 percent of normal newborn discharges and 80 percent of other pediatric discharges. 

Researchers and policy analysts use the KID to analyze hospital utilization, charges, quality, and outcomes for children across the United States. Its large sample size is ideal for developing national and regional estimates. Its scope permits analyses of rare conditions, such as spinal cord tumors and congenital anomalies, as well as uncommon treatments, such as bone marrow transplantation and brain surgery. 

KID data are available for 1997, 2000 and 2003 (expected in late 2005) and may be purchased from the HCUP Central Distributor. Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information on participation. 

Other HCUP Databases

Other auxiliary databases are used to augment information in the HCUP state and nationwide databases. Section VII of this document details how the other HCUP databases are constructed. The following is a general description of each database.

Hospital Characteristics

Hospital characteristics such as bed size, ownership, teaching status, location, utilization, finances, and personnel are available from the American Hospital Association’s (AHA) Annual Survey of Hospitals. Each year the AHA Annual Survey file is purchased and loaded into SAS in a uniform format that facilitates cross-year comparisons. These cleaned and standardized versions of the AHA Annual Survey data—from 1988 forward—can be linked to the HCUP state and nationwide databases. A small subset of key stratification variables from the AHA data are contained in NIS and KID. Detailed information on the HCUP AHA files is available on the HCUP User Support Website (www.hcup-us.ahrq.gov) under Databases.

Community Information

Community information such as population counts, socio-demographic indicators, and measures of community health care resources are available from the U.S. Census and from the Area Resource File (ARF). Forecasted population counts and socio-demographic data were supplied by CACI Marketing Systems and Claritas for use by HCUP for non-Census years. The Area Resource File (ARF) is not one of the HCUP databases, but it may be linked to these databases by the hospital’s state county code.

Physician Files

Cleaned and standardized physician files are available for a small number of states. Generally, these files are based on the Medicare Unique Physician Identification Number (UPIN) and provide information on the physician name and specialty code.

Transfer HCUP Data from the NIH Computer Center 

In earlier years of the project, AHRQ used the National Institutes of Health (NIH) Computer Center to process and store HCUP data files. These files needed to be removed from NIH because of the expense of maintaining files at the NIH Computer Center and because of increased concerns about the security and protection of health data. By 2004, Medstat transferred all HCUP deliverable databases stored on tape cartridges at NIH to CD-ROM. 

This activity expanded the archive of deliverable HCUP files on CD-ROM to include HCUP state and other databases from 1988 onward. All HCUP databases are now archived on CD-ROM.

Copies of all files transferred from NIH were provided to AHRQ on CD-ROM. In tandem with moving the data files, documentation for the entire span of back years (from 1988 onward) was added to the HCUP Website. 

At the conclusion of this process, Medstat verified the successful transfer of all deliverable files from NIH, released tapes from NIH in a method approved by AHRQ, and closed out HCUP’s NIH accounts.
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The structure of the HCUP state databases has evolved over time. Starting with the 1998 data, the structure is unified so that the state databases are more flexible, easier to data process and document, and still adhere to all data confidentiality and security requirements. The structure of the HCUP state databases needs to be flexible because the content and layouts of the data provided by the HCUP State Partners change periodically. Being flexible allows Medstat to incorporate state-specific innovations in the coding and availability of data elements. Unifying the database design allows the project to provide multiple types of data in very similar formats to participating states. For example, Connecticut provides inpatient, ambulatory surgery, and emergency department data in the same format. This approach also makes adding or modifying HCUP variables relatively simple because changes are made to one master program, but affect every data type. Furthermore, having data in the same format simplifies documentation because the description of standard HCUP coding will be identical across all HCUP databases. 

File Structure

The 1988-1997 HCUP state databases are split into four types of files: Core, Supplemental, Data Development, and Crosswalk. The Core files contain data elements that are provided by most data organizations and can be uniformly coded across states. The Supplemental files contain data elements that are available from a few data organizations and usually retain state-specific coding. The Data Development files contain variables intended for highly restricted use. Data Development variables are used to create synthetic or derived uniform HCUP data elements. These variables may be used under special arrangement with the Government Project Officer by AHRQ researchers and contractors directed by the Center for Delivery, Organization, and Markets (CDOM) or by other centers within AHRQ and are limited to specific AHRQ project objectives. Finally, the Crosswalk file contains hospital identifiers used by the data sources, the AHA, and HCUP. 

Beginning in 1998, the HCUP state databases are conceptualized differently into four types of files: Core, Charges, Data Development, and Hospital. The following table describes the differences in the file structure between pre- and post-1998 files.

	HCUP State Databases

File Structure

	1998-2004 
	1988-1997

	The Core files contain all of the data elements included in the previous Core and Supplemental files, with the exception of data elements related to detailed charge information. 

The use of placeholder variables for unavailable data is eliminated.
	The Core files contain data elements that are provided by most data organizations and can be uniformly coded across states. 

The Supplemental files contain data elements that are available from a few data organizations and usually retain state-specific coding.

Placeholder variables are used for unavailable data elements.

	The Charges file includes data elements related to detailed charges that were previously included in the Supplemental files. There are two kinds of charge files. One includes line item detail and the other includes a summary of charges by revenue center code.

The Charges file is not created if detail charge variables are not provided by source.
	Information on detailed charges is retained in the Supplemental files. The Supplemental files also contain other data elements that are available from only a few data organizations and usually retain state-specific coding.

	The Hospital files contain the same mapping information as the Crosswalk file, but the information is stored separately for states and years. The Hospital files include additional information such as the hospital name, hospital address, AHA indication of a community hospital, and indicators for whether data for the hospital are present in the SID, SASD, and SEDD.
	The Crosswalk file includes the mapping from state-specific hospital identifier to HCUP identifier for all state years in one file. 

	Data development variables are stored together in one restricted access file.
	Data development variables are stored in four separate files. 


Variable Definitions

Since the creation of the first HCUP databases, there has been a significant change in the availability and coding of data elements supplied by the HCUP State Partners. The file structure of the HCUP state database beginning in 1998 allows flexibility in adding new variables because all three data types (i.e., inpatient, ambulatory surgery, and emergency department) use the same set of variables. Data elements are defined in identical ways in all HCUP state databases. Documentation for the variable is simplified because it applies to all state databases. 

The Uniform Coding for all variables in the HCUP state databases is included in Appendix 3, HCUP State Database Uniform Variables. 

Steps to Building the HCUP State Databases

Once the data are received at Medstat, building the HCUP state databases is a multi-step process consisting of seven key procedures:

1. Determine how to reformat source data files into HCUP uniform files by examining the source data and documentation and specifying how to recode the information into the HCUP uniform format.

2. Create uniform discharge record files by converting the state-specific data files into the HCUP uniform format.

3. Create the Hospital files that link the state-specific hospital identifiers to the AHA’s Annual Survey of Hospitals.

4. Document the HCUP state databases on the HCUP Website.

5. Deliver copies of the HCUP state databases to AHRQ.

6. Return to each HCUP State Partner a complimentary copy of their data in HCUP format.

7. Update the Master Processing programs annually for fiscal-year changes to diagnoses, procedures, and Diagnosis Related Group (DRG).

8. Update the Master Processing programs with revisions specified by AHRQ.

Each step in the process is described below.

Step 1: Determine How to Reformat Source Data Files into HCUP Uniform Files

After the source data are verified as readable, Medstat determines if all requested data elements are present on the file and identifies how to convert the source data into the HCUP uniform format. This step involves reviewing the state documentation, loading all potential HCUP variables into SAS, and running summary means and frequencies, called exploratory statistics. These exploratory statistics are compared against the state documentation. Data elements appropriate to the HCUP databases are identified. 

The results of this analysis are described in a Continuity Review submitted to AHRQ. The Continuity Review:

· Specifies what variables are available from the data source for that year

· Identifies new data elements that may be added to the HCUP state databases

· Describes how the state data should be translated into the HCUP uniform format.

The HCUP uniform format has been developed over time in consultation with AHRQ. When new data elements are added, AHRQ and Medstat work together to determine the best format for the new HCUP data element. Some data elements are retained as provided by the data source. Others are recoded into a uniform coding scheme. Before proposing a uniform coding scheme to AHRQ for approval, Medstat reviews national standards, including the Uniform Bill 1992 (UB-92), the 837 Health Care Claim Transaction Set Standards, and characteristics used by participating HCUP Partners.

Whenever possible, the different data types from one data source are reviewed simultaneously to improve processing efficiency. This takes advantage of the fact that many of the data sources provide their inpatient and outpatient data in similar, if not identical, formats. Even if the file layouts are different, the coding of data elements is usually identical, which decreases overall processing time.

Step 2: Create Uniform Discharge Record Files

To ensure uniformity across states and data types, a master SAS processor program (the Master Processor) was developed with numerous routines that are written to accommodate the different scenarios for recoding state data into a uniform format. For example, the routine to recode the reported date of birth into the HCUP variable DOB treats dates with four-digit birth years and dates with two-digit birth years, with or without an indicator for birth century. When a new type of recode is necessary, the Master Processor is updated accordingly. This ensures that any other state that may need that same type of recode is treated uniformly.

State-specific parameter files, text files containing state-specific information and recodes, feed the Master Processor the necessary information to trigger the appropriate SAS macro routines for recoding the state data into the HCUP uniform format. Each year the state-specific parameter files are updated based on the information in the Continuity Review.

To assist in the review of the data processing, summary reports are run on the HCUP uniform files that are created by the Master Processor. The first report, Summary Statistics, lists means and frequencies on all variables. The second document, The Exceptions Report, lists the first five discharges from each hospital that fail an edit check. The third report, The Review Aid, compares this year’s data to last year’s data and documents differences in the distribution and presence of data elements. These three reports are reviewed in tandem for consistency and accuracy of HCUP processing.

All HCUP State Partners edit their own data. The additional HCUP review and data editing involve the following steps:

· Ensure uniformity in the coding of variables across states. For example, the distribution of total charges (HCUP data element TOTCHG) in the Summary Statistics Report looks normally distributed, but all of the values are 100 times too large. The Exceptions Report indicates an unusually large number of discharges that are flagged by the edit checks that identify high charges per day. This problem is easily corrected by verifying with the HCUP Partner that the source values for total charges contain dollars and cents, with an implied decimal point, and then modifying the HCUP processing programs to read the source field appropriately. 

· Provide a check on the accuracy of the HCUP processing programs. For example, negative values occur in the distribution of TOTCHG in the Summary Statistics Report. This signals an error in the HCUP processing program that needs to be fixed. TOTCHG is defined as always greater than 0. 

· Identify idiosyncrasies in the data. For example, the distribution of TOTCHG in the Summary Statistics Report contains a large number of missing values. Source documentation indicates that certain types of hospitals are exempt from reporting total charges. The state-specific variable note for TOTCHG is modified to alert researchers to this coding practice.

Step 3: Create the Hospital Files

A list of hospitals represented in the source data and discharge counts by month, quarter, and year are created during the data processing runs. This list is compared to source documentation and to the AHA’s Annual Survey of Hospitals to create a crosswalk between the identifier used for a hospital by the data source (HCUP data element DSHOSPID) and the identifier used by the AHA (HCUP data elements IDNUMBER and AHAID). 

The Hospital files include:

· Hospital identifiers (state, AHA, and HCUP)

· Indicators that the hospital is represented in the SID, SASD, and SEDD 

· A few hospital characteristics pulled from the AHA’s Annual Survey of Hospitals, such as the name, address, community hospital indicator, and short-term hospital indicator.

Step 4: Document the HCUP State Databases 

As the data files are being created, a parallel process creates the database documentation. Documentation for the HCUP state databases can be viewed across states within a data year or across years within a state. Technical database documentation stored on the HCUP Website includes the following:

· File Composition: which data organization supplied the data to HCUP, the type of hospitals included in the state database, and the exclusion of records during HCUP processing.

· Description of Data Elements: general description of the variable, uniform coding procedures, and state-specific information. 

· Summary Statistics: descriptive statistics on all variables, including means on continuous variables and frequency distributions on discrete data elements.

· Value Labels: labels for the Clinical Classifications Software (CCS) data elements and Diagnosis Related Group (DRG) variables. A SAS format library of labels is also available. 

· Data Processing Programs: copies of the state- and year-specific parameter files and any special state-specific subprograms.

· File Information: filenames, passwords, the number of records, and the number of observations.

Step 5: Deliver Copies of the HCUP State Databases to AHRQ

After an HCUP state database is complete, two password-protected copies of the SAS files are provided to AHRQ on CD-ROM. Documentation is delivered via the HCUP Website.

Step 6: Return a Copy of the HCUP State Database to the HCUP Partner

After the HCUP state databases are complete, a complimentary copy of each state’s HCUP state database is provided to the participating data organization. SAS files are supplied on CD-ROM with accompanying documentation downloaded from the HCUP Website.

Step 7: Update the Master Processing Programs Annually

Various parts of the Master Processor need to be updated annually:

· Verification tables for ICD-9-CM diagnosis and procedure codes

· Diagnosis and procedure screens that use the ICD-9-CM codes 

· Verification routines for CPT-4 procedure codes

· Software to assign the Diagnosis Related Group (DRG).

Step 8: Update the Master Processing Programs with Revisions from AHRQ

Each year, AHRQ reviews a list of proposed changes to the Master Processor. The list is a compilation of suggestions for AHRQ and Medstat. The list includes a description of the change and an estimate of the level of effort. AHRQ decides which of the updates should be funded. In additional to this annual update to the Master Processor, AHRQ may periodically requests additions and/or changes.

ICD-9-CM Diagnosis and Procedure Codes

On October 1 every year, new ICD-9-CM codes become valid and others are deleted or superseded. ICD-9-CM diagnosis and procedure codes are updated from the annual “Official Authorized Addendum” produced by the United States National Center for Health Statistics (NCHS). Changes to codes and screens are compiled by a senior programmer analyst and verified by a Certified Coding Specialist. The updated ICD-9-CM list is incorporated into look-up tables of the Master Processor so that supplied diagnosis and procedure codes can be validated with respect to the discharge date. ICD-9-CM codes that become valid on October 1 are accepted in the HCUP data six months prior to the official date (e.g., April 1). Codes that are deleted or superseded on October 1 are accepted in the HCUP data six months after the official date (e.g., March 31).

Diagnosis and Procedure Screens

Diagnosis and procedure screens are used for many of the HCUP edit checks. For example, discharges that have an ICD-9-CM diagnosis code unique to females are edited to verify that the patient’s sex also indicates a female. When the list of ICD-9-CM codes is updated, the HCUP diagnosis and procedure screens are also updated. 

CPT-4 Procedure Codes

Each year the list of valid CPT-4 procedure codes is updated. Unlike the ICD-9-CM codes, CPT-4 procedure codes can completely change definition across years. The updated CPT-4 list is incorporated into subroutines of the Master Processor so that supplied procedure codes can be validated with respect to the discharge date. 

Diagnosis Related Group (DRG) Assignment

The software for assigning the Diagnosis Related Group (DRG) is updated each year by the Center for Medicare and Medicaid Services (CMS) in accordance with the changes to the ICD-9-CM diagnosis and procedure codes. The new DRG software is incorporated into the HCUP Master Processor so that the HCUP variables that are associated with the DRG appropriate for the date of discharge (DRG, MDC, and DRGVER) can be accurately assigned. 
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The HCUP nationwide databases are developed so that researchers and policy analysts can identify, track, and study national trends in health care utilization, access, charges, quality, and outcomes. Nationwide databases are built from the HCUP state databases by taking a stratified sample of hospitals across the available HCUP states and weighting them to all hospitals in the United States. 

The process for creating a nationwide database is the same regardless of the type of database (i.e., the steps to build the KID are the same as those to build the NIS). Building the HCUP nationwide databases is a multi-step process:

· Develop the sampling strategy and evaluate the advisability and feasibility of developing the nationwide database.

· Extract the appropriate data from the HCUP state databases.

· Integrate the state-specific data files into one nationwide file.

· Develop sampling weights so that national estimates can be determined using the database.

· Document the design and composition of the database.

· Deliver the HCUP database to AHRQ.

· Evaluate the HCUP nationwide database with respect to similar administrative data files.

The Nationwide Inpatient Sample

The Nationwide Inpatient Sample (NIS) is derived from the State Inpatient Databases (SID). The NIS contains inpatient data for a 20 percent nationwide sample of U.S. hospitals. The NIS was designed to support national estimates for hospitalization costs and utilization. 

Before the start of the 1998 NIS, the sampling strategy used for the 1988-1997 NIS was re-evaluated because of concern that the established scheme was no longer appropriate considering the growth and evolution of the HCUP SID. The analysis showed that despite the growth of the number of contributing states from 8 to 22, and despite changes in availability of data items, the basic approach was sound. The sample stratification was revised to provide more reliable and precise national estimates. Continuity constraints that might have introduced bias into the sample by limiting the chance for new hospitals to be included were also dropped. For more information on the re-design of the NIS, please refer to Deliverable #94.1, Changes in the NIS Sampling and Weighting Strategy for 1998.

Sampling Strategy and Sampling Frame

The universe of hospitals for the NIS is defined as all U.S. hospitals that are designated as community, non-rehabilitation hospitals
 in the American Hospital Association’s (AHA) Annual Survey of Hospitals. The AHA defines community hospitals as “all non- Federal short-term general and other specialty hospitals, excluding hospital units of institutions.” The universe of U.S. community, non-rehabilitation hospitals is divided into strata using five hospital characteristics:

1. Geographic Region – Northeast, Midwest, West, and South

2. Control – government non- Federal, private not-for-profit, and private investor-owned

3. Teaching Status – teaching or non-teaching

4. Location – urban or rural

5. Bed size – small, medium, and large. Bed size categories are based on hospital beds and are specific to the hospital's region, location (urban or rural), and teaching status.

Beginning with the 1998 NIS, the stratification design was updated with revised definitions of teaching hospitals, bed size ranges, and ownership/control.

The NIS sampling frame is constructed from the subset of community, non-rehabilitation hospitals in states that participate in HCUP. As state participation increases, the size of the sampling frame also increases. The NIS is a stratified probability sample of hospitals in the frame, with sampling probabilities calculated to select 20 percent of the universe contained in each stratum. 

For more information on the design of the NIS and the sampling procedure, please refer to the year-specific reports, Design of the Nationwide Inpatient Sample, available on the HCUP Website. 

Extract the Data from the HCUP State Inpatient Databases

The discharge records from sampled hospitals are extracted from the SID. One state at a time, the following sequence occurs: 

· Records are selected from sampled community hospitals.

· Variables that are available in the SID, but not included in the NIS, are removed from the file.

· Variables that are only available in the NIS (e.g., the categorical variable for the median household income for the patient’s ZIP Code) are added.

· Diagnosis and procedure arrays are padded with blanks so that all states have 15 diagnoses and procedures. 

· State-specific restrictions are applied.

State-specific restrictions sometimes affect the sampling frame as well as the coding of variables. For example, Illinois’ restriction that no more than 40% of their data appear in any discharge quarter of the NIS impacts the sampling frame in the Midwest. To ensure the confidentiality of hospitals, some states request that any variable that might be used to identify a hospital be set to missing in the NIS. This includes the hospital identifier provided by the state data organization, the hospital identifier used by the American Hospital Association, and the hospital’s state county FIPS code. To ensure the confidentiality of patients or physicians, other states require specific data elements be set to missing for all discharges from their state in the NIS. For more information on state-specific restrictions, please refer to the year-specific reports, Sources of NIS Data and State-Specific Restrictions, available on the HCUP Website.

Integrate the State-Specific Data Files

The state-specific inpatient discharge files are integrated into one nationwide file and sorted by the HCUP hospital identifier (HOSPID) and discharge quarter (DQTR). Two non-overlapping 10 percent samples of the NIS are created.
Create the NIS Weights Files

The NIS Weights File contains stratum variables and sample weights that can be used to obtain national estimates. Sample weights are developed separately for hospital- and discharge-level analyses. Hospital-level weights are developed to weight NIS sample hospitals to the universe of AHA community, non-rehabilitation hospitals. Similarly, discharge-level weights are developed to weight NIS sample discharges to the universe of AHA community, non-rehabilitation discharges. Weights are created based on AHA’s Annual Survey data and are adjusted for missing quarters of discharge data. For more information on the creation of NIS sampling weights, please refer to the year-specific reports, Design of the Nationwide Inpatient Sample, available on the HCUP Website.

Between 1988-1997 and 1998 forward, NIS weights calculations were changed in order to make national estimates of the number of discharges more accurate. Rehabilitation hospitals were excluded from the NIS hospital universe and sample. AHA hospital unit discharges were used instead of total facility discharges, which include nursing home unit discharges. In order to facilitate analysis of trends using multiple years of NIS data, an alternate set of NIS discharge and hospital weights for the 1988-1997 HCUP NIS were developed. These alternative weights were calculated in the same way as the weights for the 1998 and later years of the NIS. The NIS Trends Report includes details regarding the alternate weights and other recommendations for trends analysis. This report and downloadable files with the alternative weights are available on the HCUP Website.
File Structure for the NIS

The following four types of files are included in the NIS

· Core File. This inpatient discharge-level file contains data for 100% of the discharges sampled for the NIS. The unit of observation is an inpatient stay record. This file is available in all years.

· Subsample Core Files. Each of these discharge-level files contains all data elements from the Core File for a 10% subsample of discharges from the NIS; these can be combined to create a 20% NIS subsample. These files can be useful for testing programs or validating models. The unit of observation is an inpatient stay record. These files are available in all years.

· Weights File. This hospital-level file contains one observation for each hospital included in the NIS and contains weights and variance estimation data elements, as well as linkage data elements. The unit of observation is the hospital. The HCUP hospital identifier (HOSPID) provides the linkage between the NIS Core files and the Hospital Weights file. This file is available in all years.

· Disease Severity Measures Files. These discharge-level files contain information from four different sets of disease severity measures. Information from these severity files is to be used in conjunction with the inpatient Core files. There is one severity measure file for each of the Core and subsample Core files. The unit of observation is an inpatient stay record. The HCUP unique record identifier (KEY) provides the linkage between the Core files and the Disease Severity Measures files. These files are available beginning with the 2002 NIS.

Create Deliverable NIS Files

The NIS data files are stored in SAS format for intramural use at AHRQ and exported into ASCII format for restricted access public release. Copies of the SAS and ASCII files are provided to AHRQ on CD-ROM. The restricted access public release version of the NIS is available through the HCUP Central Distributor.

Evaluate the NIS

A special report is prepared to assess the potential biases of statistics calculated from the NIS. Weighted statistics for discharge- and hospital-level characteristics of the NIS are compared to the three other administrative databases: the National Hospital Discharge Survey (NHDS) from the National Center for Health Statistics (NCHS), the Medicare Provider Analysis Review (MedPAR) from the Center for Medicare and Medicaid Services (CMS), and the AHA’s Annual Survey of Hospitals. This report is prepared every time the NIS sample is modified or data are added from new HCUP State Partners; it is available to the public on the HCUP Website. 

Document the NIS

As the data files are being created, a parallel process creates the accompanying documentation. Materials are available on the HCUP Website and copied to a CD-ROM for the restricted access public release version of the NIS. Documentation includes:

· General Information Documents: Overview of the NIS, Sources of NIS Data and State-Specific Restrictions, and Data Use Agreement for the HCUP Nationwide Inpatient Sample

· Special Reports: year-specific design reports, Calculating Variances Using Data from the HCUP Nationwide Inpatient Sample, comparison reports, and descriptions of HCUP coding practices and quality control procedures

· File Information: file specifications, description of data elements, summary statistics, copies of SAS load programs, copies of SPSS load programs, and labels for CCS and DRG variables

· ASCII copies of data processing programs used to create the NIS.

The Kids’ Inpatient Database

Children comprise about 16% of the NIS; however, many pediatric conditions are relatively uncommon, rendering analysis difficult despite the NIS’ large sample size. To create a database better suited to analyses of hospital utilization by children across the United States, the Kids’ Inpatient Database (KID) was derived from the HCUP SID. To date, the KID has been created for data years 1997, 2000, and 2003 (expected in late 2005). All years of the KID are available to the public through the HCUP Central Distributor.

Design of the KID

The design of the KID is very different from the NIS. The NIS is a sample of hospitals in participating states and includes all discharges in each sampled hospital. The KID is a sample of pediatric discharges from hospitals in participating states. Pediatric discharges are defined as all discharges with an age at admission of 20 years or less in the 2000 and 2003 KID and 18 years or less in the 1997 KID. Hospitals were limited to community hospitals in 1997 and community, non-rehabilitation hospitals in 2000 and 2003. Pediatric discharges are identified as one of three types of records. The sampling rate differs by record type as follows:

· Uncomplicated in-hospital births were sampled at a rate of 20 percent. 

· Complicated in-hospital births were sampled at a rate of 80 percent. 

· All other pediatric cases were sampled at a rate of 80 percent. 

Hospitals are divided into strata using six hospital characteristics: ownership/control, bed size, teaching status, urban-rural location, U.S. region, and hospital type (pediatric versus other) for the calculation of discharge-level weights. The discharge-level weights are used to estimate national statistics for the sample of discharges in the KID.

For more information on the design of the KID and the sampling procedure, please refer to the year-specific reports, Design of the Kids’ Inpatient Database, available on the HCUP Website. 

Creation of the KID Databases

The creation of the KID mirrors the steps involved in the creation of the NIS: 

· Extract pediatric discharges from all community, non-rehabilitation hospitals in the SID 

· Sample the discharges as specified by the database design

· Integrate the state-specific files into one nationwide file

· Calculate sampling weights

· Create database documentation

· Compare the KID to similar administrative databases

· Deliver the files to AHRQ.
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Three databases that are developed by external data sources are purchased and reformatted under the HCUP contract. These databases are used internally by AHRQ to augment information in the HCUP data and include: 

· American Hospital Association’s (AHA) Annual Survey of Hospitals

· Demographic data and area characteristics by ZIP Code

· Physician Files.

Other external databases that may be used with HCUP data are not addressed by the HCUP contract. One such resource is the Area Resource File (ARF) that comes from Quality Resource Systems, Inc.
 The ARF, which contains population counts, socio-demographic indicators, and measures of community health care resources, may be linked to the HCUP databases by the hospital’s state county code (HOSPSTCO). 

American Hospital Association’s Annual Survey Files

The HCUP American Hospital Association’s (AHA) Annual Survey of Hospitals includes demographic, utilization, financial, and other characteristics of hospitals in the United States and its territories. Examples of variables include:

· Number of beds

· Number of inpatient days

· Counts of employees and medical staff

· Financial detail 

· Organizational structure (e.g., ownership and control).

The AHA data are commonly used for research, analytical, and other purposes for which hospital characteristics play an integral role. 

The HCUP AHA Survey Year files are derived from the AHA’s Annual Survey of Hospitals; they differ from the files that can be purchased from the AHA in several important ways:

· The HCUP AHA Survey Year files are SAS files, rather than the ASCII or flat-file format of the original AHA files. 

· The HCUP AHA Survey Year files contain all variables from the original AHA files, along with additional variables created during processing (e.g., service variables, financial sums, rates, stratification variables, and core linkage variables). 

· Variables in the HCUP AHA Survey Year files have been coded consistently across time, and they have also been assigned standard names. 

· Hospitals are uniquely identified by the HCUP variable IDNUMBER, which is similar to the hospital identifier on the original AHA files, except that the leading digit of "6" has been dropped. The data element AHAID contains the original AHA hospital identifier.

One large SAS program performs all of the necessary recodes and calculations, compares one year’s survey data to the previous year’s, and reports on deviations above a specified threshold. This comparison program helps identify potential problem variables. 

The final AHA Survey Year file is copied onto CD-ROM for delivery to AHRQ. Documentation was previously provided to AHRQ in hard-copy binders. Beginning with 1998 data, the AHA file documentation is available in a password-protected area of the HCUP Website. 

Demographic Data and Area Characteristics by ZIP Code

The HCUP ZIP Code files provide population data and area characteristics for residential ZIP Codes in the United States. For information prior to 2001, data files were obtained from CACI Marketing Systems. The CACI files include many demographic measures collected by the U.S. Bureau of the Census, as well as estimates of selected demographic measures forecasted by CACI for certain non-census years. Data are available for three census years (1980, 1990, and 2000) and three forecasted years (1988, 1993, and 1999). Beginning with data year 2001, population data and area characteristics for residential ZIP Codes in the United States were purchased annually from Claritas, Inc. Claritas was able to provide additional information on population counts by race for no additional cost.

One SAS program loads and reformats the data elements. For data years prior to 1999, there are two copies of each year of ZIP Code data. One set of files has the original ZIP Code. The second set of ZIP Code files is designed for use with the HCUP inpatient and outpatient databases. It is identical except that the ZIP Code variable is encrypted in a manner similar to the synthetic patient ZIP Code variable on the Core file. Users of the encrypted ZIP Code files are strictly forbidden to attempt to identify the actual ZIP Code associated with the encrypted ZIP Code. Beginning with data year 1999, only the unencrypted ZIP Code file is created. Documentation for the ZIP Code files beginning in 1999 is available in a password-protected area of the HCUP Website. Documentation for the prior year files was delivered to AHRQ under the previous contract in hard-copy binders. 

Physician Files

Cleaned and standardized physician files are available for a small number of states. Generally, these files are based on the Medicare Unique Physician Identification Number (UPIN) and provide information on physician name and specialty code. Source files are loaded into SAS files for delivery to AHRQ. No recoding of source data is performed. Documentation is available in a password-protected area of the HCUP Website.
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The HCUP databases are an effective resource for research on a broad range of health policy issues, including cost and quality of health services, medical practice patterns, access to health care programs, and treatment outcomes at the national, regional, state, and local market levels. To increase the use of HCUP data and to demonstrate the value of HCUP products, HCUP includes the following nine activities:

1. Developing a marketing strategy for key audiences 

2. Disseminating HCUP databases to outside researchers through the HCUP Central Distributor

3. Announcing new HCUP products and events through newsletters, e-mailed announcements, and a project calendar

4. Providing technical assistance to data users through HCUP User Support (HCUP-US)

5. Expanding and maintaining HCUP tools and software

6. Developing research projects and reports

7. Promoting HCUP at professional meetings 

8. Providing training to HCUP users

9. Enhancing the visual image of HCUP products.

This section describes each of these general activities. The sections that follow provide additional information on the HCUP Central Distributor (Section IX), special analyses (Section X), and reports on the HCUP databases (Section XI). 

Developing a Marketing Strategy for Key Audiences 

Expanding the use of HCUP data required the development of a strategic marketing and distribution plan. For this task, Medstat subcontracted with GYMR, a Washington, D.C.-based public relations firm, to develop a Strategic Marketing Plan to promote and disseminate the HCUP databases, related software tools, and products. The Strategic Marketing Plan (Deliverable #246) was completed in Fall 2003. The plan included the identification of key audiences and a two-year plan for dissemination of HCUP products to targeted audiences. In February 2005, GYMR developed a memo on Interim Outreach and Dissemination Recommendations (Deliverable #441) that prioritized target audiences and dissemination efforts. AHRQ has since decided to focus efforts on the following three key audiences:

· Graduate students and professors

· Policy makers

· Government health services research organizations, such as the Centers for Disease Control and Prevention (CDC) and the Health Resources and Services Administration (HRSA). 

In addition, Medstat and GYMR will work with AHRQ to develop a strategic partnership with the American Public Health Association (APHA). GYMR continues to develop a proposal that will identify other target groups for strategic partnerships.

A baseline report on marketing activity through calendar year 2004 was delivered to AHRQ in March of 2005 (Deliverable #247.4). An update to this report that will cover marketing activities to date and the outreach recommendations for the final project year is planned for Fall 2005. 

Disseminating HCUP Databases through the HCUP Central Distributor 

To promote the use of HCUP data, AHRQ sponsors the HCUP Central Distributor. Social & Scientific Systems, Inc. (SSS) provides this service for the project, which allows researchers outside of AHRQ to purchase restricted access public release HCUP databases from one location, using a standard application. The following databases are available through the HCUP Central Distributor:

· Nationwide Inpatient Sample (NIS) beginning in 1988

· Kids’ Inpatient Databases (KID) for 1997, 2000, and 2003 (planned release is October 2005) 

· State Inpatient Databases (SID) beginning in 1990

· State Ambulatory Surgery Databases (SASD) beginning in 1997

· State Emergency Department Databases (SEDD) beginning in 1999.

Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information on the release of the SID, SASD, and SEDD through the HCUP Central Distributor. Refer to Section IX of this document for detailed information about the HCUP Central Distributor.

Announcing New HCUP Products and Events

As needed, Medstat prepares announcements or press releases describing new HCUP products and tools. Quarterly, Medstat works with AHRQ staff to prepare a newsletter (titled HCUP e-News) that announces upcoming HCUP events, recent publications, and tips on using the HCUP databases. This newsletter is sent to all HCUP Partners and registered HCUP LISTSERV® users. On an ongoing basis, Medstat maintains a calendar of HCUP events on the HCUP Website.

Providing Technical Assistance through HCUP User Support (HCUP-US)

To assist users of HCUP data and products, a customer support center was established by AHRQ in 2003 under the name HCUP User Support (HCUP-US). The purpose of this support center is to make HCUP data and tools available and accessible to a broad range of users by providing the necessary technical assistance. The support center offers:

· Access by e-mail (hcup@ahrq.gov) or a toll-free number (866-290-HCUP) to knowledgeable senior research and programming staff who provide answers to questions about the purchase or application of HCUP products.

· A user-friendly Website (www.hcup-us.ahrq.gov) that provides information on how to purchase and use HCUP products.

Technical assistance is provided in response to the following types of requests:

· Guidance on using HCUP and directing users to written documentation

· Guidance on selecting and obtaining an appropriate data base
· Guidance on selecting and using a tool, and how to access or obtain the tool

· Help troubleshooting software problems

· Investigating potential data errors and potential errors with documentation

· Providing users with access to summary statistics for HCUP databases 

· Guidance on programming issues

· Help in interpreting output
· Answers to questions about appropriate use and reporting of data analyses.

HCUP User Support does not typically provide any programming and analytic services. All queries are responded to within three business days. Questions that were previously answered by AHRQ staff (i.e., inquiries e-mailed to hcup@ahrq.gov) are now forwarded to HCUP-US. In addition, a database was developed to track customer contacts for reporting purposes to AHRQ. 

HCUP-US Website

As part of the HCUP User Support (HCUP-US) task, the original HCUP Website (URL www.hcupdoc.net) was revised to promote the use and understanding of HCUP products. The Madison Design Group was hired to design a new home page and an interior page template. Medstat worked with AHRQ to reorganize the presentation of material. The new HCUP Website (www.hcup-us.ahrq.gov) includes links to:

· Information on how to purchase and understand the HCUP databases

· Tools and software that can be used with HCUP and other administrative databases

· Publications, research notes, and reports based on HCUP data

· HCUP electronic newsletter (i.e., HCUP e-News), announcements, and a calendar of events

· Partner-specific information including the Project Overview Binder, the Annual Activities Report, and HCUP Partners’ Meeting notes

· Contact information for HCUP-US technical assistance staff.

The HCUP-US Website links users to the AHRQ Website (http://www.ahrq.gov) for additional information.

Expanding and Maintaining HCUP Tools and Software

To increase the value of HCUP databases, AHRQ sponsors the development of tools and software that assist health services researchers and decision makers in using HCUP and similar databases. HCUP tools and software include:

· HCUPnet, an interactive Web-based tool for identifying, tracking, analyzing, and comparing national, regional, and state-level statistics on hospital care. 

· AHRQ Quality Indicators (QIs), three software modules that use hospital administrative data to highlight potential quality concerns, identify areas that need further study and investigation, and track changes over time.

· Clinical Classifications Software (CCS), a software package for classifying ICD-9-CM and ICD-10 diagnoses or procedures into clinically meaningful categories that can be used for various types of aggregate statistical reporting.

· Comorbidity Software, computer programs that assign variables to identify co-existing conditions on hospital discharge records.

· A Procedure Class program that identifies whether an ICD-9-CM procedure is (a) diagnostic or therapeutic, and (b) minor or major in terms of invasiveness and/or resource use.

· Cost-to-Charge Ratio files that allow researchers to translate total charges into actual costs.

HCUPnet and AHRQ Quality Indicators are maintained under a separate AHRQ contract. All of the other HCUP tools are updated under the HCUP contract. Annual updates to the Clinical Classifications, Comorbidity, and Procedure Class software are needed because of ICD-9-CM coding changes. Cost-to-Charge Ratio files are created for publicly available HCUP inpatient databases beginning in 2001 for the NIS and SID and beginning in 2003 for the KID.

Medstat works with AHRQ to evaluate the need for new software products and to design appropriate tools. Currently, Medstat is developing the following tools for use with HCUP and similar databases: 

· Clinical Classification Software (CCS) for CPT-4 procedure codes

· Clinical Classification Software (CCS) for mental health and substance abuse

· Clinical Classification Software (CCS) for pediatric data

· Clinical Classification Software (CCS) for emergency department data

· Indicator of acute and chronic conditions.

We expect the CCS for mental health and substance abuse tool to be posted to the HCUP-US Website by September 2005. In addition, AHRQ plans to post a beta version of the CCS for CPT tool and the indicator of acute and chronic conditions tool in October 2005. 

Developing Research Projects and Reports

To promote the use and understanding of the HCUP databases, Medstat develops the following three types of research projects under AHRQ’s direction:

1. Special analyses that explore specific data issues 
2. Reports describing the HCUP databases 
3. Research projects.
Special Analyses

Special analyses explore specific issues related to the HCUP databases. The HCUP project team uses these analyses to understand the HCUP data, plan future improvements, and to explore additional topics of interest to both AHRQ and the HCUP Partners. If the subject of the analyses is of interest to the HCUP State Partners, a subsequent version of the report masking the identities of the states is created for distribution to the Partners. Examples of special analyses include the use of observation status in the HCUP databases and the evaluation of emergency department data. Please refer to Section X for more detailed information on HCUP special analyses conducted to date.
Reports Describing the HCUP Databases

Medstat prepares reports that describe the design, creation, and use of the HCUP databases. Examples include general reports that describe HCUP coding practices and quality control procedures and database-specific reports that describe data design or use. These reports are available to the public on the HCUP Website (www.hcup-us.ahrq.gov). Please refer to Section XI for more information on the HCUP database reports. 

Research Projects

Research projects are undertaken at the direction of AHRQ and can be reported in:

· Fact books

· Policy-relevant analyses

· The Highlight Series.

Fact books provide aggregate statistical information created from HCUP data in a format that is easily understood. Topics represent those of general interest to audiences such as researchers and policy analysts. The first fact book developed by Medstat focused on potentially avoidable hospitalizations for ambulatory care sensitive conditions using the AHRQ Prevention Quality Indicators. The second fact book summarized hospitalizations in the United States in 2002 using the Nationwide Inpatient Sample database. Other planned fact books will cover the following topics: 

· Monitoring care provided by safety net hospitals
· Procedures performed in U.S. hospitals
· Ambulatory surgery
· Mental health.
Policy-relevant studies are disseminated in policy reports and/or journal articles. Topics are selected in collaboration with AHRQ staff; analyses are performed on the most current HCUP data. The first policy-relevant analysis describes key features of safety net hospitals, such as the types of patients served (in terms of diagnosis or surgical procedures received), the types of services provided, and the financial standing of these hospitals (e.g., percent of hospitals with losses) as compared with other hospitals. For the second policy-relevant analysis, AHRQ is collaborating with the Substance Abuse and Mental Health Services Administration (SAMHSA) to explore emergency department use in two states for patients with mental health and substance abuse conditions relative to other conditions. The topic for the third policy-relevant analysis is currently under consideration.
The Highlight Series presents noteworthy findings from HCUP analyses in brief, 2–4-page reports. These reports are distributed to the media for general publication, but with the primary goal of reaching a policy-oriented audience. The first Highlight Series focused on the economic and health costs of diabetes. Upcoming editions will focus on cancer care in women, pediatric patient safety, and mental health.

Maintaining a Comprehensive List of HCUP Publications

Medstat maintains a collection of HCUP-related publications. Medline/PubMed is employed as the primary search engine and additional engines (e.g., CINAHL, EconLit) are used to provide coverage of the social science journals. Each quarter, as additional HCUP-related publications are identified, Medstat enters the references and keywords in RefWorks and Reference Manager. Reference Manager will be used in the future to allow public access to a searchable list of HCUP publications. 

Medstat thoroughly reviews all HCUP-related publications to determine if they utilize specific State Partner data (e.g., does the publication feature State Inpatient Databases (SID), State Emergency Department Databases (SEDD), or State Ambulatory Surgery Databases (SASD)). For those publications that use state-specific data, Medstat sends copies of the manuscript to the appropriate HCUP Partner contact. Additionally, Medstat conducts a thorough review of each article, paying particular attention to the following characteristics:

· Methodological errors (e.g., not using weights with the Nationwide Inpatient Sample (NIS) or the Kids’ Inpatient Database (KID) to obtain national estimates)

· Incomplete or incorrect citations or references

· Inappropriate use of data (e.g., using the NIS to determine the prevalence of a certain condition, or using the NIS to make state-level estimates).

Promoting HCUP at Professional Meetings 

To demonstrate the value of HCUP databases and products, Medstat senior researchers attend professional meetings to present research analyses, conduct seminars about HCUP, and staff the AHRQ-HCUP booth. Conference materials have been developed and presented at AcademyHealth, the Society for General Internal Medicine, the International Society for Technology Assessment in Health Care, and the Council of State Territorial Epidemiologists. Future meetings may include the Academy of Health Services Research and Health Policy (AHSRHP), as well as the American Public Health Association (APHA) Conference. 

GYMR is developing new brochures for each of the HCUP databases and products that will be available to the public at professional meetings. 
Providing Training to HCUP Users

In addition to presenting information on the use of HCUP data at professional health care meetings, Medstat assisted AHRQ with an online Web course for disseminating HCUP information. The first online presentation was titled The Healthcare Cost and Utilization Project (HCUP): Data and Tools to Support Health Services Research. AHRQ and Medstat presented this course through the AcademyHealth Cyber Seminars in Health Services Research Methods, in January 2004. 

Since this first presentation, Medstat has worked with AHRQ to create a 90-minute PowerPoint presentation that provides an overview of HCUP. This presentation is currently being converted into an online training tool that will be hosted on the HCUP Website. In addition, Medstat will be developing cyber seminars for intermediate- and advanced-level HCUP users. 
Enhancing the Visual Image of HCUP Products

To improve the marketability of HCUP products, Medstat subcontracted with the Madison Design Group to develop a suite of marketing materials that will provide a polished and coordinated look to HCUP products. To date, the Madison Design Group has developed a new HCUP logo, a design for the HCUP-US Website, and templates for the HCUP fact books and for the Highlight Series. The Madison Design Group also created an updated design for the planned HCUP brochures and will assist in developing other marketing materials for HCUP.

In an attempt to expand the use of the HCUP Website, Medstat will explore ways to improve the likelihood of pages on the HCUP Website appearing at the top of a search list. The HCUP Website will also be evaluated to determine if modifications would improve the ease of use.

Evaluating Support Efforts

To determine the impact of the various efforts to increase HCUP product use, Medstat tracks the number of users accessing HCUP products and services and reports this information to AHRQ quarterly. Utilization statistics are reported for the HCUP Central Distributor, HCUP User Support, and the HCUP-US Website (www.hcup-us.ahrq.gov). User feedback will continue to be reviewed to help refine the services offered under the HCUP contract. 
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The HCUP Central Distributor allows researchers outside of AHRQ to purchase restricted access public release HCUP databases from one location using a standard uniform application. The following HCUP databases are available through the HCUP Central Distributor:

· Nationwide Inpatient Sample (NIS) beginning in 1988

· Kids’ Inpatient Databases (KID) for 1997, 2000, and 2003 (expected in late 2005)

· State Inpatient Databases (SID) beginning in 1990

· State Ambulatory Surgery Databases (SASD) beginning in 1997

· State Emergency Department Databases (SEDD) beginning in 1999.

Please refer to Appendix 1, HCUP Database Availability by Data Organization, for state-specific information on the release of the SID, SASD, and SEDD through the HCUP Central Distributor. 

Operations

Medstat’s subcontractor, Social & Scientific Systems (SSS), is responsible for the daily operations of the HCUP Central Distributor. Daily responsibilities include: 

· Handling customer contact for initial inquiries 

· Receiving applications for data purchases

· Verifying that each application is complete and that payment is included

· Shipping data and technical documentation to approved requestors

· Responding to technical questions about purchased data

· Entering all orders and customer contact into an electronic tracking system.

The electronic tracking system is an Access database that retains information on the HCUP Central Distributor databases, inquiries, and applications. It also includes information on who performed the task and when it occurred.

Once a month SSS uses the electronic tracking system to generate a report on the number of inquiries and HCUP databases sold during the month and for the year to date. The activity report is distributed to AHRQ, Medstat, and all HCUP State Partners. 

HCUP State Partners who release their SID, SASD, and SEDD data through the HCUP Central Distributor are reimbursed monthly for the sale of their state-specific databases. HCUP Partners are not reimbursed for the sale of the NIS or KID. The purchase costs for the NIS and the KID cover only the actual costs related to supplying these databases through the HCUP Central Distributor.

Preparing HCUP Databases for Dissemination

Preparing an HCUP database for dissemination through the HCUP Central Distributor requires three steps:

1. Obtaining the participation of HCUP State Partners

2. Creating data files and documentation

3. Updating the HCUP Central Distributor application kits and customer tracking system for the new HCUP database.

Step 1: Obtaining the Participation of the HCUP State Partners

Medstat negotiates on behalf of AHRQ with the HCUP State Partners for the release of a restricted access public release version of an HCUP database through the HCUP Central Distributor. Negotiations center around which data elements may or may not be released because of confidentiality and security requirements. The process is different for each type of HCUP database:

· NIS – HCUP State Partners must specify in the Attachment A-2 of their HCUP Memorandum of Agreement the data elements that are to be excluded from the NIS for their state. 

· SID, SASD and SEDD – Medstat negotiates an amendment to the HCUP Memorandum of Agreement (MOA) that details the role of the participating data organization, the role of AHRQ, the state-specific databases to be released, the data elements to be released, and the pricing structure of the data. 

· KID – Medstat contacts each of the HCUP State Partners who contributed data to the special database, proposes a list of data elements, and works with the HCUP State Partners to uphold their data security requirements. 

Negotiations to release an HCUP special database are more complicated than negotiations to release the state-specific databases because all participating data organizations must agree on the list of releasable data elements. For example, the restricted access public release version of the 1997 KID does not include hospital and state identifiers because of the confidentiality requirements of some participating data organizations.

Step 2: Creating HCUP Central Distributor Data Files and Documentation

Based on the agreement with the HCUP State Partner for participation in the HCUP Central Distributor, Medstat prepares the HCUP Central Distributor files. Non-releasable data elements are excluded from the HCUP databases, and the resulting files are written out into ASCII format. Medstat also prepares the following information:

· Summary of the file composition (i.e., the types of hospitals and records included in the file) 

· Detailed description of the data elements

· File specifications 

· Computer programs to load the ASCII data files into SAS or SPSS

· Special reports on HCUP coding practices and control procedures.

SSS completes the technical database documentation by updating two items:

1. An overview of the database 

2. Data availability tables that specify which HCUP State Partners release which data elements.

Technical database documentation is provided to purchasers on CD-ROM. There is one documentation CD-ROM for each year of the NIS and KID. For the SID, SASD, and SEDD, one documentation CD-ROM holds the technical documentation for all states and years of data released through the HCUP Central Distributor.

A binder is provided that includes a printed copy of the overview of the database and a sleeve for the data and documentation CD-ROMs. There is one binder for each year of the NIS and KID. One binder is used for all SID orders; separate binders are used for SASD and SEDD orders.

Step 3: Updating the HCUP Central Distributor Materials

Whenever a new HCUP database is to be released through the HCUP Central Distributor, SSS updates the following supporting materials: 

· Application Kits – The application kits describe the available databases and include the Uniform Application to be used by data purchasers. There are three application kits: one for the NIS, one for the KID, and one for the SID, SASD, and SEDD databases.

· Electronic Tracking System – This system records key information about the HCUP databases released through the HCUP Central Distributor, including the price of the database and any handling fees.

Annual Updates

Each year, Medstat contacts participating HCUP State Partners to determine the list of releasable data elements and the price for the state-specific files. HCUP State Partners are asked to add new HCUP data elements to their HCUP Central Distributor files when new data elements have been added to the HCUP databases. New data elements are the result of the HCUP Partners providing additional data elements, or HCUP calculating new variables during data processing. Before these new data elements can be included on the HCUP Central Distributor files, the participating data organization must agree to their release. 

Pricing of HCUP Central Distributor Databases

The price of the NIS and KID data files released through the HCUP Central Distributor is established to cover the operating cost of distributing these databases. AHRQ is able to offer the databases for $200 per data year. Students in good standing are able to purchase any year of the NIS or KID for a discounted price of $20. Periodically, SSS provides AHRQ and Medstat with a report that compares the cost of disseminating the NIS and KID against the funds collected from data purchasers. 

The HCUP State Partner determines the base price of the SID, SASD, and SEDD files. An additional handling fee is collected by SSS to cover shipping costs and materials (e.g., binders, CD-ROM sleeves, CD-ROMs, etc.). 

SECTION X:

special ANALYSES

SECTION X: special ANALYSES

Special analyses explore specific issues related to the HCUP databases. These analyses are designed to:

· Investigate data issues

· Plan future improvements to the HCUP databases

· Examine the feasibility of augmenting the HCUP databases.

These studies focus on issues and topics of interest to AHRQ and the HCUP Partners. The end product of these special analyses may be a report, a new data file, new data elements for HCUP databases, a plan of execution, or some combination of the above. If the subject of a report is of interest to the HCUP State Partners, then a version of the report masking the identities of the states is created for distribution to the Partners and others, if appropriate. 

Special Analyses that Investigate Data Issues 

To date, special analyses that investigate data issues include:

· Analysis of Observation Status Related to U.S. Hospital Records

· Evaluation of Emergency Department Data 

· Options for Developing the 2000 NIS

· Trend Analysis Using the HCUP Nationwide Inpatient Sample (NIS).

Observation Status Related to U.S. Hospital Records

Medstat explored the use of observation status in the HCUP state databases and incentives to claim observation status for reimbursement purposes. This work was divided into two phases. Phase 1 asked general questions about use of observation services and encompassed an information search on observation services. Phase 2 answered questions about coding consistency of observation services in the HCUP inpatient and outpatient databases. A separate report was delivered to AHRQ for each phase. Medstat also condensed the Phase 1 and Phase 2 reports into a summary report that does not identify states and can be shared with the HCUP Partners. These reports were delivered to AHRQ as:

· Deliverable #92.3, Phase I Information Search for Observation Stays Special Analysis
· Deliverable #94.3, Phase II Data Exploration for the Observation Stays Special Analysis
· Deliverable #94.3-2, Final Report Observation Status Related to U.S. Hospital Records (Report to Partners).
Evaluation of Emergency Department Data 

Deliverable #94.7, Emergency Department Data Evaluation Final Report, includes an assessment of data collection practices, in general, and an empirical analysis of SEDD data quality, in particular. First, analysts completed a literature and Internet search to

locate information on methods and practices for collecting ED data. Next, the team evaluated

the HCUP data by comparing statistics across the five states in the 1999 SEDD (Connecticut,

Maine, Maryland, Missouri, and South Carolina) and by comparing the SEDD with ED data from

the National Hospital Ambulatory Medical Care Survey (NHAMCS) and the American Hospital

Association (AHA) Annual Survey of Hospitals. Finally, in-depth interviews were conducted with

three groups of industry experts selected for their knowledge of ED data collection practices and

standards: (1) HCUP Partners collecting ED data at the time of the interviews; (2) HCUP

Partners planning new ED data collection programs; and (3) hospital industry experts outside of

the HCUP Partnership.

Options for Developing the 2000 NIS

Medstat conducted a feasibility study that investigated three issues regarding the 2000 NIS. These included:

· Determining the advisability of including only six months of California data in the NIS because the last six months of source data were delayed.

· Evaluating if Michigan data should be included in the NIS, even though these data did not include total charges or patient’s ZIP Code (needed to assign median household income for the community).

· Determining how to address missing total charges for the first half of the year for Texas.

Based on the findings from the investigation, AHRQ directed Medstat to wait until the full year of California data was available, to exclude Michigan from the 2000 NIS, and to create a separate charge weight to accommodate the missing total charges in the first half year of the Texas data. For more information, please refer to Deliverable #93.4, 2000 NIS Feasibility Options.
Trend Analysis Using the HCUP Nationwide Inpatient Sample (NIS)

This special report investigates issues relevant to using the NIS for trend analysis. Several revisions have been made to the NIS sample design since its inception that impact the estimates calculated from the NIS. First, the sampling frame changed over time as more states made their data available to HCUP. Specifically, the 1988 NIS was drawn from a frame of eight states representing 31 percent of the U.S. population. In contrast, later years of the NIS were drawn from a frame of states representing almost 90 percent of the U.S. population. Second, in 1998 the sampling method changed to better reflect the cross-sectional population of hospitals. The hospital stratification variables were redefined, rehabilitation facilities were dropped from the target universe, and sampling preference was no longer given to prior year NIS hospitals. Third, the definitions and availability of NIS database variables changed over time. For example, diagnosis and procedure codes and Diagnosis Related Groups (DRGs) changed annually. Analysts who want to use the NIS to estimate trends in patient and hospital outcomes may need to adjust for these changes. This report describes these changes, provides information on the impact of these changes on estimates of number of discharges and other key variables, and offers recommendations for managing these and other issues when performing trend analyses. The NIS Trends Report is available to the public on the HCUP-US Website under the Method Series. 

Special Analyses that Focus on Improving the HCUP Databases

These special analyses focus on improving existing HCUP databases and include the following:

· Nationwide Data Inventory

· Pilot Study on Record Linkages

· Plan for Improving Race/Ethnicity Reporting

· Evaluation of Urban-Rural Indicators

· Investigation of E-Code Reporting in the HCUP Data

· Technical Assistance on Data Standards

· Proposal for Improving the Consistency of the HCUP SASD and SEDD 

· Adding Clinical Data Elements to Hospital Administrative Data

· An Assessment of the Feasibility of Adding Hospital-level Variables to the NIS

· Assessing Methodological Approaches to Identify Inpatient Birth Records with Corresponding Maternal Delivery Records in HCUP Data.

Nationwide Data Inventory 

The Nationwide Data Inventory (NDI) identifies different types of data that may be available from HCUP State Partners and states not currently participating in HCUP. The NDI includes an overview of data collection and release activities related to statewide, all-payer, public- and research-level data from inpatient, ambulatory surgery, emergency department, and other outpatient settings. The primary objective of the NDI is to provide information to AHRQ and the Data Acquisition Team that will assist them in recruiting new HCUP State Partners and expanding the HCUP databases.

Pilot Study on Record Linkages

Record linkage refers to a family of techniques for merging information for the same individuals using data contained in one or more data sets. Record linkage has been used in health services research for several decades and has been used to generate person summary files, to link encounters from different data sources, and to examine patterns of readmissions within and across facilities. 

In Deliverable #215, Linkage Variable Memo Final Report, Medstat described different linkage techniques, conducted a Web search and literature review, examined available third-party software, and proposed a study designed to estimate the accuracy of various linkage methods. AHRQ is evaluating how to proceed with this study and plans to contact the Partners to request their input on what approach would be most beneficial to them. 

Plan for Improving Race/Ethnicity Reporting

AHRQ, Medstat, and NAHDO have an ongoing, multi-faceted strategy to improve the accuracy and completeness of the race/ethnicity data in HCUP databases and in the databases of HCUP State Partners. In 2004, the following activities were completed as part of this task:

· Developed standard statements regarding the importance of collecting race/ethnicity data in statewide discharge data systems. The statements are intended to help HCUP Partners persuade policy makers, hospital industry representatives, and the public to support race/ethnicity data collection efforts.

· Developed a short summary document describing research evidence on racial/ethnic disparities in health and health care.

For 2005, AHRQ and Medstat are implementing the following strategies to achieve the overall goals, including developing the following materials:

· A list of examples from state data organizations or hospitals/hospital associations illustrating the successful use of race/ethnicity data to make the importance of these data compelling and vivid.

· State-specific information to be shared with each individual data organization that provides race information to HCUP that demonstrates hospital-specific coding practices in 2002.

· Models that allow for expanding and rolling up OMB-15 categories, including an approach for addressing patients who self-report “multiple races” on standard forms.

· Instructions for hospitals on how to collect data on patient race/ethnicity.

These improvements should result in more accurate findings on racial/ethnic differences in health care delivery, as reported in the National Healthcare Quality Report (NHQR), the National Healthcare Disparities Report (NHDR), and other research based on HCUP databases. Final results of this task will be posted on the Partner section of the HCUP-US Website.

Evaluation of Urban-Rural Indicators

During the first phase of this task, Medstat identified potential definitions and approaches to creating a set of variables that indicate urban-rural location and could be used for conducting health services research. This phase was completed with the submission of an internal report, Deliverable #162, Draft Evaluation of Urban-Rural Definitions, in April 2002. This report included a literature review to identify and describe the prominent methods for defining urban-rural areas, examples of their use in health care research, and recommendations for HCUP application. 

Supplemental files including different urban-rural variables were generated to augment the 2001 HCUP intramural databases. Beginning with 2002 HCUP databases, urban-rural variables are added to intramural files during HCUP processing. In 2002, HCUP Central Distributor state databases include urban-rural variables. Starting in 2003, NIS includes these variables.

In the next phase, AHRQ refined the scope of the evaluation to focus on intensive comparisons of selected urban-rural measures. This phase was completed with submission of Deliverable #163, Final Evaluation of Urban-Rural Definitions. This report examined the urban-rural variables as applied to the 2001 NIS. The report includes descriptive tables on population and discharge counts by the different urban-rural schemes. It concludes that each scheme has its own strength and weakness, and there is no one scheme that is best for administrative databases such as those in HCUP. 

The remaining task involves examining the patient identification risk because of the urban-rural variables. This effort is still in progress.

Investigation of E-Code Reporting in the HCUP Data

During 2004, HCUP evaluated the quality of External Cause of Injury (E code) data contained in HCUP and comparable databases for data year 2001. The evaluation included the following information:

· Summary of telephone interviews with HCUP Partners concerning individual state policies regarding E code reporting, editing, and evaluations.

· Detail on the variation in E coding between HCUP Partners with mandates to report E codes and those without mandates, as well as between HCUP Partner data organizations that edit or verify E codes.

· Comparison of the E code evaluation of the HCUP databases to analyses previously conducted by researchers and organizations outside of HCUP.

The final evaluation was presented to HCUP Partners in April 2005 via a Web-based group presentation and at the 2005 National Injury Prevention and Control Conference in Denver, CO. HCUP analysts are integrating the information into a manuscript that will be submitted to a peer review journal.

Technical Assistance on Data Standards

Use of national standards for electronic exchange of data will improve the quality and timeliness of administrative data received by statewide data organizations. Improved data quality from HCUP State Partners will ultimately improve the usefulness of HCUP databases for research. NAHDO is assisting HCUP in promoting the use of electronic data standards for statewide administrative health data, particularly the use of the ANSI X12N 837 Health Care Service Data Reporting Guide. This task has included the following efforts:

· Develop and maintain Technical Assistance Training Materials to help health data agencies understand and implement national standards. This toolbox includes resources such as links to experts, implementation guides, and lessons learned. These technical assistance materials are available on the Web at http://www.nahdo.org/project/Matrix.htm.

· Maintain and update the ASC X12N 837 Transaction Set Implementation Guide, Health Care Service: Data Reporting, which specifies implementation of standards for Electronic Data Interchange utilizing 837 claims data.

· Participation by NAHDO’s standards expert in meetings of the X12N and NUBC national standards organizations, reported on standards activities, and solicited input from HCUP Partner data organizations.

· Operate a LISTSERV® at hcup_national_data_standards-847A@nahdoserver.nahdo.org to promote discussion and dissemination of information about national data standards for health care data.

· Maintain an archive of communications to HCUP Partners regarding data standards. The archive is available at http://webmail.jhanet.com/read/?forum=hcup_national_data_standards.

In addition, an emphasis will be placed on assessing outpatient data development barriers for statewide health data organizations. A technical assistance program will be undertaken to promote uniformity in the collection and use of outpatient data.

Proposal for Improving the Consistency of the SASD and SEDD

For this special analysis, Medstat collected information on how different data sources define emergency department and ambulatory surgery records. Medstat proposed options to AHRQ for improving the consistency across states of the HCUP State Ambulatory Surgery Databases (SASD) and State Emergency Department Databases (SEDD). Although all of the HCUP SASD files include ambulatory surgery records, some SASD files include other types of outpatient records. For example:

· The Florida SASD include information from radiation therapy centers, lithotripsy centers, cardiac catheterization laboratories, and providers of radiation therapy.

· The Maine SASD include non-surgical services, such as physical therapy and chemotherapy visits.

· The Kentucky SASD include mammographies performed in an outpatient setting.

The types of records in the HCUP SEDD are more consistent across states, but the source data provided by HCUP State Partners sometimes includes other types of records:

· Utah includes inpatient records admitted through the emergency department in their emergency department data.

· Maryland includes outpatient clinic and labor and delivery records in their emergency department data.

Deliverable #341, Revision #2 – Final Proposal and Budget for Improving the Consistency of the HCUP SASD and SEDD, suggests that standard criteria based on information coded on the record should be applied to the outpatient data provided to HCUP. Records that contain a surgical ICD-9-CM or CPT-4 procedure code and have a length of stay less than one day would be included in the SASD. Records that have a positive charge for emergency room services (i.e., a charge to revenue center codes 450 to 459) or a CPT-4 code indicating services from an emergency room physician would be included in the SEDD. Records not fitting either definition would be placed in an extract file named the State Unused Record File (STUF). 

AHRQ agreed with this proposal and the 2003 HCUP outpatient databases were created using this approach. Medstat is evaluating the STUF files for 22 states that have provided 2003 ambulatory surgery and emergency department data to HCUP to determine if the exclusion of records from the SASD and SEDD was appropriate. 

Adding Clinical Data Elements to Hospital Administrative Data

The goal of this task is to identify the most efficient set of clinical data elements that can be added to administrative data sets such as HCUP. Medstat first conducted an extensive literature review on the topic of the incremental addition of clinical data to administrative data. Informal discussions were then conducted with health care researchers and other health industry experts. These discussions were useful in eliciting experts’ insights into the issues surrounding the enhancement of administrative data. Deliverable #364, Draft Technical Report – A Strategy to Assess the Value and Feasibility of Adding Clinical Content to Hospital Administrative Data, presents the literature results, expert comments, and team knowledge, and also outlines a strategy for enhancing administrative data.

In addition, Medstat has drafted a journal article detailing the results of this task, Deliverable #365, Draft Journal Article for Health Affairs Submission (#1) – A Proposed Strategy to Assess the Value and Feasibility of Adding Clinical Content to Hospital Administrative Data. Once approved by AHRQ, the article will be submitted to Health Affairs for consideration.

Assessing the Feasibility of Enhancing Hospital-Level Variables in the NIS

The purpose of this task is to identify new hospital-level organizational variables, prioritize them according to unmet need, and assess the feasibility of including each in the NIS to enhance the research value of this database. Dr. Jeffrey Alexander, an expert in organizational studies based at the University of Michigan, has been subcontracted by Medstat to complete this task. The first effort includes a literature review and telephone interviews with researchers in the field and with hospital executives. The results of the literature review are available in Deliverable #367, NIS Variables-Hospital-Level Variables Summary (Summary of Literature Review).
The final report will present a list of potential hospital-level variables determined to be related to cost, quality, and efficiency of care, with each variable assessed in terms of ability to fill an unmet need, data availability, technical feasibility, associated costs, and restrictions. The report will inform AHRQ on this specific task, and will also provide a resource for HCUP users who are interested in examining particular hospital organizational characteristics related to utilization, quality, efficiency, and cost of inpatient care.

Evaluation to Determine Best Methods for Identifying Birth and Delivery Records in HCUP Data

This project will evaluate the ability of the HCUP databases to be used for research studies pertaining to hospital births (in relation to infants) and deliveries (in relation to mothers). Specifically, the study has two objectives: 1) to determine the best methods for identifying births-related data in the NIS that correspond to data found within birth certificates, and 2) to benchmark NIS estimates against National Center for Health Statistics (NCHS) birth certificate data. In 2005, AHRQ plans to use the NIS to produce estimates of births and deliveries and benchmark those results against the NCHS data. Medstat will produce an HCUP methods document that presents the findings from this analysis.

Special Analyses that Examine the Feasibility of Augmenting the HCUP Databases

These special analyses examine the feasibility of adding to the collection of HCUP databases and consist of:

· Feasibility of Creating a State Ambulatory Care Database (report)

· Feasibility of Creating a Nationwide Ambulatory Surgery Sample (report)

· Creation of AHA-to-JCAHO Crosswalks (data file).

Feasibility of Creating a State Ambulatory Care Database

In this special analysis, Medstat examined the availability of data sources for creating a State Ambulatory Care database. The study concluded that such an activity should be postponed because of the lack of consistent collection of ambulatory care data, the rareness of collection of physician office visit data, and the enormous size of these databases. For more information, please refer to Deliverable #63, Final Report - Ambulatory Care Database Feasibility.

Feasibility of Creating a Nationwide Ambulatory Surgery Sample

A feasibility study evaluated the creation of a nationwide sample of ambulatory surgery stays. The study determined that the limited geographical distribution of the statewide data organizations that provided 1999 ambulatory surgery data to HCUP does not currently warrant the creation of a nationwide sample of ambulatory surgery stays. For more information, please refer to Deliverable #41, Final Report on the Feasibility of Constructing the Nationwide Ambulatory Surgery Sample Sampling Frame.

Creation of AHA-to-JCAHO Crosswalks

For 1997-1999 data, Medstat created crosswalks that map hospital identifiers used by the American Hospital Association (AHA) with those used by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO). Medstat ran the JCAHO data through a SAS program that performed probabilistic matching. The records that could not be matched via the SAS program were evaluated and, if possible, manually matched. Development of these files for additional data years is not planned at this time.
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Reports that provide HCUP data users with a thorough understanding of the HCUP databases are available to the public on the HCUP-US Website (www.hcup-us.ahrq.gov). This is in contrast to the special analyses that are used internally by AHRQ to plan for improvements to the project. Reports may describe the HCUP databases in general or focus on one specific database. 

General HCUP Database Reports

Three reports describe the HCUP databases in general:

1. HCUP Coding Practices describes the coding of variables in the HCUP databases.

2. HCUP Quality Control Procedures details the edit checks that are applied to the HCUP data.

3. HCUP Hospital Identifiers explains the reconciliation of the different schemes used to identify hospitals by the HCUP State Partners and the American Hospital Association (AHA).

HCUP Nationwide Databases

Five reports specific to the Nationwide Inpatient Sample (NIS) are also available to the public:

1. Design of the Nationwide Inpatient Sample is created for each data year.

2. Calculating Variances Using Data from the NIS is one report covering data years 1988 forward. 

3. NIS Comparison Report, a comparison of the NIS to similar databases, is developed each time a state is added to the NIS sample. 

4. Changes in NIS Sampling and Weighting Strategy for 1998, evaluates the design of the 1988-1997 NIS and explains changes to the sampling and weighting strategy that were implemented beginning with the 1998 NIS.

5. NIS Trends Report explains the need for alternative weights when performing longitudinal analyses that cross date year 1998 when the NIS sampling design was modified. 

Two public reports specific to the Kids’ Inpatient Database (KID) include:

1. Design of the Kids’ Inpatient Database, created for each data year

2. KID Comparison Report, a comparison of the KID to similar databases, was developed for data year 1997 and is planned for data year 2003. 

HCUP State Databases

To date, only one report is specific to the HCUP state databases. This report evaluates the facilities and surgeries that are captured in the HCUP State Ambulatory Surgery Databases (SASD). HCUP data are compared to the American Hospital Association’s Annual Survey of Hospitals and to the Freestanding Outpatient Surgery Center database maintained by the SMG Marketing Group. The initial report was developed for data year 1999 and it is produced annually beginning with 2001 data. One version of the report is specific to SASD files that are available for purchase through the HCUP Central Distributor. This report is available to the public on the HCUP-US Website. Another version of the report is only available to the HCUP Project Team. This second version includes information on all states that provide SASD data to HCUP.
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National Healthcare Quality Report

The Agency for Healthcare Research and Quality (AHRQ) received a congressional mandate to produce an annual report on health care quality in the United States. The National Healthcare Quality Report (NHQR) includes a broad set of measures that will be used to monitor the nation’s progress toward improved health care quality. Where possible, the NHQR includes both national- and state-specific measures. The first NHQR report was released in 2003; the second report was released in 2004, and the third report is expected to be released in 2005.

HCUP is one of the data sources being used for the NHQR. A subset of the AHRQ Quality Indicators (QIs) is applied to the Nationwide Inpatient Sample (NIS). National estimates are calculated for 1994, 1997, 2000, 2001 and 2002. Current-year data are used to report on subpopulations of patients (e.g., age, gender, urban-rural location, and median household income) and on hospital characteristics (e.g., ownership, teaching status, bed size, and urban-rural location). The AHRQ QIs are also applied to the State Inpatient Databases (SID). 

Each year, Medstat assists AHRQ in asking permission from the HCUP Partners to release state-level HCUP estimates in the NHQR. For each of the three NHQR reports, state-level Prevention Quality Indicators generated from the HCUP SID have been included. AHRQ is working with the Partners to possibly release state-level Inpatient Quality Indicators in the fourth report.

Prior to the NHQR being released, Medstat prepares a briefing package for the HCUP Partners that includes the following:

· Questions that the States may be asked by their local constituents and draft responses
· List of measures in the NHQR that highlights those measures derived from the HCUP databases

· State-level measure excerpts from the report text that are based on the HCUP SID

· Analysis of variation in state-specific QI results.

National Healthcare Disparities Report

As part of a national effort to reduce health care disparities, Congress directed AHRQ to produce a new annual publication, the National Healthcare Disparities Report (NHDR). AHRQ developed the NHDR as a companion report to the NHQR. The NHDR documents and tracks racial/ethnic and socioeconomic disparities in quality and access to care over time across rural, urban, and inner-city areas.

HCUP is one of the data sources being used for the NHDR. The first NHDR used the 2000 SID data from sixteen Partner states pooled into one data set. These 16 states were chosen because they provided HCUP with information on patient race/ethnicity and had less than 10% of their discharges missing that data element. Statistics were produced by race and income level of the patient’s community from the 16 states combined. Further breakdowns within race and income categories were made by age, gender, and urban-rural location. 

For the second and third NHDR, HCUP created analysis files using SID data from 22 Partner states. The analysis files were designed to generate national estimates by race/ethnicity and employed a sampling and weighting scheme that is similar to the NIS. For the second and third NHDR, national statistics were presented within race and include breakdowns by income categories, age, gender, urban-rural location, and hospital characteristics. For the NHDR report to be released in 2005, HCUP data includes data years 2001 and 2002. The NHDR contains no state-level reporting.

Derivative Products

To highlight important issue areas and provide wider and more targeted dissemination of NHQR and NHDR statistics, AHRQ has tasked Medstat with creating various derivative products. The first task was the development of the Diabetes Care Quality Improvement: A Resource Guide and Workbook for State Action. Medstat and the Council of State Governments worked under AHRQ’s direction to develop this extensive review of State activities in diabetes care quality improvement, as well as a guide to incorporating the national measures set from the NHQR and the NHDR. The Guide and Workbook were reviewed by State legislators, State health department policy makers, State Diabetes Prevention and Control Program (DPCP) staff, as well as the CDC staff. A similar project focusing on Asthma is in progress, and a third product in the series is planned. The topic for the third guide is expected to be heart disease.

Medstat also worked with AHRQ to develop a paper on Racial, Ethnic, and Socioeconomic Disparities in Estimates of AHRQ Patient Safety Indicators. This article is based solely on HCUP statistics from the NHDR and was published in March 2003 in a special supplement to the journal, Medical Care.

In March of 2004, Medstat was asked by AHRQ to help repackage the state-level information in the 2004 NHQR to make the information more accessible to state agencies. Medstat developed three types of state-level resources that were posted on the AHRQ Quality Tools Website (www.qualitytools.ahrq.gov). State ranking tables list selected measures that are featured in the 2005 NHQR. State summary tables include the complete set of NHQR quality measures that include state-level information. State estimates are compared to the average for the measure and tested whether the state is statistically above or below the average. State snapshots highlight two areas in which the health care system of a particular State is doing well in providing high quality health care and two in which it might be able to improve. Medstat worked with the Madison Design Group to prepare print-ready versions of these specialized, brief highlights. Medstat expects to prepare these same materials for the 2005 NHQR.
Methods

Eight steps exist in the creation of HCUP estimates for the NHQR and NHDR:

1. Developing a detailed design of the measures, approach, and products, in conjunction with AHRQ staff.
2. Modifying the AHRQ QI software for the additional reporting categories in the NHQR and NHDR.

3. Preparing the HCUP databases.
4. Applying the modified QI software to the HCUP databases.
5. Producing tables and graphics.
6. Summarizing results by QI.
7. Investigating state differences.
8. Tracking all decisions so that methods can be reported and repeated annually.
For more information on methods employed for the NHQR and NHDR, please refer to the following reports:

· Methods Applying AHRQ Quality Indicators to Healthcare Cost and Utilization Project (HCUP) Data for the National Healthcare Quality Report (Deliverable #179)

· Methods Applying AHRQ Quality Indicators to Healthcare Cost and Utilization Project (HCUP) Data for the Second (2004) National Healthcare Quality Report
· Methods Applying AHRQ Quality Indicators to Healthcare Cost and Utilization Project (HCUP) Data for the National Healthcare Disparities Report (Deliverable #181)

· Methods Applying AHRQ Quality Indicators to Healthcare Cost and Utilization Project (HCUP) Data for the second (2004) National Healthcare Disparities Report

· Technical Specifications for HCUP Measures in the National Healthcare Quality Report and the National Healthcare Disparities Report (Deliverable #185).
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Project Management

Managing a large, complex project such as HCUP requires diligence and constant supervision. To monitor project status, Medstat holds frequent project staff meetings and assembles periodic reports that address key accomplishments, contract deliverables, outstanding issues, and budget expenditures. 

Weekly sessions allow managers and other staff members to coordinate activities and re-allocate resources, as necessary. Two distinct meetings occur:

· The Medstat Management Team Meeting, which examines crosscutting task activities, resolves constraints, and finalizes the agenda for the weekly management meeting with AHRQ. 

· The Medstat-AHRQ Management Meeting, which reviews project status and discusses any issues or new opportunities related to project work. 

Monthly sessions include:

· The Medstat Task Leader Meeting, in which staff members discuss tasks for the upcoming three months, explore crosscutting issues, coordinate work among teams, discuss budgeting issues, and ensure that appropriate resources are available. 

· The Medstat All-Team Standing Meeting, which provides major updates to the project team. 

· The Task-Specific Meetings with SSS and NAHDO, which allows for discussion of project status, opportunities for improvement, and other relevant topics. Ad hoc meetings with other subcontractors are scheduled as needed.

The annual project planning meeting assembles Medstat, AHRQ, and selected subcontractors to review accomplishments from the previous year, discuss objectives for the coming year, and strategize about any project changes that would improve efficiency or effectiveness.

Written reports are used to document project activity and monitor task expenditures. Every week, Medstat Task Managers update progress reports that track task activities, key decisions, and outstanding issues. These reports are compiled into the agenda disseminated in advance of the weekly Management Meeting between AHRQ and Medstat. 

Each month, the weekly task reports are combined into monthly task reports. Budget information is added so that task managers can evaluate if a task is significantly under or over its estimated budget.

A monthly project report, considered an official AHRQ project deliverable and due on the 15th of each month, is assembled using the monthly task reports. It includes key project activities, decisions, and critical issues from the previous month. Medstat also provides a summary of the project’s budget status in this report, as well as an overview of deliverables submitted in the previous month and deliverables anticipated for the coming month.

Subcontractors NAHDO and SSS also report their activities to Medstat in a brief status report on a monthly basis.

An annual Project Management Plan is created to communicate major accomplishments from the previous project year and to provide an overview of project activity by task for the coming year. Also included in this report are a work plan, timeline, deliverable schedule, and budget summary for the previous and coming year.

HCUP Documentation 

A venture as diverse and complex as HCUP requires a central repository for all project information. To this end, a Web-based documentation system was implemented. Because some HCUP materials are more sensitive than others, a critical requirement in managing documentation is that the system allow for different classes and categories of users. The different classes of users include the Government Project Officer and Project Director, who have access to all system areas; HCUP project staff, who have access to most system functions; and HCUP State Partners and the public, who have more limited access. 

Additional requirements include: 

· Simple, easy-to-follow navigation to project content

· Open architecture to allow for growth and modification over time

· Flexibility to display integrated database information

· Ability to accommodate users outside of AHRQ and Medstat HCUP team members

· Reliability with respect to power failure and system failure.

To satisfy all of the above requirements, the HCUP documentation system is housed on a Website that contains both public and restricted access HCUP database and project material. The HCUP Website is comprised of static documents and dynamically-generated content stored in an eXtensible Markup Language (XML) repository. Access to information is restricted by a login process, with person-specific passwords and pre-assigned access privileges. A public user can only view public HCUP information. If a user logs into the system using a password, then restricted access content is displayed with the public information, as appropriate to the user’s access level. Access levels are determined by AHRQ. 

In Contract Year 3, the HCUP Website (www.hcupdoc.net) was re-designed to promote HCUP databases, tools, and products to the public as part of the HCUP User Support (HCUP-US) task. Included in the re-design was the requirement to move the Website to the AHRQ domain, using the new Web address www.hcup-us.ahrq.gov. The Madison Design Group was hired to design the new home and interior pages. Medstat worked with AHRQ to reorganize the presentation of material and ensure that the new site would be acceptable under Section 508 requirements for ADA compliance. 

The HCUP Website contains the following types of information:

· General information about the project 

· Database documentation for the state, nationwide, and other HCUP data files

· Links to HCUP tools and software

· References to new findings, publications, and research notes based on HCUP data

· Contact information for the HCUP Central Distributor and HCUP User Support

· Documents specific to the acquisition of HCUP data and the HCUP Partners

· HCUP Team documents

· Project management documentation.

The HCUP Website does not contain copies of original documents such as data dictionaries, correspondence with states, signed MOAs, and state applications. These documents are archived by state and delivered to AHRQ in hard copy on a semi-annual basis. Most users never have reason to access archival documents, because relevant information has been synthesized and reproduced in project and database documentation. 

General HCUP Information

The HCUP Website includes the following general HCUP information:

· Overview of HCUP

· Contact information for obtaining HCUP databases through the HCUP Central Distributor

· Contact information for technical assistance through HCUP User Support.

Access to these sections is available to the public. No login is required. 

HCUP Database Documentation

For each HCUP database, the HCUP Website contains essential information needed to understand the data files. This includes:

· Overview of the database 

· List of participating HCUP Partners

· Instructions on how to obtain the databases through the HCUP Central Distributor

· Technical data documentation on file composition and data elements 

· File information including filenames, passwords, number of observations, and number of variables

· SAS processing programs used to create the HCUP database.

No login is required to view database documentation for the HCUP databases available through the HCUP Central Distributor. All other database content is restricted and requires the user to log into the system. Only the Project Officer may access the passwords for files containing the most sensitive data elements (e.g., unencrypted person identifiers, physician identifiers, and dates).

HCUP Tools and Software

Because the current HCUP tools and software are part of the AHRQ Website, the HCUP Website includes only brief descriptions of each product and a link to the appropriate page of the AHRQ Website. Access to this section is available to the public. No login is required.

HCUP Reports

The HCUP Website links users to the AHRQ Website, where new findings, publications, research notes, and fact books are stored. The HCUP Website does house technical reports about the development and use of the HCUP databases. Technical reports describe coding standards for HCUP databases, quality control procedures, database design, and comparison of the HCUP databases to similar administrative databases. Access to this section is available to the public. No login is required.

Data Acquisition Documents

This class of documentation includes materials related to the acquisition of source data. Access to data acquisition documentation is limited to HCUP State Partners and project staff. The HCUP Website includes the following data acquisition documentation:

· HCUP Information Package

· Partner Participation and Annual Activities Reports

· HCUP Partners Meeting Notes 

· HCUP Sample MOAs

· Reports on HCUP data that are available to the Partners but not released to the public.

Archival documentation contains hardcopy original documents such as correspondence with HCUP State Partners, fully executed Memoranda of Agreement, data applications, IRB applications, and documentation of supplied data files. Archived documents are organized by state and type of document and stored in file cabinets at AHRQ and Medstat. Archival data acquisition documentation is filed in the folders for each state: MOAs and Amendments; Applications; State Internal File Doc; HCUP Source File doc; IRB; Correspondence; and Future Data.

HCUP Team Documents

Documents stored under the HCUP Team section are sometimes posted in other areas of the site, but are collected in one central place for ease of use. Access to this section is limited to HCUP staff members. Documents include the following:

· Executed State MOAs

· HCUP Partner-Specific Applications and Agreements

· Reports on HCUP Partner-Specific Requirements (by Requirement and by Partner)

· Technical reports from previous HCUP contracts

· HCUP Style Sheet.

Project Management Materials

This class of documentation includes project work plans, schedules, all project deliverables, monthly management reports, and other documents related to HCUP management. Access to project documentation is limited to HCUP staff. 

Please consult the appendices and tables on the pages that follow for additional information about HCUP and its many component parts.
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HCUP Partner Participation Table

[image: image1.wmf]Nationwide 

Inpatient Sample

Kids' Inpatient 

Databases

Intramural 

SID*

Central 

Distributor*

 Intramural 

SASD*

Central 

Distributor*

Intramural 

SEDD*

Central 

Distributor *

NIS*

 KID

Arizona

1989-2004

1990-2003

1989-2001, 2003

1997, 2000, 2003

Arkansas

2004

California

1988-2004

1995-2001**

1988-2003

1997, 2000, 2003

Colorado

1988-2004

1990-2003

1988-2004

1997-2003

1988-2003

1997, 2000, 2003

Connecticut

1993-2004

1993-2004

1996-2004

1993-2003

1997, 2000, 2003

Florida

1988-2004

1990-2003

1997-2004

1997-2003

1988-2003

1997, 2000, 2003

Georgia

1997-2004

2002-2004

2002-2004

1997-2003

1997, 2000, 2003

Hawaii

1996-2004

2003-2004

1997-2003

1997, 2000, 2003

Illinois

1988-2004

1988-2003

1997, 2003

Indiana

2003-2004

2003-2004

2003-2004

2003

2003

Iowa

1988-2004

1990-2003

1996, 2004

2004

1988-2003

1997, 2000, 2003

Kansas

1993-2004

1993-2003

1997, 2000, 2003

Kentucky

2000-2004

2000-2003

2000-2004

2000-2003

2000-2003

2000, 2003

Maine

1999-2003

1999-2003

1999-2003

1999-2002

1999-2003

1999-2002

1999-2002

2000

Maryland

1990-2004

1990-2003

1990-2004

1997-2003

1999-2004

1999-2003

1993-2003

1997, 2000, 2003

Massachusetts

1988-2004

1990-2003

2002-2004

2002-2003

1988-2003

1997, 2000, 2003

Michigan

1999-2004

1999-2003 

2004

2001-2003

2003

Minnesota

2001-2004

2001-2004

2001-2004

2001-2003

2003

Missouri

1995-2004

1999-2004

1999-2004

1995-2003

1997, 2000, 2003

Nebraska

2001-2004

2001-2003 

2001-2004

2001-2003

2001-2004

2001-2003

2001-2003

2003

Nevada

2002-2004

2002-2003

2002-2003

2003

New Hampshire

2003-2004

2003-2004

2003-2004

2003

2003

New Jersey

1988-2004

1990-2003

1988-2004

1997-2003

2004

1988-2003

1997, 2000, 2003

New York

1988-2003

1990-2002

1988-2003

1997-2002

1993-2003

1997, 2000,2003

North Carolina

2000-2004

2000-2003

2000-2004

2000-2003

2000-2003

2000, 2003

Ohio

2002-2004

2002-2003

2003

Oregon

1993-2004

1993-2003

1993-2003

1997, 2000, 2003

Pennsylvania

1989-2003

1999-2001

1989-2003

1997, 2000

Rhode Island

2001-2004

2002-2003

2001-2003

2003

South Carolina

1993-2004

1995-2001**

1996-2004

1999-2004

1993-2003

1997, 2000, 2003

South Dakota

2002-2004

2002-2003

2003

Tennessee

1995-2004

1999-2004

2000-2004

1995-2003

1997, 2000, 2003

Texas

2000-2003

2000-2003

2000, 2003

Utah

1997-2004

1997-2003

1997-2004

1997-2003

2000-2004

2000-2003

1997-2003

1997, 2000, 2003

Vermont

2001-2004

2001-2004

2002-2004

2001-2003

2003

Virginia

1999-2004

1999-2003

2000, 2003

Washington

1988-2004

1990-2003

1988-2003

1997, 2000, 2003

West Virginia

2000-2004

2000-2003

2000-2003

2000, 2003

Wisconsin 

1989-2004

1990-2003

1994-2004

1998-2003

1989-2003

1997, 2000, 2003

Total States:

39

22

22

11

17

5

38

38

*Efforts to gain 2004 SID, SASD, SEDD, NIS and Central Distributor participation are currently underway. 

**HCUP is working toward resolving 2002-2003 Central Distributor participation for California and South Carolina.  

    Distribution of California 1995-2001 Central Distributor files has been suspended pending resolution of participation.

Revised December 15, 2005
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HCUP Partner-Specific Requirements

<State>

Revised: 12/20/05

Overview: HCUP Partners may establish partner-specific requirements for obtaining, developing, analyzing, and reporting their data (over and above cross-partner requirements and procedures). Not all of these requirements are necessarily documented in the MOA; instead, they may be documented in MOA attachments (e.g., DUA) or other correspondence.  The project requires a systematic alternative mechanism for Medstat to document and report these requirements.
This document identifies HCUP’s typology for documenting and reporting partner-specific requirements that are not documented in the MOA and/or its standard attachments.
1. Requirements for Obtaining Source Files (SOURCE FILES, PF)

Definition: Administrative activities that an applicant must complete before the state will release source data to HCUP.

	Requirement 
	Database
	Entry
	Source

	A. IRB/Committee Review Process 


	
	
	

	B. Data Use/Release Agreement


	
	
	

	C. Licensing Agreement


	
	
	

	D. Application  


	
	
	

	E. Other administrative requirement
	
	
	


2. File Access and Holding Requirements (SOURCE FILES, PF, INTRAMURAL FILES, NIS, KID)

Definition: Requirements as to how HCUP must hold, grant access to, and handles data files. 

	Requirement 
	Database
	Entry
	Source

	A. Custodianship


	
	
	

	B. Contractor/subcontractor access


	
	
	

	C. Return Physical Files or other non-generic procedure for handling HCUP files
	
	
	


3. Limitations on Source File Content (SOURCE FILES, PF)

Definition: Limitations that a state and/or contributing hospitals place on the contents of an SOURCE FILES, AC, or PF data file before the state submits the file to HCUP.  

	Requirement 
	Database
	Entry
	Source

	A. State (or hospitals) withholds/suppresses particular values within a data element
	
	
	

	B. State (or hospitals) recodes, encrypts, groups, or otherwise masks the values of a data element
	
	
	

	C. State (or hospitals) withholds/suppresses entire records with particular characteristics 
	
	
	

	D. Certain hospitals do not supply data to HCUP 
	
	
	


4. Restrictions on Intramural Files (INTRAMURAL FILES, PF)

Definition: Limitations that a state imposes on the contents of the intramural SID, SASD, or SEDD.  Medstat is responsible for implementing these limitations before delivering the file to AHRQ.   

	Requirement 
	Database
	Entry
	Source

	A. May use data element only for deriving other data elements (then must remove)
	
	
	

	B. Must recode, encrypt, group, or otherwise mask the values of a data element
	
	
	

	C. Other restriction


	
	
	


5. Restrictions on Derivative Databases (NIS, KID)*

Definition: Limitations that a state imposes on the contents of the NIS, KID, or other derived database.  Medstat is responsible for implementing these limitations before delivering the file to AHRQ.   

	A. NIS

	Requirement 
	Database
	Entry
	Source

	1. May use a data element only for deriving other data elements (then must remove)

1. 
	
	
	

	2. Must exclude a data element
	
	<Standard preamble: As indicated on the most recent NIS data elements list, the state prohibits HCUP from delivering the following data elements on the NIS:"  >
	

	3. Must recode, encrypt, group, or otherwise mask the values of a data element
	
	
	

	4. Weighting and Sampling Restrictions


	
	
	

	5. Other restriction
	
	
	


	B. KID 2000

	Requirement 
	Database
	Entry
	Source

	1. May use a data element only for deriving other data elements (then must remove)

2. 
	
	
	

	2. Must exclude a data element
	
	<Standard preamble: As indicated on the most recent NIS data elements list, the state prohibits HCUP from delivering the following data elements on the NIS:"  >
	

	3. Must recode, encrypt, group, or otherwise mask the values of a data element
	
	
	

	4. Weighting and Sampling Restrictions


	
	
	

	5. Other restriction
	
	
	


* Unlike intramural files, which programmers create individually for each state.  To facilitate programmer development of all-state databases such as the NIS, the team duplicates into the database all restrictions on the MOA data elements list.  This optimizes the use of time and enhances accuracy by generating an integrated report that documents all NIS/KID restrictions (vs. checking 33 different MOA data elements lists).

6. Conditions of Use (INTRAMURAL FILES, PF)

Definition: Procedures that data users must adhere to before and/or during analysis of intramural SID, SASD, and/or SEDD.

	Requirement 
	Database
	Entry
	Source

	A. Restrictions on Linkage


	
	
	

	B. User must sign DUA


	
	
	

	C. User must obtain permission for analyzing particular data elements


	
	
	

	D. Other Conditions of Use


	
	
	


7. Conditions of Reporting and Publishing Data (INTRAMURAL FILES, PF, NIS, KID)

Definition: Procedures that researchers must adhere to when reporting and publishing based on intramural files and derivative databases.

	Requirement 
	Database
	Entry
	Source

	A. Restrictions on small cell size reporting
	
	
	

	B. Instructions for citing the source organization
	
	
	

	C. Disclaimer of source organization
	
	
	

	D. Partner pre-approval of publications
	
	
	

	E. Sending publication copies to Partner
	
	
	


8. Special exemptions for HCUP (SOURCE FILES, PF, INTRAMURAL FILES, NIS, KID)

Definition: A requirement that the state ordinarily insists upon but through negotiation with AHRQ grants an exemption to HCUP.

	Requirement 
	Database
	Entry
	Source

	A. Requirements for obtaining source files (e.g., IRB, DUA, licensing agreement, application)


	
	
	

	B. File Access and Holding Requirements


	
	
	

	C. Limitations on Source File content


	
	
	

	D. Restrictions on Intramural Files


	
	
	

	E. Restrictions on Derivative databases


	
	
	

	F. Conditions of Use


	
	
	

	G. Conditions of Reporting and Publishing Data
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The list of all HCUP uniform variables has been split into two tables. Table 1 details data elements in the HCUP state databases beginning in 1998. Table 2 includes a list of HCUP variables that were discontinued in 1997.

Table 1: HCUP State Database Variables (Beginning in 1998)

Deliverable File Abbreviations (Core = Core file, Chg = Charges file, Sev = Severity Measure File, Hosp = Hospital File, DDev = Data Development)

	Variable Names
	Description
	Deliverable File
	SAS

Length 
	Value
	Value label
	Comment

	
	
	C

o

r

e
	C

h

g


	S

e

v


	H

o

s

p
	D

D

e

v
	
	
	
	

	ADATE
	Admission date
	
	
	
	
	x
	Num 4
	YYMMDD

.

.A

.B

.C
	Date of admission

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, ELOS03; in 1988-1997 data, ED011
	

	ADRG
	All Patient Refined DRG
	x
	
	
	
	
	Num 3
	nnn

. or 0

.A
	APRDRG

Missing

Invalid
	As received from data source

	ADRGRiskMortality
	All Patient Refined Risk of Mortality Subclass


	x
	
	
	
	
	Num 3
	1

2

3

4

.

.A
	Minor likelihood of dying

Moderate likelihood of dying

Major likelihood of dying

Extreme likelihood of dying

Missing

Invalid
	ADRGRMS renamed for clarity

	ADRGSEV
	All Patient Refined DRG Complexity Subclass
	x
	
	
	
	
	Num 3
	0

1

2

3

4

.

.A
	Newborn DRGs

Minor loss of function (includes cases with no comorbidity or complications)

Moderate loss of function

Major loss of function

Extreme loss of function

Missing

Invalid
	

	AGE
	Age in years at admission
	x
	
	
	
	
	Num 3
	0-124

.

.A

.B

.C
	Age in years

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, EAGE02, EAGE03, EAGE04, EAGE05; in 1988-1997 data, ED021, ED3nn, ED4nnn, ED5nn
	

	AGEDAY
	Age in days (when < 1 year)
	x
	
	
	
	
	Num 3
	0-364

.

.A

.B

.C
	Days

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, EAGE04, EAGE05; in 1988-1997 data, ED021, ED3nn, ED4nnn, ED5nn
	

	AGEMONTH
	Age in months (when AGE is less than 11 years)
	x
	
	
	
	
	Num 3
	0-131

.

.A

.C
	Months

Missing

Invalid

Inconsistent: beginning with 1998 data, EAGE04, EAGE05
	

	AHAID
	AHA hospital identifier
	
	
	
	x
	
	Char 7
	7(n)

Blank
	AHA hospital identifier with a leading 6

Missing
	For public release data. Matches AHA source file.

	AHOUR
	Admission hour
	x
	
	
	
	
	Num 3
	0000-2359

.

.A
	Military time

Missing 

Invalid
	SASD and SEDD only

	AMDC
	All Patient Refined MDC
	x
	
	
	
	
	Num 3
	nn

. or 0

.A
	APR MDC value

Missing 

Invalid
	

	AMONTH
	Admission month
	x
	
	
	
	
	Num 3
	1-12

.

.A

.B
	Admit month

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	ANESTH
	Method of anesthesia
	x
	
	
	
	
	Num 3
	0

10

20

30

40

.

.A
	No anesthesia

Local anesthesia

General anesthesia

Regional anesthesia

Other anesthesia

Missing

Invalid
	

	APRDRG
	All Patient Refined DRG
	 
	
	x
	
	
	Num 3
	nnn

.
	APRDRG

Missing
	Assigned during HCUP data processing

	APRDRG_Risk_Mortality
	All Patient Refined DRG: Risk of Mortality Subclass
	 
	
	x
	
	
	Num 3
	0

1

2

3

4

.
	No Class Specified

Minor likelihood of dying

Moderate likelihood of dying

Major likelihood of dying

Extreme likelihood of dying

Missing
	Assigned during HCUP data processing

	APRDRG_Severity
	All Patient Refined DRG: Severity of Illness Sublclass
	 
	
	x
	
	
	Num 3
	0

1

2

3

4

.
	No Class Specified

Minor loss of function (includes cases with no comorbidity or complications)

Moderate loss of function

Major loss of function

Extreme loss of function

Missing
	Assigned during HCUP data processing

	APSDRG
	All-Payer Severity-adjusted DRG
	 
	
	x
	
	
	Num 4
	nnns

.
	APRDRG (where nnn is the Consolidated DRG and s is the severity class)

Missing
	Assigned during HCUP data processing

	APSDRG_Charge_Weight
	All-Payer Severity-adjusted DRG: Charge Weight
	 
	
	x
	
	
	Num 6
	nnn.nnnnn

.
	APRDRG Charge Weight

Missing
	Assigned during HCUP data processing

	APSDRG_LOS_Weight
	All-Payer Severity-adjusted DRG: Length of Stay Weight
	 
	
	x
	
	
	Num 6
	nnn.nnnnn

.


	APRDRG Length of Stay Weight

Missing


	Assigned during HCUP data processing

	APSDRG_Mortality_Weight
	All-Payer Severity-adjusted DRG: Mortality Weight
	 
	
	x
	
	
	Num 6
	nnn.nnnnn

.
	APRDRG Mortality Weight

Missing
	Assigned during HCUP data processing

	ASCHED
	Scheduled versus unscheduled admission
	x
	
	
	
	
	Num 3
	0

1

.

.A
	Unscheduled admission

Scheduled admission

Missing

Invalid
	

	ASFlag
	Ambulatory Surgery indicator
	x 
	
	
	
	
	Num 3
	0

1

2
	Record does not meet any Ambulatory Surgery criteria

Ambulatory Surgery ICD-9-CM procedure code on record with length of stay of zero or one

Ambulatory Surgery CPT procedure code on record with length of stay of zero or one
	Only used in 2003 when records that did not qualify as ambulatory surgery or emergency department services were placed in the State Unused Record Files.

	ASOURCE
	Admission source, uniform
	x
	
	
	
	
	Num 3
	1

2

3

4

5

.

.A

.B
	Emergency department

Another hospital

Other health facility including long term care

Court/Law enforcement

Routine, birth and other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	ASOURCEUB92
	Admission source, UB92 standard coding
	x
	
	
	
	
	Num 3
	Non-newborn admissions

(ATYPE ( 4):

1

2

3

4

5

6

7

8

A

.

Newborn admissions

(ATYPE = 4):

1

2

3

4

.
	Physician referral

Clinic referral

HMO referral

Transfer from hospital

Transfer from a skilled nursing facility

Transfer from another health care facility

Emergency room

Court/Law enforcement

Transfer from a Critical Access hospital

Missing or invalid

Normal newborn

Premature delivery

Sick baby

Extramural birth

Missing or invalid
	

	ASOURCE_X
	Admission source, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	

	ATYPE
	Admission type
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

.

.A

.B
	Emergency

Urgent

Elective

Newborn

Delivery (coded in 1988-1997 data only)

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Delete Delivery category (5). 20 of 22 states in 1997 do not code deliveries. Code deliveries under Urgent (2)

	AWEEKEND
	Admission day is on a weekend
	x
	
	
	
	
	Num 3
	0

1

.

.A
	Admitted Monday-Friday

Admitted Saturday-Sunday

Missing

Invalid
	Replaces ADAYWK

	AYEAR
	Admission year
	x
	
	
	
	
	Num 3
	yyyy

.

.A
	Admission year

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked ADATE.

	BILLTYPE
	UB-92 bill type
	x
	
	
	
	
	Char 3
	aaa

Blank
	UB-92 bill type code

Missing
	

	BLOOD
	Pints of blood furnished to the patient
	x
	
	
	
	
	Num 4
	0 - 999.99

.

.A
	Pints of blood furnished

Missing

Invalid
	

	BMONTH
	Birth month
	x
	
	
	
	
	Num 3
	1-12

.

.A
	Birth month

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked DOB.

	BWT
	Birth weight
	x
	
	
	
	
	Num 4
	228 - 9143

.

.A
	Grams

Missing

Invalid: beginning with 1998 data, range check of 0.5 lbs (228 grams) to 20 lbs (9143 grams) was applied to the source data
	Adjusted range. Was 1 to 65,535. Adjust to 0.5 lbs. (228 grams) to 20 lbs (9143 grams).

	BYEAR
	Birth year
	x
	
	
	
	
	Num 3
	yyyy

.

.A
	Birth year

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked DOB.

	CensusTract
	Census tract of patient’s residence
	
	
	
	
	x
	Char 6
	0nnnnn

Blank

A
	Census tract

Missing

Invalid
	Validated against a list of valid codes from the U.S. Census. Decimal point is implied between the leftmost, 4-digit base number and the 2-digit suffix. The suffix only appears for some codes, but is required for those.

	CHARGE
	Line item charge, as received from source
	
	x
	
	
	
	Num 6
	(7(n).nn

.

.A
	Charge

Missing

Invalid
	Line item detail. Line item charge (CHARGE) is retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	CHGn
	Charges, detailed
	
	x
	
	
	
	Num 6
	(7(n).nn

.

.A
	Charges

Missing

Invalid
	

	CM_HTN_C
	AHRQ comorbidity measure: Hypertension (combine uncomplicated and complicated)
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_DEPRESS 

	AHRQ comorbidity measure: Depression
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_PSYCH 
	AHRQ comorbidity measure: Psychoses
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_DRUG 
	AHRQ comorbidity measure: Drug abuse
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ALCOHOL 

	AHRQ comorbidity measure: Alcohol abuse
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ANEMDEF 

	AHRQ comorbidity measure: Deficiency anemias
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_BLDLOSS 
	AHRQ comorbidity measure: Chronic blood loss anemia
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_LYTES 

	AHRQ comorbidity measure: Fluid and electrolyte disorders
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ARTH 

	AHRQ comorbidity measure: Rheumatoid arthritis/collagen vascular diseases
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_TUMOR 

	AHRQ comorbidity measure: Solid tumor without metastasis
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_METS 
	AHRQ comorbidity measure: Metastatic cancer
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_LYMPH 
	AHRQ comorbidity measure: Lymphoma
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ULCER

	AHRQ comorbidity measure: Peptic ulcer disease excluding bleeding 
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_LIVER 
	AHRQ comorbidity measure: Liver disease
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_AIDS 

	AHRQ comorbidity measure: Acquired immune deficiency syndrome
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ WGHTLOSS 
	AHRQ comorbidity measure: Weight loss
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_OBESE 

	AHRQ comorbidity measure: Obesity
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_COAG 

	AHRQ comorbidity measure: Coagulopathy
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_RENLFAIL 
	AHRQ comorbidity measure: Renal failure
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_HYPOTHY

	AHRQ comorbidity measure: Hypothyroidism
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_DMCX 

	AHRQ comorbidity measure: Diabetes with chronic complications
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_DM 
	AHRQ comorbidity measure: Diabetes, uncomplicated
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ CHRNLUNG 
	AHRQ comorbidity measure: Chronic pulmonary disease
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_NEURO 
	AHRQ comorbidity measure: Other neurological disorders
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_PARA 

	AHRQ comorbidity measure: Paralysis
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_PERIVASC 

	AHRQ comorbidity measure: Peripheral vascular disorders
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_PULMCIRC
	AHRQ comorbidity measure: Pulmonary circulation disorders
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_VALVE


	AHRQ comorbidity measure: Valvular disease
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_ARYTHM 
	AHRQ comorbidity measure: Cardiac arrhythmias
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	CM_CHF


	AHRQ comorbidity measure: Congestive heart failure
	
	
	x
	
	
	Num 3
	0

1
	Comorbidity is not present

Comorbidity is present
	Assigned using AHRQ Comorbidity Software

	COMMUNITY
	Indicator of AHA community hospital
	
	
	
	x
	
	Num 3
	0

1

.
	Not an AHA community hospital

An AHA community hospital

Missing
	

	COMMUNITY_HS
	Indicator of short term community hospital, as defined by AHA Hospital Statistics
	
	
	
	x
	
	Num 3
	0

1

.
	Not a Hospital Statistics hospital

A Hospital Statistics hospital

Missing
	

	COMMUNITY_NONREHAB
	Non-rehabilitation community hospital
	
	
	
	x
	
	Num 3
	0

1
	Other type of hospital

Community hospital, but not a rehabilitation hospital
	

	CPTHCPCS
	Line item CPT or HCPCS procedure code, as received from source
	
	x
	
	
	
	Char 5
	5(a)

Blank
	CPT or HCPCS Procedure Code

Missing
	Line item detail. Line item CPT or HCPCS procedure codes (CPTHCPCS) are retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	CPTn
	CPT-4/HCPCS procedures
	x
	
	
	
	
	Char 5
	5(a)

Blank
	Procedure Code

Missing
	

	DaysBetweenVisits
	Number of days between visits
	 x
	
	
	
	
	Num 3
	0 or higher

.

.A
	Days Between Visits

Missing

Invalid
	Retained as reported by data with the following exceptions: any source-specific value for “unknown” is recoded to missing (.), and invalid characters such as negative values or values greater than 1095 (3 years) are set to invalid (.A).

	DaysBurnUnit
	Days in burn care unit, as received from source

	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DaysCCU
	Days in coronary care unit, as received from source
	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DaysICU
	Days in medical/surgical intensive care unit, as received from source
	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DaysNICU
	Days in neonatal care unit, as received from source
	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DaysPICU
	Days in pediatric care unit, as received from source
	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DaysShockUnit
	Days in shock trauma unit, as received from source
	x
	
	
	
	
	Num 3
	0 - 999

.

.A
	Days

Missing

Invalid
	

	DDATE
	Discharge date
	
	
	
	
	x
	Num 4
	YYMMDD

.

.A

.B
	Date of Discharge

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	DHOUR
	Discharge hour
	x
	
	
	
	
	Num 3
	0000-2359

.

.A
	Military time

Missing 

Invalid
	SASD and SEDD only

	DIED
	Died during hospitalization
	x
	
	
	
	
	Num 3
	0

1

.

.A

.B
	Did not die

Died

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	DISP_X
	Disposition of patient, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	

	DISPUB92
	Disposition of patient, UB92 standard coding
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

7

8

20

40

41

42

50

51

61

62

63

64

71

72

99

.

.A
	Routine

Short-term hospital

Skilled Nursing Facility (SNF)

Intermediate Care Facility (ICF)

Another type of facility (for inpatient care)

Home Health Care (HHC)

Against medical advice (AMA)

Home IV provider

Died in hospital

Died at home

Died in a medical facility

Died, place unknown 

Hospice - home

Hospice - medical facility

Within this institution to a Medicare-approved swing bed

Another rehabilitation facility including rehabilitation distinct part units of a hospital
Long term care hospital
Nursing facility certified under Medicaid but not certified under Medicare 

Another institution for outpatient services

This institution for outpatient services

Discharged alive, destination unknown 
Missing

Invalid
	Standard UB-92 coding. Codes 40-42 Died outside of hospital are only supposed to be used on Medicare and Champus claims for hospice care.

	DISPUniform
	Disposition of patient, uniform
	x
	
	
	
	
	Num 3
	1

2

5

6

7

20

99

.

.A
	Routine

Transfer to short-term hospital

Transfer other: includes Skilled Nursing Facility (SNF), Intermediate Care Facility (ICF), and another type of facility

Home Health Care (HHC)

Against medical advice (AMA)

Died in hospital

Discharged alive, destination unknown
Missing

Invalid
	Coded using lowest common denominator across states. Codes died outside of hospital as DISPUniform = missing (.). Previously recoded under Died (DISP = 20). 



	DMONTH
	Discharge month
	x
	
	
	
	
	Num 3
	1-12

.

.A
	Discharge month

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked DDATE.

	DNR
	Do not resuscitate
	x
	
	
	
	
	Num 3
	0

1

.

.A
	No (Do Not Resuscitate( order

(Do Not Resuscitate( order

Missing

Invalid
	

	DOB
	Date of birth
	
	
	
	
	x
	Num 4
	YYYYMMDD

.

.A

.B

.C
	Date of Birth

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, EAGE02
	

	DQTR
	Discharge quarter
	x
	
	
	
	
	Num 3
	1

2

3

4

0
	First quarter (Jan - Mar)

Second quarter (Apr - Jun)

Third quarter (Jul - Sep)

Fourth quarter (Oct - Dec)

Missing or invalid
	

	DRG
	DRG in use on discharge date
	x
	
	
	
	
	Num 3
	nnn
	DRG value
	

	DRG18
	DRG, Version 18
	x
	
	
	
	
	Num 3
	nnn
	DRG value
	DRG, version 18 valid as of October 1, 2000. 

	DRGVER
	Grouper version in use on discharge date
	x
	
	
	
	
	Num 3
	4

…

7

9

10

…

16

17

18

19

20
	4th revision, effective Oct. 1, 1987

5th-6th revisions

7th revision, effective Oct. 1, 1990

Version 9, effective Oct. 1, 1991

Version 10, effective Oct. 1, 1992 

Versions 11-15 

Version 16, effective Oct. 1, 1998 

Version 17, effective Oct. 1, 1999

Version 18, effective Oct. 1, 2000 

Version 19, effective Oct. 1, 2001 

Version 20, effective Oct. 1, 2002 
	

	DSHOSPID
	Data source hospital number
	x
	
	
	x
	
	Char 13
	13(a)
	Data source hospital number
	

	DSRECNUM
	Data source record number
	x
	
	
	
	
	Num 8
	n(a)
	Data source record number
	Only retained if need for linking files.

	DS_DX_Category1
	Disease Staging: 
Principal Disease Category
	
	
	x
	
	
	Char 5
	aaann

Blank
	Principal Disease Category

Missing
	Assigned during HCUP data processing

	DS_LOS_Level
	Disease Staging: 
Length of Stay Level
	
	
	x
	
	
	Num 3
	1

2

3

4

5

.
	Very Low (less than 5% of patients)

Low (5 – 25% of patients)

Medium (25 – 75% of patients)

High (75 – 95% of patients)

Very high (greater than 95% of patients)

Missing
	Assigned during HCUP data processing

	DS_LOS_Scale
	Disease Staging: 
Length of Stay Scale
	
	
	x
	
	
	Num 8
	nnnnn.nnnnn

.
	Length of Stay Scale

Missing
	Assigned during HCUP data processing

	DS_MRT_Level
	Disease Staging: 
Mortality Level
	
	
	x
	
	
	Num 3
	0

1

2

3

4

5

.
	Extremely Low – excluded from percentile calculation (mortality probability less than .0001)

Very Low (less than 5% of patients)

Low (5 – 25% of patients)

Medium (25 – 75% of patients)

High (75 – 95% of patients)

Very high (greater than 95% of patients)

Missing
	Assigned during HCUP data processing

	DS_MRT_Scale
	Disease Staging: 
Mortality Scale
	
	
	x
	
	
	Num 8
	nnnnn.nnnnn

.
	Mortality Scale

Missing
	Assigned during HCUP data processing

	DS_RD_Level
	Disease Staging: 
Resource Demand Level
	
	
	x
	
	
	Num 3
	1

2

3

4

5

.
	Very Low (less than 5% of patients)

Low (5 – 25% of patients)

Medium (25 – 75% of patients)

High (75 – 95% of patients)

Very high (greater than 95% of patients)

Missing
	Assigned during HCUP data processing

	DS_RD_Scale
	Disease Staging: 
Resource Demand Scale
	
	
	x
	
	
	 Num 8
	nnnnn.nnnnn

.
	Length of Stay Scale

MIssing
	Assigned during HCUP data processing

	DS_Stage1
	Disease Staging: 
Stage of Principal Disease Category
	
	
	x
	
	
	 Num 5
	n.nn

.
	Principal Stage

MIssing
	Assigned during HCUP data processing

	DXatAdmitn
	Diagnosis present at admission
	x
	
	
	
	
	Num 3
	0

1

.

.A
	Diagnosis not present at admission

Diagnosis present at admission

Missing or diagnosis is an E-code

Invalid
	Name changed from TMDXn for clarity

	DXCCSn
	Clinical Classifications for Health Policy Research: diagnosis classification
	x
	
	
	
	
	Num 3
	1 - 259

2601-2621

.

.A

.C
	CCS Diagnosis Class

CCS E-code Class (beginning with 1998 data)

No diagnosis code

Invalid diagnosis code: beginning with 1998 data, EDX02

Inconsistent: beginning with 1998 data, EAGE04, EAGE05, EDX03
	Name changed from DCCHPRn. Before 1998, e-codes were categorized in 260. Starting in 1998, e-codes are grouped into 2601-2620.

Code as .C when Dx is inconsistent

	DXn
	Diagnosis
	x
	
	
	
	
	Char 5
	annnn

Blank

invl

incn
	Diagnosis code

Missing

Invalid: beginning with 1998 data, EDX02

Inconsistent: beginning with 1998 data, EAGE04, EAGE05, EDX03
	Mask codes directly instead of using validity flags. Use 6 month window for validation

	DX_Visit_Reason
	Reason for visit diagnosis
	x 
	
	
	
	
	Char 5
	annnn

Blank

invl

incn
	Diagnosis code

Missing

Invalid: EDX02

Inconsistent: EAGE04, EAGE05, EDX03
	

	ECODEn
	External cause of injury code
	x
	
	
	
	
	Char 5
	E code

Blank

Invl
	annnn

Missing

Invalid E Code
	

	EDFlag
	Emergency Department indicator
	x
	
	
	
	
	Num 3 
	0

1

2

3

4


	Record does not meet any Emergency Department criteria

Emergency Department revenue code on record

Record meets State-Specific Emergency Department Criteria

Emergency Department CPT code on record

Emergency Department admission source on record
	Only used in 2003 when records that did not qualify as ambulatory surgery or emergency department services were placed in the State Unused Record Files.

	ELECTIVE
	Elective versus non-elective admission
	x
	
	
	
	
	Num 3
	0

1

.

.A
	Non-elective admission

Elective admission

Missing

Invalid
	Beginning with the 2002 NIS, create a new NIS-only data element.

	E_CCSn
	Clinical Classifications Software (CCS): E code classification
	x 
	
	
	
	
	Num 3 
	2601-2621

.

.A

.C
	CCS E-code Class (beginning with 1998 data)

No diagnosis code

Invalid diagnosis code: beginning with 1998 data, EDX02

Inconsistent: beginning with 1998 data EDX03
	

	FEMALE
	Indicator of sex
	x
	
	
	
	
	Num 3
	0

1

.

.A

.C
	Male

Female

Missing

Invalid

Inconsistent: EDX03, EPR03
	Replaces SEX 

	FREESTANDING
	Indicator of freestanding ambulatory surgery center
	
	
	
	x
	
	Num 3
	0

1
	Hospital-based ambulatory surgery center 

Freestanding ambulatory surgery center
	A facility is considered hospital‑based if an AHA identifier can be assigned, or if the facility provided SID data even if no AHA identifier can be assigned, or source documentation clearly indicates a hospital-based facility

	HCUP_AS 
	HCUP ambulatory surgery service indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet HCUP’s criteria for an ambulatory surgery record

Record meets HCUP’s criteria for an ambulatory surgery record
	

	HCUP_ED 
	HCUP emergency department service indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet HCUP’s criteria for a emergency department record

Record meets HCUP’s criteria for a emergency department record
	

	HCUP_OBS 
	HCUP observation stay indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet HCUP’s criteria for an observation stay

Record meets HCUP’s criteria for an observation stay
	

	HIC
	Medicare patient identifier, as received from source
	
	
	
	
	x
	Char 12
	12(a)

Blank
	Medicare health insurance card number

Missing
	

	HIC_R
	Medicare patient identifier (reidentified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Medicare patient identifier

Missing
	

	HIC_S
	Synthetic Medicare patient identifier
	x
	
	
	
	
	Char 12
	12(a)

Blank
	Synthetic Medicare health insurance card number

Missing
	

	HISPANIC_X
	Hispanic ethnicity, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	Separate variable that identifies Hispanic ethnicity

	Homeless
	Indicator that patient is homeless
	x 
	
	
	
	
	Num 3
	0

1

.

.A


	Not identified as homeless

Homeless

Missing

Invalid


	Retained as reported by data source with two exceptions. Any source-specific value for “unknown” is recoded to missing (.), and invalid characters such as negative values are set to invalid (.A). 

	HOSPADDR
	Hospital(s address from AHA Annual Survey
	
	
	
	x
	
	Char 30
	30(a)

Blank
	Hospital(s street address

Missing
	

	HOSPCITY
	Hospital(s city from AHA Annual Survey
	
	
	
	x
	
	Char 20
	20(a)

Blank
	Hospital(s city

Missing
	

	HOSPID
	HCUP hospital number
	
	
	
	x
	
	Num 4
	5(n)
	HCUP hospital identification number (coded as SSnnn, where SS = State FIPs Code and nnn = hospital number unique to state)
	

	HospitalUnit
	Indicator that patient was discharged from a special unit within an acute care hospital 
	x
	
	
	 
	
	Num 3
	0

1

2

.

.A
	Not discharged from a special unit

Discharged from a psychiatric unit Discharged from a rehabilitation unit 

Missing

Invalid
	Retained as reported by data source with two exceptions. Any source-specific value for “unknown” is recoded to missing (.), and invalid characters such as negative values are set to invalid (.A). 

	HospitalSetting
	Setting reported by the data source for where service was performed
	x 
	
	
	
	
	Num 3
	1

2

3

.

.A


	Inpatient

Emergency Room

Outpatient Surgery

Missing

Invalid


	Retained as reported by the data source with two exceptions. Any source-specific value for “unknown” is recoded to missing (.), and invalid characters are set to invalid (.A). No edit checks are performed on this data element during HCUP processing.

Coding may be hospital-specific within a state. For example, some hospitals may define emergency room patients as those with a charge to an emergency room revenue center; other hospitals may include additional information.

	HOSPNAME
	Hospital(s name from AHA Annual Survey
	
	
	
	x
	
	Char 30
	30(a)

Blank
	Hospital(s name

Missing
	

	HOSPST
	Hospital State postal code
	x
	
	
	x
	
	Char 2
	aa
	Hospital State postal code
	

	HOSPSTCO
	Hospital modified FIPS state/county code
	
	
	
	x
	
	Num 4
	5(n)
	Hospital modified FIPS State/County code
	To allow linkage with AHA, MCR and ARF data. Assigned from AHA information.

	HOSPZIP
	Hospital(s zip from AHA Annual Survey
	
	
	
	x
	
	Char 5
	5(n)

Blank
	Hospital(s zip code

Missing
	

	IDNUMBER
	AHA hospital identifier
	
	
	
	x
	
	Char 6
	6(n)

Blank
	AHA Hospital identifier without a leading 6

Missing
	For AHRQ internal use. Matches HCUP AHA file.

	IntensiveCare
	Indicator of type of intensive care received by patient
	x
	
	
	
	
	Num 3
	0

1

2

3

4

5

6

7

8

9

.

.A
	No Intensive Care

Neonatal ICU

Surgical/Medical

Pediatric

Psychiatric

Burn Care

Trauma

General/Post ICU

Heart Transplant

General / Mycardial Infarction / Pulmonary Care/Post CCU/Other Coronary Care

Missing

Invalid
	Retained as reported by data source with two exceptions. Any source-specific value for “unknown” is recoded to missing (.), and invalid characters such as negative values are set to invalid (.A). 

	KEY
	Record identifier
	x
	x
	x
	
	x
	Num 8
	14(n)
	Record identifier (coded as SSyyyyTnnnnnnn, where SS = State FIPs code, yyyy = data year, T = data type 1 (inpatient), 2 (ambulatory surgery), 3 (emergency department), and nnnnnnn = record counter)
	KEY does not include a hospital identifier.

Replaces SEQ, SEQ_SID, and SEQ_ASD

	LEVELCARE
	Level of patient care, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of level of patient care
	

	LOS
	Length of stay, cleaned
	x
	
	
	
	
	Num 4
	0 - 365

.

.A

.B

.C
	Days

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, ELOS03, ELOS04; in 1988-1997 data, ED011, ED601, ED911n, ED921
	Adjust maximum. Was 32,767. Change to 20 years - 7,305 days.

	LOS_X
	Length of stay, uncleaned
	x
	
	
	
	
	Num 4
	( 7,305

.

.A

.B
	Days

Missing

Invalid (non-numeric or out of range)

Unavailable from source (coded in 1988-1997 data only)
	Adjust maximum. Was 32,767. Change to 20 years - 7,305 days.

	MaritalStatus
	Patient’s marital status
	x
	
	
	
	
	Char 1
	M

S

D

X

P

W

Blank

A
	Married

Single

Divorced

Legally Separated

Life Partner

Widowed

Missing

Invalid
	

	MCDID
	Medicaid patient identifier
	
	
	
	
	x
	Char 11
	11(a)

Blank
	Medicaid patient identifier

Missing
	

	MCDID_R
	Medicaid patient identifier (reidentified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Medicaid patient identifier

Missing
	

	MCDID_S
	Synthetic Medicaid patient identifier
	x
	
	
	
	
	Char 11
	11(a)

Blank
	Synthetic Medicaid patient identifier

Missing
	

	MDBOARD1
	Physician 1 licensing board, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of licensing board for Physician 1 
	Information on the licensing board for Physician 1 (MDBOARD1) is retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 
Prior to 2001, this data element is associated with the synthetic physician identifier stored in MDID_S.

	MDBOARD2
	Physician 2 licensing board, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of licensing board for Physician 2
	Information on the licensing board for Physician 2 (MDBOARD2) is retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 
Prior to 2001, this data element is associated with the synthetic physician identifier stored in SURGID_S.

	MDC
	MDC in use on discharge date
	x
	
	
	
	
	Num 3
	nn
	MDC value
	

	MDC18
	MDC, Version 18
	x
	
	
	
	
	Num 3
	nn
	MDC value
	DRG, version 18 valid as of October 1, 2000. 

	MDNAME1
	Attending physician name, as received from source
	
	
	
	
	x
	Char 22
	22(a)

Blank
	Physician name

Missing
	Name changed from MDNAME for 2001.

	MDNAME2
	Physician 2 name, as received from source
	
	
	
	
	x
	Char 22
	22(a)

Blank
	Physician name

Missing
	Name changed from SURGNAME for 2001.

	MDNUM1
	Attending physician number, as received from source
	
	
	
	
	x
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	Name changed from MDID for 2001.

	MDNUM2
	Physician 2 number, as received from source
	
	
	
	
	x
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	Name changed from SURGID for 2001.

	MDNUM3
	Physician 3 number, as received from source
	
	
	
	
	x
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	

	MDNUM4
	Physician 4 number, as received from source
	x 
	
	
	
	
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	 

	MDNUM1_R
	Physician 1 number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Physician identifier

Missing
	 

	MDNUM2_R
	Physician 2 number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Physician identifier

Missing
	

	MDNUM3_R
	Physician 3 number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Physician identifier

Missing
	

	MDNUM4_R
	Physician 4 number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Physician identifier

Missing
	

	MDNUM1_S
	Synthetic attending physician number
	x
	
	
	
	
	Char 16
	16(a)

Blank
	Synthetic physician identifier

Missing
	Name changed from MDID_S for 2001.

	MDNUM2_S
	Synthetic, physician 2 number 
	x
	
	
	
	
	Char 16
	16(a)

Blank
	Synthetic physician identifier

Missing
	Name changed from SURGID_S for 2001.

	MDNUM3_S
	Physician 3 number (synthetic)
	x
	
	
	
	
	Char 16
	16(a)

Blank
	Physician number

Missing
	

	MDNUMOTHER1
	Additional attending physician number, as received from source
	
	
	
	
	x
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	Name changed from MDID2 for 2001.



	MDNUMOTHER2
	Additional physician 2 number, as received from source
	
	
	
	
	x
	Char 16
	16(a)

Blank
	Physician identifier

Missing
	Name changed from SURGID2 for 2001.

	MDNUMTYPE1
	Type of attending physician number
	x
	
	
	
	
	Char 1
	H

S

U

Blank
	Hospital-assigned identifier

State license number

UPIN

Missing
	Name changed from MDIDTYPE for 2001.

	MDNUMTYPE2
	Type of physician 2 number
	x
	
	
	
	
	Char 1
	H

S

U

Blank
	Hospital-assigned identifier

State license number

UPIN

Missing
	Name changed from SURGIDTYPE for 2001.

	MDSPEC1
	Attending physician specialty
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of physician specialty
	Name changed from MDSPEC for 2001

	MDSPEC2
	Physician 2 surgeon specialty
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of physician specialty
	Name changed from SURGSPEC for 2001.

	MOMNUM
	Mother(s number, as received from source
	
	
	
	
	x
	Char 17
	17(a)

Blank
	Mother(s number

Missing
	Either medical record number or encrypted social security number 



	MOMNUM_R
	Mother’s number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Mother’s number

Missing
	

	MOMNUM_S
	Mother(s number, synthetic
	x
	
	
	
	
	Char 17
	17(a)

Blank
	Mother(s number

Missing
	

	MQGrouperCell
	MediQual Total Charges Grouper Cell
	x
	
	
	
	
	Char 1
	0

1

2

3

4

Blank

A
	None

Minimal

Moderate

Severe

Maximal

Missing

Invalid
	Renamed MQGRPRCE to increase clarity.

	MQGrouperCluster
	MediQual Total Charges Grouper Cluster
	x
	
	
	
	
	Char 4
	4(a)

Blank

A
	MQGRPRCL cluster

Missing

Invalid
	Renamed MQGRPRCL to increase clarity

	MQNORESP
	MediQual Midstay Nonresponder Indicator
	x
	
	
	
	
	Char 1
	Y

N

I

Blank

A
	Patient is a nonresponder

Patient is responding to treatment

Patient is ineligible for this calculation

Missing

Invalid
	

	MQSEVER
	MediQual Admission Severity Code
	x
	
	
	
	
	Num 3
	0

1

2

3

4

.

.A

.B
	No organ failure indication

Low organ failure potential

Moderate organ failure potential

High organ failure potential

Existing organ failure

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	MGSEVER was renamed MQSEVER because MedisGroups was taken over by MediQual

	MRN
	Medical record number, as received from source
	
	
	
	
	x
	Char 17
	17(a)

Blank
	Medical record number

Missing
	

	MRN_R
	Medical record number (re-identified)
	x 
	
	
	
	
	Num 5 
	9(n)

.
	Medical record number

Missing
	

	MRN_S
	Synthetic medical record number
	x
	
	
	
	
	Char 17
	17(a)

Blank
	Synthetic medical record number

Missing
	

	NCPT
	Number of CPT/HCPCS procedures for this discharge
	x
	
	
	
	
	Num 3
	0-25
	Number of procedures
	

	NDX
	Number of diagnoses for this discharge
	x
	
	
	
	
	Num 3
	0 - 30
	Number of diagnoses
	

	NEcode
	Number of E codes on this record
	x 
	
	
	
	
	Num 3
	nn
	Number of E codes
	

	NEOMAT
	Neonatal/maternal discharge
	x
	
	
	
	
	Num 3
	0

1

2

3
	No neonatal or maternal diagnosis or procedure on record

Maternal diagnosis or procedure on record

Neonatal diagnosis on record

Neonatal & maternal diagnoses and procedures on the same record
	Based on diagnosis and procedure screens

	NPR
	Number of procedures for this discharge
	x
	
	
	
	
	Num 3
	0 - 30
	Number of procedures
	

	OBSERVATION
	Time for observation services 
	x
	
	
	
	
	Num 4
	n(n)
	Source-specific coding of time for observation services
	Information on the time spent for observation services (OBSERVATION) is retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	ORTIME
	Operating room time
	x
	
	
	
	
	Num 4
	4(n)

.

.A

.B
	Minutes

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Time in operating room exclusive of pre-operative and post-operative time.

	PAY1
	Expected primary payer, uniform
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

.

.A

.B
	Medicare

Medicaid

Private insurance

Self-pay

No charge

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Used with variable HMOPPO1 for information on HMO and PPO payers in 1998-2000 data.

	PAY1_X
	Expected primary payer, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	

	PAY2
	Expected secondary payer, uniform
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

.

.A

.B

.C
	Medicare

Medicaid

Private insurance

Self-pay

No charge

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: in 1988-1997 data, ED951, ED952
	Used with variable HMOPPO2 for information on HMO and PPO payers in 1998-2000 data.

	PAY2_X
	Expected secondary payer, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	

	PAY3_X
	Expected tertiary payer, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	

	PAYER1_X
	Expected primary payer identifier, plan specific
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	This variable is coded if the data source provides insurance plan numbers in addition to the payer category information that is stored in PAY1_X

	PAYER2_X
	Expected secondary payer identifier, plan specific
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	This variable is coded if the data source provides insurance plan numbers in addition to the payer category information that is stored in PAY2_X

	PL_RUCA
	Patient location: Rural-Urban Commuting Area (RUCA) Codes
	x
	
	
	
	
	Num 3
	n.n

.
	RUCA code

Missing
	

	PL_RUCA10
	Patient location: Rural-Urban Commuting Area (RUCA) Codes, ten levels
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

7

8

9

10

.
	Metro core

Metro area, commuting to urban areas

Metro area, low commuting 

Large town core (10,000 – 50,000)

Large town, commuting to large towns

Large towns, low commuting

Small town core (2,500 – 10,000)

Small town, commuting to small towns

Small town, low commuting

Rural

Missing
	

	PL_RUCA4
	Patient location: Rural-Urban Commuting Area (RUCA) Codes, four levels
	x
	
	
	
	
	Num 3
	1

2

3

4

.
	Urban

Large town (rural)

Small town (rural)

Isolated rural

Missing
	

	PL_RUCC
	Patient location: Rural-Urban Continuum (RUCC) Codes 
	x
	
	
	
	
	Num 3
	0

1

2

3

4

5

6

7

8

9

.
	Metro - Central counties of metro areas, population >= 1 million

Metro - Fringe counties of metro areas, population >= 1 million

Metro - Counties in metro areas, population of 250,000 to 1 million

Metro - Counties in metro areas, population < 250,000 

Non-Metro - Urban population of 20,000 or more, adjacent to a metro area

Non-Metro - Urban population of 20,000 or more, not adjacent to a metro area

Non-Metro - Urban population of 2,500 to 19,999, adjacent to a metro area

Non-Metro - Urban population of 2,500 to 19,999, not adjacent to a metro area

Non-Metro - Completely rural or less than 2,500 urban population, adjacent to a metro area

Non-Metro - Completely rural or less than 2,500 urban population, not adjacent to a metro area

Missing
	

	PL_RUCC2003
	Patient location: Rural-Urban Continuum (RUCC) Codes, 2003
	x 
	
	
	
	
	Num 3
	1

2

3

4

5

6

7

8

9

.
	Metro – Counties in metro areas of 1 million population or more

Metro – Counties in metro areas of 250,000 to 1 million population

Metro-Counties in metro areas of fewer than 250,000 population

Non-Metro - Urban population of 20,000 or more, adjacent to a metro area

Non-Metro - Urban population of 20,000 or more, not adjacent to a metro area

Non-Metro – Urban population of 2,500 to 19,999, adjacent to a metro area

Non-Metro - Urban population of 2,500 to 19,999, not adjacent to a metro area

Non-Metro - Completely rural or less than 2,500 urban population, adjacent to a metro area

Non-Metro - Completely rural or less than 2,500 urban population, not adjacent to a metro area

Missing
	

	PL_UIC
	Patient location: Urban Influence Codes
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

7

8

9

.
	Metro – Large, metro area with >= 1 million residents 

Metro – Small, metro area with < 1 million residents
Non-Metro – Adjacent to large metro area and contains city of >= 10,000 residents
Non-Metro – Adjacent to large metro area and contains city of < 10,000 residents
Non-Metro – Adjacent to small metro area and contains city of >= 10,000 residents
Non-Metro – Adjacent to small metro area and contains city of < 10,000 residents
Non-Metro – Not adjacent to metro area and contains city of >= 10,000 residents
Non-Metro – Not adjacent to metro area and contains town of 2,500 – 9,999 residents
Non-Metro – Not adjacent to metro area and contains town with < 2,500 residents
Missing
	

	PL_UIC2003
	Patient location: Urban Influence Codes, 2003
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

7

8

9

10

11

12

.
	Metro – Large, metro area with >= 1 million residents 

Metro – Small, metro area with < 1 million residents
Non-Metro – Micropolitan adjacent to large metro
Non-Metro – Noncore adjacent to large metro

Non-Metro – Micropolitan adjacent to small metro 

Non-Metro – Noncore adjacent to small metro with own town

Non-Metro – Noncore adjacent to small metro no own town

Non-Metro – Micropolitan not adjacent to a metro area

Non-Metro – Noncore adjacent to micro with own town

Non-Metro – Noncore adjacent to micro with no own town

Non-Metro – Noncore not adjacent to metro or micro with own town

Non-Metro – Noncore not adjacent to metro or micro with no own town

 Missing
	

	PL_UR_CAT4
	Patient location: Urban-Rural 4 Categories
	x 
	
	
	
	
	Num 3
	1

2

3

4

.
	Large metropolitan areas with at least 1 million residents

Small metropolitan areas with less than 1 million residents

Micropolitan areas

Non-urban
 Missing
	

	PL_UR_CAT5
	Patient location: Urban-Rural 5 Categories
	x 
	
	
	
	
	Num 3
	1

2

3

4

5

.
	Large metropolitan areas with at least 1 million residents

Small metropolitan areas with less than 1 million residents

Micropolitan areas

Non-urban areas adjacent to a metropolitan or micropolitan area
Non-urban areas, not adjacent to a metropolitan or micropolitan area

 Missing
	

	PL_MSA1993
	Patient location: Metropolitan Statistical Area (MSA), 1993
	x
	
	
	
	
	Num 3
	0

1

.
	Non-MSA

MSA

Missing
	

	PL_CBSA
	Patient location: Core Based Statistical Area (CBSA) 
	x
	
	
	
	
	Num 3
	0

1

2

.
	Non-CBSA

Micropolitan Statistical Area

Metropolitan Statistical Area

Missing
	

	PNUM
	Person number, as received from source
	
	
	
	
	x
	Char 17
	17(a)

Blank
	Person number

Missing
	

	PNUM_R
	Person number (re-identified)
	x
	
	
	
	
	Num 5
	9(n)

.
	Person number

Missing
	

	PNUM_S
	Synthetic person numbers
	x
	
	
	
	
	Char 17
	17(a)

Blank
	Synthetic person number

Missing
	

	PRCCSn
	Clinical Classifications for Health Policy Research: procedure classification
	x
	
	
	
	
	Num 3
	1 - 231

.

.A

.C
	CCS Proc Class

No Proc code

Invalid procedure code: beginning with 1998 data, EPR02

Inconsistent: beginning with 1998 data, EAGE05, EPR03
	Renamed PCCHPRn.

Code as .C when PR is inconsistent

	PRDATEn
	Date of procedure
	
	
	
	
	x
	Num 4
	YYMMDD

.

.A

.B

.C
	Date of Procedure

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, EPRDAY01; in 1988-1997 data, ED7nn, ED8nn
	

	PRDAYn
	Day of procedure
	x
	
	
	
	
	Num 4
	-4 - -1

0

1 - LOS+3

.

.A

.B

.C
	Days prior to Admission

Day of Admission

Days after Admission

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, EPRDAY01; in 1988-1997 data, ED7nn, ED8nn
	

	PRMONTHn
	Procedure month
	x
	
	
	
	
	Num 3
	1-12

.

.A
	Procedure month

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked PRDATEn.

	PRn
	Procedure
	x
	
	
	
	
	Char 4
	nnnn

Blank

invl

incn
	Procedure code

Missing

Invalid: beginning with 1998 data, EPR02

Inconsistent: beginning with 1998 data, EAGE05, EPR03
	Mask codes directly instead of using validity flags. Use 6 month window for validation

	PROFEE
	Professional fees included in total charges
	x
	
	
	
	
	Num 3
	1

2

.
	Yes

No

Missing
	

	PRYEARn
	Procedure year
	x
	
	
	
	
	Num 3
	yyyy

.

.A
	Procedure year

Missing

Invalid
	HCUP Central Distributor files only. Replaces masked PRDATEn.

	PSTATE
	Patient State postal code
	x 
	
	
	
	
	Char 2 
	aa

Blank

 
	Postal code

Missing

 
	

	PSTCO
	Patient state/county code
	x
	
	
	
	
	Num 4
	nnnnn

.

.A
	State/County FIPs Code

Missing

Invalid
	Reported by the patient

	PSTCO2
	Patient state/county FIPS code, possibly derived from ZIP Code
	x
	
	
	
	
	Num 4
	nnnnn

.
	State/county FIPS code

Missing 


	Equals PSTCO if available; otherwise derived from ZIP Code

	RACE
	Race
	x
	
	
	
	
	Num 3
	1

2

3

4

5

6

.

.A

.B
	White

Black

Hispanic

Asian or Pacific Islander

Native American

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	RACE_X
	Race, as received from source
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding
	See HISPANIC_X for ethnicity information. 

	RATEn
	Daily rate
	
	x
	
	
	
	Num 5
	4(n).nn

.

.A
	Dollars

Missing

Invalid
	

	RDRG
	Refined DRG
	x
	
	
	
	
	Char 4
	aaaa

Blank

A
	RDRG value

Missing

Invalid
	Change from numeric to character 4

	RDRGWT
	Refined DRG Weight
	x
	
	
	
	
	Num 5
	nnnn.nn

.

.A
	RDRG weight

Missing

Invalid
	

	READMIT
	Readmission
	x
	
	
	
	
	Num 3
	0

1

.

.A
	Not a readmission

Readmission

Missing

Invalid
	

	REVCDn
	Revenue code
	
	x
	
	
	
	Char 4
	4(a)

Blank
	Revenue Code

Missing or Invalid
	

	REVCODE
	Line item revenue code
	
	x
	
	
	
	Char 4
	4(a)

Blank
	Revenue Code

Missing or Invalid
	Line item detail. Line item revenue codes (REVCODE) are retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	SASD
	Hospital represented in the SASD
	
	
	
	x
	
	Num 3
	0

1
	Hospital not in the SASD

Hospital in the SASD
	

	SEDD
	Hospital represented in the SEDD
	
	
	
	x
	
	Num 3
	0

1
	Hospital not in the SEDD

Hospital in the SEDD
	

	SERVDAY


	Line item days from admission date 
	
	x
	
	
	
	Num 4
	0 -1095 (3 years)

.

.A


	Days from Admission

Missing

Invalid


	Line item detail. Days from admission date (SERVDAY) is calculated by subtracting the line item service date provided by the data source from the admission date. If the calculated day is negative or greater than 3 years (1095 days), then the day is set to invalid (.A). (AHRQ decided on SERVDAY instead of SERVDATE so that the file does not need to be a data development file.)

	SHORTTERM
	Indicator of AHA short term hospital
	
	
	
	x
	
	Num 3
	0

1

.
	Not an AHA short term hospital

An AHA short term hospital

Missing
	

	SID 
	Hospital represented in the SID
	
	
	
	x
	
	Num 3
	0

1
	Hospital not in the SID

Hospital in the SID
	

	STATE_AS 
	State ambulatory surgery service indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet state’s criteria for an ambulatory surgery record

Record meets state’s criteria for an ambulatory surgery record
	

	STATE_ED 
	State emergency department service indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet state’s criteria for a emergency department record

Record meets state’s criteria for a emergency department record
	

	STATE_OBS 
	State observation stay indicator
	x
	
	
	
	
	Num 3
	.

.A

0

1
	Missing

Invalid

Record does not meet state’s criteria for an observation stay

Record meets state’s criteria for an observation stay
	

	STCH
	Indicator of AHA short term community hospital
	
	
	
	x
	
	Num 3
	0

1

.
	Not an AHA short term community hospital

An AHA short term community hospital

Missing
	

	SURGTIME
	Surgical time
	x
	
	
	
	
	Num 3
	3(n)

.

.A
	Minutes

Missing

Invalid
	Time under anesthesia.

	TOTCHG
	Total charges, cleaned
	x
	
	
	
	
	Num 6
	25 - 1 million

.

.A

.B

.C
	Total Charge (rounded)

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: beginning with 1998 data, ETCHG01, ETCHG02; in 1988-1997 data, ED911, ED912, ED921, ED922
	

	TOTCHG_X
	Total charges, as received from source
	x
	
	
	
	
	Num 7
	( 100 million

.

.A
	Total Charge (with 2 decimal places)

Missing

Invalid (non-numeric or out of range)
	Adjust maximum. Was 10(n).nn. Change to less than 100 million.

	TOWN
	Patient town of residence 
	x
	
	
	
	
	Char (State-specific)
	n(a)
	Source-specific coding of patient town of residence
	Information on the town in which the patient resides (TOWN) is retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	TransportToHosp
	Method of transportation to hospital
	x
	
	
	
	
	Num 3
	1

2

3

4

5

.

A


	Ambulance

Helicopter

Law Enforcement

Walk-in, including public or private transportation

Other

Missing

Unknown


	

	UNITn
	Units of service
	
	x
	
	
	
	Num 4
	nnnn

.

.A
	Units of Service

Missing

Invalid
	

	UNITS
	Line item units
	
	x
	
	
	
	Num 4
	0-99,999

.

.A
	Units of Service

Missing

Invalid
	Line item detail. Line item units (UNITS) are retained as provided by the data source. No edit checks are performed on this data element during HCUP processing. 

	Visit_Reason_Text
	Text description of reason for visit
	
	
	
	 
	x
	Char (State-specific)
	n(a)
	Character String
	Retained as reported by data source. This text description relates to the diagnostic fields and the terminology for first-listed/primary/principal diagnosis and should be consistent with the "patient chief complaint." 

	YEAR
	Calendar year
	x
	
	
	x
	
	Num 3
	yy

yyyy
	2-digit calendar year in 1988-1997 data

4-digit calendar year beginning with 1998 data
	

	ZIP
	Patient ZIP Code (actual)
	
	
	
	
	x
	Char 5
	nnnnn

C

M

F

H

Blank

A

B
	ZIP Codes

Canada

Mexico

Other or unspecified foreign

Homeless (beginning with 2000 data)

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	ZIP_S
	Patient ZIP Code (synthetic)
	x
	
	
	
	
	Char 5
	nnnnn

C

M

F

H

Blank

A

B
	ZIP Codes

Canada

Mexico

Other or unspecified foreign

Homeless (beginning with 2000 data)

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	

	ZIP3
	Patient ZIP Code, first 3 digits
	x
	
	
	
	
	Char 3
	nnn

C

M

F

H

Blank

A
	First 3 digits of patient ZIP Code

Canada

Mexico

Other or unspecified foreign

Homeless 

Missing

Invalid 
	The first three digits of the patient(s ZIP Code (ZIP3) provide sufficient information to identify the location of a patient's residence within a broad region within a state. ZIP3 is retained as provided by the data source with the following exceptions:

- Foreign ZIP Codes are recoded to indicate Canadian, Mexican, and other or unspecified foreign ZIP Codes.

- Non-numeric ZIP Codes are identified (ZIP = (A(). 
- The ZIP Code for homeless patients is set to (H(.


Table 2: HCUP State Database Variables (Discontinued in 1998)
	Variable

Names
	Data Element
	Value
	Value Label
	Comment

	ADAYWK
	Admission day of week
	1

2

3

4

5

6

7

.

.A

.B
	Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Replaced by AWEEKEND

	BILL
	Health Insurance Billing Number
	16(a)

Blank
	Health Insurance Billing Number

Missing
	Only coded by WI. Contains a mixture of Medicare, Medicaid, and commercial identifiers with no way to determine which is which. WI also provides MRN and PNUM.

	BILL_S
	Synthetic Health Insurance Billing Number
	16(a)

Blank
	Synthetic Health Insurance Billing Number

Missing
	Only coded by WI. Contains a mixture of Medicare, Medicaid, and commercial identifiers with no way to determine which is which. WI also provides MRN and PNUM.

	DISP
	Disposition of patient
	1

2

3

4

5

6

7

20

.

.A

.B
	Routine

Short-term Hospital

Skilled Nursing Facility (SNF)

Intermediate Care Facility (ICF)

Another Type of Facility

Home Health Care (HHC)

Against Medical Advice (AMA)

Died

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Replaced by DISPUniform, DISPUB92, and DISP_X

	DRG10
	DRG, Version 10
	nnn
	DRG value
	Included until year 2000 data, then dropped.

	DSFREE
	Freestanding ambulatory surgical facility number
	
	
	Only available in NY until 1994 because information comes from merging data with AHA file to distinguish facilities.

	DSNCPT
	Number of CPT fields in this data source
	0 - 25
	Total CPT codes possible
	

	DSNDX
	Number of diagnosis fields in this data source
	0 - 30
	Total diagnoses possible
	

	DSNPR
	Number of procedure fields in this data source
	0 - 30
	Total procedures possible
	

	DSNUM
	Data source number
	nn
	Data source number
	Not needed now that we get a full year of data from one source.

	DSTYPE
	Data source type
	1

2

3

9
	State data organization

Hospital association

Consortia

Other
	Information included in file composition.

	DXSYS
	Diagnosis system
	1

.

.A
	ICD-9-CM

Missing

Invalid
	

	DXVn
	Diagnosis validity flag
	0

1

.

.C
	Valid code

Invalid code

No Dx Code

Inconsistent: in 1988 to 1997, ED1nn, ED3nn, ED4nn
	Mask codes directly instead of using validity flags. 

	Ednnn
	Edit check variables
	0

1
	Consistent data

Inconsistent data
	Provide summary statistics instead of variables.

	HMOPPO1
	HMO/PPO indicator for expected primary payer (PAY1)
	0

1

2

3

.

.A

.N
	Fee for service (FFS) 

HMO Only

PPO Only

Mixture of HMO and PPO (or POS)

Can not distinguish HMO/PPO from FFS

Invalid

Not Applicable
	Not Applicable (.N) used with self-pay, no charge, and other payers. Discontinued beginning with 2001 data.



	HMOPPO2
	HMO/PPO indicator for expected secondary payer (PAY2)
	0

1

2

3

.

.A

.N
	Fee for service (FFS) 

HMO Only

PPO Only

Mixture of HMO and PPO (or POS)

Can not distinguish HMO/PPO from FFS

Invalid

Not Applicable
	Not Applicable (.N) used with self-pay, no charge, and other payers. Discontinued beginning with 2001 data.



	MDC10
	MDC, Version 10
	nn
	MDC value
	Included until year 2000 data, then dropped.

	MGMORB
	MedisGroups morbidity code
	0

1

3

.

.A
	No morbidity

Major morbidity

Minor Morbidity

Missing

Invalid
	Only used in PA. As of 1997, PA is no longer supplying us with this data element.

	PAY1_N
	Expected primary payer,

nonuniform
	1

2

3

4

5

6

7

8

9

10

11

12

.

.A

.B
	Medicare (mixed)

Medicaid

Blue Cross, Blue Cross PPO

Commercial, PPO (mixed)

Private HMO

Self-pay

No Charge

Title V

Worker's Comp

CHAMPUS, CHAMPVA

Other Government

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)
	Drop PAY1_N because there is too much variation across states. 

	PAY2_N
	Expected secondary payer,

nonuniform
	1

2

3

4

5

6

7

8

9

10

11

12

.

.A

.B

.C
	Medicare (mixed)

Medicaid

Blue Cross, Blue Cross PPO

Commercial, PPO (mixed)

Private HMO

Self-pay

No Charge

Title V

Worker's Comp

CHAMPUS, CHAMPVA

Other Government

Other

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: in 1988-1997 data, ED951, ED952
	Drop PAY2_N because there is too much variation across states. 

	PROCESS
	Processing number
	11(n)
	Processing Number
	This identifier is not used.

	PRSYS
	Procedure system
	1

2

3

.

.A
	ICD-9-CM

CPT-4

HCPCS/CPT-4

Missing

Invalid
	Separate arrays are used for holding ICD-9-CM and CPT/HCPCS.

	PRVn
	Procedure validity flag
	0

1

.

.C
	Valid code

Invalid code

No proc code

Inconsistent: in 1988-1997 data, ED2nn, ED5nn
	Mask codes directly instead of using validity flags.

	RACE_N
	Race, nonuniform
	1

2

3

4

5

6

7

8

9

10

11

.

.A

.B
	White

Black

Hispanic

Hawaiian

Chinese

Filipino

Japanese

Other Asian

Oth Pacific Islander

Native American

Mixed or Other

Missing

Invalid 

Unavailable from source (coded in 1988-1997 data only)
	Was only used for Hawaii. Recodes were hospital- specific. Include this information under RACE_X for Hawaii. Include information in RACE_X documentation that HI hospitals do not code race uniformly so we created this standardized coding across HI hospitals. Do not include information on hospital(s original values.

	SEQ
	Sequence number
	13(n)
	Record sequence number
	Replace with KEY



	SEQ_ASD
	SASD Sequence number
	13(n)
	Record sequence number in SASD
	Replace with KEY

	SEQ_SID
	SID Sequence number
	13(n)
	Record sequence number in SID
	Replace with KEY

	SEX
	Sex
	1

2

.

.A

.B

.C
	Male

Female

Missing

Invalid

Unavailable from source (coded in 1988-1997 data only)

Inconsistent: ED1nn, ED2nn
	Replace with indicator variable FEMALE


Appendix 4: 

Sample Memorandum of Agreement

Appendix 4: Sample Memorandum of Agreement

HEALTHCARE COST AND UTILIZATION PROJECT (HCUP)

MEMORANDUM OF AGREEMENT

This Agreement is made between the <organization name>, a <hospital association / state data organization / private data organization> in the State of <state name>, hereinafter called Data Organization, and the Agency for Healthcare Research and Quality, U.S. Public Health Service, hereinafter called AHRQ. This agreement outlines the conditions of participation of the Data Organization in the Healthcare Cost and Utilization Project, hereinafter called HCUP, and the responsibilities of AHRQ to the Data Organization as an HCUP participant. 

This Agreement contains four major sections: an Overview of HCUP, Description of HCUP Databases, Research Objectives of AHRQ, and Responsibilities of the Parties.

I.
OVERVIEW OF HCUP

A. HCUP encompasses a family of administrative, longitudinal databases and related software tools and products that are developed by AHRQ in a Federal-State-Industry partnership. HCUP brings together the data collection efforts of state data organizations, hospital associations, private data organizations, and the federal government to create a national information resource of encounter-level health care data. This database enables research on a broad range of health policy issues, including cost and quality of health services, medical practice patterns, access to health care programs, and outcomes of treatments. State and private data organizations will be able to compare their health care statistics to those of other states, as well as to regional and national indicators. 

The goal for HCUP is to maintain and expand a multi-state health care data system for health services research, health policy analysis, and quality measurement and improvement. The mission of AHRQ is to support, conduct, and disseminate research that improves access to care and the outcomes, quality, cost, and utilization of health care services. The research sponsored and conducted by the Agency provides information that enables better decisions about health care. AHRQ was created specifically to respond to the nation’s need for knowledge about the health care system, and within the scope of its mission, the Center for Delivery, Organization, and Markets (CDOM) maintains HCUP.

B.
The HCUP databases are developed by AHRQ through its contractor The MEDSTAT Group, Inc. and subcontractors, the National Association of Health Data Organizations (NAHDO), Social & Scientific Systems (SSS), and M. L. Barrett, Inc. Data are collected using existing hospital inpatient and outpatient databases maintained by state data organizations, hospital associations, and private data organizations. The HCUP databases are built around core data elements included in a typical discharge abstract, with safeguards to protect the privacy of individual patients and physicians. 

AHRQ requests data elements that are used only to develop research data files. Person-level identifiers, such as birth date or encrypted person and physician numbers, are either re-encrypted or used to create non-sensitive elements. When person-level identifiers are supplied by the Data Organization, HCUP re-encrypts the identifiers and only the re-encrypted identifiers are available on HCUP databases to AHRQ staff and their contractors. (See the HCUP Data Security Plan, Attachment D).

C.
The purpose of the HCUP Central Distributor is to prepare and distribute restricted access public release versions of the State Inpatient Databases (SID), Ambulatory Surgery Databases (SASD), and Emergency Department Databases (SEDD) available for research outside of AHRQ on behalf of participating Data Organizations. Participation by Data Organizations in the HCUP Central Distributor is voluntary. The content of each Data Organization's HCUP Central Distributor files will be determined by the Data Organization and AHRQ to meet confidentiality requirements of AHRQ and each organization. Data Organizations determine the price of the organization’s HCUP Central Distributor files. The payment for each database purchased by requestors is reimbursed to the Data Organization through AHRQ’s contractors, The MEDSTAT Group, Inc. (MEDSTAT) and Social & Scientific Systems (SSS). 

The HCUP Central Distributor files are available for purchase after requestors complete a data use agreement and application for the data. Data may not be used to identify individual patients, physicians, or institutions, and may only be reported in aggregate statistics. AHRQ does not release unencrypted person identifiers or dates (only month and year) on HCUP Central Distributor databases. 

The databases and documentation are developed by AHRQ through MEDSTAT, and distributed by SSS at no cost to the Data Organization.

II. Description of  HCUP DATABASES

A. BASIC PARTICIPATION

Basic participation in HCUP is accomplished with this Memorandum of Agreement (MOA) and includes participation in the Intramural SID and restricted access public release NIS.

1.
Intramural State Inpatient Databases (Intramural SID). The HCUP Intramural State Inpatient Databases contain 100 percent of inpatient discharge abstracts for all or almost all hospitals in states selected by AHRQ and participating in HCUP. The states are selected to strengthen the representativeness of the HCUP family of databases with regard to geographic regions of the U.S., population characteristics, availability of discharges, encounters from multiple health care settings, and other database characteristics. The Intramural SID databases are restricted to AHRQ staff and their contractors, and are designed to permit analyses such as hospital market-area studies, analyses of patient flow, access to care, small-area variation, and the effects of competition on hospital outcomes and behavior. These analyses can only be conducted with statewide, full-year representation of hospitals and their discharges.

2. Nationwide Inpatient Sample (NIS). The HCUP Nationwide Inpatient Sample database contains inpatient discharge abstracts, in a uniform format, using data from state data organizations, hospital associations, and private data organizations participating in HCUP. The NIS approximates a 20 percent stratified sample of U.S. community hospitals. Hospitals are sampled from the HCUP Intramural SID and all discharges from sampled hospitals are included in the annual databases. The NIS excludes data elements that directly or indirectly might increase risk for re-identification of a person, such as patient names, addresses, identification numbers (e.g., unencrypted billing number and medical record number), social security numbers, and full dates of admission, discharge, procedures, and births. NIS datasets are available as restricted access public release files from the HCUP Central Distributor.

B. ADDITIONAL PARTICIPATION

1. Intramural State Ambulatory Surgery Databases (Intramural SASD). The HCUP Intramural State Ambulatory Surgery Databases are a powerful set of databases that capture surgeries performed on the same day in which patients are admitted and discharged. The data represent ambulatory surgery encounters in non-inpatient health care settings such as ambulatory surgery centers, freestanding clinics, and hospital outpatient departments from states selected by AHRQ. The Intramural SASD are restricted to AHRQ staff and their contractors, and are designed to allow analyses of patient flow, access to care, and practice variations in ambulatory care settings.

2. Intramural State Emergency Department Databases (Intramural SEDD). The HCUP Intramural State Emergency Department Databases contain information on health care services provided to patients who have encounters in hospital emergency departments. The Intramural SEDD are restricted to AHRQ staff and their contractors, and are designed to allow analyses of such emergency department-related concerns as patient flow, access to care, and practice variations in emergency department care settings.

3. HCUP Central Distributor SID, SASD, and SEDD. The restricted access public release State Inpatient Databases (Distributor SID), State Ambulatory Surgery Databases (Distributor SASD), and State Emergency Department Databases (Distributor SEDD) available through the HCUP Central Distributor, contain a subset of data elements from the Intramural SID, SASD, and SEDD that meet patient confidentiality restrictions of both the Data Organization and AHRQ. Development, pricing, and release of restricted access public release SID, SASD, and SEDD are accomplished by a separate amendment to the HCUP Memorandum of Agreement. 

4. Specialized Databases. These databases will be designed to address research questions on specific populations or types of discharges that the NIS or SID cannot ideally address. Examples of HCUP specialized databases are pediatric discharges (e.g., the Kids’ Inpatient Database, referred to as the KID) and women’s health. The HCUP specialized databases exclude data elements that directly or indirectly might increase risk for re-identification of a person, such as patient names, addresses, identification numbers (e.g., unencrypted billing number and medical record number), social security numbers, and full dates of admission, discharge, procedures, and births. Specialized databases may become available as restricted access public release files only with the permission of Data Organizations and only after extensive evaluation by AHRQ. To date, AHRQ has developed the 1997 and 2000 KID. This series will be extended to include new releases of the KID approximately every three years, beginning with the 2003 KID. Other topics may be determined annually over the course of the HCUP contract.

The HCUP Kids’ Inpatient Database (KID) contains inpatient discharge abstracts, in a uniform format, on infants, children, and adolescents, age 0-20, using data from state data organizations, hospital associations, and other private data organizations participating in HCUP.  The KID is a sample of discharges that can support studies of children’s hospital care.  The sample is drawn from the HCUP Intramural SID and consists of approximately 10% of all normal births and 80% of all other pediatric cases in each stratum.  The KID excludes data elements that could directly or indirectly identify individuals and imposes any additional confidential requirements agreed upon with specific Data Organizations.  The KID files are created periodically, or approximately every three years, and are available as restricted access public release files.

III. RESEARCH OBJECTIVES OF AHRQ

The AHRQ research agenda is developed after consulting with many agencies within the U.S. Department of Health and Human Services, and with key outside organizations and institutions. The agenda is updated annually to reflect current priorities, and to respond to new policy issues as they emerge. The HCUP databases contain key data supporting the AHRQ research program.

AHRQ staff plan to use the HCUP databases to support their health services research and policy analyses on such issues as:

· variations in medical practice

· diffusion of medical technology

· effectiveness of medical treatments

· hospital costs and utilization

· utilization by special populations

· quality of care.

In addition, HCUP data gives AHRQ the capacity for research at many different levels — hospitalizations, patient care, treatment of diseases, physician practice, hospital group differences, small-area variations, state-to-state comparisons, and health services across time. AHRQ's inpatient hospital and outpatient services research focuses on cost (hospital/facility, disease, and treatment), quality (volume-outcome, treatment variations, adverse events, and guideline diffusion), and access (uncompensated care, HIV, organ transplant, and race/gender differences).

IV. RESPONSIBILITIES OF THE PARTIES

In consideration of the mutual promises contained herein, the parties agree as follows:

A.
RESPONSIBILITIES OF DATA ORGANIZATION FOR PARTICIPATION IN HCUP

The Data Organization:

1.
Agrees to provide for HCUP, in a timely and usable fashion, the <inpatient, ambulatory surgery, and emergency department> discharge data elements listed in Attachments <A-1, B-1, B-2> to this Agreement for development of the HCUP Intramural state databases, for the calendar year 2004. In the event that AHRQ extends the HCUP project, agrees to provide data for calendar years 2005-2009.
2. Agrees to provide documentation (for example, record layouts, data dictionaries, and hospital address lists) for the data files delivered for HCUP.

3. Agrees to allow AHRQ to release to authorized requestors, through the Central Distributor, the inpatient data elements indicated in Attachment A-2 to this Agreement, HCUP Data Elements for Release, Nationwide Inpatient Sample, in a subset of the HCUP discharge records for the Nationwide Inpatient Sample.


An authorized requestor is one who has submitted a signed Data Use Agreement for the Nationwide Inpatient Sample to the HCUP Central Distributor (see Attachment F).

4.
Agrees to provide the specified data files and documentation as they become available for the year(s) identified to:

HCUP Data Coordinator

The MEDSTAT Group

5425 Hollister Ave., Suite 140

Santa Barbara, CA  93111

(805) 681-5800

5.
Agrees to notify AHRQ promptly if unable to continue its participation in HCUP.

B.
RESPONSIBILITIES OF AHRQ FOR PARTICIPATION IN HCUP

AHRQ (directly or through its contractors):

1. Agrees to purchase, consistent with provisions of the AHRQ contract with The MEDSTAT Group and applicable federal procurement regulations, <inpatient, ambulatory surgery, and emergency department> discharge data for the calendar year 2004 from the Data Organization, at a negotiated rate. In the event that AHRQ extends the HCUP project, agrees to purchase data for calendar years 2005-2009.

2. Agrees to provide to the Data Organization technical assistance, developed through research products of HCUP, that the Data Organization could incorporate into its research programs. The types of assistance available may include assistance in use and interpretation of quality indicators, Clinical Classifications Software (CCS), and processing programs to reproduce HCUP-based Fact Books.

3. Agrees to abide by the terms of the HCUP Data Security Plan described in Attachment D to this Agreement. The release of information collected, assembled, or used by AHRQ is controlled by the Privacy Act (as amended) (5 U.S.C. 552a) and by Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)) (formerly, Section 903(c) of the Public Health Service Act). These Acts preclude releasing information that might identify individuals who have been described in, or who might have been the source of, the information.

4. Agrees to re-release, on the Nationwide Inpatient Sample, only the inpatient data elements specified in Attachment A-2 to this Agreement, HCUP Data Elements for Release, Nationwide Inpatient Sample, as amended and initialed by the authorized representative of the Data Organization.

5. Agrees to inform the Data Organization upon the completion of the specialized databases. Permission will be sought and required from the Data Organization for each proposed specialized database topic prior to its release. Agreement for each specialized database type will be amended to the HCUP Memorandum of Agreement, in Attachment C, as database topics are identified, with a corresponding data element list for each specialized database. 

6. Agrees not to release outside AHRQ any data elements obtained from the Data Organization without the express written permission of the Data Organization other than those specified and authorized in: (1) Attachment A-2, HCUP Data Elements for Release in HCUP Nationwide Inpatient Sample (NIS); (2) Amendments for participation in the HCUP Central Distributor; and (3) Amendments for other restricted access public release files such as specialized databases.

7. Agrees to observe and be bound by any state statutory requirements (incorporated herein by reference and attachment) governing the Data Organization’s release of these data   (reference: ___________________________________________________________

____________________________________________________________________

____________________________________________________________________).

If the Data Organization has any additional requirements, these shall be referenced above and included as a further Attachment to this Agreement.

8. Agrees to provide the Nationwide Inpatient Sample database and specialized databases to the Data Organization after receipt of a signed data use agreement (see Attachment F for NIS DUA). 

9. Agrees to return to each Data Organization the HCUP Intramural state inpatient, ambulatory surgery, and emergency department discharge data in the uniform HCUP format, to be used for whatever purposes considered by the Data Organization to be consistent with its responsibilities. 

10. Agrees to notify the Data Organization promptly if and when ready to purchase the next installment of the inpatient and/or ambulatory surgery and/or emergency department discharge data from the Data Organization.

11. All source data received from the Data Organization will be destroyed by the MEDSTAT Group approximately two (2) years after completing the annual HCUP files, at the direction of AHRQ. Certificate of destruction will be sent to the Data Organization following file destruction. 

At conclusion of the HCUP contract, and at the direction of the Data Organization and with permission of the HCUP Project Officer, all remaining source data will be destroyed or transferred to the next HCUP contractor (without regard to the time period said data have been in the possession of The MEDSTAT Group, Inc.). After the termination of the HCUP contract, AHRQ may, at its sole discretion, choose to retain HCUP uniform databases derived from source data to support longitudinal research.

12. Agrees to notify the Data Organization promptly if unable to continue HCUP.

C.
RESPONSIBILITIES RELATED TO THE CENTRAL DISTRIBUTOR 

(May be added by separate amendment at Data Organization’s discretion.)

D.
RESPONSIBILITIES RELATED TO THE KIDS’ INPATIENT DATABASE 

1.
The Data Organization:

a.
Agrees to allow AHRQ to release to authorized requestors, through the Central Distributor, the inpatient data elements indicated in Attachment C-3 to this Agreement, HCUP Data Elements for Release, Kids’ Inpatient Database (KID), in a subset of the HCUP discharge records for the Kids’ Inpatient Database. Agrees to permit AHRQ to release the KID every three years, beginning with calendar year 2003. 


An authorized requestor is one who has submitted a signed Data Use Agreement for the Kids’ Inpatient Database to the HCUP Central Distributor (see Attachment K).

2.
AHRQ, directly or through its contractors:

a.
Agrees to inform the Data Organization when a version of the Kids’ Inpatient Database (KID) is created.

b.
Agrees to re-release on the Kids’ Inpatient Database only the inpatient data elements specified in Attachment C-3 to this Agreement, HCUP Data Elements for Release, Kids’ Inpatient Database (KID), as amended and initialed by the authorized representative of the Data Organization.

AGREEMENT FOR PARTICIPATION IN HCUP

Attachments A, B, C, D, E, F, and K to this Agreement are hereby made a part of this Agreement.

Each person signing this Agreement hereby represents that he or she is authorized to enter into this Agreement by the organization for which he or she is signing. 

The undersigned acknowledges these conditions and agrees to abide by them:
	By:
	
	
	

	
	Data Organization Representative, Signature
	
	Date

	By:
	
	
	

	
	AHRQ Representative, Signature
	
	Date

	
	
	
	

	Data Organization Representative:
	
	
	

	
	(Please Print)
	
	

	Name of Data Organization:
	
	
	

	
	
	
	

	Address of Data Organization:
	
	
	

	
	
	
	

	Telephone:
	
	Fax:
	

	AHRQ Representative:
	Jenny A. Schnaier, HCUP Project Officer
	
	

	
	(Please Print)
	
	

	Name of Agency:
	Center for Delivery, Organization, and Markets
	
	

	
	Agency for Healthcare Research and Quality
	
	

	Address of Agency:
	540 Gaither Road
	
	

	
	Rockville, MD  20850
	
	

	Telephone
	301-427-1442
	 Fax
	301-427-1430


Attachments:

A-1.
Data Elements Requested from Data Organizations for HCUP Intramural State Inpatient Databases (SID)

A-2.
HCUP Data Elements for Release in Nationwide Inpatient Sample (NIS)

B.
Data Elements Requested from Data Organizations for HCUP Intramural Outpatient Databases (Ambulatory Surgery and/or Emergency Department)

C.
Data Elements for Additional Restricted Access Public Release Databases (Central Distributor and/or Specialized Databases)

C-3.
HCUP Data Elements for Release Kids’ Inpatient Database (KID)

D.
HCUP Data Security Plan, Revised January 2004

E.
AHRQ Staff/Contractor Agreement Regarding the Security of Data Maintained by the Center for Delivery, Organization, and Markets at the Agency for Healthcare Research and Quality

F. 
Data Use Agreement for Nationwide Inpatient Sample

G. 
reserved for future use

K.
Data Use Agreement for Kids’ Inpatient Database

ATTACHMENT A-1

INPATIENT DATA ELEMENTS

REQUESTED FROM DATA ORGANIZATIONS

FOR HCUP INTRAMURAL STATE INPATIENT DATABASES

<State Name>

This is the complete list of inpatient data elements requested from all HCUP State Data Organizations, Hospital Associations, and Private Data Organizations. If a Data Organization has a more limited list of data elements, its database may still be useful and requested for HCUP. Note that Data Organizations need not calculate measures (such as length of stay) that AHRQ is able to derive from other data elements (such as admission and discharge dates).

For each element in the list, please place your initials in the appropriate box provided below to indicate whether or not your organization (a) Collects and will supply the data element to HCUP, (b) Collects but will not supply the data element to HCUP, or (c) Does not collect and is unable to supply the data element to HCUP.  HCUP will use the data elements that you supply to construct the HCUP Intramural State Inpatient Databases.
Note: Asterisked (*) data elements are used to develop uniform indicators and encrypted measures.  They are stored in data development-only files, with access granted by permission of the HCUP Project Officer only under specific, limited circumstances.  In these instances, only designated programmers will have access to the files on behalf of AHRQ researchers and their contractors. Handling of data development files is described in Section I.B of this agreement.

	Inpatient Data Elements
	Collected, and
will supply
	Collected, but
will not supply
	Not collected,
cannot supply

	LINKAGE ELEMENTS

	Hospital number (as assigned by the Data Organization)
	
	
	

	*Medical record number, encrypted
	
	
	

	*Person number, encrypted (e.g., encrypted SSN, unique person identifier, or other cross-hospital person identifier)
	
	
	

	*Physician Identification Numbers

	*Attending physician ID number
	
	
	

	*Primary surgeon (or second physician) ID number
	
	
	

	*Third physician ID number
	
	
	

	* Fourth physician ID number
	
	
	

	PATIENT DEMOGRAPHICS

	*Date of birth
	
	
	

	Age in years at admission
	
	
	

	Age in days (when < 1 year)
	
	
	

	Age in months (when < 11 years) 
	
	
	

	Sex
	
	
	

	Race
	
	
	

	Ethnicity (provided as a separate data element)
	
	
	

	*Patient ZIP Code (5-digit)
	
	
	

	Patient county
	
	
	

	*Patient town of residence
	
	
	

	*Census tract
	
	
	

	CLINICAL INFORMATION

	*Admission date (month, day, and year)
	
	
	

	*Discharge date (month, day, and year)
	
	
	

	Admission hour
	
	
	

	Discharge hour
	
	
	

	Length of stay (same day stay = 0 days)
	
	
	

	Admission day of week
	
	
	

	Scheduled vs. unscheduled admission
	
	
	

	Admission source
	
	
	

	Admission type
	
	
	

	Disposition of patient
	
	
	

	Birth weight of newborn (grams)
	
	
	

	Do not resuscitate indicator
	
	
	

	Time in observation status (hours and/or minutes)
	
	
	

	Readmission flag
	
	
	

	Diagnoses

	Principal diagnosis
	
	
	

	Secondary diagnoses (as many as are collected by the organization, including E codes)
	
	
	

	E code fields (Cause of Injury E codes and/or Place of Occurrence E codes)
	
	
	

	Onset of diagnosis indicator (i.e., was each secondary diagnosis present at admission)
	
	
	

	Procedures

	Principal procedure
	
	
	

	Secondary procedures (as many as are collected by the organization)
	
	
	

	*Date of principal procedure
	
	
	

	*Dates of secondary procedures
	
	
	

	Revenue / Service Detail (as defined by UB-92): 


 FORMCHECKBOX 

Individual service/Line item, provided as a separate file


 FORMCHECKBOX 
 
Summary groupings as defined and collected by the organization,  provided on discharge records 

	Revenue codes/centers
	
	
	

	Charges (by revenue code)
	
	
	

	Units of service
	
	
	

	Daily rates of service
	
	
	

	PAYMENT INFORMATION

	Expected primary payer, grouped
	
	
	

	Expected secondary payer, grouped
	
	
	

	Expected tertiary payer, grouped
	
	
	

	Expected primary payer, by plan name
	
	
	

	Expected secondary payer, by plan name
	
	
	

	Expected tertiary payer, by plan name
	
	
	

	Total charges (e.g., for revenue center 001)
	
	
	

	ADDITIONAL HCUP DATA ELEMENTS

	Medicare managed care indicator (if not already coded in expected payer)  
	
	
	

	Medicaid managed care indicator (if not already coded in expected payer)  
	
	
	

	*Medicare ID of patient
	
	
	

	*Medicaid ID of patient
	
	
	

	Physician Information

	* Physician name (as many as are collected by the organization)
	
	
	

	Physician specialty (for as many physicians as are collected by the organization)
	
	
	

	Physician licensing board (for as many physicians as are collected by the organization)
	
	
	

	Clinical Groupers

	All Patient Refined DRG, MDC, risk of mortality, severity score (3M APR-DRG measures)
	
	
	

	All Patient DRG and associated variables (AP-DRG measures)
	
	
	

	Refined DRG & weight (RDRG) (HCIA/Solucient measures)
	
	
	

	MediQual total charges grouper variables
	
	
	

	All Payer Severity-adjusted DRGs (HSS APS-DRGs)
	
	
	

	*DATA PROCESSING ELEMENTS (for file development only, not included on HCUP databases):

	EX: Hospital setting where service was performed (inpatient, ambulatory surgery, emergency department, etc.)
	
	
	

	
	
	
	

	
	
	
	

	ADDITIONAL DATA ELEMENTS TO BE SUPPLIED BY DATA ORGANIZATION (SPECIFY):

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	COMMENTS SPECIFIC TO SUPPLIED DATA:

	


ATTACHMENT A-2

HCUP DATA ELEMENTS FOR RELEASE IN

NATIONWIDE INPATIENT SAMPLE DATABASE (NIS)

BASIC PARTICIPATION

<State Name>

This list includes the subset of the Inpatient Data Elements Requested from the Data Organizations that will be released on the NIS. It omits elements that could identify individuals directly or indirectly. It adds other elements derived by AHRQ that will be used for research, analysis, and aggregate statistical reporting, without identifying individuals.

For each element in the list, please place your initials in the appropriate box provided below to indicate whether HCUP may or may not release the element in the NIS. Alternatively, if you allow HCUP to release all of these data elements in the NIS, you may initial here: _______

	Nationwide Inpatient Sample (NIS) Data Elements
	Yes, HCUP
may release in NIS
	No, HCUP may
not release in NIS

	LINKAGE ELEMENTS

	HCUP encrypted hospital number (assigned by AHRQ to each hospital in the state and required on all NIS records)
	
	

	Hospital number (as assigned by the organization)
	
	

	AHA hospital number (American Hospital Association identification number)
	
	

	AHA-defined hospital name, address, city, and zip
	
	

	Hospital FIPS state-county code
	
	

	Hospital state postal code (e.g., CO; MI)
	
	

	Record sequence key (does not include hospital number)
	
	

	Synthetic Physician Identification Numbers

	Synthetic physician ID numbers (encrypted to protect identity) 
	
	

	PATIENT DEMOGRAPHICS

	Age in years at admission
	
	

	Age in days (when < 1 year)
	
	

	Age in months (when < 11 years)
	
	

	Sex
	
	

	Race/ethnicity
	
	

	Median household income (in grouped categories for patient’s ZIP Code) 
	
	

	Urban-Rural location of patient’s residence (4 categories)
	
	

	CLINICAL INFORMATION

	Discharge year; Discharge quarter
	
	

	Admission month
	
	

	Admission on weekend
	
	

	Length of stay (may be calculated by AHRQ or supplied by the Data Organization)
	
	

	Principal and secondary diagnoses; E code fields (Cause of Injury E codes and/or Place of Occurrence E codes); Maternal/neonatal discharge indicator; Number of diagnoses
	
	

	Principal and secondary procedures; Maternal/neonatal discharge indicator; Number of procedures
	
	

	Days from admission to procedure (for each supplied procedure)
	
	

	Admission type; Elective versus non-elective admission
	
	

	Admission source
	
	

	Disposition of patient; Died during hospitalization indicator
	
	

	PAYMENT INFORMATION

	Expected principal and secondary payers
	
	

	Total charges
	
	

	ADDITIONAL HCUP DATA ELEMENTS

	National Weights

	HCUP sampling strata identifiers (bed size, census region, teaching hospital, urban/rural, control/ownership)
	
	

	National discharge weights
	
	

	National hospital weights
	
	

	Clinical Groupers

	DRG (Diagnosis Related Group); MDC (Major Diagnostic Category)
	
	

	AHRQ Clinical Classifications Software (CCS) (diagnosis and procedure groups developed by AHRQ)
	
	

	AHRQ Comorbidity Measures (indicators for 30 comorbidities)
	
	

	APR-DRG (category; severity and mortality subclasses)
	
	

	APS-DRG (category; weights for mortality, length of stay, and total charges)
	
	

	Disease staging (category; stage; predictive scales for mortality, length of stay, and total charges)
	
	

	Cost-To-Charge Ratios (Provided as a Separate File – linked by HCUP Encrypted Hospital Number and year)

	All-payer, inpatient cost-to-charge ratio, hospital-specific
	
	

	All-payer, inpatient cost-to-charge ratio, group average
	
	

	Hospital classification (seven hospital groupings)
	
	

	Number of observations for calculating group average
	
	

	Number of observations, if state average was used
	
	

	Total number of beds set up (AHA data)
	
	

	Total number of beds set up (CMS data)
	
	

	Area wage index
	
	

	Further Restrictions (specific to this state’s data):

	

	COMMENTS:

	


ATTACHMENT B

DATA ELEMENTS REQUESTED FROM DATA ORGANIZATIONS FOR

HCUP INTRAMURAL AMBULATORY SURGERY AND

EMERGENCY DEPARTMENT DATABASES
This section is included as a provision for future amendments that may specify data elements to provide for HCUP Intramural State Ambulatory Surgery Databases (SASD) and/or HCUP Intramural State Emergency Department Databases (SEDD).

If requested by AHRQ, and if the Data Organization agrees to provide ambulatory surgery and/or emergency department data, separate data element lists for the SASD and SEDD will be amended to this HCUP Memorandum of Agreement.

Data organizations may restrict the release of specific data elements to meet your state or organizational confidentiality policies.

ATTACHMENT B-1

AMBULATORY SURGERY DATA ELEMENTS

REQUESTED FROM DATA ORGANIZATIONS FOR

HCUP INTRAMURAL AMBULATORY SURGERY DATABASES

<State Name>

This is the complete list of ambulatory surgery data elements requested from all HCUP State Data Organizations, Hospital Associations, and Private Data Organizations. If a Data Organization has a more limited list of data elements, its database may still be useful and requested for HCUP. Note that Data Organizations need not calculate measures (such as length of stay) that AHRQ is able to derive from other data elements (such as admission and discharge dates).

For each element in the list, please place your initials in the appropriate box provided below to indicate whether or not your organization (a) Collects and will supply the data element to HCUP, (b) Collects but will not supply the data element to HCUP, or (c) Does not collect and is unable to supply the data element to HCUP. HCUP will use the data elements that you supply to construct the HCUP Intramural State Ambulatory Surgery Databases.
Note: Asterisked (*) data elements are used to develop uniform indicators and encrypted measures.  They are stored in data development-only files, with access granted by permission of the HCUP Project Officer only under specific, limited circumstances.  In these instances, only designated programmers will have access to the files on behalf of AHRQ researchers and their contractors. Handling of data development files is described in Section I.B of this agreement.

	Ambulatory Surgery Data Elements
	Collected, and
will supply
	Collected, but
will not supply
	Not collected,
cannot supply

	LINKAGE ELEMENTS

	Facility number (as assigned by the organization)
	
	
	

	*Medical record number, encrypted
	
	
	

	*Person number, encrypted (e.g., encrypted SSN, unique person identifier, or other cross-hospital person identifier)
	
	
	

	*Physician Identification Numbers

	*Attending physician ID number
	
	
	

	*Primary surgeon (or second physician) ID number
	
	
	

	*Third physician ID number
	
	
	

	*Fourth physician ID number
	
	
	

	PATIENT DEMOGRAPHICS

	*Date of birth
	
	
	

	Age in years at admission
	
	
	

	Age in days (when < 1 year)
	
	
	

	Age in months (when < 11 years)
	
	
	

	Sex
	
	
	

	Race
	
	
	

	Ethnicity (provided as a separate data element)
	
	
	

	*Patient ZIP Code (5-digit)
	
	
	

	Patient county
	
	
	

	*Patient town of residence
	
	
	

	*Census tract
	
	
	

	CLINICAL INFORMATION

	*Admission date (month, day, and year)
	
	
	

	*Discharge date (month, day, and year)
	
	
	

	Admission hour
	
	
	

	Discharge hour
	
	
	

	Length of stay (same day stay = 0 days)
	
	
	

	Admission day of week
	
	
	

	Admission source
	
	
	

	Admission type
	
	
	

	Disposition of patient
	
	
	

	Do not resuscitate indicator
	
	
	

	Time in observation status (hours and/or minutes)
	
	
	

	Diagnoses

	Principal diagnosis
	
	
	

	Secondary diagnoses (as many as are collected by the organization, including E codes)
	
	
	

	E code fields (Cause of Injury E codes and/or Place of Occurrence E codes)  
	
	
	

	Reason for Visit Diagnosis (ICD-9-CM codes)
	
	
	

	Reason for Visit (narrative text)
	
	
	

	Ambulatory Patient Classifications (APCs)
	
	
	

	Procedures

	Principal procedure: ICD-9-CM
	
	
	

	Secondary procedures: ICD-9-CM (as many as are collected by the organization)
	
	
	

	*Date of principal procedure: ICD-9-CM
	
	
	

	*Dates of secondary procedures: ICD-9-CM
	
	
	

	Principal procedure:  CPT/HCPCS
	
	
	

	Secondary procedures: CPT/HCPCS (as many as are collected by the organization)
	
	
	

	*Date of principal procedure: CPT
	
	
	

	*Dates of secondary procedures: CPT
	
	
	

	Procedure coding method (ICD-9-CM, HCPCS, CPT)
	
	
	

	Operating room time (excludes pre-op and post-op time)
	
	
	

	Surgical time (time under anesthesia) 
	
	
	

	Method of anesthesia 
	
	
	

	Revenue / Service Detail (as defined by UB-92): 


 FORMCHECKBOX 

Individual service/Line item, provided as a separate file


 FORMCHECKBOX 
 
Summary groupings as defined and collected by the organization,  provided on discharge records 

	Revenue codes/centers
	
	
	

	Charges (by revenue code)
	
	
	

	Units of service
	
	
	

	Daily rates of service
	
	
	

	CPT/HCPCS codes (ancillary services & outpatient)
	
	
	

	CPT-4 code modifiers
	
	
	

	*Service Date
	
	
	

	PAYMENT INFORMATION

	Expected primary payer, grouped
	
	
	

	Expected secondary payer, grouped
	
	
	

	Expected tertiary payer, grouped
	
	
	

	Expected primary payer, by plan name
	
	
	

	Expected secondary payer, by plan name
	
	
	

	Expected tertiary payer, by plan name
	
	
	

	Total charges (e.g., for revenue center 001)
	
	
	

	ADDITIONAL HCUP DATA ELEMENTS

	Medicare managed care indicator (if not already coded in expected payer)  
	
	
	

	Medicaid managed care indicator (if not already coded in expected payer)  
	
	
	

	*Medicare ID of patient
	
	
	

	*Medicaid ID of patient
	
	
	

	Physician Information

	* Physician name (as many as are collected by the organization)
	
	
	

	Physician specialty (for as many physicians as are collected by the organization)
	
	
	

	Physician licensing board (for as many physicians as are collected by the organization)
	
	
	

	*DATA PROCESSING ELEMENTS (for file development only, not included on HCUP databases):

	EX: Hospital setting where service was performed (inpatient, ambulatory surgery, emergency department, etc.)
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	ADDITIONAL DATA ELEMENTS TO BE SUPPLIED BY THE DATA ORGANIZATION (SPECIFY):

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	COMMENTS SPECIFIC TO SUPPLIED DATA:

	


ATTACHMENT B-2

EMERGENCY DEPARTMENT DATA ELEMENTS

REQUESTED FROM DATA ORGANIZATIONS FOR

HCUP INTRAMURAL STATE EMERGENCY DEPARTMENT DATABASES

<State Name>

This is the complete list of emergency department data elements requested from all HCUP State Data Organizations, Hospital Associations, and Private Data Organizations. If a Data Organization has a more limited list of data elements, its database may still be useful and requested for HCUP. Note that Data Organizations need not calculate measures (such as length of stay) that AHRQ is able to derive from other data elements (such as admission and discharge dates).

For each element in the list, please place your initials in the appropriate box provided below to indicate whether or not your organization (a) Collects and will supply the data element to HCUP, (b) Collects but will not supply the data element to HCUP, or (c) Does not collect and is unable to supply the data element to HCUP. HCUP will use the data elements that you supply to construct the HCUP Intramural State Emergency Department Databases.
Note: Asterisked (*) data elements are used to develop uniform indicators and encrypted measures.  They are stored in data development-only files, with access granted by permission of the HCUP Project Officer only under specific, limited circumstances.  In these instances, only designated programmers will have access to the files on behalf of AHRQ researchers and their contractors. Handling of data development files is described in Section I.B of this agreement.

	Emergency Department Data Elements
	Collected, and
will supply
	Collected, but
will not supply
	Not collected,
cannot supply

	LINKAGE ELEMENTS

	Hospital number (as assigned by the organization)
	
	
	

	*Medical record number, encrypted
	
	
	

	*Person number, encrypted (i.e., encrypted SSN, unique person identifier, or other cross-hospital person identifier)
	
	
	

	*Physician Identification Numbers

	*Attending physician ID number
	
	
	

	*Primary surgeon (or second physician) ID number
	
	
	

	*Third physician ID number
	
	
	

	*Fourth physician ID number
	
	
	

	PATIENT DEMOGRAPHICS

	*Date of birth
	
	
	

	Age in years at admission
	
	
	

	Age in days (when < 1 year)
	
	
	

	Age in months (when < 11 years)
	
	
	

	Sex
	
	
	

	Race
	
	
	

	Ethnicity (provided as a separate data element)
	
	
	

	*Patient ZIP Code (5-digit)
	
	
	

	Patient county
	
	
	

	*Patient town of residence
	
	
	

	*Census tract
	
	
	

	CLINICAL INFORMATION

	*Admission date (month, day, and year)
	
	
	

	*Discharge date (month, day, and year)
	
	
	

	Admission hour
	
	
	

	Discharge hour
	
	
	

	Length of stay (same day stay = 0 days)
	
	
	

	Admission day of week
	
	
	

	Admission source
	
	
	

	Admission type
	
	
	

	Disposition of patient 
	
	
	

	Do not resuscitate indicator
	
	
	

	Time in observation status (hours and/or minutes)
	
	
	

	Time in ER (hours and/or minutes)
	
	
	

	Diagnoses

	Principal diagnosis
	
	
	

	Secondary diagnoses (as many as are collected by the organization, including E codes)
	
	
	

	E code fields (Cause of Injury E codes and/or Place of Occurrence  E codes)
	
	
	

	Reason for Visit Diagnosis (ICD-9-CM codes)
	
	
	

	Reason for Visit (narrative text)
	
	
	

	Ambulatory Patient Classifications (APCs)
	
	
	

	Procedures

	Principal procedure: ICD-9-CM
	
	
	

	Secondary procedures: ICD-9-CM (as many as are collected by the organization)
	
	
	

	*Date of principal procedure: ICD-9-CM
	
	
	

	*Dates of secondary procedures: ICD-9-CM
	
	
	

	Principal procedure:  CPT/HCPCS
	
	
	

	Secondary procedures: CPT/HCPCS (as many as are collected by the organization)
	
	
	

	*Date of principal procedure: CPT
	
	
	

	*Dates of secondary procedures: CPT
	
	
	

	Procedure coding method (ICD-9-CM, HCPCS, CPT)
	
	
	

	Revenue / Service Detail (as defined by UB-92): 


 FORMCHECKBOX 

Individual service/Line item, provided as a separate file


 FORMCHECKBOX 
 
Summary groupings as defined and collected by the organization,  provided on discharge records 

	Revenue codes/centers
	
	
	

	Charges (by revenue code)
	
	
	

	Units of service
	
	
	

	Daily rates of service
	
	
	

	CPT/HCPCS codes (ancillary services & outpatient)
	
	
	

	CPT-4 code modifiers
	
	
	

	*Service Date
	
	
	

	PAYMENT INFORMATION

	Expected primary payer, grouped
	
	
	

	Expected secondary payer, grouped 
	
	
	

	Expected tertiary payer, grouped
	
	
	

	Expected primary payer, by plan name
	
	
	

	Expected secondary payer, by plan name
	
	
	

	Expected tertiary payer, by plan name
	
	
	

	Total charges (e.g. for revenue center 001)
	
	
	

	ADDITIONAL HCUP DATA ELEMENTS

	Medicare managed care indicator (if not already coded in expected payer)  
	
	
	

	Medicaid managed care indicator (if not already coded in expected payer)  
	
	
	

	*Medicare ID of patient
	
	
	

	*Medicaid ID of patient
	
	
	

	Physician Information

	* Physician name (as many as are collected by the organization)
	
	
	

	Physician specialty (for as many physicians as are collected by the organization)
	
	
	

	Physician licensing board (for as many physicians as are collected by the organization)
	
	
	

	*DATA PROCESSING ELEMENTS (for file development only, not included on HCUP databases):

	EX: Hospital setting where service was performed (inpatient, ambulatory surgery, emergency department, etc.)
	
	
	

	ED revenue center indicator (“1” = rev. center 450-459)
	
	
	

	ED detail charge indicator (“1” = positive, non-zero ED charges)
	
	
	

	ED CPT code indicator (“1” = CPT/HCPCS 99281-99285)
	
	
	

	
	
	
	

	
	
	
	

	ADDITIONAL DATA ELEMENTS TO BE SUPPLIED BY THE DATA ORGANIZATION (SPECIFY):

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	COMMENTS SPECIFIC TO SUPPLIED DATA:

	


ATTACHMENT C

DATA ELEMENTS FOR ADDITIONAL

RESTRICTED ACCESS PUBLIC RELEASE DATABASES

This section is included as a provision for future amendments that may specify data elements to release in the Central Distributor SID and SASD files, and data elements included in each specialized database.

Separate data element lists will be proposed for each specialized database topic, and 

submitted to the Data Organization for review. 

Data Element Lists will be amended to this Memorandum of Agreement when the Data Organization agrees to permit AHRQ to release each database.

Data organizations may restrict the release of specific data elements to meet state or organizational confidentiality policies.

ATTACHMENT C-3

HCUP DATA ELEMENTS FOR RELEASE IN

KIDS' INPATIENT DATABASE (KID)

<State Name>

This list includes a subset of the Inpatient Data Elements Requested from the Data Organizations.  It omits elements that could identify individuals directly or indirectly.  It adds other elements derived by AHRQ that will be used for research, without identifying individuals.

If a data organization restricts the release of a data element in the NIS, the data element will be set to missing in the KID. 

For each element in the list, please place your initials in the appropriate box provided below to indicate whether HCUP may or may not release the element in the KID. Alternatively, if you allow HCUP to release all of these data elements in the KID, you may initial here: _______

	Kids’ Inpatient Database (KID) Data Elements
	Yes, HCUP
may release in KID
	No, HCUP may
not release in KID

	LINKAGE ELEMENTS

	HCUP encrypted hospital number (assigned by AHRQ to each hospital in the state and required on all KID records)
	
	

	Hospital number (as assigned by the organization)
	
	

	AHA hospital number (American Hospital Association identification number)
	
	

	AHA-defined hospital name, address, city, and zip
	
	

	Hospital FIPS state-county code
	
	

	Hospital state postal code (e.g., CO; MI)
	
	

	Record sequence key (does not include hospital number)
	
	

	Synthetic Physician Identification Numbers

	Synthetic physician ID numbers (re-identified to protect identity) 
	
	

	PATIENT DEMOGRAPHICS

	Age in years at admission
	
	

	Age in days (when < 1 year)
	
	

	Age in months (when < 11 years)
	
	

	Sex
	
	

	Race/ethnicity
	
	

	Median household income (in grouped categories for patient’s ZIP Code)
	
	

	Urban-Rural location of patient’s residence (4 categories)
	
	

	PEDIATRIC MEASURES

	Birth weight of newborn (grams)
	
	

	In-hospital birth
	
	

	Uncomplicated in-hospital birth
	
	

	CLINICAL INFORMATION

	Discharge year; Discharge quarter
	
	

	Admission month
	
	

	Admission on weekend
	
	

	Length of stay (may be calculated by AHRQ or supplied by the Data Organization)
	
	

	Principal and secondary diagnoses; E code fields (Cause of Injury E codes and/or Place of Occurrence E codes); Maternal/neonatal discharge indicator; Number of diagnoses
	
	

	Principal and secondary procedures; Maternal/neonatal discharge indicator; Number of procedures
	
	

	Days from admission to procedure (for each supplied procedure)
	
	

	Admission type; Elective versus non-elective admission
	
	

	Admission source
	
	

	Disposition of patient; Died during hospitalization indicator
	
	

	PAYMENT INFORMATION

	Expected principal and secondary payers
	
	

	Total charges
	
	

	ADDITIONAL HCUP DATA ELEMENTS

	National Weights

	HCUP sampling strata identifiers (bed size, census region, teaching hospital, urban/rural, control/ownership)
	
	

	National discharge weights
	
	

	NACHRI-defined children’s hospital type (four categories)
	
	

	Weights for uncomplicated births, complicated births, and pediatric non-births
	
	

	Clinical Groupers

	DRG (Diagnosis Related Group); MDC (Major Diagnostic Category)
	
	

	AHRQ Clinical Classifications Software (CCS) (diagnosis and procedure groups developed by AHRQ)
	
	

	AHRQ Comorbidity Measures (indicators for 30 comorbidities)
	
	

	APR-DRG (category; severity and mortality subclasses)
	
	

	APS-DRG (category; weights for mortality, length of stay, and total charges)
	
	

	Disease staging (category; stage; predictive scales for mortality, length of stay, and total charges)
	
	

	Cost-To-Charge Ratios (Provided as a Separate File – linked by HCUP Encrypted Hospital Number and year)

	All-payer, inpatient cost-to-charge ratio, hospital-specific
	
	

	All-payer, inpatient cost-to-charge ratio, group average
	
	

	Hospital classification (seven hospital groupings)
	
	

	Number of observations for calculating group average
	
	

	Number of observations, if state average was used
	
	

	Total number of beds set up (AHA data)
	
	

	Total number of beds set up (CMS data)
	
	

	Area wage index
	
	

	Further Restrictions (specific to this state’s data):

	 

	COMMENTS:

	


ATTACHMENT D

HCUP DATA SECURITY PLAN

Revised January 2004

The HCUP Data Security Plan incorporates privacy, confidentiality, and security protections to ensure adherence to agreements made with Data Organizations participating in the Healthcare Cost and Utilization Project (HCUP), a unique resource in the field of research.  The term “Data Organization” refers to the state governments, hospital associations, and private data organizations that contribute administrative data to the project, making the creation of HCUP databases possible.  The HCUP project team recognizes that careful consideration must be given in achieving the balance between protection of data privacy and our Nation’s need for the use of data in health care research.  

I.
CONFIDENTIALITY AND PRIVACY PROTECTION

The Agency for Healthcare Research and Quality (AHRQ) is authorized to obtain data for research purposes “to enhance the quality, appropriateness, and effectiveness of health services.”
  AHRQ is also charged with promoting the protection of individually identifiable patient information used in health services research and health care quality improvement.

The identities of patients and physicians who might be included in the HCUP databases are protected from disclosure by the statutes that govern the activities of AHRQ.  Additionally, AHRQ excludes identities of patients and physicians from publicly released HCUP databases and the HCUP data use agreements prohibit users from making any effort to determine the identity of any person contained in publicly released databases (including but not limited to patients, physicians, and other health care providers). 

The identity of institutions (e.g., hospitals) included in the HCUP databases are protected from disclosure, according to the laws of the state providing the information, or according to this or any other Agreement between the Data Organization and AHRQ.  Permission is obtained from the Data Organizations to include hospital identification on the publicly released HCUP databases.  When such information appears in HCUP databases, it may be used only for the purpose of conducting research, which includes linking institutional information from outside data sets to enhance analysis and aggregate statistical reporting.  Additionally, HCUP data use agreements preclude using information about individual establishments in the HCUP databases for commercial or competitive purposes involving those establishments, or to determine the rights, benefits, or privileges of those establishments.  Users of the data must not identify establishments directly or by inference in disseminated material. 

A.
LEGAL PROTECTIONS

1. The statute that governs AHRQ activities (Section 924[c] of the Public Health Service Act [42 U.S.C. 299c-3(c)]) requires that information that might identify an individual cannot be used for any purpose other than the explicit purpose for which it is collected.  In the case of the HCUP data, the purpose is limited to conducting research and developing statistical estimates.  Information that could be used to identify persons, either those included in the database or those who are the source of information, cannot be released without specific permission from the individual.

2. In addition to the statute that deals specifically with AHRQ, the Agency, like all federal agencies, must adhere to the protections included in the Privacy Act of 1974 (as amended) (5 U.S.C. 552a).  This Act also restricts the use and dissemination of identifiable information and imposes criminal penalties for violations.  The Privacy Act is similar to, but not as restrictive as, the specific AHRQ statutory protections.

3. AHRQ's use of the HCUP data acquired from the Data Organization is also subject to any other limitations that may be imposed on or by the Data Organization.  Specifically, HCUP shall observe and be bound by any State statutory requirements governing the Data Organization’s release of these data and any additional requirements specified in the HCUP Memorandum of Agreement (MOA) and its addenda between AHRQ and the Data Organization.  

4. The HIPAA Privacy Rule protects individually identifiable health information by establishing conditions for its use and disclosure by “covered entities.”  Disclosure of identifiable data from covered entities for the purpose of research is allowed by the Privacy Rule under section 164.502 and 164.512(i).  AHRQ and most data organizations participating in HCUP are not covered entities because they do not fit the definition of (1) a health plan, (2) a health care clearinghouse, or (3) a health care provider that electronically transmits health information in connection with standard financial or administrative transactions.  AHRQ data policies are generally consistent with the requirements of the HIPAA Privacy Rule. 

5. Contracts between the federal government and contractors authorized to have access to the HCUP databases contain sections governing the authorized use of data under the contracts.  These sections restrict the publication and dissemination of material derived from the contracts, specify that the contractors have no rights to data collected or developed under the contracts, and specify provisions for debarment should these restrictions be violated.

B.
WORKING WITH CONTRACTORS 

Much of the work to create and analyze HCUP databases, tools, products, and reports is accomplished through contract services. Contractors are engaged to conduct essential functions of the HCUP project.  “Primary Contractors” are responsible for creating the core components of the HCUP project such as data acquisition, data processing, database creation, documentation, and special analyses.  “Secondary Contractors” are engaged to perform other work that contributes to the HCUP project such as development and validation of HCUP products and tools, and data programming for research projects conducted by AHRQ staff. 

1. Primary Contractor

The HCUP Project Officer oversees and directs all activities performed under contract by the Primary Contractor.  This includes obtaining statewide discharge data and processing it into the uniformly formatted HCUP databases.  Using the completed and delivered HCUP databases, the Primary Contractor provides additional support to AHRQ for the HCUP software tools, products, and reports.  This includes maintaining existing HCUP tools (such as Clinical Classifications Software (CCS), comorbidity software, and AHRQ’s cost-to-charge ratios), developing new tools (such as refining CCS classifications), developing the data analysis and content for HCUP fact books, and conducting data analysis for AHRQ reports to external audiences (such as the National Healthcare Quality Report and National Healthcare Disparities Report).

The MEDSTAT Group, Inc. (Medstat) is AHRQ’s Primary Contractor responsible for the core work of developing, maintaining, and expanding the HCUP databases.  Medstat works with the subcontractors, Social & Scientific Systems (SSS), The National Association of Healthcare Data Organizations (NAHDO), and others to develop and maintain the HCUP databases on behalf of AHRQ.  

2. Secondary Contractors

AHRQ Project Officers are assigned to oversee and direct all activities performed under independent contract by Secondary Contractors that utilize HCUP data.  These activities may be directed by the Center for Delivery, Organization, and Markets (CDOM) or by other centers within AHRQ and are limited to specific AHRQ project objectives.  This type of work includes data programming for AHRQ staff research projects and producing aggregate statistics for other federal agencies and other organizations at AHRQ’s direction.  It also includes activities such as the refinement, expansion, and validation of the AHRQ Quality Indicators (formerly titled "HCUP Quality Indicators").  The creation of most HCUP tools has been accomplished by Secondary Contractors, including, for example, the Clinical Classification Software (CCS) and the on-line HCUPnet statistical query resource.  

3. Contractor Access to Data

While contractors have different levels of access to HCUP data, all data access is limited to the level required to accomplish AHRQ-specified work.  Contracts between the federal government and HCUP-related contractors contain sections governing the authorized use of data under the contracts.  These sections restrict the publication and dissemination of material derived from contracts, and they specify that the contractors have no rights to data collected or developed under the contracts.  The contracts also contain provisions for penalty and debarment from federal contracting should these restrictions be violated.  All contractors maintain responsibility for assuring compliance with contractual requirements and protection of data.  All contractors assure that their subcontractors are held to the same level of responsibility for compliance with contractual requirements and protection of data. 

C.
STRUCTURE OF FILES AND ACCESS TO HCUP DATA FILES 

1. Restricted access public release databases include the Nationwide Inpatient Sample (NIS), the Central Distributor State Inpatient Databases (SID), the Central Distributor State Ambulatory Surgery Databases (SASD), and the Kids’ Inpatient Database (KID).  If developed in subsequent years of the HCUP contract, and with the permission of HCUP Data Organizations, other HCUP specialized databases may become available as restricted access public release databases.  These databases are used for internal AHRQ research and are also released to public and private users outside of AHRQ.  

Restricted access public release databases include data elements approved by the Data Organization; at the same time, they exclude information that directly or indirectly might increase risk for re-identification of a person, such as patient names, addresses, identification numbers (e.g., billing number and medical record number), Social Security numbers, and full dates of admission, discharge, procedures, and births.  If the Data Organization concludes that confidentiality also should be provided for its institutions (e.g., hospitals), the Data Organization’s institutional identifiers shall be excluded as well. 

These data are made available to data users after receipt of a signed HCUP Data Use Agreement (DUA).  (As an example, see Attachment F, Data Use Agreement for the Nationwide Inpatient Sample.)  In addition to a signed DUA, use of the Central Distributor SID and SASD databases requires an application process to assure that the data user's planned use is consistent with HCUP policies and with existing HCUP Memoranda of Agreement executed with each contributing Data Organization.  

2. Intramural databases include internal versions of the SID and SASD, as well as the State Emergency Department Databases (SEDD), which are not yet available for restricted access public release. Intramural databases are utilized for internal purposes at AHRQ such as research; development of HCUP tools, products, and reports; producing aggregate statistics for technical assistance support to other federal agencies; and (with permission from Data Organizations) development of state discharge statistics used in HCUPnet. 

The Intramural databases exclude all direct identifiers and most indirect identifiers. Person identifiers are replaced by encrypted or derived data elements (e.g., length of stay).  In rare instances, the Intramural databases may include indirect identifiers that the Data Organization excludes from Central Distributor SID and SASD databases (e.g., patient state-county FIPS code). 

Intramural databases are available only to authorized AHRQ research staff and their contractors who must sign and abide by federal limits on disclosure and the special restrictions imposed under the data use agreements. (See Section II.A of this HCUP Security Plan and Attachment E, AHRQ Staff/Contractor Agreement.)  

3. Data Development (DD) files contain the original, indirect identifiers supplied by Data Organizations that are used to create synthetic or derived uniform HCUP data elements.  DD files contain person-level information that is not included in the Intramural SID, SASD and SEDD.  Examples include five-digit ZIP Code, full dates of admission and discharge, full date of birth, and source-supplied encrypted medical record number or other person identifiers that are re-encrypted for the Intramural files. 

DD files can be linked to the Intramural databases for specific, restricted purposes: (1) DD files may be used, should the need arise, to address problems created when the HCUP databases were constructed; (2) DD files are available under specific, limited circumstances to AHRQ researchers and their contractors to develop research data files.  Use of DD files must go through an internal review process that requires special permission from the HCUP Project Officer. 

4. Source data are the files received from the Data Organization in their original format.  The MEDSTAT Group, Inc. (Medstat) is AHRQ’s primary contractor responsible for obtaining statewide discharge data and processing it into the uniformly formatted HCUP databases.  Medstat is the sole holder of the source data supplied by state and private data organizations.  Unformatted source data received by Medstat are not released to AHRQ or any of the HCUP-related contractors.  Source data may not be used by AHRQ or Medstat for purposes other than the development of HCUP databases as described in the HCUP Memorandum of Agreement. 

II.
PROCEDURAL AND PHYSICAL PROTECTIONS

A.
DATA USE AGREEMENTS 

1. AHRQ Staff/Contractor Agreements

AHRQ and contractor staff with access to source data, data development files, or Intramural databases are required to sign Staff/Contractor Agreements that specify privacy protections and restrictions placed on the use of HCUP data.  These persons are required to receive privacy and security training that includes information on the appropriate and inappropriate use of HCUP data.  AHRQ and contractor staff are prohibited from giving access to HCUP files to unauthorized individuals or providing confidential information derived from such files or otherwise sharing such information with these individuals. 

2. HCUP Data Use Agreements

All persons (including AHRQ staff and contractors) given access to HCUP restricted access public release databases are required to sign an HCUP Data Use Agreement (DUA) before receipt of data.  These agreements place strict limitations on how HCUP data may be used.  Criminal and administrative penalties exist for anyone who violates the federal rules and data use agreements.  If required by the Data Organization, these data use agreements shall be amended to incorporate any additional state-specific confidentiality restrictions that may be imposed on or by the Data Organization.

B.
PHYSICAL SECURITY OF HCUP DATA
1. Shipping

Source data on tapes, cartridges, disks, or CDs will be shipped by Data Organizations separately from documentation of these files and will be shipped only to the Primary Contractor, Medstat. 

HCUP data on tapes, cartridges, disks, or CDs will be shipped between contractors and AHRQ or returned to Data Organizations separately from documentation of the files.  

Media used to ship source data or HCUP data between Data Organizations, AHRQ, and contractors will be identified only by the tracking number assigned by the originating party.  Contractors will notify AHRQ of data shipments by sending a confirmation communication.

Restricted access public release databases may be shipped together with accompanying documentation to AHRQ or to approved data users.

2. Storage

Physical media that contain the HCUP databases and source data files are kept in locked storage at AHRQ and contractor offices.  HCUP tapes, cartridges, disks, CDs, reports, lists, or any other material containing potentially identifying information will be kept in locked files, locked offices, or controlled-access storage rooms at the end of each working day, and whenever not in immediate use, and supervised by authorized project staff.  Backup files for disaster recovery will also be stored at a secure, offsite location.

3. Access to Electronic Data Files

AHRQ staff and contractors will use secure microcomputers or other secure platforms under their control to process the data for HCUP.  Data files will be stored in controlled-access environments maintained by the contractors and AHRQ staff.  Physical access to the computers and platforms that contain HCUP data files, and creation of backups of the data, will be limited to authorized AHRQ staff and contractor personnel.  Furthermore, file passwords, which keep unauthorized users from accessing data, will be used to protect any source data or HCUP data in the possession of AHRQ or contractors from unauthorized electronic access.

After contractors complete the processing of source or HCUP data, all non-deliverable source and intermediate data files will be deleted from microcomputers and other platforms and/or archived in a separate, secure location.  Access to secure storage locations will be controlled by the AHRQ Project Officer, contractor Project Directors, and/or a delegate, as appropriate to each site.
4. Disposal

Printed output and documents containing confidential or identifying information will be shredded when disposal is required.  Electronic or magnetic records will be erased or shredded to obliterate individual discharge data when necessary.  

All source data received by Medstat from HCUP Data Organizations will be destroyed approximately two (2) years after completing the annual HCUP files, at the direction of AHRQ.  Certification of destruction will be sent to the AHRQ Project Officer and the Data Organization following file destruction.  
At the conclusion of the HCUP contract, and at the direction of the Data Organization and with permission from the HCUP Project Officer, all remaining source data at Medstat will be destroyed or transferred to the next HCUP contractor (without regard to the time period said data have been in the possession of the incumbent primary contractor).  

In the event of termination of the AHRQ contract with Medstat, AHRQ may, at its sole discretion, choose to retain the HCUP intramural, data development, and restricted access public release databases derived from source data to support longitudinal research.

5. Electronic Security

Access to all computers that contain confidential information will be protected with user passwords.  Electronic passwords are required for access to any HCUP source, intramural, or data development files.  All database files delivered to AHRQ by contractors (other than the restricted access public release databases) are protected with file-specific passwords.

6. Physical Access to Facilities

AHRQ and its contractors control physical access to facilities using electronic methods and security procedures and/or personnel.  Entering the AHRQ premises requires electronic screening and, for visitors, interaction with security personnel.  Entrance to the Medstat offices requires that all visitors must first register with the receptionist, and thereafter must be escorted by a Medstat employee.  

AHRQ and contractor offices are equipped with locking storage cabinets and/or locking doors.  Medstat maintains an electronic code-key protected secure storage room for on-site archiving of data tapes, cartridges, disks, and CDs and a separate code-key protected secure environment for its Local Area Network microcomputer facilities.  Removable tapes, cartridges, disks, or CDs with directly or indirectly identifiable information are stored in locked cabinets or secured areas.  

Other contractors must employ similar procedures.

ATTACHMENT E
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AHRQ STAFF/CONTRACTOR AGREEMENT 

Regarding the SECURITY OF DATA Maintained by the

Center for Delivery, Organization, and Markets at the

Agency for Healthcare Research and Quality

This agreement must be signed by anyone seeking to use confidential or proprietary data maintained by the Center for Delivery, Organization, and Markets (CDOM) at the Agency for Healthcare Research and Quality (AHRQ) before access to such confidential or proprietary data can be granted.  All data maintained by CDOM/AHRQ is confidential or proprietary except data specified for public release, or data authorized by CDOM/AHRQ and the original data source for re-release.

Your signature on this agreement acknowledges that you:

(1)
Have read and understand this agreement;  

(2)
Understand the consequences of violating any provision of this agreement; and

(3)
Agree to be bound by the statutory requirements and rules of CDOM/AHRQ and any contractual obligations that apply to specific confidential or proprietary data sets. 

Scope of Agreement
The rules and regulations described below apply to all confidential or proprietary data purchased, collected, or otherwise acquired and maintained by CDOM/AHRQ.  All officers, employees, and agents of the United States must execute this agreement before they shall be given access to such confidential or proprietary data; no one shall be given access without executing this agreement.

Sensitivity and Legal Status of Data Acquired and Maintained by CDOM/AHRQ 
Databases acquired and maintained by CDOM/AHRQ contain information that is often considered sensitive by individuals and organizations.  For example, data used for the Healthcare Cost and Utilization Project (HCUP) has confidential or proprietary data describing the clinical condition of specific individuals, and the medical services they received.  In some cases, these confidential or proprietary data could identify patients (through complex analyses and linking to outside data sources), providers or institutions.  In general, therefore, these confidential or proprietary data are subject to various legal provisions, including the U.S. Department of Health and Human Services Standards of Conduct and Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)) as amended, which states:

No information, if an establishment or person supplying the information or described in it is identifiable, obtained in the course of activities undertaken or supported under this title may be used for any purpose other than the purpose for which it was supplied unless such establishment or person has consented (as determined under regulations of the Secretary) to its use for such other purpose.  Such information may not be published or released in other form if the person who supplied the information or who is described in it is identifiable unless such person has consented (as determined under regulations of the Secretary) to its publication or release in other form.
Specific confidential or proprietary data sets maintained by CDOM/AHRQ may be subject to further restrictions because of contractual or other legal obligations.  For example, special agreements were executed with data sources in constructing the HCUP databases maintained by CDOM/AHRQ.  These agreements contain additional data protections and restrictions.

Rules for Using Confidential or Proprietary Data Maintained by CDOM/AHRQ

(1) 
You may not reveal, or cause to be revealed, the identity of a person represented in the confidential or proprietary data.  You may not make available, reveal, or cause to be revealed, to any person not authorized to use the data, the identity of a health care provider, or other organization represented in the confidential or proprietary data, when the identities of these entities are confidential and not revealed in the public use data.

(2) 
You may not make available to any person not authorized to use the data, confidential or proprietary data or statistics that could identify a person, health care provider, or other organization represented in the confidential or proprietary data. 

(3) 
You may not make documentation or other information that facilitates access to the confidential or proprietary data files available to anyone other than individuals authorized to receive such information.

(4) 
You may not use confidential or proprietary data to do anything other than AHRQ-sponsored and approved database development and/or research.

(5) 
You are not permitted access to the data after you have left the employment of AHRQ or the employment of your AHRQ contractor.  

(6) 
You may not take any other action that could jeopardize the security of the confidential or proprietary data.

You are required by law to inform your supervisor immediately if you know or suspect that these rules are being violated.  If you are unsure about what you can and cannot do in any specific circumstance, ask your supervisor, or if using HCUP data, ask the HCUP Project Officer.

What You Must Do
One copy of this document must be completed, signed, and sent to:

Center for Delivery, Organization, and Markets

Attention: HCUP Project Officer

Agency for Healthcare Research and Quality

540 Gaither Road

Rockville, MD  20850

Consequences of Violating These Rules
If you violate the rules described here or any other agreement protecting confidential data used in research by AHRQ, your affiliation with AHRQ may be terminated immediately.  You may also be subject to civil litigation and criminal prosecution and you may be held liable financially for any damages that you cause.  Title 18, Section 1905 of the U.S. Code provides for removal from office or employment and for fines of up to $1,000 and/or imprisonment of up to one year for unauthorized disclosure of confidential information.

Furthermore, HCUP data are subject to laws of participating states, laws which punish unauthorized disclosure of health care information.  For example, the Wisconsin Statute 153.90 specifies penalties of not more than $10,000 or imprisonment for not more than 9 months, or both, for intentional violation of state rules on protection of patient confidentiality.

You shall be given access to CDOM/AHRQ confidential or proprietary data only after the Director, CDOM, has reviewed this document and authorized your access in writing.

AHRQ STAFF/CONTRACTOR AGREEMENT

Regarding Security of Data Maintained by CDOM/AHRQ

I have read the AHRQ Staff/Contractor Agreement Regarding the Security of Data Maintained by the Center for Delivery, Organization, and Markets at the Agency for Healthcare Research and Quality.  As a result, I understand

· the statutory prohibitions against release of any confidential or proprietary data that could identify individuals or organizations, 

· the legal confidentiality provisions governing confidential or proprietary data collected for research by AHRQ, and

· the consequences of violating these statutes or the provisions of this data security agreement.

Further, I agree to be bound by any additional rules that govern the use of confidential or proprietary data available to me as established by the AHRQ Center/Office with which I am affiliated. 

Requestor's Signature _______________________________________________________
Date______________

Name ________________________________________________________________________________________

Title _________________________________________________________________________________________

Agency/Office
 ________________________________________________________________________________

Address ______________________________________________________________________________________

______________________________________________________________________________________

Telephone Number _____________________________________________________________________________

Authorized ________________________________________________________________
Date________________

                          [Requestor’s Center Director if AHRQ staff or 



   Contract Project Director if AHRQ Contractor]
_______________________________________________________________________
Date________________

                                    [CDOM Center Director]                 

_______________________________________________________________________
Date
_______________
                                    [HCUP Project Officer]
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	DATA USE AGREEMENT for the
Nationwide Inpatient Sample from the
Healthcare Cost and Utilization Project 
Agency for Healthcare Research and Quality


This Data Use Agreement (“Agreement”) implements the data protections of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 (Public Law 104-191) and the Agency for Healthcare Research and Quality (AHRQ) confidentiality statute.  Any individual (“data recipient”) seeking to obtain or use data in the Nationwide Inpatient Sample (NIS) from the Healthcare Cost and Utilization Project (HCUP) maintained by the Center for Delivery, Organization, and Markets (CDOM) within AHRQ, must sign and submit this Agreement to AHRQ or its agent before access to the NIS may be granted.  

In accordance with HIPAA, the NIS may only be used or disclosed in the form of a limited data set, as defined by the HIPAA Privacy Rule (45 CFR § 164.514(e)).  

The AHRQ confidentiality statute, Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)), requires that data collected by AHRQ that identify individuals or establishments be used only for the purpose for which they were supplied.  Data supplied to AHRQ for HCUP and disclosed in limited data set form are identifiable under the HIPAA Privacy Rule and are provided by the data sources only for research, analysis, and aggregate statistical reporting.  Therefore, data recipients may use HCUP data only for these purposes.  

No Identification of Persons–Any effort to determine the identity of any person contained in HCUP databases (including but not limited to patients, physicians, and other health care providers), or to use the information for any purpose other than for research, analysis, and aggregate statistical reporting, would violate the AHRQ confidentiality statute, the conditions of this Agreement, and the HIPAA Privacy Rule.  Recipients of the data set are prohibited under the AHRQ confidentiality statute and the terms of this Agreement from releasing, disclosing, publishing, or presenting any individually identifying information obtained under this Agreement.  AHRQ omits from the data set all direct identifiers that are required to be excluded from limited data sets as defined by the HIPAA Privacy Rule.  It may be possible in limited situations, through deliberate technical analysis, and with outside information, to ascertain from the limited data sets the identity of particular persons.  Considerable harm could ensue if this were to occur. Therefore, any attempts to identify individuals are prohibited and information that could identify individuals directly or by inference must not be released or published.  In addition, users of the data must not attempt to contact individuals for any purpose, including verifying information supplied in the data set.  Any questions about the data must be referred exclusively to AHRQ.  

Use of Establishment Identifiers–Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)) also restricts the use of any information that permits the identification of establishments for purposes other than those for which the information was originally supplied. Permission is obtained from the HCUP data sources (state data organizations, hospital associations, and data consortia) to use the identification of hospitals (when such identification appears in the data sets) for research, analysis, and aggregate statistical reporting.  This may include linking institutional information from outside data sets for these purposes.  Such purpose does not include the use of information in the data sets concerning individual establishments for commercial or competitive purposes involving those individual establishments, or to determine the rights, benefits, or privileges of establishments.  Users of the data must not identify establishments directly or by inference in disseminated material.  In addition, users of the data must not contact establishments for the purpose of verifying information supplied in the data set.  Any questions about the data must be referred exclusively to AHRQ.  Misuse of identifiable HCUP data about hospitals would violate the AHRQ confidentiality statute and trigger its penalty provisions.

The undersigned gives the following assurances with respect to the NIS data set:

· I will not use and will prohibit others from using or disclosing the data set (or any part), except for research, analysis, and aggregate statistical reporting, and only as permitted by this Agreement.

· I will ensure that the data are kept in a secured environment and that only authorized users will have access to the data.

· I will not release or disclose, and will prohibit others from releasing or disclosing, any data that are individually identifiable under the HIPAA Privacy Rule, or any information that identifies persons, directly or indirectly, except as permitted under this Agreement and in accordance with the above-mentioned AHRQ confidentiality statute.
· I will not release or disclose information where the number of observations (i.e., individual discharge records) in any given cell of tabulated data is less than or equal to 10.

· I will not release or disclose, and will prohibit others from releasing or disclosing, the data set (or any part) to any person who is not a member, agent, or contractor of the organization (specified below), except with the approval of AHRQ.

· I will require others employed in my organization (specified below), and any agents or contractors of my organization, who will use or will have access to the data set, to sign a copy of this Agreement (specifically acknowledging their agreement to abide by its terms) and I will submit those signed Agreements to AHRQ or its agent before granting access.

· I will not attempt to link, and will prohibit others from attempting to link, the discharge records of persons in the data set with individually identifiable records from any other source.
· I will not attempt to use and will prohibit others from using the data set to learn the identity of any person included in the data set or to contact any such person for any purpose.

· In accordance with the AHRQ confidentiality statute, I will not use and will prohibit others from using the data set concerning individual establishments (1) for commercial or competitive purposes involving those individual establishments; (2) to determine the rights, benefits, or privileges of individual establishments; or (3) to report, through any medium, data that could identify, directly or by inference, individual establishments.

· When the identities of establishments are not provided in the data sets, I will not attempt to use and will prohibit others from using the data set to learn the identity of any establishment.

· I will not contact and will prohibit others from contacting establishments or persons in the data set to question, verify, or discuss data in the HCUP databases.

· I acknowledge that the NIS contains data elements from proprietary restricted computer software (3M APR-DRGs, HSS APS-DRGs, and Medstat Disease Staging) supplied by private vendors to AHRQ for the sole purpose of supporting research and analysis with the NIS. While I may freely use these data elements in my research work using the NIS, I agree that I will not use and will prohibit others from using these proprietary data elements for any commercial purpose.  In addition, I will enter into a separate agreement with the appropriate organization or firm for the right to use such proprietary data elements for commercial purposes.  In particular, I agree not to disassemble, decompile, or otherwise reverse-engineer the proprietary software, and I will prohibit others from doing so.

· I will indemnify, defend, and hold harmless AHRQ and the data organizations that provide data to AHRQ for HCUP from any or all claims and losses accruing to any person, organization, or other legal entity as a result of violation of this Agreement.  This provision applies only to the extent permitted by Federal and State law.

· I will make no statement and will prohibit others from making statements indicating or suggesting that interpretations drawn are those of the data sources or AHRQ.

· I will acknowledge in all reports based on these data that the source of the data is the “Nationwide Inpatient Sample (NIS), Healthcare Cost and Utilization Project (HCUP), Agency for Healthcare Research and Quality.”

Safeguards.  I agree to use appropriate safeguards to prevent use or disclosure of the data set other than as permitted by this Agreement.

Permitted Access to Limited Data Set.  I shall limit the use or receipt of the data set to the individuals who require access in order to perform activities permitted by this Agreement.  This Agreement must be signed by all such individuals and submitted to AHRQ or its agent before access to the data set may be granted.

Re-disclosure.  I will not re-disclose (i.e., share) the data set (or any part), unless the individual who will receive the data has agreed in writing to be bound by the same restrictions and conditions that apply to me under this Agreement.

The HIPAA Privacy Rule.  I agree not to use or disclose the data set in any manner that would violate the HIPAA Privacy Rule if I were a covered entity under the Privacy Rule.

Agents and Contractors.  I shall ensure that any agents, including contractors and subcontractors to whom I provide the data set, agree in writing to be bound by the same restrictions and conditions that apply to me with respect to the limited data set.

Reporting Violations of this Agreement.  I agree to report any violations to AHRQ within twenty-four (24) hours of becoming aware of any use or disclosure of the limited data set in violation of this Agreement or applicable law.

Term, Breach, and Termination of this Agreement.  This Agreement shall continue in full effect until the data recipient has returned all copies of the data set to AHRQ.  Any noncompliance by the data recipient with the terms of this Agreement will be grounds for immediate termination of the Agreement if, at the sole determination of AHRQ, the data recipient knew or should have known of such noncompliance and failed to immediately take reasonable steps to remedy the noncompliance.

Reporting to the United States Department of Health and Human Services.  If the data recipient fails to remedy any breach or violation of this Agreement to the satisfaction of AHRQ, and if termination of the Agreement is not feasible, AHRQ shall report the recipient’s breach or violation to the Secretary of the United States Department of Health and Human Services, and the recipient agrees that he or she shall not have or make any claims against AHRQ with respect to such report(s).

I understand that this Agreement is requested by the United States Agency for Healthcare Research and Quality to ensure compliance with its statutory confidentiality requirement.  My signature indicates my Agreement to comply with the above-stated requirements with the knowledge that any violation of the AHRQ confidentiality statute is subject to a civil penalty of up to $10,000 under 42 U.S.C. 299c-3(d), and that deliberately making a false statement about this or any matter within the jurisdiction of any department or agency of the Federal Government violates 18 U.S.C. 1001 and is punishable by a fine of up to $10,000 or up to five years in prison.  Violators of this Agreement may also be subject to penalties under state confidentiality statutes that apply to these data for particular states.

Signed:

Date:


Print or Type Name of Data Recipient:


Title:


Organization:


Address:


City:

State:

ZIP Code:


Phone Number:

Fax:


E-mail: 


The information above is maintained by AHRQ for the purpose of enforcement of this Agreement.  This information may also be used by AHRQ to create an HCUP mailing list.  The mailing list allows AHRQ to send users information such as notices about the release of new databases and errata when data errors are discovered.  

( I do not wish to be included on the HCUP mailing list.

Note to Purchaser:  Shipment of the requested data product will only be made to the person who signs this Agreement, unless special arrangements that safeguard the data are made with AHRQ or its agent. 

Agency for Healthcare Research and Quality

Rockville, Maryland

http://www.hcup-us.ahrq.gov/home.jsp 
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	DATA USE AGREEMENT for the
Kids’ Inpatient Database from the
Healthcare Cost and Utilization Project 
Agency for Healthcare Research and Quality


This Data Use Agreement (“Agreement”) implements the data protections of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 (Public Law 104-191) and the Agency for Healthcare Research and Quality (AHRQ) confidentiality statute.  Any individual (“data recipient”) seeking to obtain or use data in the Kids’ Inpatient Database (KID) from the Healthcare Cost and Utilization Project (HCUP) maintained by the Center for Delivery, Organization, and Markets (CDOM) within AHRQ, must sign and submit this Agreement to AHRQ or its agent before access to the KID may be granted.  

In accordance with HIPAA, the KID may only be used or disclosed in the form of a limited data set, as defined by the HIPAA Privacy Rule (45 CFR § 164.514(e)).  

The AHRQ confidentiality statute, Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)), requires that data collected by AHRQ that identify individuals or establishments be used only for the purpose for which they were supplied.  Data supplied to AHRQ for HCUP and disclosed in limited data set form are identifiable under the HIPAA Privacy Rule and are provided by the data sources only for research, analysis, and aggregate statistical reporting.  Therefore, data recipients may use HCUP data only for these purposes.  

No Identification of Persons–Any effort to determine the identity of any person contained in HCUP databases (including but not limited to patients, physicians, and other health care providers), or to use the information for any purpose other than for research, analysis, and aggregate statistical reporting, would violate the AHRQ confidentiality statute, the conditions of this Agreement, and the HIPAA Privacy Rule.  Recipients of the data set are prohibited under the AHRQ confidentiality statute and the terms of this Agreement from releasing, disclosing, publishing, or presenting any individually identifying information obtained under this Agreement.  AHRQ omits from the data set all direct identifiers that are required to be excluded from limited data sets as defined by the HIPAA Privacy Rule.  It may be possible in limited situations, through deliberate technical analysis, and with outside information, to ascertain from the limited data sets the identity of particular persons.  Considerable harm could ensue if this were to occur. Therefore, any attempts to identify individuals are prohibited and information that could identify individuals directly or by inference must not be released or published.  In addition, users of the data must not attempt to contact individuals for any purpose, including verifying information supplied in the data set.  Any questions about the data must be referred exclusively to AHRQ.  

Use of Establishment Identifiers–Section 924(c) of the Public Health Service Act (42 U.S.C. 299c-3(c)) also restricts the use of any information that permits the identification of establishments for purposes other than those for which the information was originally supplied. Permission is obtained from the HCUP data sources (state data organizations, hospital associations, and data consortia) to use the identification of hospitals (when such identification appears in the data sets) for research, analysis, and aggregate statistical reporting.  This may include linking institutional information from outside data sets for these purposes.  Such purpose does not include the use of information in the data sets concerning individual establishments for commercial or competitive purposes involving those individual establishments, or to determine the rights, benefits, or privileges of establishments.  Users of the data must not identify establishments directly or by inference in disseminated material.  In addition, users of the data must not contact establishments for the purpose of verifying information supplied in the data set.  Any questions about the data must be referred exclusively to AHRQ.  Misuse of identifiable HCUP data about hospitals would violate the AHRQ confidentiality statute and trigger its penalty provisions.

The undersigned gives the following assurances with respect to the KID data set:

· I will not use and will prohibit others from using or disclosing the data set (or any part), except for research, analysis, and aggregate statistical reporting, and only as permitted by this Agreement.

· I will ensure that the data are kept in a secured environment and that only authorized users will have access to the data.

· I will not release or disclose, and will prohibit others from releasing or disclosing, any data that are individually identifiable under the HIPAA Privacy Rule, or any information that identifies persons, directly or indirectly, except as permitted under this Agreement and in accordance with the above-mentioned AHRQ confidentiality statute.
· I will not release or disclose information where the number of observations (i.e., individual discharge records) in any given cell of tabulated data is less than or equal to 10.

· I will not release or disclose, and will prohibit others from releasing or disclosing, the data set (or any part) to any person who is not a member, agent, or contractor of the organization (specified below), except with the approval of AHRQ.

· I will require others employed in my organization (specified below), and any agents or contractors of my organization, who will use or will have access to the data set, to sign a copy of this Agreement (specifically acknowledging their agreement to abide by its terms) and I will submit those signed Agreements to AHRQ or its agent before granting access.

· I will not attempt to link, and will prohibit others from attempting to link, the discharge records of persons in the data set with individually identifiable records from any other source.
· I will not attempt to use and will prohibit others from using the data set to learn the identity of any person included in the data set or to contact any such person for any purpose.

· In accordance with the AHRQ confidentiality statute, I will not use and will prohibit others from using the data set concerning individual establishments (1) for commercial or competitive purposes involving those individual establishments; (2) to determine the rights, benefits, or privileges of individual establishments; or (3) to report, through any medium, data that could identify, directly or by inference, individual establishments.

· When the identities of establishments are not provided in the data sets, I will not attempt to use and will prohibit others from using the data set to learn the identity of any establishment.

· I will not contact and will prohibit others from contacting establishments or persons in the data set to question, verify, or discuss data in the HCUP databases.

· I will indemnify, defend, and hold harmless AHRQ and the data organizations that provide data to AHRQ for HCUP from any or all claims and losses accruing to any person, organization, or other legal entity as a result of violation of this Agreement.  This provision applies only to the extent permitted by Federal and State law.

· I will make no statement and will prohibit others from making statements indicating or suggesting that interpretations drawn are those of the data sources or AHRQ.

· I will acknowledge in all reports based on these data that the source of the data is the “Kids’ Inpatient Database (KID), Healthcare Cost and Utilization Project (HCUP), Agency for Healthcare Research and Quality.”

Safeguards.  I agree to use appropriate safeguards to prevent use or disclosure of the data set other than as permitted by this Agreement.

Permitted Access to Limited Data Set.  I shall limit the use or receipt of the data set to the individuals who require access in order to perform activities permitted by this Agreement.  This Agreement must be signed by all such individuals and submitted to AHRQ or its agent before access to the data set may be granted.

Re-disclosure.  I will not re-disclose (i.e., share) the data set (or any part), unless the individual who will receive the data has agreed in writing to be bound by the same restrictions and conditions that apply to me under this Agreement.

The HIPAA Privacy Rule.  I agree not to use or disclose the data set in any manner that would violate the HIPAA Privacy Rule if I were a covered entity under the Privacy Rule.

Agents and Contractors.  I shall ensure that any agents, including contractors and subcontractors to whom I provide the data set, agree in writing to be bound by the same restrictions and conditions that apply to me with respect to the limited data set.

Reporting Violations of this Agreement.  I agree to report any violations to AHRQ within twenty-four (24) hours of becoming aware of any use or disclosure of the limited data set in violation of this Agreement or applicable law.

Term, Breach, and Termination of this Agreement.  This Agreement shall continue in full effect until the data recipient has returned all copies of the data set to AHRQ.  Any noncompliance by the data recipient with the terms of this Agreement will be grounds for immediate termination of the Agreement if, at the sole determination of AHRQ, the data recipient knew or should have known of such noncompliance and failed to immediately take reasonable steps to remedy the noncompliance.

Reporting to the United States Department of Health and Human Services.  If the data recipient fails to remedy any breach or violation of this Agreement to the satisfaction of AHRQ, and if termination of the Agreement is not feasible, AHRQ shall report the recipient’s breach or violation to the Secretary of the United States Department of Health and Human Services, and the recipient agrees that he or she shall not have or make any claims against AHRQ with respect to such report(s).

I understand that this Agreement is requested by the United States Agency for Healthcare Research and Quality to ensure compliance with its statutory confidentiality requirement.  My signature indicates my Agreement to comply with the above-stated requirements with the knowledge that any violation of the AHRQ confidentiality statute is subject to a civil penalty of up to $10,000 under 42 U.S.C. 299c-3(d), and that deliberately making a false statement about this or any matter within the jurisdiction of any department or agency of the Federal Government violates 18 U.S.C. 1001 and is punishable by a fine of up to $10,000 or up to five years in prison.  Violators of this Agreement may also be subject to penalties under state confidentiality statutes that apply to these data for particular states.

Signed:

Date:


Print or Type Name of Data Recipient:


Title:


Organization:


Address:


City:

State:

ZIP Code:


Phone Number:

Fax:


E-mail: 


The information above is maintained by AHRQ for the purpose of enforcement of this Agreement.  This information may also be used by AHRQ to create an HCUP mailing list.  The mailing list allows AHRQ to send users information such as notices about the release of new databases and errata when data errors are discovered.  

( I do not wish to be included on the HCUP mailing list.

Note to Purchaser:  Shipment of the requested data product will only be made to the person who signs this Agreement, unless special arrangements that safeguard the data are made with AHRQ or its agent. 

Agency for Healthcare Research and Quality

Rockville, Maryland

http://www.hcup-us.ahrq.gov/home.jsp 




OVERVIEW OF HCUP PROCESS AND DATABASES


final REPORT


DELIVERABLE #84.3








�Amendment to Title IX of the Public Health Service Act, the Healthcare Research and Quality Act of 1999, P.L. 106129.


�The rationale for this interval is to enable the relevant committees to review HCUP data requests at quarterly meetings, if necessary. 


�From 1988-1997, community rehabilitation hospitals are included in the NIS. Beginning with the 1988 NIS, community rehabilitation hospitals are excluded.


�Quality Resource Systems, Inc. is under contract to the Office of Research and Planning, Bureau of Health Professions, Health Resources and Services Administration, U.S. Department of Health and Human Services.


� Amendment to Title IX of the Public Health Service Act, the Healthcare Research and Quality Act of 1999, P.L. 106129


� If not an AHRQ employee, indicate your contractual affiliation with AHRQ.





PAGE  

_1151821768.bin

