
Supporting Statement for OMB Clearance


Continuance of the Medical Expenditure Panel Survey 
Household and Medical Provider Components – through 2009

A.  Justification

This request is for clearance of data collections for the Household and Medical Provider Components of the Medical Expenditure Panel Survey (MEPS).  The MEPS Household Component (MEPS-HC) and Medical Provider Component (MEPS-MPC) are two of three components of the MEPS.

· Household Component (MEPS-HC): A sample of households participating in the National Health Interview Survey (NHIS) in the prior calendar year are interviewed 5 times over a 2 and ( year period.  These 5 interviews yield two years of information on use of and expenditures for health care, sources of payment for that health care, insurance status, employment, health status and health care quality.

· Medical Provider Component (MEPS-MPC): The MEPS-MPC collects information from medical and financial records maintained by hospitals, physicians, pharmacies and home health agencies named as sources of care by household respondents.

· Insurance Component (MEPS-IC): The MEPS-IC collects information on establishment characteristics, insurance offerings and premiums from employers.  The MEPS-IC is conducted by the Census Bureau for AHRQ and is cleared separately.
This request is for the Household and Medical Provider Components only. 

1.  Circumstances Requiring Data Collection

For nearly thirty years, the results of MEPS and its predecessor surveys (the 1977 National Medical Care Expenditure Survey, the 1980 National Medical Care Utilization and Expenditure Survey and the 1987 National Medical Expenditure Survey) have been used by OMB, DHHS, Congress and a wide number of health services researchers to analyze health care use, expenses and health policy.

Major changes continue to take place in the health care delivery system.  The MEPS is needed to provide information about the current state of the health care system as well as to track changes over time.  The current MEPS design, unlike the previous periodic surveys, permits annual estimates of use of health care and expenditures and sources of payment for that health care.  It also permits tracking individual change in employment, income, health insurance and health status over two years.  The use of the National Health Interview Survey (NHIS) as a sampling frame expands the surveys( analytic capacity by providing another data point for comparisons over time.

2.  Purpose of Data Collection

MEPS is a multi-purpose survey.  In addition to collecting data to yield annual estimates for a variety of measures related to health care use and expenditures, MEPS also provides estimates of measures related to health status and consumer assessment of health care.  MEPS measures health insurance coverage, demographic characteristics, employment and access to health care indicators.   Estimates can be provided for individuals, families and population subgroups of interest.  Data obtained in this study are used to provide, among others, the following national estimates:
· annual estimates of health care use and expenditures for persons and families

· annual estimates of sources of payment for health care utilizations, including public programs such as Medicare and Medicaid, private insurance, and out of pocket payments

· annual estimates of health care use, expenditures and sources of payment of persons and families by type of utilization including inpatient stay, ambulatory care, home health, dental care and purchase of prescribed medication.

· the number and characteristics of the population eligible for public programs including the use of services and expenditures of the population(s) eligible for benefits under Medicare and Medicaid

· the number, characteristics, use of services and expenditures of persons and families with various forms of insurance

· annual estimates of consumer satisfaction with health care, and indicators of health care quality for key conditions
· annual estimates to track disparities in health care use and access
In addition to national estimates, data collected in this ongoing longitudinal study are used to study the determinants of the use of services and expenditures, and changes in the access to and the provision of health care in relation to:

· socio-economic and demographic factors such as employment or income

· the health status and satisfaction with health care of individuals and families

· the health needs and circumstances of specific subpopulation groups such as the elderly and children.

To meet the need for national data on healthcare use, access, cost and quality, MEPS collects information on:

· access to care and barriers to receiving needed care

· satisfaction with usual providers

· health status and limitations in activities

· medical conditions for which health care was used

· use, expense and payment (including insurance status) for health services

The strength of the survey as a health care quality measurement tool is based upon the following:

· A self-administered questionnaire to measure satisfaction with health care and health status directly from each adult (rather than through a household proxy).  The satisfaction with health care items are a subset of items from the Consumer Assessment of Healthcare Providers and Systems (CAHPS).  The health status items are the SF-12 version 2, which has been widely used as a measure of self-reported health status in the United States.

· Ascertainment through the interview, of the prevalence of a key set of conditions.  The conditions were selected based on the following criteria

· the conditions were of sufficient prevalence to produce reliable estimates

· already tested diagnostic measures used in surveys were available

· accuracy of household reports for the condition

· availability of evidence based quality measures

· level of expenditure for the condition.

Based on these criteria, diabetes, asthma, hypertension, ischemic heart disease, stroke, arthritis, and chronic obstructive pulmonary disease were selected; questions on these conditions have been included in MEPS since 2000.  Beginning in 2007, questions about chronic bronchitis, high cholesterol, cancer, and attention deficit hyperactivity disorder/attention deficit disorder have been added.


MEPS is designed to meet the need for information with which to estimate health expenses, insurance coverage, access, use and quality.  Households selected for participation in the MEPS are interviewed five times in person.  These rounds of interviewing are spaced about 5 months apart.  The interview will take place with a family respondent who will report for him/herself and for other family members.  

After a preliminary mail contact containing an advance letter,  households will be mailed MEPS record keeping materials (a calendar) and a video and brochure.    After the advance contact, households will be contacted for the first of five in-person interviews.   The interviews are conducted as a computer assisted personal interview (CAPI).  The CAPI instrument is organized as a core instrument that will repeat unchanged in each of the rounds.  Periodic supplements added in some rounds provide greater depth.  Dependent interviewing methods in which respondents are asked to confirm or revise data provided in earlier interviews will be used to update information such as employment and health insurance data after the round in which such data are usually collected.  The entire instrument is provided in Attachment A.  Main data collection modules are as follows.

Household Component Core Instrument.  

The core instrument collects data about persons in sample households. Topical areas include condition enumeration, health status, utilization, expense and payment, prescribed medication purchases, employment, and health insurance.

Periodic supplements.  Supplements scheduled for inclusion include access to care, priority conditions, income, assets, satisfaction with health plans and providers, children's health, adult preventive care.

Self Administered Questionnaire.  A brief self-administered questionnaire will be used to collect self-reported (rather than through household proxy) information on health status, health opinions and satisfaction with health care for adults 18 and older. 
Diabetes Care Supplement.  A brief self administered questionnaire on the quality of diabetes care is administered during round 3 and 5 to persons identified as having diabetes.

Permission forms for the Medical Provider Component (MPC).  As in previous panels of the MEPS, we will ask respondents for permission to obtain supplemental information from their medical providers (hospitals, physicians, home health agencies and pharmacies). 

Medical Provider Component Instruments.
The main objective of the MEPS‑Medical Provider Component is a collection of data from medical providers that will serve as an imputation source of medical utilization and expenditure data reported by household respondents.  This data will supplement, replace and verify information provided by household respondents about the charges, payments, and sources of payment associated with specific health care encounters.

Given the twin problems of nonresponse and response error of some household reported data, information  is collected directly from medical providers in the MPC to improve the accuracy of expenditure estimates derived from the household.  Because of their greater level of precision and detail, we also use MPC data as the main source of imputations of missing expenditure data. Thus, the MPC of the MEPS is designed to satisfy the following analytical objectives:

· Serve as source data for household reported events with missing expenditure information.

· Serve as an imputation source to reduce the level of bias in survey estimates of medical expenditures due to item nonresponse and less complete and less accurate household data.

· Serve as the primary data source for expenditure estimates of medical care provided by separately billing doctors in hospitals, emergency rooms, and outpatient departments, and expenditure estimates for pharmacies.

· Allow for an examination of the level of agreement in reported expenditures from household respondents and medical providers.

The MPC will contact hospitals, physicians and pharmacies identified by household respondents in the MEPS‑HC as sources of medical care for the time period covered by the interview.  The MPC sample will be designed to target types of individuals and providers for whom household reported expenditure data was expected to be insufficient.  Households with one or more Medicaid enrollee are targeted for inclusion in the MPC because this group is expected to have limited information about payments for their medical care.  In addition, all hospitals providing inpatient and/or outpatient services to household members will be contacted.  The hospital‑physician sample  includes all physicians identified by either the hospital or the household respondent. 

The following types of care and providers are included in the MPC sample:

· Office‑based medical doctors (MDs), doctors of osteopathy (DOs), and other medical providers under the supervision of MDs and DOs.

· Hospital facilities providing inpatient, outpatient, and emergency room care; for hospital care, the provider was defined so as to include both the hospital facility and all individually identified physicians who treated the patient at the hospital, but who bill separately.

· Home health care agencies

· Long‑term care institutions

· Pharmacies

Dentists, optometrists, psychologists, podiatrists, chiropractors, and others not providing care under the supervision of a MD or DO are considered out of scope for the MPC.

The MPC  collects event level data about medical care received by sampled persons during the relevant time period.  A signed permission form from the patient (or parent/guardian) is required to collect any information from medical providers and pharmacies.  The data collected from medical providers include:

a)
Dates on which medical encounters during the reference period occurred,

b)
Data on the medical content of each encounter, including ICD‑9 and CPT‑4 codes,

c)
Data on the charges associated with each encounter, the sources paying for the medical care‑including the patient/family, public sources, and private insurance, and amounts paid by each source.

Data collected from pharmacies include:

a)
Date of prescription filled

b)
Prescription name

c)
NDC code

d)
Payments, by source

An initial screening call is placed to determine the following:

a)
The type of facility,

b)
Whether the place is in scope for the MPC (either a hospital, or a practice/facility providing care by or under the direction of a physician),

c)
The appropriate MPC respondent,

d)
Some details about the organization and availability of medical records and billing at the practice/facility.

All hospitals, physician offices and pharmacies are screened by telephone.    The data collection is also conducted by telephone, although many providers choose to mail in records with the requested data rather than report by phone.  .

The questionnaires used in the MEPS‑MPC vary according to type of provider.  The data collection instruments are as follows:

Home Care Provider Booklet.  This questionnaire is used to collect data from home health care agencies which provide medical care services to household respondents.  Information collected includes type of personnel providing care, hours or visits provided per month, and the charges and payments for services received.

Home Care Provider Booklet for Non‑health Care Providers.  This is used to collect information about services provided in the home by non‑health care workers to household respondents because of a medical condition; for example, cleaning or yard work, transportation, shopping, or child care.

Medical Event Booklet for Office‑based Providers.  This questionnaire is for the office‑based physician sample, including doctors of medicine (MDs) and osteopathy (DOs), as well as providers practicing under the direction or supervision of an MO or DO (e.g., physician assistants and nurse practitioners working in clinics).  Providers of care in private offices as well as staff model HMOs are included.

Medical Event Booklet for Separately Billing Doctors.  Information from physicians identified by hospitals as providing care to sampled persons during the course of inpatient, outpatient department or emergency room care, but who bill separately from the hospital, is collected in these questionnaires.

Hospital Event Form.  This questionnaire is used to collect information about hospitals events, including inpatient stays, outpatient department, and emergency room visits.  Hospital data are collected not only from the billing department, but from medical records and administrative records departments as well.  Medical records departments are contacted to determine the names of all the doctors who treated the patient during a stay or visit.  In many cases, the hospital administrative office also has to be contacted to determine whether the doctors identified by medical records billed separately from the hospital itself.

Pharmacy Data Collection Form.  This questionnaire requests the prescription name, NDC code, date prescription was filled, payments by source, prescription size, form and quantity, and person for whom the prescription was filled.  Most pharmacies  have the requested information available in electronic format and respond by providing  a computer generated printout of the patient’s prescription information.  If the computerized form is unavailable, the pharmacy can report their data to a telephone interviewer. .

3.  Use of Improved Technology

As in previous panels of the MEPS, a Computer Assisted Personal Interviewing system (CAPI) will be used for all household component interviews (except the self administered questionnaire). The mode of administration for the medical provider component interviews (including the pharmacy component) varies based on the preferences of the provider and includes phone interviews, mail and electronic submission of information.
4.  Efforts to Identify Duplication

There is no survey that is now or has been recently conducted that will meet all of the objectives of the MEPS.  Some federal surveys do collect health insurance information from households (SIPP, NHIS); however these surveys do not collect the depth of information on health care use and expenses available in the MEPS.  Moreover, MEPS is the only survey which links information collected from households with information collected from medical providers to inform the estimation of expenditures.

5.  Small Businesses

The MEPS-HC collects information only from households. The MEPS-MPC will survey medical facilities, physicians, and pharmacies. Some of the MPC respondents may be small businesses. The MPC instrument and procedures used to collect data are designed to minimize the burden on all respondents. 

6.  Consequences of Less Frequent Data Collection

Household respondents are asked to participate in the MEPS only once.  The design of the MEPS in which households are contacted 5 times over the course of 2 ( years enables the gathering of medical use data at the event level and permits the estimation of expenditures and payments for persons by event type.  Reducing the number of rounds in which the data are collected would hamper the availability and quality of information due to long recall periods.

MPC respondents are contacted once during the calendar year for the preceding data collection year. Contacts on a less frequent basis than the envisioned timetable jeopardizes the access of the study to information from records that could otherwise be destroyed or archived. 

Data from the MEPS are intended for a number of annual reports required to be produced by the Agency, including the National Health Care Quality Report and the National Health Care Disparities Report.

7.  Special Circumstances Relating to Guidelines of 5 CFR 1320.6

Aside from offering compensation to respondents, the MEPS HC and MPC will fully comply with 5 CFR 1320.6.  

As in previous years, MEPS-HC and MPC respondents will be offered compensation for participation in the MEPS. For household respondents, this includes not only time being interviewed, but also keeping track of their medical events and expenditures between interviews.  

The MEPS HC incorporates the same remuneration policy as previous MEPS and NMES projects.  Each household respondent will be reimbursed for the effort they put forth in being interviewed and maintaining records for the survey by means of a payment given at the end of each round.  We propose a $40 remuneration for each round of respondent participation.    Household respondents will also be reimbursed $5 for completing the Self-Administered Questionnaire.  Household respondents will be informed of the compensation at the first in-person contact and all eligible respondents will be paid the same amount.   The compensation will reimburse respondents fairly for the effort they put forth in being interviewed, keeping track of their medical use and expenses and providing the other information MEPS requires.

The MPC interviewer will be authorized to offer remuneration to providers who present cost as a salient objection to responding. The amount offered will not exceed $40 per patient. Past experiences indicate that fewer than 10 percent of providers will request remuneration. 

8. Consultation Outside the Agency

Individuals or groups outside the Agency consulted about the MEPS project over the last several years are listed below.

Michael Weeks, Ph.D.

Research Triangle Institute

Research Triangle, NC

Peter Cunningham, Ph.D.

Center for Studying Health Systems Change

William Kalsbeek, Ph.D.

University of North Carolina

Chapel Hill, NC

Jennifer Madans, Ph.D.

National Center for Health Statistics

Paul Newacheck, Ph.D.

University of California

San Francisco, CA

Dan Waldo, M.A.

Center for Medicare and Medicaid Services

Marc Berk, Ph.D.

NORC

Allen Monheit, Ph.D.

School of Public Health
University of Medicine and Dentistry, New Jersey

John Moeller, Ph.D.

Independent Consultant

9.  Confidentiality Assurances

The confidentiality statement provided to respondents of the MEPS-HC and MPC is in accordance with the provisions of Section 903(c) and 308(d) of the Public Health Service Act [42 USC 299a-1(c)].  The complete statute is included in Attachment A.  The statement, provided in the cover letter to respondents (which is included in Attachment B) reads:

The personal information you will give will only be used for research and cannot be used for any other purpose.  Survey results will be reported in summary fashion, combined with the information from other households that are a part of the same survey.  The confidentiality of the personal information is protected by Federal Statute, Section 903(c) and Section 308(d) of the Public Health Service Act [42 USC 299a-1(c) and 242m(d)].  This law prohibits the release of personal information outside the public health agencies sponsoring the survey or their contractors without first obtaining permission from the person who gave the information.

10.  Sensitive Questions

The MEPS questionnaires for the Household Component include questions on income and medical conditions that some respondents may perceive as sensitive. 
11.  Estimates of Respondent Burden

Household Component
The estimates of the number of household respondents in the following burden tables include splits or new households created in the life of the study as a consequence of key people moving away from the originally sampled household.  These estimates are based on timings, rounded to the nearest tenth hour from previous MEPS field experiences.



MEPS-HC Annual Data Collection Estimated Burden

	Activity
	Unit
	Number of

Responses
	Hours per 

response
	Burden in

hours

	Jan-July 
	
	
	
	

	07 panel interview
	Households
	7,900
	2.0
	15,800

	06 panel interview
	Households
	7,650
	1.5
	11,475

	06 panel DCS
	Persons 18 +  with diabetes
	800
	0.1
	80

	05 panel interview
	Households
	7,400
	1.5
	11,100

	05 panel DCS
	Persons 18 +  with diabetes
	750
	0.1
	75

	Re- interview
	 responses
	2,065
	0.1
	207

	Aug-Dec 
	
	
	
	

	07 Panel interview
	Households
	7,700
	1.5
	11,550

	07 Panel SAQ
	Persons 18+
	6,950 x 1.8
	0.2
	2,502

	06 panel  interview
	Households
	7,550
	1.5
	11,325

	06 Panel SAQ
	Persons 18+
	6,800 x 1.8
	0.2
	2,448

	Reinterview
	responses
	1,373
	0.1
	138

	TOTAL
	
	
	
	66,700



MEPS Summary Data Collection Burden 2007-2009

	
	2007
	2008
	2009
	TOTAL

	Unit Type
	
	
	
	

	Households
	66,700
	66,700
	66,700
	200,100

	Medical Provider
	18,485
	18,485
	18,485
	55,455

	Total
	85,185
	85,185
	85,185
	255,555


12.  Estimated Cost to the Federal Government

The cost associated with the design and data collection of the household and medical provider components of MEPS is $46.3 million in each of the next three fiscal years 

The AHRQ staff direct costs for data collection are approximately $450,000 for each fiscal year.  There will be no cost to the respondent other than their time to participate.

13.  Changes in Burden

This is a new clearance.  The per-interview burden is similar to that for previous MEPS clearances.

14a. Tabulation and Publication Plans

Data collected from the MEPS will be used in a variety of descriptive analysis.  Our website www.meps.ahrq.gov contains examples of publications.  Those publications include statistical briefs, research findings, chartbooks, and journal articles.   In addition, tabular data is presented on the website as static tables, as interactive tables, and through an interactive tool – MEPS-NET. Special analytic reports will be issued on an ad-hoc basis, and other analyses will be presented at annual meetings of professional associations and in professional journals.

To the extent possible, given our commitment to respondent confidentiality, we have endeavored to release public use files from this project as soon as possible.    

14b. Schedule for Data Collection
Data collection for the MEPS under this request begins in late January 2007.  Rounds 1, 3, and 5 start in January and February and continue through mid June.  Rounds 2 and 4 begin in July of each year and continue through early December.  The dates for each round of data collection are included in the response rate tables in Section B.

15.  Expiration Date Display Exemption

No approval is being sought to conceal the expiration date for OMB approval of this information collection activity.

16.  Exceptions to Certification

There are no provisions of this certification with which the Agency cannot comply.

B.  Collection of Information Employing Statistical Records

To fill in major data gaps identified by the Department of Health and Human Services, the Medical Expenditure Panel Survey (MEPS) is specified as a continuous survey.  Each year, a new nationally representative MEPS sample will be selected from a subset of households that participated in the prior year(s National Health Interview Survey (NHIS).   A preliminary contact with the NHIS responding households selected for the MEPS study will take place to announce the MEPS survey and introduce records keeping activities.  The study design of the MEPS includes several components: The Household Component (HC) consisting of an overlapping panel design in which any given panel is interviewed a total of 5 times over 2 ( years to yield annual data for two calendar years; the Medical Provider Component (MPC) with a sample of medical providers that treated HC persons; and the Insurance Component (IC) which includes a sample of employers and other sources of health insurance associated with HC persons. 
1.  Sample Selection and Universe
1a. Sample Selection and Universe for the Household Component
The initial MEPS Household Component sample consists of households that responded to the prior year’s NHIS, in the panels reserved for the MEPS. The basic analysis unit in the MEPS is defined as the person. 

A Reporting Unit is a person or group of persons in the sampled dwelling unit that are related by blood, marriage, adoption or other family associations, who are to be interviewed at the same time in MEPS.  Each year’s MEPS sample will be surveyed to collect annual data for two consecutive years.

Each MEPS sample will include 9,550 dwelling units (yielding 9,875 reporting units) and will be selected as a nationally representative subsample from households that responded to the prior year’s NHIS. The NHIS is based on a stratified multi-stage sample design.  The NHIS sample reflects an oversample of Hispanics, blacks, and Asians.  In addition to the oversample of blacks, Hispanics, and Asians that comes from the NHIS linkage, each year’s MEPS will also include an oversample of low-income population subgroups.

Dwelling Units, Reporting Units and Other Definitions
The definitions for Dwelling Units and Group Quarters in the MEPS Household Survey are generally consistent with the definitions employed for the National Health Interview Survey. A Reporting Unit is a person or group of persons in the sampled dwelling unit that are related by blood, marriage, adoption or other family associations, who are to be interviewed at the same time in MEPS.  Examples of discrete reporting units are:

(1)
a married daughter and her husband living with her parents in the same dwelling are considered one reporting unit.

(2)
a husband and wife and their unmarried daughter, age 18, who is living away from home at college constitute one family, but two reporting units.

(3)
three unrelated persons living in the same dwelling unit would be three reporting units. 

College students under 24 years of age who usually live in the sampled household, but are currently living away from home and going to school, will be treated as separate Reporting Units for the purpose of data collection. 

Analysis is planned at both the individual and the family as units of analysis. Through the reenumeration section of the Round 1 questionnaire, the status of each individual sampled at the time of the NHIS interview is classified as "key or non-key", "in-scope or out-of-scope", and "eligible or ineligible for MEPS data collection". For an individual to be in-scope and eligible for person level estimates derived from the MEPS household Survey, the person needs to be a member of the civilian non-institutionalized population for some period of time in the calendar year of analytical interest. Because a person's eligibility for the survey may have changed since the NHIS interview, sampling reenumeration takes place in each subsequent reinterview for persons in all households selected into the core survey.  The "keyness", "in-scope" and "eligibility" indicators, together, define the target sample to be used for person level national estimates. Only persons who are "key", "in-scope" and "eligible for data collection" will be considered in the derivation of person level national estimates from the MEPS.

Key Persons: Key survey participants are defined as all civilian non-institutionalized individuals who resided in households that responded to the nationally representative NHIS subsample reserved for the MEPS, with the exception of college students interviewed at dormitories. Members of the armed forces that are on full time active duty and reside in responding NHIS households which include other family members who are civilian non-institutionalized individuals are also to be defined as key persons, but will be considered out of scope for person level estimates derived for the survey.   All other individuals who join NHIS reporting units that did not have an opportunity for selection at the time of the NHIS interview will also be considered key persons.    These include newborn babies, individuals who were in an institution or outside the country moving to the United States, and military personnel previously residing on military bases who join MEPS reporting units to live in the community.

College students under 24 years of age interviewed at dormitories in NHIS will be considered ineligible for MEPS respective sample and not included in that sample.  Furthermore, any unmarried college students under 24 years of age that responded to the NHIS interview while living away at school (not in a dormitory) will be excluded from the sample if it is determined in the MEPS Round 1 interview that the person is unmarried, under 24 years of age, and a student with parents living elsewhere who resides at her current housing only during the school year.  If, on the other hand, the person's status at the time of the MEPS Round 1 interview is no longer that of an unmarried student under 24 years of age living away from home, then the person will be retained in the MEPS sample as a key person.

Alternatively, at the time of the MEPS Round 1 interview with NHIS sample respondents, a determination will be made if there are any related college students under 24 years of age who usually live in the sampled household, but are currently living away from home and going to school. These college students are considered key persons and will be identified and interviewed at their college address, but linked to the sampled household for family analyses. Some of these college students living away from home at the time of the Round 1 interview will have been identified as living in sampled household at the time of the NHIS interview. The remainder will be identified at the time of the MEPS Round 1 interview with the NHIS sampled households.

Non-key Persons: Persons who were not living in the original sampled dwelling unit at the time of the NHIS interview and who had a non-zero probability of selection for that survey will be considered non-key.  If such persons happen to be living in sampled households (in Round 1 or later rounds) MEPS data, (e.g., utilization and income) will be collected for the period of time they are part of the sampled unit to permit family analyses.  Non-key persons who leave any sample household will not be recontacted for subsequent interviews.  Non-key individuals are not part of the target sample used to obtain person level national estimates.

In situations where key persons from the NHIS sampled household selected for MEPS move out (in Round 1 or later rounds) and join or create another family, data on all members of this new household who are related by blood, marriage, adoption or foster care to the persons from the NHIS sampled household will be obtained from the point in time that the NHIS sampled person joined that new household. Similarly, data will be collected (in Round 1 and later rounds) on all related persons who join NHIS sampled households selected into the MEPS.

Persons in NHIS sampled households selected in MEPS who subsequently enter an institution and leave the civilian, noninstitutionalized population of the United States will require data collection during their stay in institutions that are nursing homes.  Alternatively, persons in NHIS sampled households selected in the MEPS who subsequently enter institutions that are not nursing homes and leave the civilian, noninstitutionalized population of the United States do not require any data collected in these institutions that are not nursing homes (this also applies for military service or moving out of the U.S.), but their whereabouts must be monitored during the field period. Upon their return to the U.S. civilian noninstitutional population, these persons shall once again be subject to HS data collection.

MEPS Data Collection Eligibility: In order for a MEPS reporting unit to be eligible for data collection, the unit must include at least one individual who is "key" and "in-scope" for some period of time during the reference period for a given round of data collection. If this condition holds, the persons who are "key" and "in-scope" and all other individuals who are members of the reporting unit (living together and related by blood, marriage, adoption or other family associations) are eligible for data collection in a given round of the MEPS.

Sample Size Targets and Precision Requirements
The target sample size for the MEPS HC is approximately 15,000 reporting units (or about 37,000 persons) yielding the complete series of core interviews to obtain use and expenditure estimates for each calendar year.   The expected response rate at each stage of data collection for each new MEPS sample linked to the NHIS is: (1) a NHIS response rate of approximately 90 percent at the household level; (2) a response rate of about 80 percent among MEPS reporting units at Round 1 (conditioned on a completed NHIS interview); a round-specific response rate of 95 percent among reporting units at Rounds 2; a round-specific response rate of 98 percent among reporting units at Round 3; and a round-specific response rate of 97 percent among reporting units at Rounds 4 and 5. Consequently, the overall targeted response rate for obtaining calendar year data on health care utilization and expenditures from a  MEPS panel is 74.5 percent, conditioned on response to the NHIS (interviews for Rounds 1-3), or 67.0 percent overall.

Table 1.  Precision Specifications for the MEPS Household Component                                                                                                                                                                          
Demographic Group
Sample Size
Average Relative Standard Error for Expenditure Estimates

Black/Non-Hispanic
  6,000
.050

Hispanic



  7,000
.045
Asian



  2,000
.085
<200% poverty*



17,500
.030

Overall population

37,000
.020

The average relative standard error is defined as the mean of the relative standard error (expressed as the ratio of the standard error of the survey estimate to the survey estimate itself) for MEPS health care expenditure estimates, which include mean expenditures for prescribed medicines, for hospitalization, for ambulatory care etc.

*<200% poverty refers to incomes below 200% of the Federal poverty line.

The sample size specifications for the MEPS have been set to meet specific precision requirements.  For each estimation year, the relative standard error for a population estimate of 20 percent for the overall population at the family level was specified to be no more than 2.3 percent; and the relative standard error for a population estimate of 20 percent for the overall population at the person level was specified to be no more than 1.4 percent. For example, if it was determined that the national population estimate at the person level of the percent of the population ever uninsured was 20 percent, the standard error of the estimate should not exceed 0.28 percent. That would translate to a 95 percent confidence interval of (19.45%, 20.55%) for the insurance coverage estimate that characterized the nation at the person level
1b. Sample Selection and Universe for the Medical Provider Component 
The sample for the Medical Provider Component is designed to provide data on events for which household respondents are unlikely to know charges and payments, to enrich the sample of events available as donors for imputation, and to provide a basis for methodological analysis of household reported charges and payments for all types of events.

The MPC sample can be split into the following distinct groups:

· Office‑based medical doctors (MDs), doctors of osteopathy (DOs), and other medical providers under the supervision of MDs and DOs

· Hospital facilities providing inpatient, outpatient, and emergency room care; for hospital care, the provider was defined so as to include both the hospital facility and all individually identified physicians who treated the patient at the hospital, but who bill separately

· Home health care agencies

· Long‑term care institutions

· Pharmacies

All hospitals and home health providers are "in-scope" for the MPC.  Other providers and sites of care are in-scope if the provider is either a doctor of medicine or osteopathy, or if the provider practices under the direction or supervision of a MD or DO.  For example, physician assistants and nurse practitioners working in clinics are medical providers considered in-scope for MPC.  Chiropractors and dentists are out of scope (unless practicing in a hospital).

All office based physicians, including those reported as providers of care in households with Medicaid (or Medical Assistance) recipients, are included in the MPC sample. 

The MPC sample also includes 100 percent of hospitals identified as providers of care by household respondents, including all inpatient stays, emergency room, and outpatient department visits.  All physicians identified by hospitals and/or households as providing care to sampled persons during the course of inpatient, outpatient department or emergency room care, but who bill separately from the hospital are included in the MPC sample.  All home health agencies that provided care to household sampled persons are also included in the MPC sample.

Finally, all pharmacies that have dispensed prescribed medicines to sampled persons are included in the MPC.

Based on sample projections from prior years, the estimated sample size for the MEPS-MPC, measured in terms of  participating provider-patient pairs, is  approximately 10,500 hospitals, 450 HMOs, 15,500 separately billing physicians, 440 home health agencies, 23,210 office based physicians, 14,410 pharmacies, and 100 institutions.    The estimated burden for these respondents is summarized in the table below.
MEPS – MPC Annual Data Collection Estimated Burden –Pair Level Calculation 

	TYPE
	Number of patient/provider pairs
	 Events per pair
	Total

Events
	Response time/event (minutes)
	Burden in hours

	Hospitals
	10,500
	3.2
	33,600
	5
	2,800

	HMO
	450
	5.0
	2,250
	5
	187

	SBD
	15,500
	1.4
	21,700
	3
	1,085

	Home health
	440
	5.8
	2,552
	5
	212

	OBDS
	23,210
	3.5
	81,235
	5
	6,770

	Pharmacy
	14,410
	10.3
	148,423
	3
	7,421

	Institutions
	100
	1.2
	120
	5
	10

	
	
	
	
	
	18,485


2.   Procedures for Data Collection
Household Component
Preliminary Contact.  Households responding to the NHIS and subsampled as part of a MEPS panel will be contacted prior to their first interview. A (Dear Friend( letter with an enclosed MEPS brochure will be mailed to each NHIS household subsampled for MEPS.  The MEPS brochure will introduce the study.  The Assurance of Confidentiality is covered in both the letter and the brochure and the Reporting Burden statement appears in the brochure.  A calendar will be mailed to the MEPS family respondent.  The interviewer will call to verify the arrival of the materials, answer any questions the respondent may have and obtain the best times for the round 1 interview.

Main Rounds 1-5.  Five interviews will be conducted with each NHIS household selected for MEPS at 4-6 month intervals over a 30 month time period.   All interviews will be conducted in person with CAPI as the principal data collection mode.  Round 1 will ask about the period since January 1 of the MEPS year to the date of the interview.  Round 2 will ask about the time since the Round 1 interview through the date of the Round 2 interview.  Subsequent interviews will all cover the (interview to interview interval(.  

Questionnaires for these field periods are largely parallel to those used in prior MEPS interviews.  The instruments contain items that are asked once in the life of the study, items that are asked repeatedly in each round, and items that are updated from round to round.  Items only asked once include basic sociodemographics.  Core questions asked repeatedly include health status, health insurance coverage, employment status, days of restricted activity due to health problems, medical utilization, hospital admissions, and purchase of medicines.  For each health encounter identified, data will be obtained on the nature of health conditions, the services provided, the associated charges and sources (and amounts) of payments.  Permission forms for medical providers will be collected in the field.  

Medical Provider Component

The MPC survey begins with the selection of the sample during the household interview.  For those medical events and prescribed medicines reported in a household interview that meet the targeting criteria described above, a permission form is generated for each of the sampled person/provider pairs involved.  This form describes the purpose of the survey and the information that is being collected, and authorizes the provider to release that information.  The form is signed by the patient.  To expedite the identification of providers and assist with the preparation of an unduplicated provider list for the fielding of the MPC, interviewers use a computerized database of medical providers in the applicable PSU, called the provider directory, which has been loaded onto the laptop.  Special software contained in the laptops enables interviewers to search the provider directory in the course of the MEPS interview.  If a match is found with a provider identified by the household respondent, the matched directory record will be associated with the household event.  The provider directory records include, for each provider:  a unique provider ID; the provider's name, address, and telephone number; and, for individual office‑based physicians, specialty.

The MPC is conducted  primarily by telephone.  The data collection process contains three basic steps:

1) an initial telephone screening to confirm provider eligibility and determine the appropriate person to whom the survey materials should be sent;

2) the mailing or faxing of an advance package to the provider which describes the survey and the types of information that will be collected; and

3) a phone call to actually collect the data.  However, many providers prefer to send in records rather than give information over the telephone.  The information is abstracted from the records; follow-up phone calls are made to the providers to clarify items in the records or to retrieve critical data items not contained in the records.  The majority (80 percent) of hospital providers choose to mail records and approximately 40 percent of office based providers mail records (very few hospitals or office based providers fax in medical records).  The rest are obtained by telephone.  Very few, other than some pharmacy chain providers, submit electronically.
For office‑based physicians, home health agencies, clinics, and separately billing doctors the data collection  call is directed to the person who handles the billing for the provider.  Often this is not someone in the provider's office, but an outside billing organization.

In the case of hospitals, data are collected not only from the billing department by from the medical records department.  Previous experience has shown that the names of the separately billing doctors usually can not be obtained from the hospital's billing department.  Consequently, there is an additional call to the medical records department to determine the names of all the doctors who treated the patient during a stay or visit.  Moreover, in some cases the hospital's administrative office must be contacted to determine whether or not the doctors identified by medical records bill separately from the hospital itself.

Although experience has shown that telephone interviewing tends to be a very efficient method of collecting MPC data and imposes minimal burden on providers, the MPC data collection process has been designed to be as flexible as possible to accommodate the needs of respondents.  Procedures for self‑administration are available, should respondents prefer that mode of data collection, and in‑person interviewing, for a small number of hospitals which may be identified by multiple persons in the household sample.

Both telephone and field interviewers will use identical instrument versions that will incorporate four types of questionnaires (hospitals, hospital‑identified physicians, office‑based physicians and clinics, and home‑health agencies).

The pharmacy data collection process -- for individual, non-chain pharmacies -- consists of:  (1) an initial phone call to the pharmacy to solicit cooperation and determine how to send the survey materials; (2) materials are faxed or mailed to the pharmacy; (3) pharmacies respond by sending in, by fax or mail, patient profiles.  Sometimes the pharmacist is willing to give the information over the phone and the data is collected on a Pharmacy Data Form; (4) pharmacies are followed-up to prompt for response or  if data items in submitted profiles are not clear.  The process for the larger chains that have requested centralized corporate contacts can vary, depending on the preferences of the chain.  All begin with a telephone contact and include a step in which the authorization forms are sent to the company.  But data collection proceeds as desired by the chain:  some respond in electronic format (approximately 10-12 percent); some send in (hard copy) profiles (approximately 85 to 88 percent reply by mail or FAX; with the split between the two modes fairly evenly divided; and some prefer to provide data over the phone (approximately 2 percent). 

3.  Response Rates
Household Component  

The expected round-specific response rates for the 2007-2009 MEPS HC panels are shown in Table 2.  The response rate is calculated by dividing the number of interviews completed by the number of eligible households.  (Eligible households are those that were interviewed in the prior round, excluding out of scope households and including new RUs created from splits identified during the current round.”)  Thus, for example, the expected response rate of 80% for Round 1A (Table 2) is arrived at by dividing 7,900 households expected to complete the Round 1 MEPS interview by the 9,875 households that responded to the 2006 NHIS and were selected for the 2007 MEPS Panel. 

Based upon the MEPS experience to date, a response rate of about 74.5 percent is expected for the core Rounds 1-3 in the MEPS Panel (calculated by dividing the number of RUs completing Rounds 1-3 by the number of RUs eligible for Rounds 1-3, and conditioned on response to the NHIS).  Multiplying the NHIS expected response rate (90 percent) by that for Rounds 1-3 yields an expected overall response rate of approximately 67.0 percent for the three core rounds of the 2004  MEPS Household Component Survey Panels (i.e. 0.90 x 0.80 x 0.95 x 0.98 x 100 = 67.0).  

The targeted conditional response rate for the MEPS Self-Administered Questionnaire is 90 percent, conditioned on participation to the MEPS Round 3 interview.

Table 2. Expected number of responding reporting units and associated response rate for each round of data collection of the MEPS Household Component Panels: 2007 and 2008 panels displayed as examples.  The same numbers hold for the 2009 panel which is not shown.  Please note that this clearance request includes data collection for the 2009 panel, round 1 and round 2.
	
	NHIS Linked Sample
	Calendar Year 2007
	Calendar Year 2008
	Calendar Year 2009

	2007 MEPS Panel
	
	Round 1A

1-7/07
	Round 2A

8-12/07
	Round 3A

1-7/08
	Round 4A

8-12/08
	Round 5A

1-7/09
	

	Responding Reporting Units

(by Round)

(Response rate by Round)
	   9,8751
 (90%)
	7,9001
   (80%)
	 7,700
 (95%)
	 7,650
 (98%)
	7,550
  (97%)
	7,400
 (97%)
	


	
	NHIS Linked Sample
	Calendar Year 2008
	Calendar Year 2009
	Calendar Year 

2010

	2008 MEPS Panel
	
	Round 1A

1-7/08
	Round 2A

8-12/08
	Round 3A

1-7/09
	Round 4A

8-12/09
	Round 5A

1-7/10
	

	Responding Reporting Units

(by Round)

(Response rate by Round)
	  9,8751
 (90%)
	7,9001
 (80%)
	 7,700
 (95%)
	 7,650
 (98%)
	7,550
 (97%)
	7,400
 (97%)
	


Includes Round 1 "splits" (family member(s) that move apart from the originally sampled household) in Round 1 of the 2007 and 2008 MEPS panels.1
The estimates of response rates in Table 2 are for the original sample of NHIS responding reporting units, and include splits discovered in each round of MEPS, that is, households that will be created in the course of the survey field period as a result of key persons moving away from originally sampled NHIS households.

Based on the experiences with the 2003 MEPS, we expect that at least 80% of the medical permission forms presented for signature in the 2007-2009 Household surveys will be signed.


Medical Provider Component
Response rates for the MPC are expected to be 90% for hospitals, 90% for physicians, 90% for home health agencies and 80% for pharmacies.

4.  Testing of Procedures

The HC instrument was recently converted from DOS to Windows and was pretested under AHRQ’s generic clearance
5.  Persons Responsible for Statistical Aspects of the Design
The following are responsible for statistical aspects of the MEPS Study:

Trena Ezzati-Rice, Ph.D.

Director, Div. of Statistical Research and Methods


Center for Financing, Access and Cost Trends 


AHRQ

(301) 427-1478

Steven B. Cohen, Ph.D.
William Yu, M.S.

Director
Senior Statistician

Center for Financing, Access and Cost Trends 
Center for Financing, Access and Cost Trends

AHRQ
AHRQ

(301) 427-1406
(301) 427-1482

Janet Greenblatt, M.S.
Steve Machlin, M.S.

Senior Statistician
Senior Statistician

Division of Statistical Research and Methods
Div.of Statistical Research and Methods

Center for Financing, Access and Cost Trends
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