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CHAPTER ONE

INTRODUCTION anD SUMMARY

L INTRODUCTION

This report presents the findings from the outcome evaluation and post-acute care
analysis of the Ventilator Dependent Unit Payment Demonstration, sponsored by the Health
Care Finance Administration (HCFA). The main purpose of the Demonstration is to evaluate
the cost and clinical outcomes of treating chronic ventilator-dependent patients in highly
specialized rehabilitation units, referred to in this report as Ventilator Dependent Units (VDUs).
Under the Demonstration, four existing VDUs were classified as distinct part Prospective
Payment System (PPS)-exempt units, reimbursed by Medicare under cost-based payment
rules established by the Tax Equity and Fiscal Responsibility Act of 1983 (TEFRA).

The Demonstration VDUs are: 1) the Ventilator-Dependent Unit at the Mayo Clinic,
Rochester, MN; 2) the Ventilator Support Center at RMS Health Providers, Hinsdale, IL; 3) the
Ventilator Step Down Unit at Temple University, Philadelphia, PA; and 4) the Ventilator-
Dependent Unit at Sinai Hospital of Detroit, Ml. We have previously reported our findings from
case studies of the individual units (Lewin-VHI, 1994).

In the remainder of this chapter we: provide background information (Section Il);
summarize findings from the case studies that are of relevance to the findings in this report
(Section lll); discuss the objectives and methodology of the outcome evaluation (Section 1V);
discuss the objectives and methodology of the post-acute care analysis (Section V);
summarize the findings (Section VI); discuss policy implications (Section VII); and discuss
implications for future research (Section VIII). In Chapter 2 we update our earlier literature
review. The data used for the study are described in Chapter 3. Our analysis of admissions to
demonstration units appears in Chapter 4. The methodology and findings from the outcome
analysis are presented in Chapter 5. In Chapter 6 we discuss the methodology and findings
from our analysis of national implementation of cost reimbursement. We conclude the report
with a discussion of our findings from an examination of post-acute care for demonstration and
comparison group patients, in Chapter 7.

Il. BACKGROUND

A. The Need to Address Chronic Ventilator Dependence

Mechanical ventilation is a very important life-sustaining technology that has grown
rapidly in its application in recent years. In fiscal year 1988 nearly four percent of all Medicare
inpatient stays included some mechanical ventilation (Lewin-ICF, 1990). Ventilator dependent
patients are among the most seriously ill patients in the hospital. Acute respiratory failure
frequently occurs in concert with failure of other organ systems or severe chronic diseases.
The high cost of care and the high mortality rate seen among ventilator patients (49 percent of
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Medicare ventilator cases in FY 1988) reflects the severity of illness and not simply the need ~ **
for ventilator support.”

Despite the typical acuity of their condition, most patients remain ventilator-dependent
for only a brief period. For example, the vast majority (as much as 90 percent) of patients can
be taken off the ventilator in less than one day. Some patients, however, require ventilation for
more extensive periods (i.e., are chronically ventilator dependent) and are generally more
difficult to wean from use of the ventilator. Based on analysis of MEDPAR data, in FY 1994
there were over 133 thousand discharges of Medicare patients under the three DRGs most
commonly used for long-term ventilator episodes (475, 482, and 483; see Exhibit 1 .1). While
these discharges constitutedl just 1.2 percent of all discharges in that year, the mean length of
stay for these discharges, 23 days, was much higher than for most other DRGs. The mean
length of stay for the DRG that is most commonly used for long-term ventilator dependent
patients (483: tracheotomy except for face, mouth & neck diagnoses) was 49 days -- higher
than for any other DRG (the next highest mean was 34, for DRG 480: liver transplants) - and
the median length of stay was 39 days.’

Exhibit 1.1
Hospital Discharges and Length-of-Stay in Three DRGs used fot -~
Chronic Ventilator Patients, Fiscal Year 1994
Standard | Number of Mean ] ] LOS Percentile
DRG | Payment | Discharges | LOS 10th | 25th | 50th | 75th | 90th
475 [$13,830 89,293 12.9 2 6 10 17 25
482 ($13,683 7,250 16.2 5 8 12 19 30
4 8 [3_ $60.189 36, 919. 493 16 25 39 60 91
Total 133,462 23.1 n.a. n.a. n.a. n.a. n.a.

n.a.: not available

475: Respiratory system diagnosis with ventilator support

482: Tracheotomy for face, mouth 8 neck diagnoses

483: Tracheotomy except for face,, mouth & neck diagnoses

Sources: The standard payment is the FY1994 national payment standard for urban areas (Federal Register, \/ol.
58, no. 168, September 1, 11993, p. 46362) times the DRG weight. The DRG weight, discharges, and length of stay
are from Federal Register, Vol. 60, No. 170, September 1, 1995.

The typically high acuity of chronic ventilator dependent patients requires relatively
resource intensive, expensive care for long periods. The total share of costs for care of the
chronically ventilator dependent patient is therefore disproportionately high. This is reflected in

' See Lewin-ICF (1990).
% See Federal Register, Vol. 60, No. 170, September 1, 1995.
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the DRG weight for DRG 483, which was 16.1 in FY 1994 -- second behind the weight of 16.3
for liver transplants and substantially above the third highest weight of 13.8 for heart
transplants (103). Based on HCFA's FY 1994 standard payment for these DRGs, total

expenditures for discharges in FY1994 in the three DRGs was on the order of 3.5 billion dollars
-- 2.2 billion dollars in DRG 483 alone .’

The type of care provided in the Demonstration VDUs offers the promise of increased
weaning rates, reduced acuity and increased longevity for patients classified as chronically
ventilator dependent.  Daily hospital care is likely to be less expensive for demonstration
patients because VDU care usually replaces care that would be provided in more expensive
intensive care units (ICUs). Expenditures for the entire hospital stay and in the post-hospital
period may nonetheless be higher because of greater longevity for VDU patients, but
increased longevity may justify an expenditure increase, especially if the quality of life for
patients who survive longer is reasonably good.

B. Patients Eligible for Admission to a Demonstration VDU

HCFA established VDU admission criteria in order .to insure that the VDUs only
admitted patients who could benefit from the type of care that the VDUs were designed to
provide (see Section II.C). The basic criteria were:

1. Patients must be ventilator dependent for at least one part of the day (six hours or more) at
the time of admission to the ventilator unit.

2. Patients must have been ventilator dependent for at least 21 days during the current
hospitalization prior to their admission, and in general, there must have been at least two
unsuccessful attempts to wean the patient prior to admission to the rehabilitation unit.
Exceptions to both these criteria could be made for patients who were considered
unweanable but who needed home ventilator training and would otherwise have been
eligible.

3. Patients must have been breathing through a tracheotomy tube, have had an endotracheal
tube in place with imminent plans for tracheotomy, or have both been undergoing non-
invasive ventilation and met certain established clinical and physiological criteria.

4. Patients had to be clinically and physiologically stable enough to benefit from the
rehabilitation services of the unit. This included respiratory stability while on ventilation,
hemodynamic stability, and medical stability with respect to renal status, absence of sepsis
and gastrointestinal bleeding (and stable hemoglobin and hematocrit), and metabolic
(endocrine system) problems.

5. There must have been reasonable expectation that the patient could be weaned or
discharged from the hosPitaI to a less acute setting, such as a rehabilitation facility, skilled
nursing facility or home.

® The total expenditure figures include beneficiary payments and payments made by insurers other than Medicare.
We have not made any adjustments for:  discharges from non-urban hospitals, which are paid at lower rates;
beneficiary exhaustion of annual and lifetime limits on inpatient days, which would reduce the estimate; or outlier
payments, which would increase the estimate.

* The detailed admission criteria appear in the appendix.
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Only one of the VDUs, Temple, admitted a significant number of patients who were ~ “™

using non-invasive ventilation. Although we have obtained data on these cases, we did not
use them in the outcome evaluation because their care was fundamentally different than the
care provided to patients using invasive ventilation and because we did not have comparison
group data for non-invasive cases.

C. Approach to VDU Care

Patients who have been ventilator dependent for long periods and, in particular, who
have severe underilying respiratory, neuromuscular or neurological disease, or are severely
debilitated by their illness may need to first improve their respiratory muscle function and
nutritional status in order to wean successfully. As this implies, patients who are chronically
ventilator dependent represent a fairly heterogeneous population that can present a wide
variety of challenge!; to the process of rehabilitation.

To address all of the dimensions of these patients’ needs in the process of weaning,
the approach used by each of the four Demonstration units included the use of a
multidisciplinary team of care-givers with a rehabilitative focus. Staffing typically included
pulmonologists, nurses with advanced training in respiratory care, respiratory therapists,
occupational, physical and speech therapists,, dietitians, and psychologists, and social workers.

D. Reimbursement for the Acute and Post-acute Care of Ventilator Dependent
Patients

As enacted in 1965 under Title XVIII of the Social Security Act, Medicare was designed
to provide acute care services to eligible beneficiaries. Medicare includes Hospital Insurance
(Part A) and Supplementary Medical Insurance (Part B). Those eligible for Medicare include
persons aged 65 arid over eligible for Social Security benefits, persons under age 65 receiving
Social Security Disability Insurance for two years; persons with end-stage renal disease; and
persons aged 65 or older who are not otherwise eligible but enroll by paying a monthly
premium ($261 in 1995).

Medicare Part A reimburses inpatient hospital care up to a maximum of 150 days in a
single spell of illness. The first 60 days of hospitalization are fully paid by Medicare less a
deductible ($716 in 1995). For days 61-90, the beneficiary pays a daily copayment ($179 in
1995). After 90 days, the beneficiary can use a 60-day *lifetime reserve” with a daily
copayment ($358 in 1995). Many chronic ventilator dependent patients require inpatient care
that extends beyond the 150 day limit, and the deductibles and copayments add up to
significant personal expenses for those who do not have supplemental insurance (e.g.,
Medigap). When supplemental insurance for Medicare beneficiaries covers SNF care and at-
home recovery® these policies use the same “skilled care” requirements as Medicare.

® There are 10 standard Medigap policies; eight of the 10 cover SNF co-insurance and two of the eight cover at-
home recovery (Fox, Rice, & Alecxih, 1995).
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Medicare’'s Prospective Payment System (PPS) pays acute care hospitals on a
prospective basis. A fixed payment amount is paid to the hospital for each admission after the
service episode, according to the patient's diagnosis. Hospitals are reimbursed for ventilator
patients under Medicare Part A under DRGs 482 and 483 for patients mechanically ventilated
with a tracheotomy and DRG 475 for other patients mechanically ventilated. This payment
system provides hospitals with strong incentives to discharge Medicare patients as soon as
clinically appropriate. This system has led to increased demand for post-acute care services
for higher acuity patients such as ventilator patients.

Medicare exempts some providers from PPS. These providers include rehabilitation
hospitals and units, long-term hospitals, psychiatric hospitals, children’s hospitals, and other
specialty hospitals and units. Medicare reimburses these PPS-exempt facilities on a facility-
specific, cost-related basis (per discharge) under rules established in the Tax Equity and Fiscal
Responsibility Act (TEFRA) of 1982. Some of these PPS-exempt facilities provide specialty
care for ventilator patients, and several corporations have acquired large numbers of long-term
care hospitals and nursing homes for this purpose.

Medicare payment and coverage policies, including reimbursement of therapies and
allocation methods for administrative and other costs, contain strong incentives for nursing
homes providing traditional long-term care services to offer more skilled care. Ventilator
dependent patients are among those who require a higher level of care. SNFs can also apply
for “atypical services exceptions” to obtain higher reimbursement for ventilator dependent
patients. Freestanding and hospital-based SNFs may apply for an exception to their routine
cost limits for one of four reasons. Exceptions may be granted to SNFs providing “atypical
services,” for extraordinary circumstances (e.g., natural disasters), unusually high labor costs,
and provision of care to areas with fluctuating populations. The most common type of
exception request is for providing “atypical services.” Atypical care includes patients with high
nursing and rehabilitation care needs, patients with more serious illness, a high proportion of
Medicare utilization, and patients with very short LOS.

Medicare Part A provides skilled nursing care or rehabilitation associated with
recuperation in a skilled nursing facility for up to 100 days following a hospitalization (daily
copayment for days 21-100 at $89.50 in 1995). However, chronic ventilator patients often
exceed the 100 SNF days allowable under Medicare Part A.

When a patient’'s Medicare SNF benefit is exhausted, state specific Medicaid
reimbursement policies become important. In states where Medicaid reimbursement is low or
where eligibility standards are high, SNFs have disincentives to accept ventilator patients who
are at risk of staying beyond their Medicare eligibility. A handful of states (e.g., California and
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Maryland) have instituted small programs specifically for “subacute patients,” which includes
most ventilator dependent patients.®

Approximately 20 states, however, have some form of Medicaid case-mix
reimbursement that in theory pays the additional cost of caring for ventilator dependent
patients. For example, the widely-used RUGS III nursing facility case-mix classification system
has a special class that includes patients on a ventilator. In some states (e.g., ‘Texas), there
has been considerable controversy over whether or not the state’s Medicaid case-mix payment
system provides sufficient reimbursement to pay for ventilator dependent patients. Various
state-specific approaches have developed. Nebraslka, for example, uses a RUGS-based
case-mix reimbursement system, but “carves out” ventilator patient reimbursement, for which it
essentially pays anegotiated rate.

Home care is a preferred alternative to institutionalization for many ventilator dependent
patients. Medicare does not have copayments, deductibles, or limits on days of eligibility on
home care reimbursement for a range of services needed by ventilator patients, including
nursing and therapy care. However, Medicare pays only 80 percent of reasonable charges for
durable medical equipment (DME) such as a ventilator. The remaining 20 percent can be a
financial burden for many patients.

E. Reimbursement Methodology for the Demonstration VDUs
P

Prior to the start of the VDU Demonstration, numerous studies found that payments for
chronic ventilator patients were well below hospital costs.” In the aggregate, hospital losses
for these patients were offset, at least partially, through payments for patients; with below-
average costs. Nonetheless, the payment system in place at the time resulted in both
inequities in the distribution of payments across hospitals and incentives to avoid attracting
and caring for chronic ventilator patients.

HCFA addressed these concerns in two ways. First, the DRG system was revised in
October of 1990 so that most long-term ventilator patients would be grouped together. Prior to
that date, many were classified in DRGs that included rnany lower cost patients who did not
require ventilator use. In the revised system, most such cases were regrouped with other high-
cost ventilator cases, regardless of diagnoses, thereby reducing within DRG cost variation.’

® The State of California, for example, instituted a subacute classification of care in 1966. The use of the term,
“subacute care” varies greatly among providers, but California has defined subacute level of care as *a level of care
needed by a patient who does not require hospital acute care but who requires more intensive licensed skilled
nursing care than is provided to the majority of patients in a skilled nursing facility”. The minimal medical
standards of necessity for subacute care require that the patient is technology dependent and requires ready access
to acute hospital services and 24-hour nursing care from a registered nurse. The typical patient appears to have a
tracheotomy and requires either ventilation or suctioning and oxygen. See California Register, Vol. 42, October 21,
1994,

’ These studies are reviewed in Lewin-ICF (1990).
® See Federal Register, Vol. 55, No. 90, May 9, 1990, pp. 19430- 1.

iy
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Second, HCFA developed and implemented the VDU Demonstration for the purpose of
evaluating the effect of replacing PPS payments for these cases with cost reimbursement
payments under the TEFRA rules.

The cost reimbursement methodology seeks to reimburse VDUs for actual costs, on
average, but includes incentives to control costs. A “ceiling” cost per-case was established on
the basis of the unit's experience and expected patient flow. If cost per case in a reporting
period was below the ceiling, the unit was reimbursed for all cost plus the lower of 50 percent
of the difference between the ceiling and actual cost, or five percent of the ceiling. If cost per
case exceeded the ceiling, the unit was reimbursed for the ceiling plus 50 percent of the
excess cost. The ceiling was increased each year by the Medicare update factor for the
hospital.?

Under PPS, the VDU hospitals would not receive any reimbursement for VDU care
beyond the DRG payment unless the patient’s length of stay exceeded the outlier threshold for
the DRG. For DRG 483, the threshold was 67 days in FY1994 and the standard daily payment
for outliers was $733, which is several hundred dollars below the estimates of the average
daily cost of care in the VDUs and on the order of one thousand dollars less than the average
daily cost of ICU care(see Section lIl).*® Outlier payments for other DRGs were lower. Thus,
under the revised DRG system there is a very strong financial incentive to discharge chronic
ventilator patients even after they reach their DRG threshold.

The financial incentive to discharge a patient becomes even stronger if the patient is
hospitalized long enough to hit the 90-day Medicare limit plus any days left in their 60-day
lifetime reserve. This limit applies under both TEFRA reimbursement and PPS. In-patient
benefits are restored once the patient has been out of both the hospital and skilled nursing
facilities (SNFs) for 60 days. We found a number of cases in both our comparison and
Demonstration groups that had reached their limit. In some cases this occurred during re-
hospitalizations before the 60day requirement for restoration of benefits had been satisfied.

Beneficiaries themselves have a financial incentive to be discharged once they have
been hospitalized for 60 days. Up until that point, they pay only the Part A deductible ($696 in
1994), but copayments after the first 60 days of hospitalization are substantial, especially after
90 days (in 1994 these were $174 for days 61 through 90 and $348 for days 91 through
exhaustion of the lifetime reserve), and may not be collectable if the patient is not adequately
insured. Thus, even under TEFRA reimbursement there remains a strong financial incentive
to discharge patients whose hospital stays are exceptionally long.

? See Federal Register, Vol. 58, No. 168, September 1, 1993, p. 46362.
'° The daily outiier payment is 60 percent of the DRG payment divided by the mean length of stay.
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M. SUMMARY OF CASE Stupy FINDINGS o

For the case studies, we obtained information on staffing patterns and the process of
care through review of documents, and a series of intensive interviews with a cross-section of
staff (see Lewin-VHI, 1994). The latter were conducted using formal interview guides during
two-day site visits to each unit. We also analyzed cost information obtained from the financial
departments of the VDU hospitals.

The main findings of the case studies, all of which are relevant to the outcome
evaluation or post-acute analyses, are:

- Efforts to identify potential candidates for admission and the admissions screening criteria
used varied substantially across the four Demonstration units. Several factors influenced
these differences, including: variations in institutional setting and the degree to which the
host institution offered a built-in referral pool of good candidates; the size of the VDU and,
thus, the size of internal demand for beds to be filled to cover unit costs; the range of
discharge options available to patients leaving the VDU and the extent to which a limited
range serves as a constraint on accepting patients with less than good prospects for
returning home and being weaned from the ventilator. The-Mayo and Temple VDUs, both
with a rather large in-house referral pool, moderate sized’ units (6 and 12 beds respectively)
and limited discharge options for most patients, tended to be more selective in patient
admissions. Patients accepted into these units may have a high level of acuity when
admitted to the unit, but they are generally judged to have good longer term prospects for
being weaned and returning home. e,

. Approaches to staffing and patient care management differed across the four
Demonstration units. The Mayo and Temple VDUs made intensive use of a relatively
small, but very highly trained and high cost staff (e.g., staff pulmonologists, residents,
registered nurses) while the RMS unit worked with a larger number of contracted staff and
used relatively greater numbers of skilled but lower cost therapeutic staff. Similar overall
approaches to patient care management were taken in all of the units. This included
weekly multidisciplinary team meetings to discuss each patient being cared for in the unit,
and daily bedside rounds generally made by the attending pulmonologist, primary nurse
and respiratory therapist. In the Mayo and Temple units, there was a greater identification
of the Medical Director as playing a heavily invoilved ‘leadership” role. The Medical
Directors in the other units were not viewed as playing a similarly predominant role.

. In addition to the distinctively rehabilitative focus of the four units, each had a strong
discharge-orientation that appears to serve rather effectively in minimizing patient length of
stay in the units. Because discharge options vary significantly by location of the VDU, the
discharge provided by each similarly varies substantially. While all of the activities involved
in patients’ care within the VDU might be characterized as *discharge preparation”, the
discharge process is the logical continuation of the rehabilitation process carried on in the
units that bring patients to the best possible functional status at the time of discharge.
Under the best circumstances, the discharge preparation process provides patients and
their families with knowledge and capability to maintain that level of ability.

. The daily cost of care for in VDUs is considerably lower than that for comparable patients in
ICUs. Daily cost estimates for VDU care ranged from $956 at RMS to $2,064 at Sinai. The = ===
Sinai figure was extraordinarily high because of fixed costs and the very low volume of
cases that had been through the unit at the time. The estimate for Temple was much

1-8

mnmmmmm»mﬂmmmmmmmm&mwwmmmmnmﬂmwmnxi



closer to that of RMS, $1 ,191, and the estimate for Mayo was one dollar more. ICU cost
estimates ranged from $1,678 at Temple to $1,865 at Mayo.” Thus, the daily cost of care
in the VDUs appears to cost from $500 to $700 dollars less than ICU cost for comparable
patients.

The first of these findings leads us to expect better clinical outcomes for the Temple
and Mayo cases on the basis of screening alone, so it is critical to assess and control for
differences in screening when analyzing outcomes. It will also be interesting to see whether
the different approaches to staffing and leadership have an impact on clinical and expenditure
outcomes, and whether the variation in approaches to discharge planning and the availability
of discharge options results in different patterns of post-acute care. The last finding is
supportive of the claim that VDU care lowers the cost of care, but a full assessment of that
claim requires an analysis of the impact on length-of-stay and post acute care.

V. THE OuTcoME EVALUATION

A. Evaluation Questions

The main purpose of the Demonstration was to determine whether treating chronic
ventilator-dependent patients in highly specialized ventilator rehabilitation units will result in
high quality clinical outcomes at a reasonable cost. Although the findings from the case
studies were encouraging in this respect, the information obtained was largely qualitative and
could not, by its nature, reach a definitive conclusion on this point. The outcome evaluation
was designed for that purpose.

The outcome evaluation addresses each of the following specific questions:

« How selective were the Demonstration units in admitting suitable patients? The VDUs
were designed to provide rehabilitative care. As discussed in Section Il, the VDUs were
required to impose admission criteria which were intended to prevent the admission of
patients for whom rehabilitative care was not suitable. Hospitals that are being paid for
Medicare patients under PPS have a strong incentive to admit long-term ventilator patients
into TEFRA-reimbursed units, so screening out patients with little rehabilitation potential is
critical to controlling Medicare expenditures;

* What were the effects of the Demonstration on clinical outcomes? The clinical outcomes of
interest are mortality, duration of the ventilator episode, amount of ventilator use at
discharge, length of hospital stay, functional status at hospital discharge, and destination at
hospital discharge.

. What were the effects of the Demonstration on Medicare and other expenditures? The
most common approach to examining expenditures for ventilator care is to focus on
expenditures during the hospital stay. While such information is useful, we would also like
to know how VDU care affects expenditures after discharge. The direction of the effect of

"' We did not obtain a reliable estimate of ICU costs for RMS because almost all RMS VDU patients were
transferred from other hospitals. The value for Sinai was $1,843.
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the Demonstratuon on post-discharge expenditures is ambiguous in theory, even assuming ~ ~s»
that the Demonsl:ration has positive effects on the health of patients. Increases in
expenditures that are due to increases in longevity may more than offset any savings that
accrue due to improvements in health.

« What would the cost of national implementation be? We estimate the cost to Medicare of
implementing TEFRA-reimbursement for VDU care nationally under the same admission
criteria that are used in the Demonstration.

B. Overview of the Outcome Evaluation Methodology

The outcome evaluation has three parts: adrnission analysis, outcome analysis, and
national implementation analysis. All three of these analyses rely on clinical and claims data
collected for Demonstration patients and a comparison group. Data for the comparison group

, patients were collected from hospital records for patients that were identified from Part A
discharge claims, usingHCFA's experimental Uniform Clinical Data Set System (UCDSS).

For the admissions analysis, we sought to determine which VDU and UCDSS patients
satisfied the VDU adrnission criteria. Exact determinations were not possible, both because
the information we had available for making the determinations’'was much less complete than
would be available to a clinician from a VDU and because the determination, to some extent,
relies on subjective judgment.  Instead, we examined specific clinical measures of each
patient’s condition on or around “Day 21" of the ventilator episode - the first day of the
ventilator episode on which most patients could be eligible for VDU care according to the
criteria - and classified them into four “eligibility groups” according to the extent to which the
information examined supported the hypothesis that they satisfied the admission criteria. We
also had our clinician consultants examine more extensive clinical information on a random
sample of 100 cases {15 frorn each VDU plus 40 UCDSS) and make a clinical judgment about
the medical stability and rehabilitation potential of each case on or around Day 21. We then
compared the findings across the VDU and comparison groups.

For the outcome analysis, we estimated multivariate models for hospital length-of-stay,
weaning, mortality, functional status, and expenditure models. = These models control for
differences in risk among patients, as well as for the fact that VDU cases were screened for
admission, whereas UCDSS cases were not.,

With the exception of mortality, clinical outcomes are measured only at discharge; we
were able to determine post-discharge mortality for most patients who were alive at discharge
through September of 1995. For the expenditure analysis, we examine expenditures during
the full hospital stay (including the VDU stay for Demonstration cases) and for the 18-month
period that begins on the date of hospital admission. The longer, fixed-length period is
examined in order to more fully capture the impact of the YDUs on expenditures, including
post-discharge expenditures; we would have examined expenditures for a longer period if
enough time had elapsed to observe it.

[-10
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For the national implementation analysis, we used findings from the admissions and
outcome analyses along with tabulations from HCFA's 1993 MEDPAR file to estimate the cost
of implementing the Demonstration’s cost-reimbursement methodology nationwide for all
patients satisfying the VDU admission criteria.

V. PosT-AcUuTE CARE

The objective of the post-acute care segment of the ventilator study is:
. To examine patterns of post-acute care for chronic ventilator dependent patients.”

Little is known about post-acute patterns of care for ventilator dependent patients. In fact, to
our knowledge this is the first study of post-acute care of its kind. The literature does indicate
that there has been increasing pressure on acute hospitals to transfer ventilator dependent
patients to lower cost alternative settings. The literature also indicates that the number of
places available in alternative settings capable of providing care to ventilator patients has
increased. Frequently these post-acute programs are called *subacute” programs or units™.
However, we do not know what happens to ventilator dependent patients post-hospital. The
post-acute segment of this study provides a preliminary examination of ventilator dependent
patients’ post-acute care.

The post-acute segment of this study describes the patterns of post-acute care for the
patients discharged from the VDU, or from the hospital in the case of patients from the UCDSS
sample. The methodology used allows us to examine post-acute care patterns by VDU
patients and to descriptively compare VDU post-acute patterns to post-acute care patterns for
a large sample of chronic ventilator dependent patients (i.e., patients from the UCDSS
sample).”* More specifically, we examined Medicare Part A claims for the acute and post-
acute service episodes for all patients for whom we had claims data to determine if there were
patterns of post-acute care. The patients were followed through claims for as long as 18
months from their initial hospital admission.

2 We use the term ventilator dependent to describe patients who currently are or who at one time in this study were
ventilator dependent. In this study virtually all of the patients are considered to be chronically ventilator dependent
having been ventilated for 21 or more days, as discussed above.

* A recent study of subacute care for the Department of Heaith and Human Senvices Office of the Assistant
Secretary for Planning and Evaluation, found that the term of subacute care had two definitions (Lewin-VHI, 1995).
First, the term ‘subacute care” is increasingly used to describe higher acuity patients, typically patients with
complex needs who require skilled care (i.e., "high-end” skilled Medicare patients). Second, the term is also being
used to describe a new and developing type of care that has several key elements, including: being an organized
program intensely focused on achieving specified, measurable outcomes; using special physical plant and/or
professional resources; and using a set of techniques thought essential to achieve stated goals.

" The UCDSS sample is a selective sample chosen over a few months from patients with DRG 433 who were on a
ventilator for 20 or more days in the five states in which the UCDSS was piloted.
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VI, SUMMARY OF FINDINGS

A Admissions Analysis

The following are the main findings from our admissions analysis. The findings from
the grouping of cases according to evidence of eligibility and our examination of violations of
specific admission criteria were consistent with those from the clinical reviews of sample cases.

« The VDU cases, as a whole, had substantially stronger evidence of eligibility than the
UCDSS cases;

« many instances of apparent violations of the VDU admission criteria were found among
VDU cases, as well as among UCDSS cases; and

« Compliance with the criteria appears to have been greatest at the Mayo VDU; the degree
of compliance at the other VDUs was evidently lower, but there were no clear distinctions
among the three.

Based on the clinical review of sample cases, we estimate that from two-thirds to 80
percent of UCDSS cases would have been admitted to a VDU had their cases been
considered for admission.

P

These findings are discussed in greater detail in Chapter 4.

B. Outcomes Analysis
1. Clinical Outcomes

The main findings from the analysis of clinical outcomes, after adjusting for differences
in eligibility and risk to the extent it was feasible to do so, are the following:

« Overall, VDU clinical outcomes were substantially better than those for UCDSS cases.
VDU cases had significantly lower hospital mortality and significantly higher weaning rates.
Those who were alive at discharge lived much longer, were more likely to be discharged to
home, were more likely to be cared for by themselves or a family member, and had better
scores on a functional status index;

« While VDU clinical outcomes were generally better than those for UCDSS cases, this
finding was not true for all VDUs. Outcomes for Mayo and Temple cases are clearly better
than those for UCDSS cases, but outcomes for Sinai and RMS cases are not.,

2, Expenditures

The following are the main findings from the analysis of expenditures, after adjusting
for risk and eligibility factors.
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« Mean Medicare and total expenditures for UCDSS cases were very high. The mean
hospital stay cost Medicare $91,000 (1994 dollars), and mean total expenditures (including
beneficiary and other insurer payments) were $99,000. Expenditures for the 18 month
period beginning with hospital admission are about 20 percent higher.

« Mean Medicare and total expenditures for the VDU cases during their hospital stay was
substantially higher than for the UCDSS cases, but this was largely due to the longer
lengths of stay for VDU patients. Expenditures per inpatient day for VDU cases were lower
than for UCDSS cases.

« Mean Medicare and total expenditures for the VDU cases during the 18 months following
hospital admission were also substantially higher than for UCDSS cases, but this was due
to their greater longevity. Expenditures per day alive were much lower during this full
period.

Expenditures varied substantially across the four VDUs. The adjusted means for Mayo
and Temple cases were the lowest. The adjusted means for RMS cases were the highest -
- about 75 percent above the Part A means for UCDSS cases, and about 30 percent above
the Part B means.

These findings are discussed in greater detail in Chapter 5.
C. National implementation Analysis

We find that national implementation with effective controls on admission and following
the Temple model would have increased Medicare expenditures in 1994 by about $0.4 billion,
while implementation with ineffective controls on admission and following the RMS model
would have increased Medicare expenditures by about $1.25 billion. While the increased
expenditures in the low expenditure scenario might be justified by the relatively favorable
outcomes found for the Temple cases, the outcomes for RMS cases were not demonstrably
better than those for UCDSS cases.

These findings are discussed in greater detail in Chapter 6.

D. Post-Acute Care

In our analysis of Part A claims for the 18-month period beginning with hospital
admission, we found that:

« Virtually all ventilator dependent patients discharged alive from the VDU or acute
hospital (in the case of patients from the UCDSS sample) use post-acute care,
regardless of ventilator status at discharge.

« Most ventilator dependent patients using post-acute care use multiple settings.
(One patient had 24 changes in settings during an 18 month study period.)

« Most ventilator dependent patients have at least one acute re-hospitalization and
some patients have multiple re-hospitalizations.
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These findings are discussed in greater detail in Chapter 7.

VII. POLICY IMPLICATIONS

A. National Impiementation of TEFRA Cost Reimbursement for VDUs

The findings from this study provide little support for national implementation of TEFRA
cost-reimbursement for VDU-type rehabilitation units. Given our admission findings, it is
unlikely that effective means can be found for limiting admission to patients who will benefit
from this type of care. Further,, given our outcome findings, it is likely that Medicare and total
expenditures for patients treated in many new units would be much higher than under PPS
and that they would benefit little from that care.

One option worth considering is establishment of a small number of “Centers of
Excellence” for the care of chronically dependent ventilator patients, modeled after the Mayo
and Temple VDUs. These two units have clearly demonstrated an ability to improve the
outcomes for such patiients. Such centers would serve two purposes:

« They would improve access to the high quality of care that such units can provide; and

* They would promote the development of better methods for treating chronically dependent
ventilator patients.

As found in the case studies, a key feature of both the Mayo and Temple units is that they
have strong leadership by highly regarded pulmonologists who are dedicated to a mission of
improving the care for such patients.

B. Integration of Care

Chronically dependent ventilator patients require a wide variety of health: care services
over a long period! of time. For both clinical and economic: efficiency reasons, it is important
that the financing of that care should promote the use of the most cost-effective services for
each patient. Current mechanism’s do not; they instead create incentives to move such
patients from one setting to another. What is needed is a financing mechanism that promotes
the integration of care.

Managed care is one approach to achieving the integration of care. Under managed
care, a single entity, the patient’s health plan, is financially responsible for all aspects of a
patient’'s care, and use of the most cost-effective care would be in this entity’s financial
interest. If, for instance, early discharges from an initial hospitalization led to costly hospital

readmissions, health plans would be able to spot such patterns and alter treatment protocols. ;.

This, in fact, is ths upside promise of managed care for chronically ill patients. As a practical
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matter, however, the severely ill ventilator-dependent patients included in this study are among
those least likely to choose managed care plans and those whose high costs make them
unattractive to health plans, given the limitations of currently available risk-adjustment
methods.

Another way to finance the care of these patients would be to contract with health plans
to provide case management services. This is relatively common in the world of private health
plans for cases that are medically complex and relatively rare, such as those of chronic
ventilator patients.  Under optimal conditions, such plans assign a nurse case-manager to
follow and work with certain at-risk high cost patients from the perspective of the payor and
patient. This case-manager can counter setting-specific financial incentives and make special
arrangements (e.g., for extra home care services) when that will be cost-effective (e.g., prevent
a re-hospitalization) in terms of the entire episode of care. Medicare may want to consider
such an option for the types of patients included in this study.'®

C. Monitoring Clinical and Expenditure Outcomes

The complexity and cost of care for chronically dependent ventilator patients makes
these patients especially vulnerable to problems and changes in the health care delivery
system. Changes in health care financing or other aspects of the health care system have the
potential for disrupting the care of these patients and/or imposing an enormous financial
burden on Medicare and other payers. The introduction of PPS is an example of such a
change; this demonstration emerged from a recognition that the DRG system as originally
implemented was unsatisfactory for these patients. As discussed above, the current push to
increase the enrollment of Medicare beneficiaries into managed care also increases the
potential for drastically altering the care of these patients. Given these facts, it would be
prudent to establish a system for monitoring the care and expenditures of these patients,
perhaps through administrative databases.

We have found that it is possible to learn a lot about these patients through the use of
Medicare claims data alone, and under the current system these data might suffice for
monitoring purposes.  This is likely to change as managed care enrollment increases.
Collecting and monitoring clinical data on these cases might also be worthwhile, through the
development of a special instrument under the Medicare Quality Indicator System (MQIS) for
reviewing hospital care. Collection of clinical data outside of the hospital setting might also be
warranted because these patients are high users of health care services and frequently move
from one site of care to another.

'® Toillustrate the economics of case management, one large plan assigns a nurse case-manager to certain high-
risk, high cost patients. These nurse-managers have a case load of approximately 50 patients. Assume that each
nurse-manager costs as much as $125,000 per year (salary, benefits, plus program administration). With a case
load of 50 patients, each nurse-manager needs to show a net per-patient savings of only $2,500 ($125,000 + 50) to
make the program cost-effective.
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D. The Cost Effectiveness of Care i

In a world where resources for health care are scarce, it is necessary tc consider the
difficult question of whether the resources devoted to the care of chronically dependent
ventilator patients should be allocated to some other use. Can the very high expenditures for
these cases (an average of $99,000 for the hospital care of UCDSS sample patients) be
justified given the scarcity of health care resources and the poor clinical outcomes (48 percent
in-hospital mortality and, for survivors, a high level of dependence on others, plus continuing
high expenditures) for those who survive? While it would be wrong to limit the care of a whole
class of patients to services that would ease their dying, unrestrained efforts to prolong their
lives can be both inhumane and economically wasteful.

As economic and political pressure to control the growth of health care spending
continue to increase, a more intense scrutiny will be given to the appropriateness of care for
high cost patients with poor prospects for survival or a high quality of life. Chronically
dependent ventilator patients will obviously be one target of that scrutiny, as they already are.
A better understanding of the cost-effectiveness of ‘the care for these patients is critical to
decision makers -- politicians, administrators, physiciang; 'families, and the beneficiaries
themselves -- who are faced with making tough choices on these issues.

VIII. IMPLICATIONS FOR FUTURE RESEARCH

A. Evaluation of Alternative Financing Mechanisms

As discussed in the previous section,, there is a need for the development of financing
mechanisms that prornote the integration of care for chronically dependent ventilator patients.
It would be very worthwhile to study the care of such patients under alternative mechanisms,
include managed care and case management. There may be low cost opportunities to
perform such studies in conjunction with existing or past demonstrations, or even through
collection of data on Medicare beneficiaries who are enrolled in managed care. HCFA may
want to consider a demonstration to test the use of case management services.

B. Collection of Clinical Data

As discussed in Chapter 3, we understand that HCFA has abandonedl the UCDSS
project and is instead developing special instruments for collecting hospital data on specific
types of cases for the purposes of PRO review under the MQIS. The difficulties we have
encountered in using the UCDSS data suggest that this is a better strategy, at least for
ventilator patients. The UCDSS instrument section developed for this project and the
instruments developed for the collection of VDU data provide a useful starting point. One of
our consulting clinicians has adapted the VDU instruments for the collection of data on his own
ventilator cases. i
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We have learned a lot from the data collected for this study, despite its many problems.
We believe that much more could be learned from collecting higher quality information on
more cases. Collection of data for the primary purpose of PRO review would serve a very
important research purpose as well, and, along with claims data, could also provide the
foundation for a monitoring system (see above).

C. Predicting Outcomes

Predicting outcomes for chronically dependent ventilator patients is extremely difficult,
but also extremely important to increasing the cost-effectiveness of care for such patients.
Most literature on predicting the outcomes of inpatient care has focused on the patient’s
condition in the first week of the hospital stay. Relatively little attention has been paid to
predicting outcomes for patients who have already been hospitalized for a long period,
because of dependence on a ventilator or for some other reason.

There is more work that could be done in this area using the data that were collected
for this project, although some effort would be required to improve the quality of the clinical
data. We had some limited success in predicting outcomes using information from “Day 21" of
the patient’s ventilator episode, but missing data, especially for UCDSS cases, frustrated our
efforts. If HCFA pursues the idea of collecting clinical data on chronic ventilator patients under
MQIS (see above), the instrument should be designed to, among other things, facilitate
research on this issue.

D. Post-acute Care and Qutcomes

As stated previously, we know very little about the ventilator dependent patients’ post-
acute care. Future research should include attempts to understand the linkages between the
hospital and the various post-acute settings and among the different settings themselves. The
health care system is moving increasingly to integrated systems of care, more closely
approximating the continuum of care thought of by many people as optimum. However, the
frequent changes among settings evidenced in this study suggest that the continuum of care
might not be as beneficial to the ventilator dependent patient as one might think. The only way
to determine whether frequent changes among settings is beneficial or detrimental to the
patient is to assess the effects empirically.

Health care researchers have long used re-admission to the hospital as an outcome
measure and an indicator of negative outcomes. The high rate of hospital readmissions for
the ventilator dependent patients we studied supports the need to study quality of care and
outcomes. Hospital readmissions may be the nature of chronic iliness, especially for ventilator
dependent patients, rather than an indication of poor quality care.

Approximately 225 of the cases in the UCDSS sample have post-acute claims. The
VDU cases include an additional 165 patients with post-acute claims. The existence of these
data provides HCFA with opportunities to answer additional questions about post-acute care
for this patient population.
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Reimbursement incentives may account for some of the frequent changes among
settings we observed for the ventilator dependent patients we studied. It is possible that
patients who were in hospitals with hospital-based SNFs, rehabilitation units or home health
agencies had more setting changes than patients in hospitals without such entities. The
patients in the UCDSS sample and four VDU units provide an opportunity to determine
whether patients discharged frorn hospitals with hospital-based post-acute settings have
different post-acute patterns of care than patients discharged to post-acute settings that are
not affiliated with hospitals. This type of research would help determine on a preliminary basis
whether the frequent (changes in setting observed in this study are related to reimbursement
incentives.

Using the claims data, we have been able to describe the course of care for patients
from the end of their discharge through the end of our observation period, or until death. We
have enough data to develop multivariate models of post-acute outcomes.  Although
developing models of post-acute outcomes was not a part of the current study, we did develop
some models that illustrate what could be done: the models of post-discharge survival and of
expenditures for the 18-month period beginning at hospital"admission. We could, for instance,
study episode of care Medicare costs (controlling for patient acuity) for patients discharged to a
SNF versus a long-term care hospital versus a rehabilitation setting versus home. As more
claims data become available for these cases, it would be possible to improve the outcome
measures at a relatively low cost.
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CHAPTER TWO

LITERATURE REVIEW

L INTRODUCTION

Early on in this project we reviewed the literature on the acute and post-acute care of
chronic ventilator dependent patients.” This review is an update of the earlier review,
incorporating many items that have appeared in the literature since that time.

For the current review we conducted an electronic search of multiple databases and a
review of trade publications, newsletters, and additional sources of literature not found in the
databases. The literature review update included an automated search of seven databases: 1)
Ageline, 2) EMBASE, 3) Health Periodicals, 4) Health Planning and Administration, 5)
Medline, 6) Psychinfo, and 7) the Trade and Industry Database for literature from 1992 to
present. Key words used for the database searches included: ventilator, ventilation, ventilator
patient, nursing home, nursing facility, and post-acute. We also examined additional articles
published in and before 1992 to provide some overtap with the 1992 literature review and to
ensure that we captured as much of the relevant literature as possible. Studies mentioned in
the literature and reference lists from articles included in the literature review were used to
identify additional sources.

In the next section we examine the findings in the literature on outcomes for chronic
ventilator dependent patients. In the following section we discuss the literature on post-acute
care and recent developments in the provision of post-acute care.

Il. LITERATURE ON OUTCOMES FOR CHRONICALLY DEPENDENT VENTILATOR PATIENTS

We have previously reviewed the studies that examined weaning or mortality outcomes
for long-term ventilator patients (Lewin-ICF, 1990). Findings from previously reviewed studies
as well as more recent studies are summarized in Exhibit 2.1. In our previous review, all
studies examined included many patients whose ventilator episodes were quite short - as
short as three days in some cases. Wwe did not find any studies that included only patients
with relatively long minimum stays - more appropriate for comparison to both the VDU and
UCDSS cases considered here. Eight studies of cases with long minimum stays have been
published in the interim. These appear at the bottom of Exhibit 2.1.

Comparisons across studies are difficult to make because inadequate information is
available to systematically adjust for differences in risk. The limited findings with respect to risk
factors are discussed in the next section.

' See Lewirt-ICF (1990 and 1992).
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In-hospital mortality in the studies we found is typically around 50 percent, and rises -

rapidly in the post-discharge period. There are, however, important exceptions. Two studies
conducted by Dr. Gracey and his Mayo colleagues {1992 and 1994) report exceptionally low
mortality rates for patients with long rninimum episodes. The second of these studies includes
some of the Medicare cases in the Mayo VDU that are included in the database for this
evaluation. Weaning rates are also high in both studies — 87 percent in the first and 88
percent in the second.

Four of the studies cited are of special interest because they examine the clinical and
cost outcomes of approaches to ventilator rehabilitation that are similar to those used in the
Demonstration. Cohen et al. (1991) report on outcomes for patients before and after the
introduction of a imultidisciplinary ventilator management team (VMT). While introduction of
the team was not associated with a significant reduction in mortality (see Exhibit 2.1), the
average length of ventilator episodes fell by 3.3 days. They report savings of $1,303 per
episode of care.

Schienhorn et al. (1994) report findings from cases at a ‘regional weaning center (RWC)
in California. They do not, unfortunately, provide estimates of the impact of the RWC on
clinical outcomes relative te those for care in an ICU or any other setting. They estimate that

cost per patient day was $980, which they compare to average ICU costs in excess of $3,000.
Pl
All of the 44 patients in the unit studied by Gottleib et al. (1993) met the 21-day

minimum episode requirement that was used for the VDU Demonstration. Only 34 percent of
these patients were weanecl.

The last of the four studies of care ‘that is similar to the care provided by the VDUs is
Gracey et al. (1994). They compare the outcomes and costs for 132 admissions (129
patients) to the Mayo VDU between January 2, 1990, and December 31, 1992 to those for 104
patients who had been ventilated for 29 days or more at the same hospital (Saint Mary’s)
between 1986 anc/ 1988. The VDU Demonstration started at the Mayo unit started on January
1, 1992, so the VDU cases in this study include many pre-Demonstration cases. Non-
Medicare cases are also included. While the HCFA admission requirements were not in place
before the start of the Demonstration, many candidates for VDU admissidn were not admitted
because they were judged unsuitable for VDU care.

The mortality rate of 10 percent for VDU cases (Exhibit 2.1) compares to 42 percent in
the comparison group. The difference in mortality is smaller after adjusting for the fact that
patients with multi-organ failure were not admitted to the VDU; when similar patients are
excluded from the comparison group, the mortality rate drops to 29 percent:. Statistically
significant differences in mortality remained after additional adjustments for differences in

patient characteristics and the clinical cause of the ventilator episode.
F
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Exhibit 2.1

Weaning and Mortality Outcomes in Other Studies

Number Minimum Mortalitv 1
Study of Patient Episode | Percent In- | 1Yr. Post | Longer
Cases Type Duration | Weaned ’ hospital I Discharge Term
Studies of Cases with Short Minimum Episodes
Sluiter, 1972 46 | COPD n.a. 54%
Petty, 1975 18,077 | M/S > 24 hrs. 25%
Zwilich, 1975 354 | all ICU > 1 hr. 36%
Pierson, 1978 113 | M/S, n.a. 55%
age > 70 |
Nunn, 1979 100 ljall ICU 4 hrs. | 33% 53% | 70%
(4 yrs)
Davis, 1980 44 | M/S 48 hrs. 56% 63% 72%
(2 yrs)
Schmidt, 1983 137 WS 40 hrs. 64% 2%
(3 yrs)
McClean, 1985 1018 | M/S n.a.
all ages 18%
65+ 34%
Witek, 1985 100 | all ICU n.a. 50% 67%
Craven, 1986 233 | allliCu 48 hrs. 41%
Gracey, 1987 150 | M/S 48 hrs. 51%
Gillespie, 1989 327 | M8 24 hrs. 34%
Knaus, 1889 571 | M only 24 hrs. 52%
Lewin, 1990 102,779 | Medicare any 49%
beneficiaries
Shikora, 1990 20 | WS n.a. 60%
Cohen, 1991 M/S 66+ any
198 | w/io VMT 46%
165 | w/VMT | 45%
Kelly, 1993 66 | WS 148 hrs. | L A7%
Studies of Cases with Long Minimum Episodes
| Menzies 1989 55 _].COPD 14 days, 69%
Elpern, 1989 95 | M/S 13 days 67% 04% 06%
(2 yrs)
90%
(3 yrs)
Indihar, 1991 171 | COPD 55 days* 34% 40%
Gracey, 1992 61 | COPD 16 days* 87% 5%
Gottleib, 1993 44 | M/S 21 days 34%
Cohen, 1993 ws 18 days
22 | <80 33%
54 | BO+ 91%
Scheinhorn, 1994 421 | M/S at RWC | 49 days* 29% 72%
Gracey, 1994 132 | M/S 21 days™™ 88% 10% 18% 28%
(2 yrs.)

‘Mean days before admission to special unit
“Applies to many, but not all, cases.

COPD: Chronic Obstructive Pulmonary Disease

ICU: intensive care unit
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Hi. PosT ACUTE LITERATURE

We have conducted two literature reviews for the post-acute care segment of this
study. The first literature review appeared in 1992 under the title Evaluation of the Ventilator
Dependent Unit Demonstration Draft Issues Paper on Analysis of Chronic Ventilator Patients in
Alternative Care Settings (Lewin-ICF, 1992). The current literature review updates the 1992
review.

This post-acute care literature review provides an overview of the more recent literature
that provides information about chronic ventilator patients in alternative or post-acute care
settings, This review begins with an explanation of the method we used to identify relevant
literature. After a very brief review of the historical relevance of chronic ventilator patient care
in post-acute settings;, we then examine what is known about the characteristics of chronic
ventilator patients as reported in the 1992 literature review and discuss the contribution of the
more recent literature to knowledge of patient characteristics. We then review key findings on
the cost of care for chronic ventilator patients from the 1992 literature review and provide
updated information from the more recent literature. One area of the literature where we found
a considerable difference between 1992 and now was the development of alternative settings
with the capability to care for chronic ventilator dependent patients. We discuss this
development and then discuss the major reimbursement issues related to the care of chronic
ventilator patients., We conclude the current post-acute literature review with a. discussion of
the implications suggested by both the pre-1992 and the more recent literature.

A. Characteristics of Chronic Ventilator Patients in Alternative Care Settings

Chronic ventilator patients began to receive care in non-acute settings during the polio
epidemics that occurred in Europe and the United States in the mid-1900s. As the 1992
review of the literature points out, negative pressure ventilators and the stability of many polio
patients on ventilators made home care the preferred alternative to other acute and alternative
settings. Home care has become increasingly prevalent over the last couple of decades as the
number of chronic ventilator patients and their survival rates have increased.

For the 1992 review, we found that there was little information on the characteristics of
chronic ventilator patients. Nor were there estimates of the number or volume of chronic
ventilator patients in alternative care settings or studies of post-acute lengths of stays for
chronic ventilator patients in alternative care settings.

The 1992 literature review reported on the types of patients that researchers found to
be more or less likely to be good candidates for care in the home setting. Patients with
skeletal (e.g., scoliosis) or neuromuscular disorders (e.g., spinal cord injuries) were considered
strong candidates for discharge to home health care by two researchers (Make, 1986; Fischer
& Prentice, 1986) due to their general medical stability, few co-morbidities, and limited
suctioning requirements. Similarly, patients with restrictive pulmonary diseases who were
clinically stable and, on average, younger also were considered strong candidates for home

A
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health care (Fischer & Prentice, 1982). Conversely, COPD patients were not considered
strong candidates for home care due to greater suctioning requirements, the number of co-
morbidities, and the progressive nature of the disease (Make, 1986; O’Donohue, 1986).
Patients who were ventilator dependent for less than 24 hours per day also were considered to
be better candidates for home care (O’Donohue, 1986). Researchers found that patient age
was related to diagnosis: older patients were more likely to have COPD and co-morbidities
(Fischer & Prentice, 1982; Make, 1986).

More recent research seems to contradict the importance of age as a predictor of
survival and a small study even raises the question of the importance of diagnosis. A meta-
analysis of studies with a total of more than 2000 patients found the effect of patient age on
survival appeared to be less of a predictor of survival than researchers expected and
diagnoses appeared to more predictive (Krieger, 1994). In their study of 44 patients, Gottlieb
and Celli (1993) found that neither age, diagnosis or other clinical indicators was a significant
predictor of discharge to home.

The 1992 review found that several social and psychological factors were important
considerations in the placement of ventilator patients in alternative care settings. A motivated
and available family; a highly motivated and psychologically stable patient; a comprehensive
discharge team and education program; and an adequate physical home environment were
thought essential to successful long term home care. Recent research supports the
importance of the family: in one small study of 44 patients admitted to a chronic ventilator
support unit the presence of a family was the only significant predictor of discharge to home
(Gottlieb & Celli, 1993).

B. Costs of Caring For Ventilator Dependent Patients in Alternative Settings

In the 1992 literature review we found that there was a lack of information on issues
related to the costs of caring for patients in alternative care settings, except for comparisons of
costs of home care and hospital care. Some of the literature gathered for the 1992 review
maintains that costs of caring for chronic ventilator patients in the home are lower compared
to costs of care in the hospital. Yet, for these studies, hospital “charges” were used rather
than actual “costs” (Lewin-ICF, 1992) As well, it was not clear whether or not the studies
controlled for patient acuity when comparing resource use. Despite methodological issues, the
1992 review concluded that when all related costs (e.g., equipment, home renovations,
staffing) are considered, home care can be a lower cost alternative compared to hospital care.?
Home care also is the preferred alternative for patients: patients who went home repotted a
higher quality of life than patients in the hospital,

The more recent literature also suggests that the cost of caring for chronic ventilator
patients in alternative settings can be less than costs associated with hospital care, although

2 One cost usually not counted is the value of care provided by family caregivers (Coleman, 1995).
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home care is not necessarily less costly than hospital care. One study conducted a cost
analysis of in-home care versus institutionalization for severely physically disabled ventilator-
assisted individuals in New York City (Bach, et. al.,, 1992). The 30 exclusively non-
tracheostomized persons in the study lived in the community and directed their attendant care
and person affairs’. These 30 study subjects were attended by trained, uncredentialed home
care attendants who were less costly than in-home nursing for tracheostomy care. This type
of care resulted in a savings of 77 percent or $176,137 per year per client.

A 36-month study of 421 patients transferred to a Regional Weaning Center after
prolonged mechanical ventilation in the Intensive Care Unit (ICU) determined that the cost per
patient day for a weaned patient at home and a weaned patient in an Extended Care Facility
(ECF) were $28 and $275, respectively (Sheinhorn et. al., 1994). The costs for ventilator
dependent patients were higher than those of weaned patients in general, but the costs for
both ventilator dependent and weaned patients were lower in the home setting.® The cost per
patient day was $405 for a ventilator dependent patient at home, compared with $600 for a
ventilator dependent patient at an ECF. The study concluded that the RWC care was $208
per patient day less costly than noninvasive respiratory c&e unit care and about $1,500 per
patient day less costly than ICU care.

There is little information on the cost of other alternative post-acute settings, such as
skilled nursing facilities, rehabilitation settings, or long-term care hospitals. The nursing home
industry has asserted that Medicare can reduce costs appreciably for ventilator supported
patients transferred to a skilled nursing facility (SNF) (American Health Care Association,
1994). They estimate that the cost of a SNF day for a ventilator supported patient with a
respiratory system diagnosis (DRG 475) to be $400. In contrast, one nursing facility has
maintained that it can provide care for ventilator patients at approximately $700 per day, in
comparison to hospital costs between $1,500 and $4,000 per day (George, 1995).

The amount of nursing care or attendant care provided a patient appears to be a major
determinant of the total costs of care, regardless of setting. In the ICU, Krieger (1994) found
that nursing contributed 44 percent of the variable costs involved in caring for mechanically
ventilated patients (variable costs included nursing, laboratory, respiratory care pharmacy, and
radiology). In a New York State study of ventilator assisted individuals maintained in the
community, the mean daily cost of attendant care was $191 (s.d. $49) out of $235 (s.d. $56) or
80 percent of the total costs. A cost comparison for chronic ventilator care in an intensive care
unit, group home and three (different home care options found that monthly home care costs
for patients varied based on the amount of nursing required (Indihar, 1991). Home care
requiring around-the-clock nursing (RN or LPN) cost more per month than the ICU.

% Sheinhom et al. (1994} also did not include the value of care provided by family oaregivers.
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Substituting an attendant for 12 to 14 hours and a family caregiver for the 24 hour licensed
nurse brought the cost of home care down substantially, from $34,665 to $6,265 per month.*

C. Recent Development of Alternative Settings for Ventilator Dependent
Patients

At the time of the 1992 literature review, it appeared that there were only a limited
number of alternative care settings that provided ventilator care. According to a Gallup survey
conducted for the American Association of Respiratory Therapists, there were approximately
11,419 long-term ventilator dependent patients in U.S. hospitals in 1991. About 30 percent of
those patients remained in the hospital for non-medical reasons, such as reimbursement
issues or lack of placement options (Sevick, et al., 1994). The studies reviewed in 1992
indicated that most chronic ventilator patients who were able to be discharged from the
hospital eventually went home. The 1992 review suggested that, in the short term, ventilator
dependent patients who were more likely to require a higher level of care than could be
provided in the home were discharged to a skilled nursing facility or other long-term care
facility. Yet, researchers hypothesized that many of these patients would stabilize over time
and ultimately would be able to return home. .

One of the key issues regarding ventilator patients involves the emerging phenomenon
of “subacute care” (Lewin-VHI, 1995). While the term “subacute care” was not mentioned at all
in the 1992 literature review, the more recent literature, particularly in provider publications,
emphasizes the provision of ventilator services in post-acute care settings. The literature in
academic journals addresses mainly the clinical issues involved in the care of ventilator
dependent patients in various settings. The literature in provider publications describes the
potential growth opportunities for subacute providers in the area of ventilator patient care.

Ventilator patients frequently are cited in the literature as an example of a subacute
care patient. In 21 articles published from 1990 through 1994 that described the type of care
provided subacute patients, 14 articles mentioned ventilator patient care (Lewin-VHI, 1994).
Although ventilator patients frequently are considered to be one type of subacute patient, the
number of self-identified subacute facilities actually providing ventilator care is not known. A
1994 survey of 95 freestanding nursing facilities in Massachusetts found that 65 percent of the
facilities asserted that they provided “medical subacute care” but only eight percent of those
surveyed provided ventilator care (Massachusetts Federation of Nursing Homes, 1994). A
1995 survey of approximately 140 members of the National Subacute Care Association
determined that 93 or 66.4 percent of the facilities offered ventilator care (Atieri, 1995).

For the 1995 Department of Health and Human Services (DHHS) study of subacute
care, researchers interviewed a number of self-identified subacute care providers (Lewin-VHI,

* The cost of home care in this study apparently does not include a value for the time the family caregiver provided
care.
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1995). There was wide agreement among providers that clinically stable ventilator patients
were suitable subacute patients. The researchers visited 19 facilities on-site: 10 of the 19

facilities visited provided care to ventilator patients.

The more recent literature cites several reasons for the development of subacute care.
First, in an effort to foster growth, nursing facilities are offering more than the traditional
custodial nursing home care and are expanding the types of services offered at their facilities
(Burns, 1993). Second, facing pressure frorn utilization management, physicians are more
willing to move patients to (alternative settings (Perrone, 1994). In the past physicians were
concerned for the safety of patients in alternative settings, but more facilities now accept
higher acuity patients and purport to provide adequate care for those patients. Third, some
nursing home chains are establishing integrated health networks of services for the elderly
(Burns, 1993). The programs being developed include “subacute and specialty-care units,”
among others and some of these units focus on respiratory therapy, pulmonary care, and/or
ventilator care.

The DHHS study of subacute care found that some of the key factors contributing to
the growth of subacute care are the three reasons mentioned above but added a number of
other factors, especially Medicare payment policy. Medicare is the largest payor for subacute
care (Lewin-VHI, 1995). As the 1992 literature review pointed out, many chronic ventilator
patients are Medicare eligible, qualifying by their age or disability. In the next section, we will ~ #*
briefly discuss reimbursement for ventilator dependent patients in post-acute settings.

D. Implications From The Two Literature Reviews

To date, little is known about ventilator dependent patients in post-acute settings. We
do not know the most basic information about ventilator dependent patients in post-acute
settings. What little we do know comes from research using small samples that cannot be
generalized to the larger ventilator dependent patient population. Researchers interested in
examining post-acute care for ventilator dependent patients, in essence, start with a clean
slate.

There are only a few impressions that one can glean from the literature. These
impressions include some patient characteristics that may or may not be influential: that age,
diagnosis, family availability, and the amount of dependence on the ventilator may be
predictors of a patient’'s post-acute discharge destination.

i
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CHAPTER THREE

DATA

L INTRODUCTION

In this chapter we summarize the methodology and instruments used to collect clinical
data for the Demonstration and comparison group cases, describe the instruments used to
collect the data, discuss important limitations of the clinical data, and then describe how we
supplemented the clinical data with data from Medicare claims and mortality databases.

As discussed in more detail in Section Il of this Chapter, the comparison group for this
study was selected from patients whose Medicare Part A discharge claim indicated a strong
likelihood that their hospital stay included a ventilator episode of at least 21 days duration.
Clinical data from these patients’ hospital records were extracted using a version of the
computerized instrument for HCFA's Uniform Clinical Data Set System (UCDSS) that had been
specially modified for this project. The cases that were found to have a ventilator episode of at
least 21 days were included in the database for the comparison group. Clinical data for VDU
cases were collected by the VDUs themselves, using instruments that we especially designed
for that purpose.

For a variety of reasons, a substantial number of VDU cases and a smaller number of
UCDSS cases for which we have at least some data were not used in the analysis. We have
some data on a total of 402 VDU cases, representing 353 patients. Of these cases, 18 are
non-Medicare cases or were Medicare cases with no Medicare identification number, 49 are for
readmissions to the VDUs, we could not locate complete claims data for 62, 37 used non-
invasive ventilators in the VDU (all from Temple), and 23 had length-of-stay and/or length-of-
ventilator episode of less than 20 days, leaving a sample of 211 cases for the analysis. We
dropped the readmissions and non-invasive cases from the analysis because we did not have
appropriate comparison data. For UCDSS cases, we have data on 444 total cases, but
dropped 2 that were readmissions, 15 with incomplete claims data, and 26 because of a short
length-of-stay and/or short ventilator episode, leaving 401 cases for the analysis.

Unless otherwise indicated, the sample sizes used in the analyses we report here are
those appearing in Exhibit 3.1.” Note that we have divided the cases from the Mayo VDU into
two groups, those whose stay in the VDU preceded the Demonstration period, and those
whose VDU stay was during the Demonstration period. We have treated these cases
separately throughout both because the VDU admission criteria were not in place before the
Demonstration and because the reimbursement methodology did not change until the
Demonstration started.

! Actual sample sizes used in specific analyses are usually smaller, for a variety of reasons.
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Exhibit 3.1 e

Sample Sizes

Sample
——=-Group Size
UCDSS 401
VDU 211
Mayo (pre-demonstration) 15
Mayo (during demonstration) 35
Sinai 18
RMS 86
| ___Temple 57

Clinical data were collected at three points during the hospital stay. For most patients,
these points are: at or near hospital admission; on a date that is very close to 21 days
following the beginning of the patient’s ventilator episode (“Day 21”); and at or near hospital
discharge.

We supplemented the clinical data for both VDU and UCDSS cases with expenditure,
diagnostic, hospital discharge status, and mortality data from Medicare claims and enrollment
data. Claims data for each case were extracted for a 30-month period, beginning 12 months s
prior to the hospital admission for the hospital stay associated with the ventilator episode and
ending 18 months after the same date. The claims data for the 30-month period were divided
into three subperiods: the ‘pre-admission year” (i.e., the first 12 months of the 30 month
period), the period off the hospital stay associated with the ventilator episode (i.e., the period
coincident with the period in which clinical data were collected), and the “post-discharge”
period (i.e., the period from hospital discharge through the end of the 30 months).

We examined a fixed-llength period after hospital admission rather than a fixed-length
period after hospital discharge Ibecause the demonstration may affect hospital length-of-stay.
Length of stay may be reduced if the the VDUs wean patients more quickly, but may be
lengthened if they increase longevity. In (addition to possible clinical effects, the financial
incentives under the Demonstration favor longer stays relative to those under PPS. Under
PPS, the hospital receives no additional reimbursement for each day of care unless the outlier
limit is reached, while under the Demonstration hospitals were reimbursed at 50 percent of
cost.

Hence, the Demonstration may result in longer stays and potentially higher costs during
the stay, but the longer stay and higher costs may be offset by less care and lower costs in the
post-discharge period. To take this into account, we needed to examine costs over a fixed-
length period that included both the hospital stay and several months after discharge. We .,
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preferred a longer period than 18 months, but 18 months is the longest period we could
feasibly collect data for.

One final important data element was not routinely available from any of the sources
considered above: post-discharge mortality. Some VDU cases were followed after discharge
by VDU staff, and the staff reported known instances of mortality. We also examined the
Medicare Enrollment Data Base (EDB) for reported deaths among both VDU and UCDSS
cases.

A summary of the sources of data for the VDU and comparison group cases appears in
Exhibit 3.2. Differences in the way that some elements of the VDU and UCDSS data were
collected affect the analysis, in two ways. First, some differences are recognized explicitly in
the specifications of some statistical models, especially in regard to measuring risk. Second,
comparability of data is an issue for some variables.

Exhibit 3.2

sl

Summary of Data Sources

Source for Source for
Type of Data VDU Cases UCDSS Cases
Diagnostic, hospitalization, and expenditure data in Part A and B Medicare claims
12 months preceding hospital admission
Medical history and acute conditions at the VDU instrument for initiation | UCDSS hospital admission
beginning of the ventilator episode of ventilator episode and and medical history data and
Part A and B claims Part A and B claims

Medical condition on Day 21" of ventilator episode | VDU admission instrument | Special UCDSS module for
long-term ventilator patients

Cinical condition at hospital discharge VDU discharge instrument UCDSS hospital discharge
and Medicare Part A data
hospital discharge claim

Expenditure during hospital stay Part A and B Medicare claims

Expenditure post hospital discharge through 18 Part A and B Medicare claims

months following hospital admission, by provider

type

Post discharge mortality VDU reports and Medicare Medicare Enrollment Data
Enroliment Data Base Base

. DEMONSTRATION UNIT CLINICAL DATA

A. Collection Methodology

Each of the Demonstration VDUs agreed to collect data for the evaluation as a
condition for participating in the Demonstration. We developed hardcopy and computerized
instruments for this purpose and delivered them to the VDU staff who were to collect the data.
Some of the VDUs filled out and returned hardcopy forms, which we then entered into the VDU
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clinical database, while others used the electronic forms and transmitted files that were
electronically added to the data base.

Most of the data were collected retrospectively by extracting information from VDU
clinical records as well as from hospital records for periods prior to VDU admission. This was a
very time consuming and tedious process because the long hospital stays and the complex
conditions and treatments of these patients make their hospital records voluminous. Some
data for more recent VDU cases were collected prospectively.

The process of data collection was further complicated for many patients by the fact
that they were transferred from another hospital to the Demonstration hospital.  Pre-VDU
clinical data is of greatimportance for assessing the severity of a patient’s condition before
and at VDU admission, so VDU staff had to collect data from the pre-transfer institution for this
purpose. This had to be done for all RMS cases and for .a substantial number of Temple
cases.

Once the data were entered in the database, we checked for inappropriate values and
inconsistencies in coding, and rnade (changes when correct values were evident or changed
reported values to “missing” if they were obviously wrong, but the correct values could not be
determined. Some informationl was verified through comparisons to informatiion found on
Medicare claims. While some problems were solved through consultations with VDU staff, we
did not have the time or resources to thoroughly investigate all problems or to validate the data
in any other way.

.

B. Instrument Design

We developed three instruments for the collection of VDU clinical data, one for the
initiation of the ventilator episode, one for VDU admission, and one for VDU discharge.’

1. Initiation of the Ventilator Episode Instrument

The data collected via the “initiation” instrument refer to either medical conditions that
were pre-existing at the time the ventilator episode began (‘pre-existing conditions” or PXCs)
or to acute conditions that precipitated the ventilator episode (“acute precipitants” or APs). In
the vast majority of cases the ventilator episode began on the day of hospital admission or
within the first few days. Some patients were, however, using a ventilator in another setting,
before hospital admission, while others had lengthy hospital stays prior to the beginning of the
ventilator episode.

The initiation instrument requires the data collector to provide detailed information on:
the circumstances under which the episode was initiated; pre-existing as well as acute
respiratory conditions; possible surgeries,, treatment complications, and accidents; vital signs;
and functional status (activities of daily living,, or ADLs} prior to the episode. The data collector

2 Hardcopy instruments appear in the appendix to this report.
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is also asked to identify the existence of pre-existing conditions or acute precipitants of the
ventilator episode in each of eight organ systems (cardiovascular, nervous/muscular;
hematological; renal; endocrine/metabolic; gastrointestinal; immune; and urogenital) and then
to provide detailed information on all conditions identified.

2. VDU Admission Instrument

The data on the “VDU admission” instrument refer to the date on which the VDU
evaluated the patient for admission to the VDU. In most cases this evaluation was conducted
a few days before VDU admission, but in some instances it was conducted well in advance of
admission. Many of the evaluations were conducted on, or within two to three days of, the
twenty-first day of the ventilator episode because for most patients the VDU admission criteria
did not permit VDU admission until at least the twenty-first day. There were important
exceptions, however, especially in the case of patients who were transferred from other
hospitals; many of these patients were not evaluated until well after the twenty-first day. We
refer to the VDU admission data and the corresponding data for UCDSS cases as ‘Day 21"
data. While this label is approximately correct for most cases, it is substantially incorrect for
some.

The data required by the VDU admission instrument include: information about the
patients circumstances on the date the information applies to; detailed information on the
condition of the patient’s respiratory and cardiovascular systems; instrumentation information;
ADLs; and height and weight. The instrument also requires identification of conditions
currently affecting other organ systems, and asks for detailed information about the condition

of each organ system identified.
3. VDU Discharge Instrument

The data on the “VDU discharge” instrument refer to the patient’s status on the
patient’s last two days in the’ VDU, and to the post-discharge plan. For a large majority of
cases the VDU discharge date is also the date of discharge from the VDU hospital, or to a
rehabilitation unit in the same hospital, but in some cases the patient was discharged to
another acute care unit in the same hospital.

The VDU discharge data include mortality data (including mortality after discharge, if
known); discharge destination; post-discharge caregiver; weight; ventilator status information
(including date of weaning, if weaned); use of medical devices; training for post-discharge
care; ADLs; and medications.

C. Strengths and Limitations

The VDU instruments were designed to provide a comprehensive picture of the course
of each patient’s episode, from pre-existing conditions, through initiation of the ventilator

episode and VDU admission, until VDU discharge. Most records provide that picture when
examined individually, and it appears that the staff of the VDUs made good-faith, intensive
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efforts to create that picture. We do not know of other databases of this size that provide such
detailed, longitudinal information about long,-term ventilator patients. We also have substantial
confidence that the data and analyses presented are reasonably accurate representations of
the clinical aspects of these episodes..

The VDU clinical data do suffer from several limitations, however, some of which have
already been indicated. These include:

1. We have not had the resources to investigate all missing or miscoded data, or to validate
the data;

2. The date for the collection of VDU admission data is substantially different from the twenty-
first day of the ventilator episode in a large minority of cases, making comparisons across
cases on “Day 21" problematic;

3. In order to ease the burden of data collection, most items were designed to be checked if
the stated condition were true, and otherwise to be left blank. Thus, the response to such
items did not distinguish between “not true” and either “unknown” or “unanswered.” In
many cases we could distinguish between these possibilities on the basis of related
information, but in other cases there were ambiguities.

4. The most important limitations have to do with comparability of the data to that for the
comparison group (UCDSS) cases, an issue we return to after we summarize how the latter —“*
were collected.

M. COMPARISON Groupr CLINICAL DATA
A. Introduction

The comparison group clinical data were collected using a version of the computerized
instrument for the Uniform Clinical Data Set System (UCDSS) that included a section which we
designed for this study - “Section D.” The UCDSS was a HCFA-sponsored project to develop
a method to abstract clinical data from hospital records on inpatient stays for use in case
reviews by Physician Review Organizations {PROs) and for epidemiological research. A more
detailed description of the UCDSS appears in the appendix. HCFA has since abandoned this
project in favor of the Medicare Quality Indicator System {MQIS), which is currently being
developed.’

We chose to collect data via the UCDSS after examining information on existing
databases that had extensive clinical data on long-term ventilator patients and finding that the
number of cases with stays of 21 days or longer in any single database was very small. The
UCDSS appeared to be a practical way of collecting information on a reasonably large number

* The UCDSS instrument was designed to collect data for all inpatient stays in acute hospitals, regardless of their
nature. For the MQIS, HCFA is developing a set of instruments that are specific to high prevalent, high cost
medical conditions.
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of cases over a short period of time. At the time data were collected for this study, the UCDSS
was being tested in five states. The number of cases being collected was very large, and it
first appeared that a reasonably large sample of cases appropriate for our comparison group
would be found in time to complete the evaluation through the normal course of UCDSS data
collection activities.

The UCDSS instrument being tested prior to use of the system for this project was
inadequate for our purposes in several respects. Most importantly, little information was
collected on the length and outcomes of ventilator episodes, and there was no systematic
attempt to collect data from around Day 21 -- data that we needed to assess comparability of
UCDSS cases to VDU cases. We designed Section D to address these shortcomings. A few
other modifications to the instrument were also made to accommodate our needs.

The UCDSS data were collected by Peer Review Organizations (PROs) and the
database was developed by Fu Associates, Inc., both under contract to HCFA. The PROs
obtained medical records for Medicare patients from hospitals in the participating states for this
purpose. Normally, cases were selected from HCFA’s 5% sample of Part A hospital discharge
claims in the participating states. The PROs used a special methodology for selecting cases
for this study, however, for practical reasons.

B. Selection of the Comparison Group

We initially asked the PROs to collect data for this study from the 5% sample in the
participating states. After collecting the hospital records, the PROs identified all hospital stays
that involved a ventilator episode of at least 21 days, following the instructions in Section D.
This approach proved to be impractical, however, for two reasons. First, the number of
suitable cases identified in this way was smaller than expected, and it became clear that we
would not get enough cases for this study if we continued to follow this procedure. Second,
abstracting records for the selected patients was extremely time consuming, in part because
the records for such patients are so voluminous, and in part because individual abstractors
were developing little experience in applying Section D because cases were encountered so
infrequently.

We therefore worked with the PROs to develop an alternative procedure for selecting
cases, one that would both assure a reasonably large sample in a short period and allow
abstractors to acquire concentrated experience in the application of Section D. The selection
procedure we developed required them to select all Part A discharge claims that were paid
under DRG 483 and that had a length of stay of at least 21 days until they had collected at
least 400 cases. The selection criteria were based on an analysis of claims information for the
73 cases that had been identified under the initial procedure. Seventy percent of these claims
(51) were paid under DRG 483, and all of these involved hospital stays of at least 20 days --
usually much longer. The second most commonly encounter DRG was 475, which was
encountered just four time (eight percent of the cases selected).
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C. Structure of the UCDSS Data oy

The UCDSS data, in general, contain information from three periods in the hospital stay
- admission, discharge, and the intermediate period. Admission data include information on
the patient’s socioeconomic and demographic background, medical history, and medical
condition and treatment at hospital admission. Discharge data include information on the
medical condition of the patient at discharge, functional status, discharge destination and
discharge caregivsr. The intermediate data include extensive information on surgical and
other procedures at all points during the intermediate period. They also include the “most
abnormal” values of lab results and other measurements during the intermediate period, with
the corresponding dates, for a large number of items.

For patients wiith very long hospital stays the intermediate data are difficult to collect
and use. In the case of long stayers it is very difficult for the abstractor to find the worst value
of many items, which may severely compromise the validity of the data. For the researcher,
the worst value may be of less interest than the value at a particular point in the stay, as is true
in our case.

e

Section D was designed, in part, to address this problem. Section D requires
abstractors ta collect inforrnatiion that is comparable to information collected on the VDU
admission instrument for the twenty-first day of the ventilator episode, plus or minus a few
days for items that are not usually available on a daily basis, and also includes a few specific
questions about the initiation of the ventilator episode, which in some cases occurred well
after hospital admission. A description of the specific. items in Section D, along with other
UCDSS instrument maodifications that were made at our request, appears in the appendix.

D. Strengths and Limitations

As with the VDU instruments, the UCDSS was designed to provide a comprehensive
picture of the course of each patient’s hospital care, The UCDSS instrument performs that
function well for most cases, and with the modifications we requested, this appliies to patients
with lengthy ventilator episodes as well. Most of the UCDSS records we used in this study do
provide a clear, longitudinal picture of these highly complex cases, and as with the VDU data,
we have substantial confidence that the data and analyses based on the UCDSS data are
reasonably accurate representations of the clinical aspects of these episodes.

There are, however, important limitations of the UCDSS data collected for this study.
We describe limitations that are problematic for use of the data in isolation below, and discuss
problems of comparability with the VDU data in the next subsection.

1. Most importantly, the UCDSS data used for this study are not representative of all long-
term ventilator episodes for Medicare patients, in part because the data were collected in
five states only, and in part because we did not look for cases with DRGs other than 483
after collecting data for the first 73. We think this is not a significant problem for the
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outcome analysis. It may be a more significant problem for the national implementation
analysis.

2. As with the VDU data, we did not have the time or resources to validate the UCDSS data
other than through an examination for, and correction of, obvious errors. We found that
many data items that were important for assessing the conditions of some patients were
missing. Some of these were “Day 21" items, and the problem may be that requested data
for some items could not be found sufficiently close to the twenty-first day of the ventilator
episode. Other data that were frequently missing referred to the date on which the
ventilator episode started. As will be seen later, these inadequacies led us to modify our
methodology for both the admission analysis and the outcomes analysis. In contrast, the
quality of the outcome data appears to be very high; presumably these data are relatively
easy to collect because most of the information we needed appears in discharge records.
The hospital admission data appear to be of better quality than the intermediate data, but
not as good as the outcome data.

E. Comparability of Demonstration and Comparisqn Group Data

While we made substantial efforts to obtain data that were comparable in the two data
sets, comparability issues inevitably exist because of the many differences in the ways that
cases were selected and data were abstracted. Comparability across the VDUs is also an
issue, although less so. By in large, the outcome data are very comparable; data on
preexisting conditions, acute precipitants, and medical condition on or near Day 21 are more
problematic. The most serious problems are listed below, in diminishing order of importance.
We have tried to compensate for these problems in a variety of ways, to be discussed later.

( —1. The VDU and UCDSS cases were selected in different ways. Most significantly, the VDUs

screened out cases, according to established criteria, that were medically unstable and had
poor prospects for rehabilitation. No similar screen was applied in collecting the UCDSS
data, and we would expect the screening conducted by the VDUs to have had a positive
impact on outcomes relative to those for UCDSS patients. Although the UCDSS data
include information that can be used to assess the suitability of UCDSS cases for
admission to a VDU-type unit, any such assessment is necessarily imperfect because of
the subjective nature of the decision. In fact, in the case studies we found evidence that
the Demonstration VDU admission requirements were applied more strictly in some VDUs
than in others. This problem is exacerbated by many missing values for variables that
would be useful in judging VDU eligibility, especially in the UCDSS data. We examine this
issue in more detail in the Chapter 4.

2. Related to the first point, many UCDSS data elements that are critical to assessing
eligibility and severity were collected on or near Day 21, while in the case of many VDU
patients the presumably comparable data were collected on a date that was substantially
different from the twenty-first day. In some cases, the VDUs identified and assessed
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potential candidates a week or more in advance of the twenty-first day; this was most likely
to happen for patients who were in the ICU at the same institution. At the other extreme,
some candidates were not evaluated until one or more weeks after the twenty-first day; this
was most likely to happen for patients who were in some other hospital and were later
transferred to the VDU hospital. Many RMS patients, all of whom were transferred from
other hospitals’, were evaluated well after the twenty-first day.

There are also differences in the timing for the coliection of ventilator initiation data. For
VDU cases, all data on the acute precipitant(s) of the ventilator episode refer to the
patient’s condition on the date of ventilator initiation. For UCDSS cases, some of these
data are based on the date of ventilator initiation, but others are for the first 24 hours of the
hospital stay. While the majority of ventilator episodes begin within a very few days of
hospital admission, some begin many days, or even weeks, later. Further!, in a few VDU
cases the patient had been using a ventilator in a subacute setting before hospital
admission, so the initiation data refer to a date before hospital admission.

. Afew VDU patients were discharged from the VDU to another unit in the same hospital, so
the VDU discharge data for these cases do not correspond to hospital discharge data.

The periods over which UCDSS and VDU cases were collected varied, and there was also
variation in collection periods across VDUs. The first and last admission dates for each group
of cases appear in Exhibit 3.3.

Exhibit 3.3

First and Last Hospital Admission Dates

Range of Admission Dates
Group First Last

UCDSS June 17, 1992 August 17, 1994
VDU September 13, 1989 October 16,1991

Mayo (before Demonstration) September 13, 1989 October 16,1991

Mayo (during Demonstration) September 14, 1991 July 12, 1994

Sinai September 30, 1992 March 17, 1995

RMS November 17, 1993 February 3, 1995

Temple m-m - - April 14, 1991 April 30, 1994

BT N O U 1

MEDICARE CLAIMS DATA
A. Claims Identification

We began by identifying all Part A and Part B claims with Medicare identification (HIC)

nurnbers corresponding to HIC numbers for all UCDSS and VDU cases, from January,1989,
through February, 1995. Once we identified the claims, we matched Part A inpatient hospital
claims to the dates, of the ventilator episodes from the clinical data. In almost all cases, the
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hospital stay included multiple claims. For patients who transferred from other hospitals to a
VDU hospital for direct admission into the VDU, we included claims from both hospitals. To be
consistent with the way hospital stays were defined for UCDSS cases, the stays for VDU
patients who were discharged into other acute care units in the same hospital, or to an acute
care unit in another hospital, were continued until the patient was discharged from acute care;
stays for VDU patients who were discharged into physical rehabilitation units in the same or
other hospitals were defined as ending at VDU discharge.

We then extracted data from all claims for the twelve-month period before the hospital
admission date and from the I&month period beginning with the same date.* Some hospital
stays were too recent to obtain claims for the full 18 months following the admission date.

B. Analysis File

After identifying and extracting the claims we created a person-record analysis file,
which was later merged with the clinical data file. The analysis file contains variables for the
pre-admission, hospital stay, and post-discharge period.

Five groups of variables are included in the analysis file: expenditure variables,
diagnostic indicators, utilization variables, indicators for major surgical procedures, and
miscellaneous others. For each period we constructed Part A and Part B expenditure
variables by type of provider and type of payer (Medicare, other primary carrier, and
beneficiary). For VDU cases, we included variables for Part A expenditures (total and
Medicare) during the VDU stay within the hospital stay. We also included indicators of whether
the patient had exhausted his or her Medicare inpatient benefit during each of the three
periods and, for VDU cases, during the VDU stay,

Three sets of diagnostic indicators were constructed: one for the pre period (based on
all Part A and B claims for the period), one for the Part A admission diagnosis for the hospital
stay, and one for all other Part A diagnoses during the hospital stay. Each indicator shows the
presence or absence of a diagnosis (e.g., chronic obstructive pulmonary disease).

Utilization variables include length of the hospital stay, number of inpatient days in the
pre and post periods, and, for VDU cases, number of days in the VDU. The miscellaneous
other variables include: patient identifiers; the dates defining each subperiod; the number of
days we obtained claims for in the I&month post-admission period; and final discharge
destination from the hospital stay period.

More details on the claims analysis file appear in the appendix.

* Costs 0N claims for periods that overlapped the €nds of these periods were prorated.
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C. Cost Deflators o,

In order to make meaningful cost compansons across areas and over time, we
“deflated” all expenditure variables to a “national standard” for FY1994. The objective was to
measure what expenditures’ would have been for the services provided using national average
Medicare prices for FY1994. Tlhree sets of deflalors were constructed and used for this
purpose.

For Part A inpatient expenditures, we constructed an index based on Medicare
payments for DRG 483. We first calculated the DRG payment rate that was applicable to each
case in the hospital and year in which it occurred, then divided it by the 1994 national payment
standard to get the deflator. This deflator was applied to convert all Part A inpatient
expenditures to an FY’1994 national rate.

We deflated all other expenditures in a similar way. For all other Part A expenditures,
we used HCFA’'s Area Wage Index (AWI), rather than the DRG index. For Part B
expenditures, we used HCFA’s Geographic Practice CostlIndex (GPCI).

D. Strengths and Limitations

In general, the claims data. appear to be of very good quality. One important feature of
the claims data that is absent from the clinical data is that they are comparable across VDU
and UCDSS cases. This applies to clinical data (diagnostic indicators) as well as to
expenditure and other data.. We were also able t¢ use information from the claims data to
verify some information from the clinical data, to rectify discrepancies in some cases, and to fill
in missing information in others. The dates of hospital admission and discharge and the final
discharge destination were all checked in this way. This was particularly important for VDU
cases because many involved transfers and because some VDU patients were discharged to
other units in the VDU hospital, in which case we could not determine length of stay or status
at hospital discharge from the clinical data.

The cost data do have limitations, however. Foremost among these is that we were
unable to find hospital claims for some patients that matched the dates -of the hospital stay
from the clinical data. Although the number of missing UCDSS claims is small, we expected it
to be zero because each case was originally identified from the Part A discharge claim. For
VDU cases, it is likely that missing claims are due to errors in HIC numbers.  We initially
searched the claims data for all HIC numbers given to us by the VDUs, plus all cross-reference
numbers for those numbers that were provided by IHCFA.  After completing this search, we
were still missing a large number of Part A claims. We then searched for all Part A claims that
included the special “T999” code for the Demonstration units. This yielded 22 additional
cases, of which 1 1 were clear matches to cases in the clinical data on the basis of birthdate,
hospital, and admission and discharge dates, and all had very similar, but not identical, HIC
numbers in the two data bases. We expected that some claims would be missing for recent
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episodes due to processing delays, but many of the missing claims are for stays that occurred
one or more years earlier. The 11 remaining claims records that were found using the T999
code clearly do not match any of the clinical records we obtained from the units. We also
found claims for seven VDU cases that did not include T999 claims, but that clearly matched
the hospital stay from the clinical data.

Unless otherwise indicated, all cases used in the analyses we report are cases for
which we found Part A claims. Almost all cases have Part B data; due to time constraints, we
did not to obtain Part B data for the last 20 VDU cases for which we were able to find Part A
data.

V. MORTALITY DATA

As discussed above, in-hospital mortality is indicated in the clinical data. it also
appears on the Part A hospital discharge claim. To determine post-discharge mortality, we
searched HCFA's Medicare Enrollment Data Base (EDB) for eligibility terminations due to
death of the beneficiary and also looked at the discharge destination on later Part A claims for
the “deceased” code.

In some cases we found discrepancies between the EDB data, the clinical data,
and/or the claims data. In some cases, death would be reported in one or two, but not in the
other one or two. It appears that death occurred in these cases, but was simply not reported
in all three sources. Another common problem was that the date of death would vary by as
much as 10 days across the three sources.

We coded each patient as deceased at hospital discharge if any one of the three
sources indicated that he or she died during the hospital stay, and used the hospital discharge
date on the hospital claim as the date of death. We assumed that all others were alive at
discharge, and continued to live for at least as long as claims were filed on their behalf. If no
indication of death was found in either the EDB file or on a Part A discharge claims, we
assumed the patient was still alive on the last day covered by any Part A or Part B claim we
found for them. That is, we assumed only that the patient survived “at least as long” as the
number of days from hospital admission through the last date covered by-a claim; such cases
are treated as “right-censored” cases in the analysis of length of survival.’

® We initially assumed that patients were alive through the last date we obtained EDB data for, but it became
evident that this assumption was incorrect when we looked at claims for some cases and discovered that they
ended as long as two years before the last EDB date. We also found cases in whiih death was indicated on a Part
A claim, but was not indicated in the EDB file. We did not, however, find cases for whiih there were claims
covering periods following the data of death that appeared in the EDB file. It appears that dates of death in the
EDB files are reliable markers for mortality, but that absence of a date should not be accepted as evidence that the
patient is still alive.



CHAPTER FOUR

ADMISSIONS ANALYSIS

I INTRODUCTION

As discussed previously, the VDUs were allowed to admit patients only if they were
judged to be medically stable and to have reasonable rehabilitation potential. Although
specific criteria were specified for judging VDU eligibility, they were necessarily subjective.
There are several reasons for studying both how the admissions criteria were applied to the
VDU cases and the extent to which UCDSS cases satisfied the criteria:

« HCFA would like to know whether it is feasible to implement such complex, yet
substantially subjective, criteria in a reasonably uniform way across units that vary greatly
in many respects. If HCFA were to implement cost reimbursement payments for all such
units, would HCFA be able to insure that these or any other admission criteria were
implemented appropriately?

. Outcome differences across VDUs may reflect differences in how rigorously the criteria
were applied. As previously mentioned, evidence from the case studies suggests that the
VDUs differed in their interpretation of the criteria. Other things equal, we would expect
those units who screened patients most rigorously to have relatively better outcomes than
those units who applied them less rigorously.

« VDU and UCDSS outcome differences are very likely to be partly explained by the fact that
the UCDSS cases were not screened at all. Understanding how the admission criteria
were applied to VDU cases, and how they apply to UCDSS cases, is essential for
separating the effect of admissions screening from the effect of differences in care when
comparing outcomes for VDU and UCDSS patients.

« Knowledge about the share of UCDSS cases that satisfy the admissions criteria will be
useful in estimating both the number of Medicare beneficiaries who are potential
candidates for VDUs and the cost of national implementation.

In the next section we describe how we performed the admission analysis. We report
the findings in the third section.

II. METHODOLOGY
A. Classification of Cases into “Eligibility Groups”
1. Obijective

Ideally, we would like to classify all cases, both Demonstration and comparison, into
two groups: ‘eligibles,” who at some point in their ventilator episode satisfy the VDU admission
requirements, and “ineligibles.” We could then determine the proportion of each VDUs
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patients who are ir the eligible group to assess compliance with the admission requirements in ~ “**

the VDUs themselves. We could also determine how many UCDSS cases would meet the
requirements, as well as how many would likely be admitted to a unit if the criteria were applied
as in the Demonstration.

This ideal cannot be achieved both because assessing eligibility requires substantial
judgment on the part of the physician and because the data we collected, while very rich,
cannot possibly give us as clear a picture of the patient's medical condition and rehabilitation
prospects as the patient’'s own physician would have. Therefore, we developed a strategy to
group cases in our sample according to the strength of evidence we had that they did satisfy
the admission criteria. Using objective criteria, based on the data available, we assigned each
case to a group ranging from a group for which there is very little evidence to support
admission to a group for which there is strong evidence to support admission. Comparison of
the distribution of cases in these groups across the VDUs provides a way to assess how
uniformly the criteria were applied in the Demonstration. Comparison of the distributions
across VDU and UCDSS groups provides information on how many UCDSS cases would have
been admitted to a VDU if they had been considered for admission by the Demonstration
VDUs.

In Chapter Five we discuss two other ways that we group sample cases, for a different
purpose. To avoid confusion between the eligibility groups discussed here and the two sets of =
“risk” groups discussed in Chapter Five, it is important to understand the purposes of the
groupings and the information considered in determining group assignments in each case. As
discussed above, the eligibility grauping is designed to group cases according to the likelihood
that they would be judged eligible for VDU admission. ‘This is a limited objective relative to the
objective of the risk groups. The risk groups were designed to be predictive of clinical
outcomes. While the criteria for determining eligibility are no doubt predictive of clinical
outcomes to some extent, the risk group assignments also incorporate information that is of
little or no direct relevance to satisfying the admission criteria, including preexisting conditions
and the acute precipitant of the ventilator episode.

2. Eligibility Grouping Criteria

In making the eligibility group assignments, we used only information that would have
been available to an attending physician at or near the point in the ventilator episode when the
patient would most likely be considered for VDU adrission. For comparison cases, this point
was always Day 21 -- on or close to the twenty-first day of the ventilator episode. For
Demonstration cases the relevant day is the day on which an evaluation of the patient’s
condition was actually made by VDU staff.

We first developed a long list of criteria for making the assignments, using vital signs,
laboratory values,, and other conditions that are well established indicators of medical stability
in each organ system. We found, however, that the data could not support use of most items
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on this list. For both VDU and, especially, UCDSS cases, values for many of the variables
were missing. As a result, most cases could not be clearly classified in any group.

Given these circumstances, we developed a much simpler classification scheme -- one
that we believed would meaningfully distinguish among patients according to the likelihood that
they would be judged eligible by a physician who was implementing the VDU criteria, and that
could also be adequately supported by the data. Under this scheme we classified cases into
four groups, with “strong”, “substantial,” “some,” or “little or no” evidence favoring eligibility
(Exhibit 4.1).

Exhibit 4.1

Eligibility Classification Scheme

Meets 4 Hard Criteria
Most
> Evidence
Meets 3 Hard Criteria
Hard Criteria: > Substantial
Evidence
-Ventilated for 20+ Days
*Glasgow Coma Score > 10 | __
0 etta Qe
0 and 45 cm of H,0
Meets 2 Hard Criteria | Soft Criteria: L
*Hemogiobin < 8gmYDL | PHbetween 7.2 a4 7.55 Meets 2 Soft Criteria s°E i
L - ence
*Creatinine less than 4 mg/DL
Meets Less than 2 Soft Criteria
Meets less than 2 Hard Criteria b o

There are two reasons to be concerned about whether these groupings make
meaningful distinctions among cases according to their true eligibility for admission. First,
despite our substantial efforts, the assignment of a specific case to an eligibility group may
depend on whether certain data elements are available for that case. Hence, to some degree
cases are classified according to data availability rather than according to eligibility. Second,
because the groupings are based on only a few of many possible criteria, there is likely to be
substantial noise in the groupings, with some cases that we classified in one group actually
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having a greater likelihood of being judged eligible than some cases in a higher group. Hence,
we undertook a substantial effort to validate the groupings.

B. Validation of Eligibility Groups
1. Introduction

While the grouping criteria necessarily rely on information that is available for almost alll
cases, for most individual cases there is additional information that has a bearing on the
individual’s eligibility, but that cannot be used to classify cases into eligibility groups because it
is either unavailable or irrelevant for many other cases. In order to assess the validity of the
eligibility groups, we examined this information for evidence that would either confirm or
contradict the classification of individual cases.

We assessed the validity of the eligibility criteria in two ways. First, for each eligibility
group we computed descriptive statistics of selected #variables over all cases in the group for
which the variable’s value is known and examine these for evidence that some cases were
misclassified (e.g., were classified as eligible when the value of the variable suggests they
would not meet the admission criteria),. Second, we had our clinical consultants review
detailed records for a small sample of cases for any evidence that would confirm or contradict
the assignment that was made on the basis of the eligibility grouping criteria alone. We i,
describe each of these validation exercises in more detail below.

2. Descriptive Statistics for Selected Variables

Each of the indicators listed in Exhibit 4.2 would be helpful in determining whether an
individual case meets the VDU admission criteria. These variables are among those that we
originally planned to use in creating the eligibility groups, but were not used because of large
numbers of missing values or because the variable was not included in the data for one of the
two groups.

If the eligibility groups are valid, we would expect very few violations of these conditions
in the “most evidence” group, and increasingly frequent violations as we move down to the
group with “least evidence .

We also examined variation in outcomes across eligibility groups. Because the
admission criteria were designed to exclude patients who were extremely unlikely to benefit
from VDU care, we would expect outcomes to be most favorable for the group with the most
evidence of eligibility.. This is especially true among the UCDSS cases because these cases
were not screened for eligibility by VDU staff. The outcome variable we use for making this
assessment is hospital discharge status.

w0 B
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Exhibit 4.2

Other Eligibility Indicators

“Day 21" Values that Violate
Variable the Admission Criteria
pH less than 7.2 or greater than 7.55
serum Na less than 120 or greater than 150 mg/d|
serum K less than 3.0 or greater than 6.0 mg/d!
temperature greater than 102F (39C)
leucocytes less than 2,500 or greater than 25,000/MM'
creatinine greater than 4 mg/di
PAO,/FIO, less than 1.5
failed weaning attempts none*
albumen less than 2.5 g/dl
PEEP” less than 5 mm Hg

‘The VDU admission criteria require at least two weaning attempts prior to admission, so this
criterion is less strict than the VDU criterion.
“Positive end-expiratory rate.

n.a. - not included in data set

b

3. Record Review

The second method used to validate the eligibility groups is medical review of clinical
information about randomly selected VDU and UCDSS cases. To perform this analysis, we
randomly selected 60 VDU cases (15 from each unit) and 40 UCDSS cases for review by our
two project clinicians. We provided each clinician with an extract of detailed clinical data on
each of the 100 cases. This information included all the information we had for the patient up
through Day 21, and no information beyond that point.” The clinicians were told whether the
case was a VDU or UCDSS case, but for VDU cases they did not know which unit the case
was from.2 Each clinician independently classified each case as “eligible,” “not eligible,” or
“uncertain,” and provided a brief explanation for his decision.

I, FINDINGS
A Eligibility Groups

We found substantially stronger evidence of eligibility among VDU cases than among
UCDSS cases. Only 22 percent of UCDSS cases fell into the two groups with the greatest

! For VDU cases, this means up through that data on which the VDU admission data were collected, which was
substantially earlier or later than the 21st day of the ventilator episode in some cases.

2 We originally planned to not identity UCDSS vs. VDU cases, but later decided to do so because we would have
had to suppress substantial data that were available for one type of case and not the other.
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evidence of eligibility, and less than two percent were in the top group (Exhibit 4.3). This
compares to 76 percent of VDU cases in the top two groups, including 15 percent in the top
group. About 35 percent of UCDSS cases were in the lowest group, with little or no evidence
of eligibility. Only nine percent of VDU cases were in the lowest group.

The share crf cases in the two top groups for each Demonstration unit was at least 76.
This share was substantially higher for Mayo demonstration cases (91 percent) than for all
others; the share in the top two groups for the other VDUs had a narrow range, from a low of
70 percent for Temple to a high of 78 percent for ‘Sinai. The share in the top group ranges
from a low of zero at RMS to a high of 44 percent at Sinai. At the other extreme, the share in
the group with little or no evidence of eligibility ranges; from four percent at RMS to 22 percent
at Sinai.

B. Validation
1. Violations of Specific Criteria

The examination of more detailed eligibility criteria for those cases for which we could
evaluate the detailed criteria found frequent violations of tHe criteria in all eligibility groups for
both VDU and UCDSS cases (Exhibit 4.4). We found that 94 percent of the VDU cases and
86 percent of the UCDSS cases in the top eligibility group violated at least one criterion -
about the same share as in the lowest eligibility group. The relationship between eligibility

P
group and the share violating each individual criteria is also weak. The most frequently
violated criterion for the UCDSS cases is the requirement of two failed weaning attempts.
Violations of the leucocyte criterion were also common for UCDSS cases, while violations of
the albumen criterion were common for VDU cases.

Exhibit 4.3
Eligibility Groups
Evidenceto VDU
support ucDs Total Mayo Mt. Sinai| RMS Temple

Group| eligibility Demo. | Pre-demo.

Number
1 ‘mast’ 7 31 11 2 8 0 10
2 ‘substantial’ 82 129 21 7 6 65 30
3 ‘some’ 172 32 ! 4 0 18 9
4 *least" 140 19 2 2 4 3 8
Total - 401 211 35 15 18 86 57

Percent
1 *most" 1.7% 14.7% 31.4% 13.3% 44.4% 0.0% 17.5%
2 ‘substantial’ 20.4% 61.1% 60.0% 46.7% 33.3% 75.6% 52 .16 %
3 *some" 42.9% 15.2% 2.9% 26.7% 0.0% 20.9% 15.8%
4 *least” 34.9% 9.0% 5.7% 13.3% 22.2% 3.5% 14.0%
Total 100.0% 100.0% _ ‘100.0%_ 100.0%  100.0% 100.0% 100.0% .
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Exhibit 4.4
Violations of Eligibility Indicators and Outcomes by Eligibility Group

Eligibility Group _
*most *substantial | "little/no
evidence" evidence’ |"some evidence’ evidence® | All Cases

Variable VDU UCDSS| vDU UCDSSI VDU UCDSS| VDU UCDSS| VDU UCDS!
Criteria Percent of Cases Violating t e Criterion
pH 0.0% 0.0% 1.6% 1.2% [l00% 0.0% [21.1% 0.7% }2.8% 0.5%
serum Na 3.2% 0.0% 3.1% 0.0% 9.4% 0.0%. 10.5% 0.0% 4.7% 0.0%
serum K 00% 00% [08% 0.0% |3.1% 0.0% [0.0% 00% |0.9% 0.0%
temperature 00% 00% [0.0% 37% [0.0% 0.0% |0.0% 11.4% ]0.0%  4.7%
leucocytes 6.5% 571% |2.3%  29.3% 90.0%  42.4% [0.0% 35.0% R.4%  37.4%
creatinine 00% 28.6% [2.3%  6.1% [0.0% 1.7% [5.3% 14.3% L.9%  7.5%
PAQ2:FIO2ratio 0.0% 0.0% |3.9% 4.9% |3.1% 16.3% [5.3%  20.0% B.3% 15.0%
failed weaning attempts16.1% 42.9% [22.5% 64.6% |15.6% 57.6% [21.1% 56.4% 20.4% 58.4%
albumen 323% 0.0% |326% 4.9% ]40.6% 23% [26.3% 57% |33.2% 4.0%
PEEP 3.2% n.a.|0.0% n.a.|0.0% n.a|0.0% n.a.|0.5% n.
At least one violation 193.5% 85.7% |97.7% 92.7% |96.9% 91.3% [89.5% 90.7% 196.2% 91.3%

| Outcomes

IDischarge status
lweaned 35.5% 57.1% [40.3% 36.6% |34.4%% 40.7% {36.8% 331.4% [38.4% 36.9%
intermittent 6.5% 0.0% 8.5% 1.2% 6.3% 2.9% - {6.3% 2.1% 7.6% 22%
fully dependent 0.0% 0.0% 2.3% 14.6% {9.4% 11.0% [0.0% 7.1% 2.8% 10.2%
unknown amount 3.2% 0.0% [0.8% 0.0% ]0.0% 0.0% |5.3% 0.0% |0.0% 0.0%
deceased 30.0% 42.9% [33.3% 451% |43.8% 424% [158% 58.6% |33.6% 48.6%

The relationship between key outcomes and eligibility groups is also weak. While the
weaning rate was high for the few UCDSS cases in the top eligibility group relative to that-for
other UCDSS cases, the weaning rate for VDU cases in the top group was lower than the rate
for all VDU cases. Similarly, while the mortality rate for UCDSS cases has a weak, negative
relationship with evidence of eligibility, there is no such relationship for VDU cases. In fact, for
VDU cases the lowest mortality rate is for the group with little or no evidence of eligibility.

Thus, although we would expect better outcomes for patients satisfying the VDU
criteria, there is no evidence of such a relationship using the evidence of VDU eligibility that is
available in the data. While this may indicate that the VDU criteria do poorly in discriminating
between patients with potentially favorable outcomes and those who would not benefit from
VDU care, another explanation is that the data do not allow us to adequately assess
compliance with the VDU criteria. A third possible explanation is more subtle, and also
unlikely: the VDU criteria as captured in the eligibility groups are related to outcomes, but only
after controlling for diagnoses and other case characteristics, as we do in Chapter 5.

2. Case Review Findings

As anticipated, a substantial share of the 40 UCDSS cases reviewed were judged to be
ineligible for VDU admission (Exhibit 4.5): 25 percent by reviewer one and 35 percent by
reviewer two. Eligibility in many other cases could not be judged on the basis of information in
the UCDSS data (40 and 43 percent respectively), so the shares judged eligible were small (35
and 23 percent, respectively).
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Exhibit 4.5

Case Review Findings: Summary

Evidenceto VDU
support UCDS T ot al Mayo Mt. Sinai | RMS Temple
Groug | eligibility Demo. | Pre-demo.
Number
1 "most 7 31 11 2 8 0 iC
2 “substantial” 82 129 21 7 6 65 3C
3 "some" 172 32 1 4 0 18 ¢
4 "least’ 140 19 2 2 4 3 &
Total __ 401 211 35 15 18 86 57
Percent
1 ""most 1.7% 14.7% 31.4% 13.3% 44 . 4% 0.0% 17.5%
2 “substantial” 20.4% 61.1% 60.0% 46.7% 33.3%. 75.6% 52.6%
3 “some" 42 .9% 15.2% 2.9% 26.7% 0.0% 20.9% 15.0%
4 “|east” 34.9% 9.0% 5.7% 13.3% 22.2% 3.5% 14.0%
Total _100.0% _100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Although both reviewers judged substantially larger-shares of the 60 VDU cases to be
eligible (58 and 47 percent, respectively) than of the 40 UCDSS cases, the shares of VDU
cases judged ineligible are almost as high as for the UCDSS cases (22 and 32 percent,
respectively -- each three percentage points below the corresponding UCDSS figure). If the
quality of the UCDSS eligibility data was on a par with that for the VDU cases, the shares of
UCDSS cases in both the eligible and ineligible groups would presumably increase, so the
share ineligible would be clearly greater than for the VDU cases. Without the better data,
hawever, we cannot to tell how large the difference would be.

Comparing findings among VDUs, both reviewers found that Mayo had the highest
share of cases satisfying the criteria, about 70 percent, although reviewer one found the same
share eligible among RMS cases. Both reviewers also found that Temple had the lowest share
of cases satisfying the admission criteria, but disagreed substantially on the size of that share
(47 percent for reviewer one vs. 27 percent for reviewer two). Both reviewers rated only 13
percent of Mayo cases as ineligible, but they disagreed on which VDU had the highest share
of ineligible cases: reviewer one found that one-third of Sinai cases were ineligible, while
reviewer two found that 47 percent of Temple cases were ineligible.

The finding that Mayo had the largest share of patients satisfying the adrnission criteria,
by a wide margin, is in agreement with the finding that Mayo had the largest share of cases in
the top two eligibility groups, again by a wide margin,, Clear patterns of variation in satisfaction
of eligibility criteria are less evident among the other three VDUs.

#4iH .
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C. Discussion

The findings from the admission analysis show that it is very difficult to effectively
implement a set of complex, subjective admission criteria such as those used in this
demonstration. While the fact that a substantially larger share of UCDSS cases than VDU
cases fell into the lowest eligibility group suggests that the screening process for the VDU
cases did result in some selectivity, the violations of individual admission criteria among VDU
cases and the substantial shares of VDU cases that were judged to be ineligible by our
clinicians show that there were substantial holes in the screen.  The fact that outside
reviewers found it difficult to make a judgment in a large share of cases despite a substantial
effort to collect detailed clinical data suggests that enforcement of such criteria would be very
difficult.

The finding that at least some screening occurred suggests that differences in
outcomes between UCDSS and VDU cases will partly be due to differences in screening. At
the same time, however, the absence of a strong relationship between critical outcomes
(weaning and mortality) and eligibility group, especially for VDU cases, suggests that either
differences in screening are not a very important determinant of outcomes, or that the eligibility
groups do not capture differences in screening very well. The same comments apply to
comparing outcomes across VDUs; the differences between outcomes for Mayo patients and
those in any of the other VDUs are the differences most likely to be affected by screening.

The findings also indicate that not all Medicare cases meeting the criteria for selection
into the UCDSS sample would be admitted to a PPS-exempt rehabilitation unit under a
national implementation of the demonstration, but they are not very definitive about what share
would be admitted. One crude way to estimate the share of UCDSS cases that would be
admitted is to assume that all those for which we found at least some evidence of eligibility
would be admitted, and that the ratio of admissions from the lowest eligibility group to this
group would be the same as the corresponding ratio for VDU cases. Under this assumption,
72 percent of UCDSS cases would be admitted.> This could be too high because there are no
doubt some UCDSS cases in the top three groups who would not be admitted. It may also be
too low, however, because more than 31 percent of the UCDSS cases in. the lowest eligibility
group were alive and weaned at hospital discharge, while the 72 percent figure allows for
inclusion of only 18 percent of UCDSS cases in the lowest eligibility group.

The findings from the record review can also be used for estimating the share of
UCDSS cases that would likely be admitted. Estimates obtained this way may be more reliable
because more data were used in classifying patients. We developed two estimates, based on

% This share was calculated as follows. For vDu cases, the ratio of those in the lowest group to those in the other
groups is9.0/91.0= .0989. For UCDSS cases, 261 cases (65.1 percent) were in the top three groups. Multiplying
this figure by .0989 yields 26 cases. These cases plus those in the top three groups are 71.6 percent of the 401
UCDSS cases.



the independent findings of Ithe two reviewers.” Based on reviewer one’s findings, we estimate ™

that about 80 percent of UCDSS cases would be admitted. The share based on reviewer two’s
findings is 67 percent. These bracket the 72 percent share based on the eligibility groups. In
Chapter 6 we use these shares as upper and lower bounds for the share of UCDSS cases that

would be judged eligible under national implementaton.

i

* These estimates were calculated as follows. We first split the share of “uncertain” cases for each reviewer and
each type of case (UCDSS or VDU) and allocated them into the eligibile or ineligible groups in proportion to the
relative numbers in that group. For example, reviewer one reported that 35 percent of the UCDSS cases out of the
60 percent for which he made a decision were eligible, so we assumed that the same proportion of the 40 percent
he classified as uncertain would have been judged eligible if better information were available, yielding a total of 58
percent of UCDSS cases in the eligible group. Using the same method, on the basis of reviewer one’s findings we
place 72.5 percent of VDU cases in the eligible group. We then assumed that enough of the UCDSS cases would
not be admitted so that 72.5 percent of the remaining cases would be judged eligible on the basis of the UCDSS
data. The reduction in UCDSS cases required to achieve this was 20 percent; i.e., we assumed 60 percent would
be admitted. We foliowed the same procedure with the findings from reviewer two to get the 67 percent figure.

el &
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CHAPTER FIVE

OUTCOME ANALYSIS

1. METHODOLOGY
A Outcome Measures

We examine two types of outcome variables: clinical outcomes and expenditure
outcomes (Exhibit 5.1). We measure 15 clinical outcomes and 17 expenditure outcomes.

Five of the clinical outcome variables are duration variables: length of stay in the
hospital (LOS), length of stay in the VDU (VDU-LOS, for VDU cases only), length of the
ventilator episode (LVE), length of patient’s survival after hospital admission, and length of
patient’s survival after hospital discharge. We have defined LVE to exclude ventilator
dependent days before hospital admission. LVE for patients who are ventilator dependent or
deceased at hospital discharge is defined as the number of the days from the beginning of the
episode in the hospital through the date of discharge, and LVE is treated as (right-) censored
for those who were ventilator dependent at discharge. Patient survival after hospital admission
includes days alive following discharge through the date of death, if known, and through the
last date on which we could determine that the patient was still alive if date of death was not
known; the latter cases were treated as censored. Survival after discharge is defined as
survival after admission minus LOS.

All other clinical variables are categorical variables based on observations made at
hospital discharge.” The first four of these are discharge status (indicating mortality and
ventilator dependence), ventilator type, discharge destination, and post-discharge caregiver.
The next five variables are activities of daily living (ADLs) -- measures of dependence on
others in performing essential functions at the time of discharge. A sixth, the ‘RUGS-III"
dependence index, is a measure of dependence that is derived from the last four ADLs.

The Resource Utilization Group (RUGS) methodology groups patients into categories
according to the intensity of care resources they are expected to require (Fries et al., 1994).
The RUGS-III dependence index assigns patients a score ranging from 4 to 18 based on their
ability to perform four ADLs: bed mobility, transferring, toileting, and eating. The RUGS-III
score is the sum of the scores assigned for each ADL, based on a “self-performance”
measure, in addition to a “support provided” measure in some cases. Bed mobility,

' As mentioned in the Chapter 3, most VDU patients were discharged from the hospital on the same date they were
discharged from the VDU, but in a small number of cases remained in another hospital unit for some period before
discharge. Most of the clinical outcomes for VDU patients were obtained from VDU discharge information. For the
cases when VDU and hospital discharge dates were different, we used discharge information from the Part A
hospital claim to revise the VDU outcome variables when feasible, to make them more comparable to UCDSS
outcomes. For instance, if the claim showed that the patient was deceased at discharge, all variable values were
changed appropriitely.
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Exhibit 5.1 "

Definitions of Outcome Measures

r Variabie | Definition and Discussion
‘ Clinical Outcomes
| LOS length-of-stay in hospital (includes days in pre-transfer hospital, if any)
LVE’ length-of-ventilator episode (days on ventilator during the hospital stay --
.- - - excludes days on ventilator pre or post discharge)
VDU-LOS ) ) ; length-of-stay in VDU (VDU cases only)
Survival o number of days survived after hospital admission
Post discharge survival* number of days survived after hospital discharge
Discharge status status of patient at discharge from hospital (weaned, ventilator dependent
_____ full time intermittent ventilator use, deceased)
Ventilator type .. type of ventilator at discharge (invasive or non-invasive)
Discharge destination. _ _ _ | destination at hospital discharge (home, LTC facility, acute care hospital
Post discharge caregiver primary caregiver after discharge (self, family member, professional in
home, group home, LTC facility, rehabilitation hospital, other facility) -- VDU
- - - i} discharge for VDU cases, hospital discharge for UCDSS cases
Locomotion need for assistance in locomotion (none, verbal cues, some physical help,
substantial physical help, full dependence) at hospital discharge
Transferring need for assistance in moving from chair to bed (same categories as for
, ; - _ | locomotion) at hospital discharge
Toileting need for assistance in toileting (same categories as for locomotion) at
hospital discharge
Bed Mobility - - need for assistance in moving in bed (same categories as for locomotion) at
hospital discharge el
Eating need for assistance in eating (same categories as for locomotion) at hospitall
discharge
RUGS lll dependence index an index of the patient's dependence on care by others at hospital
discharge, based on the previous four variables
Expenditures
(Medicare Part A, Medicare Part B, Total Part A and Total Part B)
Hospital expenditures* Expenditures during the entire period of the hospital stay associated with the
ventilator episode
Daily hospital spending* Expenditures per day during the entire period of the hospital stay associated
with the ventilator episode
VDU expenditures Expenditures. during the VDU stay (VDU only and Part A only)
18-month daily spending™* Expenditures per day during the 18-month period beginning with the date of
hospital admission
18-month spending per day Expenditures per day alive during the 18-month period beginning with the:
alive*™* date of hospital admission -
*Variable is censored for some observations.
“Based on data for less than 18 months for some observations.
transferring, and toileting are coded ‘1" if the patient required no more than queuing during the
activity; 3” if the patient was highly involved in the activity but required nonweight bearing
physical help; “4” if weight bearing assistance is provided and the “support provided” is no
more than set up help; ‘5" if weight bearing assistance Is provided and the “support provided”
ey

involves more than set up help. Eating is coded “1’ if the patient required no more than cueing
during the activity; “2” if the patient was highly involved in the activity but requirad non-weight
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bearing physical help; and “3" if weight bearing assistance is provided or if the patient has a
feeding tube.

The first nine of the 17 expenditure measures refer to the hospital stay. For all patients
we examine expenditure for the full period of the stay and expenditure per day in four
categories -- Medicare Part A, Medicare Part B, Total Part A (Medicare plus payments by the
beneficiary or other insurance), and Total Part B -- for a total of eight variables. The ninth
expenditure variable is for VDU patients only: Part A expenditures for the VDU stay. The last
eight expenditure measures refer to the 18-month period that begins on the day of hospital
admission, and includes expenditures during the hospital stay as well as post-discharge. For
this period we measure expenditures per day observed and expenditures per day alive for
each of the four expenditure categories. We examine expenditures per day observed, rather
than total expenditures for the I&month period, because the hospital episode occurred too
recently to obtain claims data for the whole 18-month period in a substantial share of cases.
For these cases, we collected data for as many days as were available.

Analyzing per day, or per day alive, expenditures, rather than total expenditures, is not
sufficient to correct for variation in the length of the observation period. We expect mean
expenditure per day to decline with days observed because every case has an expensive
hospital stay at the beginning of the period, and because the longer we observe a group of
cases, the higher is the share who are deceased and have no expenditures. We also expect
mean expenditures per day alive to decline with days observed because the share of
individuals who have a low expenditure subperiod probably increases with days observed.
Hence, in the analysis we adjust for differences in the length of the period over which we were
able to observe expenditures, in two other ways:

« When presenting descriptive statistics, we report means by number of days observed; and

« When estimating multivariate expenditure models for the 18-month period, we treat
expenditures as censored if we observed daims for less than 18 months and the patient
was alive at the end of the period for which we have claims.

The last two expenditure variables are Part A expenditures (total and Medicare) during
the VDU stay, for VDU cases only. These expenditures are a subset of Part A expenditures
for the hospital stay. We do not measure the corresponding Part B expenditures because Part
B expenditures for the VDU period cannot be accurately distinguished from Part B
expenditures for the enitre hospital stay.

A substantial number of patients exhausted their Part A inpatient benefits during their
hospital stay, and some exhausted their Part A inpatient or SNF benefits during the post-
discharge period. In these cases both total Part A and Medicare Part A expenditures for the
relevant period are treated as censored in our multivartate analyses. As a result, coefficients
should be interpreted as estimating the effect of the corresponding explanatory variables on
expenditures if benefits are not exhausted.
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B. Econometric Models e

1. General Model Types

We estimate three types of multivariate econometric models: hazard, or survival,
models; logit models; and regression models. The model type selected for an outcome
variable depends on the nature of the data for the dependent variable. Hazard models are
applied to the three clinical outcomes that are duration variables (LOS, LVE, VDU-LOS, and
survival). Logit models are applied to categorical variables (discharge status, discharge
destination, post-discharge caregiver). Regressions models are applied to the RUGS Il
dependence index and all expenditure outcomes. If the expenditure variable is censored for
some cases because Part A benefits are exhausted, we use a censored regression model. In
some cases Part B expenditures are zero; we ‘treat these cases as left-censored.

The specification of explanatory variables in all three types of models is fundamentally
the same. We present this specification in the next subsection, then turn to more details on
other aspects of model specification and estimation in the following section.

2. Specifications
All of the models we have estimated are of the following general form:

Y= (VDU + R'B + F'a + o&)
where: -
« Yiisthe “dependent” (outcome) variable for case “™;

« f()is a function relating the dependent variable to the function’s argument;

« VDU, is a vector of four binary, “dummy” variables’, indicating which VDU the case is from.
Separate categories are included for Mayo pre-‘demonstration and Mayo demonstration
patients. If all five values are zero, the case is a UCDSS case;

. dis a vector of coefficients for the VDU durnmies;

« R is a vector of variables to control for differences in risk;

. Bis avector of coefficients for the risk variables;

« Eis avector of “eligibility” variables;

« alis a vector of coefficients for the eligibility variables;

« o is a scale parameter; and

e g is anindependent, identically distributed random disturbance.

Specific models vary in: the definition of the dependent variable, the function f(), assumptions
about the random disturbance, the samples used to estimate them, and the exact ==
specifications of the explanatory variables.
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The coefficients of most interest are the coefficients of the VDU dummies. Each
coefficient is proportional to the difference between the outcome for a case in the
corresponding VDU and a UCDSS case with identical values for Ri | X,, and &.2 They represent
the best information we have on the clinical and expenditure impacts of the Demonstration.

The risk variables, R;, are included to control for risk differences between UCDSS and
VDU cases. They include a set of dummies to indicate which of many risk groups the case is
from. The method we used for classifying cases into risk groups is described in Section II.C of
this chapter. They also include a set of variables that are “external” to the classification of
cases into risk groups, as discussed in Section II.D of this chapter. It is assumed that the
effects of these external variables on outcomes are independent of which risk group a case is
assigned to. While this assumption may be incorrect in some instances, the sample size is not
large enough to explore interactions.

The eligibility variables, E;, are included to control for differences in the extent to which
patients were judged to satisfy the VDU admission criteria on Day 21 -- i.e., for the screening
that was applied to VDU cases, but not to the UCDSS cases. Specification of these variables
is problematic, so we tried two different approaches (see Section I.E, below).

2. Duration Models

For three of the five duration variables (LOS, LVE, VDU-LOS), we estimated
“generalized gamma” duration models.® These models are a special case of a class of
duration models known as “accelerated failure time” (AFT) models. This broader class of
models assume that changes in the explanatory variables shift the hazard rate -- the
probability that the episode will end (“fail”) after a given duration conditional on lasting at least
that long -- thereby accelerating failure.

All AFT models have the form:
I(Y;*) = Xi'B + o¥
In(Y;) = maxin(Y;*), in(C)))]

where Y;* is the duration of the episode, Y; is observed duration, X; is the vector of explanatory
variables, B is the corresponding coefficient vector, C; is the length of the observation period

2 The “proportional to’ terminology language is required because f() may be any monotonically increasing function.
This can be seen as follows. According to the model, the difference between the outcome for a VDU case and the
outcome for a UCDSS case with the same values for Gi, X, and & is AY = 1(8 + K) - f(K), where v is the VDU
coefficient for the particular VDU and K represents the factors held constant. The mean value theorem implies that
(3, + K) = f(K) + £(K*) &, where £ () is the first derivative of f() and K* is some value between K and K + &. Hence,
AY =1, + K) - f(K) = £ (K*) &, and £(K"*) is the factor of proportionality.

% See Allison (1995).
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for case i, beginning on the episode’s start date, and /n(} is the natural log function. If Y, = C;,
the observation is said to be (right) censored.*

We initially tried to estimate gamma models for the other two duration variables,
survival and post-discharge survival, but were not successful in obtaining convergence, even
in very simple models. One of the parameters of the gamma model, known as a shape
parameter, increased without apparent limit during the iterative estimation procedure, evidently
trying to obtain a good fit for the relatively few cases with a very long survival. After trying
several alternatives for solving this problem, we settled on estimating a logit model for mortality
at hospital discharge (see below) and a Weibull duration model for post-discharge survival.
The Weibull model is the special case of the generalized gamma model that is obtained by
fixing the shape parameter at 1.0.°

3. l.ogit Models

We used logit models for modeling the categorical outcome variables (discharge
status, discharge destination, discharge caregiver). We initially had planned to use logistic
regression models, a more general version of the logit model for categorical outcome variables
that have a meaningful order. We abandoned this plan, however, because many categories
had too few observations within the category to estimate the model. Instead, we regrouped
cases for each variable into two more highly aggregated categories and applied the standard
logitmodel.

P

The logit model can be written as:

Yi*=X'B + o
Yi =0 if (Yl‘* < O)
=1if (Y* > 0)

where: Y,” is an unobserved index variable; Y; is the categorical variable; the disturbance, g,
has an “extreme value” distribution; and other variables are as previously defined. The logit
regression model is one member of a class of models, defined by alternative specifications for
the distribution of €. The logit model is the most commonly used model. from this family for

“ "Lett” censoring arises when the start date of the episode begins before the observation period. While we could
include left censoring in the general specification, we omitted it because we do not use left censoring in the
analysis. Some ventilator episodes are left-censored -- they began before hospital admission. We treat these
cases as if they were not left-censored, but add one or more explanatory variables to capture pre-admission
ventilator dependency to the models.

> We also tried the log normal model, for which the shape parameter is fixed at zero, but obtained a smaller value

for the likelihood function -- not surprising given that the shape parameter under the gamma specification moved
towards a positive value. The VDU dummy coefficients in each Weibull model were very similar to the non-
converged coefficients from the corresponding gamma model. We also tried censoring survival for all cases living — a®
longer than 18 months at 18 months, on the theory that this would give less weight to the few cases that survived

for several years, but the gamma model still did not converge.
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computational reasons and because results obtained with the model are usually very close to
those obtained with the second most commonly used specification, for which the disturbance is
assumed to be normally distributed (“probit”).

For the discharge status variable, we estimate two logit models. One is for whether the
patient was alive at discharge, and the other is for whether the patient is weaned at discharge.
For discharge destination, we estimate a model for whether the patient is discharged home or
to another institution (usually a SNF). For post-discharge caregiver, we estimate a model for
whether the patient’s primary caregiver is either themself or another family member vs. a
professional or institution.

The full sample was used to estimate discharge status models. For discharge
destination and post-discharge caregiver we only used the sample of patients who were alive
at discharge.

4, Regression Models

The RUGS Il model and all of the expenditure models are multiple regression models.
The dependent variable for the RUGS Ill model is the index value itself. For each expenditure
model the dependent ‘variable is the logarithm of the expenditure variable. Some of the
expenditure variables are treated as censored for some observations because the patient’s
Medicare inpatient benefits were exhausted or because claims were not obtained for the full
I&month observation period and the patient was alive at the end of the period for which
claims were observed.

All of the expenditure models fit the following censored regression specification
In(Y*) = XiB + o¥,
Yi=Y*ifO<Y*<C?*

= 0 |f Yi. C O

= Ci |f Ci < Yi',
where Y; is the observed expenditure variable, Y;* is what observed expenditure would be if it
were not bounded on the left by zero and on the right by the exhaustion of Part A inpatient
benefits, C; is observed expenditure if the patient has exhausted Part A inpatient benefits, and
all other variables are as defined previously. For expenditure variables with no censoring, this
model reduces to the standard multiple regression model; Y; and Y;* are identical for all
observations. When censoring is present, the model is formally equivalent to the APT model

that we used for the duration variables (see Section I.C.2, above), but with left censoring
adding. As with the duration variable models, we used the generalized gamma version of AFT
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models.® In the absence of censoring, we only assume that the disturbance has a mean of
zero and a standard deviation of one; no other distributional assumption is required to
determine the properties of the estimators given our reasonably large samples.

C. Classification of Cases into Risk Groups
1. Background and Approach

We initially planned to classify both UCDSS and VDU cases into “risk groups” - groups
of patients that were relatively hornogenous with respect to their condition on and before Day
21 -- on the basis of UCDSS and VDU clinical data. We discovered, however, that the quality
of the UCDSS clinical data was inadequate for this purpose - key classification variables were
missing for a very large number of cases. Hence, we developed two sets of risk groups, one
for VDU cases only and one for both VDU and UCDSS cases: The VDU risk groups are based
on clinical data collected from the VDUs, following our original plan. We call the second set of
risk groups, “claims-based” risk groups because they rely on diagnoses reported on Medicare
claims. We adopted this strategy because the claims diagnose? for the two groups are directly
comparable, but are believed to be less informative about risk than the clinical VDU data -
especially with respect to the clinical condition of the patient on Day 21.

We estimate models with VDU risk groups using only the VDU data, and estimate
models with claims-based risk groups using the combined data. We are able to assess the .
adequacy of the claims-based risk groups to some extent by comparing the findings across
VDUs from the two sets of estimates. If estimated differences across VDUs are very similar for
the two specifications, we would have some confidence that use of the claims-based risk
groups is a reasonable substitute for use of the VDU risk groups.

2. VDU Risk Groups

The scheme we developed for classifying VDU cases is displayed in Exhibit 5.2. The
scheme was divised by using a combination of clinical judgment and examination of
descriptive statistics. While the aim was to develop groups that were homogenous with
respect to clinical condition at or before VDU admission, we also needed group:; that were not
extremely small.

Under the scheme we developed, each case is passed through a series of three
screens. At each screen, the case is “labeled” with a specific category for that screen. In
some cases more than one label would apply, so for each screen we created a hierarchy of
labels and applied the! first label encountered (from left to right in the exhibit). Each VDU risk
group is comprised of cases that ere assigned a common set of labels.

® The model we estimate can be viewed as a simple extension of a model known to economists as the “Tobit®
model. If we assumed that the disturbance had a normal distribution, then the model we used would be the Tobit
model in the logarithm of expenditures, with both left and right censoring. See Allison (1995).
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Exhibit 5.2
VDU Risk Classification Scheme

2

Screen 1 Respirator Cardiovascular Resp. and
Pro-existing Only y Only Cardio. All Other
Condltlon
-— el — ‘ —t
Screen 2 Elective \Emergoncy/ \_ Cardio- /\ beavim o 0f: Card./
Acute Surgery Surgery vascular,
Precipitant Onty
of Ventilator
Episode
—eat
! — }
Screen 3 | Strong . Weak Unknown
Conditon at *atrong Respiratory ;\ﬁ/'?g'l"l‘:;"““"
VDU Admission .“:',::::,“ help :nxv?gtl::ulngwppon
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The first screen is based on conditions that were pre-existing at the time the ventilator
episode began (PXCs). A large majority of cases had a major preexisting respiratory or
cardiovascular condition, or both. There was substantial variety in PXCs among patients who
had neither, but no subgroup of other pre-existing conditions had enough case!; to justify a
separate group.

The second screen is based on acute precipitants (APs) of the ventilator episode. A
large number of cases were precipitated by surgery. We ‘divided these into elective and
emergency surgeries. Acute cardiovascular or respiratory conditions were the cause of most
other cases. These were divided into four groups: cardiovascular only, pneumonia only,
exacerbated chronic obstructive pulmonary disease (COPD) only, and at least two of the other
three. The remaining cases were put in the residual group; APs in this group included
hypotension, sepsis, and adult respiratory distress syndrome (ARDS).

The final screen is based on the patient’s condition at VDU admission. We
used three measures to assess whether they were “strong” or “weak” at admission. The first is
a composite of the type of ventilator the patient uses, the-number of hours of use, and the
level of pressure support at use. The second is a measure of the patient’s level of
dependence in perforrning activities of daily living at admission. The third is the patient’s FiO,
level as a proxy for weaning potential. If their FiO; level was not available, their arterial oxygen

level was used instead. o,

Patients score high on the first measure if they used intermittent mechanical ventilation
(IMV) for no more than eight hours a day with no more than 10 breaths per minute of support.
They receive a low score if they use an IMV for more than 8 hours a day or if they use assist
control (AC) or continuous mechanical ventilation (CMV) ventilator, with more than 10 breaths
per minute of support. Patients receive a high ADL score if on average they can perform
activities with no more than nonweight bearing assistance. Patients receive a high score on
the last measure if they have an FiO; level of less than 50 mm Hg, or, if that measure is
missing, an arterial oxygen level of at least 60 mm Hg;.

In general, patients are considered ‘weak” if they have a low score on two of the three
measures, and “strong” if they have a high score on two of the three measures. There are
several exceptions to this rule::.

1. Some patients are neither strong nor weak based on the ventilator type/amount composite
measure because they may appear weak by one factor and strong by another. If they
score low on both of the other measures, they are scored as weak, and if they score high
on both measures, they are scored as strong. if their scores on the ADL and weaning
measures are not parallel, they are considered weak if they have more than eight hours of
ventilator support per day, and strong if they have less.

il

2. Patients who have a low score on the weaning measurement (e.g., FiO,=60) are always
scored as ‘weak,” except for those cases that fit into exception 1.
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3. Patients who have a high score on the weaning measurement are considered ‘strong,”
except for those cases that fit into exception 1 and unless they have one of the following
conditions at VRU admission: malignancy, cardiac arrest, ARDS, coma, stroke, or an
albumin level less than or equal to 1.8 g/dL.

The outcomes from the first two levels of the screening process are described in Exhibit
5.3. While we had planned to use all three levels to fully cross-classify cases, we dropped this
plan because many of the groups obtained after the first two screens were not very large.
instead, we use the third screen to create a second, separate categorical risk variable -- ‘Day
21 condition.” Using the third screen in this way constrains the relationship between the
screen and the outcome variable to be the same regardless of the risk category from the first
two screens.

While there are 40 cells in the joint distribution of PXCs and APs, most cases fall into a
small number of cells and 26 cells have four or fewer cases. Hence, we did not use a full set
of 40 risk groups in the analysis. Instead, we used two categorical variables - one for PXCs
and one for APs -- and add three dummies to capture possible--interactions between PXCs and
APs for the three largest risk groups: both respiratory and cardiovascular PXCs with elective
surgery; both respiratory and cardiovascular PXCs with emergency surgery; and
cardiovascular PXC only with emergency surgery. These variables along with the Day 21
condition variable are included in all multivariate models using VDU data only unless otherwise
noted.

Exhibit 5.3
VDU Risk Groups
Pre-existing Condition
5 a
3 =
§18(38],
£13(%|2]¢
s1s|g|8]|¢g|s
Acute Precipitant e | S|l 128
Elective Surgery 7 10 34 5 1 57
Emergency Surgery 8 15 21 4 1 4¢
Hypotension, Sepsis, ARDS 5 2 13 1 21
Cardiovascular Only 1 8 9
Pneumonia Only 4 1 1 2 8
Exacerbated COPD Only 7 1 7 15
Two of Previous Three 6 2 7 15
Missing 9 4 4 4 16 37
All acute precipitants 47 35 95 16 18 211
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3. Claims-based Risk Groups

The claims-based risk groups were derived from diagnostic information reported on
Part A and Part B claims. As with the VDU risk groups, the (objective was to establish groups
that were reasonably Ihomogeneous with respect to their medical condition on or before Day
21. In fact, however, we needed to limit the diagnoses used to those that were clearly known
at or before hospital admission, namely the admission diagnosis itself and diagnoses from
claims in the preceding 12-month period. We did not include other diagnoses from the hospital
claim because we could not determine whether they applied before Day 21, or only later.

Based in part on our experience from developing the VDU risk groups and in part on
examination of frequency distributions for diagnoses from the claims data, we classified cases
into four pre-existing diagnosis categories (PDX: respiratory only, cardiovascular only, both
respiratory and cardiovascular, and other) and six admitting diagnosis categories (ADX:
respiratory surgery, cardiovascular surgery, other surgery, non-surgical respiratory, non-
surgical cardiovascular, and all others).

The joint distributions of PDX and ADX for VDU and UCDSS cases appear in Exhibit
5.4. While there are 24 cells in the joint distribution for each group, most cases in both groups
fall into just 10 cells. Almost all cases with an ADX of other surgery, non-surgical respiratory,
non-surgical cardiovascular, or other had both cardiovascular and respiratory PDXs. Hence,
we did not interact these three ADX categories with PDX, but instead put all cases within each
of the three ADX categories into a single risk group. Similarly, almost all cases with an ADX of
cardiovascular surgery had a PDX of either cardiovascular only or both respiratory and
cardiovascular, so we divided cases within this ADX category into just two risk ‘groups -- one
for both cardiovascular and respiratory PDX and the other for all others (primarily
cardiovascular only). For the respiratory surgery ADX category, there were enough cases in
each of the four PDX categories to treat each as & separate risk group. In summary, we
classified all cases into 10 claims-based risk groups, with some distinguished by ADX only
because most had the same PDX, but with others distinguished by both ADX and PDX.

iy

Another important feature of the distributions of PDX and ADX for VDU and UCDSS
cases is that they are remarkably similar to one another. The marginal distributions of PDXs
for the two groups are almost identical. About 56 percent of cases in both groups had both
respiratory and cardiovascular PDXs, and about 28 percent had cardiovascular only PDXs.
The marginal distributions for ADX are less similar - relatively more VDU cases had respiratory
surgery as their ADX., and relatively fewer had cardiovascular or other surgeries. For both
groups, the cell with the largest share of cases is respiratory surgery ADX with both respiratory
and cardiovascular PDX (31 percent of VDU cases and 25 percent of UCDSS cases).

------ il 45
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Exhibit 5.4

Joint Distribution of Pre-existing and Admitting Diagnoses from Claims Data

Pre-existing Condition
L
o .
3 4
§ | 8| ¢
[ > oS
= L : = -
@ P & 2 L
Admitting Diagnosis Group & § é’ :_5 e
Respiratory Surgery VDU 6.2% 14.2% 31.3% 3.8% §5.5%
UCDSS 4.7% 14.5% 25.4% 2.2% 46.9%
Cardiovascular Surgery |VDU 57% - 57% 1.0% 12.3%)
UCDSS 0.5% 6.7% 8.2% 0.8% 17.2%4
Other Surgery VDU 1.4% 1.9% 4.7% 1.0% 9.0%
UCDSS 1.3% 2.5% 7.0% 2.0% 12.7%
Non-Surgical Respirator)|VDU 1.0% 1.0% N 3.3% 5.2%;
UCDSS 1.3% 2.5% 4.5% 0.5% B8.7%
Non-Surgical VDU 2.8% 4.3% 7.1%
Cardiovascular UCDSS 0.3% 1.5% 3.7% 5.5%!
Other VDU 1.0% 1.9% 71% 1.0% 10.9%
UCDSS 0.8% 1.3% 6.0% 1.0% 9.0%|
Total vDU 9.5% 27.5% 56.4% 6.6% 100.
UCDSS 8.7% 28.9% 55.9% 6.5% 100.

‘Based on 211 VDU cases and 401 UCDSS cases.
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D. External Risk Variables

The external risk variables are variables that are hypothesized to be predictive of
outcomes, but that were not used to define risk groups. The variables used are defined in
Exhibit 5.5. All of these variables were available for both UCDSS and VDU cases..

Exhibit 5.5

External Risk Variables

Variable Definition and Discussion
Age Categorical variable with four groups: under 65, 65 - 74, 75 - 84, 85+
Sex Categorical variable with two groups: female, male
Pre-hospital Part A - Categorical variable for existence of Part A claims during the 12 months prior to
Utilization lhospital admission, classified by type of claims found: hospital and SNF; hospital

only or hospital with other non-SNF; home health only; other; and none. We found no
cases with just SNF claims. _

Locomotion ADL Categorical activity of daily living measure for locomotion before hospital admission:
before Hospital dependent (requires weight bearing support or full staff performance); intermediate
Admission (requires queuing or supervision): independent (requires no help); or unknown
Pre-hospital Dummy variable to indicate that the patient was ventilator dependent prior to hospital
Ventilator admission

Dependence .

]

E. Eligibility Variables

Controlling for differences in the extent to which patients satisfy the VDU admission
criteria is critical if patients who satisfy the criteria have lower risk for negative outcomes than
those who don't, and if the risk variables don’t adequately capture that risk. It is likely that both
of these conditions are true, but measuring the extent to which patients satisfy the admission
criteria is also very problematic, as evidenced in Chapter 4. Hence, we tried two approaches
to controlling for differences in etigibility beyond inclusion of the risk variables discussed
above.

In the first approach we simply included a categorical variable the eligibility groups that
are described in Chapter 4 (*most,” “substantial,” “some,” and ‘little or no” evidence of
satisfying the admission criteria). Given the findings from the validation effort (see Chapter 4),
our expectation is that this variable is unlikely to explain much of the variation in outcomes.

The second approach is the development of a measure of unobserved “luck,” for
patients who were admitted to the VDUs. A VDU patient is consider to be relatively ‘lucky” if
the proportion of VDU cases in the patient’s claims-based risk group is large relative to the
proportion of UCDSS cases in the same risk group. The idea behind this measure is that the
average VDU patient in a risk group that has low representation in the VDU sample relative to
its representation in the UCDSS sample probably had relatively low risk among all patients in
that risk category. The value of the measure is the same for all VDU patients within a risk
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group. The value of the measure is zero for all UCDSS patients because we have no
information about the luck of any UCDSS case in a risk group relative to any other UCDSS
case in the risk group; all we are conjecturing is that the typical VDU case in a risk group is
lucky relative to the typical UCDSS case in the same risk group. Given this reasoning, the
coefficient on the luck variable is expected to be positive.’

The construction of the variable is somewhat complex. It also requires two
assumptions that may be incorrect, and cannot be verified from our sample. The first
assumption is that the VDU cases were selected from a population that has the same
distribution of claims-based risk groups as found in the UCDSS sample. The second is that
the cases in the risk group that has the greatest representation in the VDU sample relative to
the group’s representation in the UCDSS sample include all cases in the risk group in the
population from which these cases were selected. The first of these assumptions is more
critical than the second for the usefulness of the resulting variable.* Given these assumptions,
construction of the “luck” variable proceeds as follows.

First, let p. represent the proportion of both the UCDSS cases and the population of
cases from which VDU cases were selected in risk group “r,” let N, represent the unknown size
of the population from which VDU cases were selected, let n, represent the size of the VDU
sample, let a, represent the unobserved share of group r cases in the population from which
VDU cases that are also in the VDU sample, and let v, represent the share of VDU cases that
are in risk group r. Then:

Vil =arpva-

Given the first of the two assumptions made above (i.,e., that p, applies to both the UCDSS
sample and the population from which the VDU cases were drawn), the only two unknowns in
this equation are N, and a,. The equation can be inverted to obtain a, apart from the
multiplicative constant, N/n,:

av' = ar(N\/nV) = Vr/pr-

The factor of proportionality is determined by the second assumption, which is that the value of
a, for the risk group that has the largest value of a,* is 1 .0.

Following the econometric literature on selection models, the “luck” variable is defined
using the hazard function for the standard normal distribution. Let ®() represent the

7 A similar interpretation can be applied to the hazard ratio that is commonly included in regression models to
control for selection effects.

® If the second assumption is wrong, but the first is right, the luck variable that we construct is a monotonic
transformation of the variable we aim to construct. If the first assumption is wrong, there may be little relationship
between the luck variable and the condition of a VDU patient relative to others in the same risk group from the
underlying population. The reader familiar with the econometric literature on selection models may recognize why it
is necessary to adopt assumptions such as these: we do not observe the size or characteristics of the population
from which the VDU cases were selected.

chp5.doc 5-15



Wi

cumulative distribution function for the standard norrnal distribution and let ¢() represent the
density function. Define z, using the inverse distribution function, evaluated at a,:

z,=®(a,).

The luck variable for group r is the hazard function for the standard normal distribution
evaluated at z.:

h, = h(z;) = &(z;)/ D(z;) = d(z,)/a,.

Henceforth, we refer to this eligibility variable as the hazard variable. The smallest value of the
hazard variable is 0.0, when a, = 1 .0 (100 percent).” The value increases to 0.80 for a, = 0.5,
to 1.2 for a, = 0.25, and to 2.1 for a, = 0.1. For VDU cases, the value of the variable for each
case is the calculated hazard for the case’s risk group; for each UCDSS case the value of the
variable is zero.

In principle we could apply this method separately to the cases from each VDU. This
would be desirable given suspected differences in the way the units implemented the
admission criteria, but is impractical given the relatively smali sample sizes for each VDU.

Exhibit 5.6
Relative Percentages and Hazard Rates for Claims-based Risk Groups

e
Pre-existing Condition
g .
3 2
§ g 8 .
E 3 . £
s g g 5 3
Admitting Diagnosis Variable 13 S & = 2
Respiratory Surgery VDU%/UCDSS% 1.300 0.983 1.230 1.692 1.183
|Hazarg 0.397 0.672 0.458 0.0"
Cardiovascular Surgery iVDU%/UCDSS% 0.645 0.634 1.480
IHazard 0.790 1.012
Other Surgery VOU%/UCDSS% 0.708 0.706
Hazard 0.934
Non-Surgical Fiespiratory VDU%/UCDSS% 0.597 0.697
Hazard 1.053
Non-Surgical Cardiovascular VOU%/UCDSS% 0.071 0.071
Hazard 0.055
Other VDU%/UCDSS% 0.109 0.109
Hazard 0.090
Total VDU%/UCDSS% 1.300 1.629 3.348 1.692 4.147

“Rolive o basec on 0O olp ] d ang 0 ding ® 40 shitung: see text.
T*Normalization

The values of the hazard variable for each of the ‘10 claims-based risk groups appear in
Exhibit 5.6, along with the percent of VDU cases in each group relative to the percent of

5

® Technically, a, cannot equal 1.0 for the standard normal distribution, but can only approach arbitrarily closely to
1.0, with the hazard approaching arbitrarily closely to 0.0.
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UDCSS cases in the group (i.e., the values of a,*). The values range from the normalized
value of zero for the group with an ADX of respiratory surgery and PDX of “other,” to 1.05 for
the group with ADX of cardiovascular surgery and PDX of both respiratory and cardiovascular.

fl. DESCRIPTIVE STATISTICS
A. Clinical Outcomes

In this section we present and summarize descriptive statistics for the outcome
variables. Clinical outcomes are examined in this subsection and expenditure outcomes are
examined in the following subsection. It is important to keep in mind that differences across
UCDSS and VDU cases, and across VDUs, may reflect differences in risk or differences in
screening, as well as differences in patient care. In the last subsection, we compare
descriptive statistics for the risk and eligibility variables across groups.

Clinical outcomes are summarized in Exhibit 5.7. In comparison to the typical UCDSS
case, the typical VDU case had a substantially longer length-of-stay (median: 86 vs. 52 days, a
difference of 34 days) and a much longer ventilator episode (median: 94 vs. 37 days, a
difference of 57 days).” The typical VDU patient survived much longer, however, with the
difference in median survival time being much larger than the differences for LOS and LVE
(median: 258 days vs. 106 days, a difference of 152 days, or about five months).  These
differences are consistent with much lower in-hospital mortality for VDU cases (34 percent vs.
48 percent).

Differences in outcomes for patients who were alive at hospital discharge are similar in
some respects, but in general are better for VDU cases. The median length of post-discharge
survival for those alive at discharge is almost identical for the two groups -- 409 days for
UCDSS cases and 407 days for VDU cases. Comparisons based on the categorical variables
are difficult to interpret because of relatively high numbers of missing observations for the VDU
cases. Although the share of living VDU patients who were identified as not ventilator
dependent is smaller than the corresponding share of UCDSS patients when we include cases
with missing information in the denominator (56 percent vs. 73 percent), the same shares for
the two groups are essentially identical when missing cases are excluded from the calculation
(74 percent for both).

'® Note that median LVE for VDU cases exceeds median LOS for the same cases. The large value for LVE reflects
the fact that LVE is considered to be censored if the patient IS ventilator dependent at hospital discharge.
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Exhibit 5.7 A,

Unadjusted Clinical Qutcomes

| VDL |
Mayo
Variable UCDSS | Total Demo. | Pre-demo. Mt. Sinai| RMS Temple
All Cases
Length of 75th percentile 75 19 81 101 156 20 21
Hospital 50th percentile (median) 52 86 60 63 121 94 85
Stay 25th percentile 39 61 44 52 74 70 61
(days) Missing data 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%)
Length of 75th percentile 53 147 107 97 148 129
Ventilator S0th parcentile (median) 37 94 60 80 114 104 76
Episode® 25th percentile 27 50 42 47 89 50 52
(days) Missing data 0.2% 2.8% 0.0% 0.0% 0.0% 3.5% 5.3%!|
Survival* 75th percentile 493 713 1,261 1,299 280 381 924
(cays) 50th percentile (median) 106 258 509 1,152 168 170 312
25th percentie 45 100 N 194 122 94 119
Missing data 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Status Weaned 36.9% 38.4% 42.9% 5§3.3% 16.7% 32.6% 47.4%
at Hospital Ventilator dependent 13.7% 12.3% 57% _ 0.0% 16.7% 14.0% 15.8%
Discharge fulltime: 10.2% 2.8% 0.0% 0.0% 5.6% 4.7% 1.8%
intermittent 22% 7.6% 5.7% 0.0% 1.1% 8.1% 8.8%
unknown 12% 1.9% 0.0% 0.0% 0.0% 12% 53%
Alive, vent. status unknown 1.0% 15.6% 31.4% 26.7% 16.7% 11.6% 8.8%
Deceased 48.4% 33.6% 20.0% 20.0% 50.0% 41.9% 28.1%
Missing data 0.0% 0.0% 0.0% 0.0% 0.0% 0. P
86 57]
Sample Size 401 211 35 15 18 86
Patients alive at hospital discharge
Sost 75th percentile 594 1,111 1,221 1,345 503 534 865
Jischarge 50th percentile (median) 409 407 528 1,112 273 242 407
Survival* 25th percentile 114 138 118 576 138 33 194
days) Missing data 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
lype of None 71.5% 57.9% £3.6% 66.7% 33.3% 56.0% 65.9%
/entilator Invasive 25.6% 15.7% 7.1% 0.0% 33.3% 24.0% 12.2%)
it Discharge Non-invasive 1.0% 2.1% 0.0% 0.0% 0.0% 0.0% 7.3%
Unknown Type 0.0% 0.7% 0.0% 0.0% 0.0% 0.0% 2.4%)
Missing data 1.9% 23.6% 499.3% 33.3% 33.3% 20.0% 122%
discharge Home 27.5% 38.6% 53.6% 66.7% 55.6% 12.0% 48.8%
destination LTC facility 512% 52.9% 39.3% 33.3% 33.3% 78.0% 41.5%
Acute hospital 8.2% 7.1% 0.0% 0.0% 11.1% 10.0% 9.8%
Missing data 12.6% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
>ost Self 2.9% 5.7% 14.3% 0.0% 11.1% 0.0% 73%
discharge Famity 2.9% 17.9% 14.3% 8.3% 22.2% 18.0% 22.0%
aregiver Prof. In H 11.1% 8.6% 7.1% 16.7% 11.1% 10.0% 4.9%
Group Home 0.0% 1.4% 0.0% 0.0% 0.0% 0.0% 4.9%
LTC 2.9% 1.4% 0.0% 8.3% 0.0% 0.0% 2.4%
Rehab. Hos 19.8% 17.9% 21.4% 16.7% 0.0% 16.0% 22.0%
Other inst 50.2% 23.6% 71% 8.3% 22.2% 36.0% 24.4%
Missing data 10.1% 23.6% 35.7% 41.7% 33.3% 20.0% 122%
’ample Size 207 140 28 12 9 50 41

o Pl

“Corrected for censoring; censored observations are not counted as missing.
“*Not estimated; more than 25 percert were ventilator dependent at hospital discharge.
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VDU outcomes for those alive at discharge were clearly better than UCDSS outcomes,
however, when other outcome variables are considered. When missing observations are
included in the denominator, a larger share of VDU cases went home (34 percent vs. 27
percent) rather than to another institution, and a larger share were cared for by themselves or
another family member (22 percent vs. six percent). The VDU percentages are also higher
when missing observations are excluded from the denominator (34 percent vs. 31 percent for
the share discharged to home, and 28 percent vs. seven percent for the share cared for by
themselves or another family member). Based on reported ADLs, most patients who were
alive at discharge required substantial physical assistance in performing these activities, but
VDU patients less dependent than their UCDSS counterparts (Exhibit 5.8). About 18 percent
of VDU cases had the best (lowest) possible RUGS Ul score of four, compared to just 11
percent of UCDSS cases. Another 19 percent of VDU cases and 18 percent of UCDSS cases
had a score between five and ten. About 37 percent of UCDSS cases and 26 percent of VDU
cases had a very high level of dependence, with RUGS Il scores ranging from 15 to the
highest possible value of 20. We were not able to calculate RUGS Ili scores for 20 percent of
VDU and 19 percent of UCDSS because of incomplete data. =

There were also substantial differences in clinical outcomes across VDUs. The overall
picture is that clinical outcomes were substantially better for Mayo and Temple patients than
for patients treated at Sinai and RMS. Outcomes for Mayo and Temple patients are very
similar in most respects, with those for Mayo patients being somewhat better in most
instances; outcomes for Sinai and RMS patients are similar in some respects and different in
others, but comparisons are problematic because of the small sample size for Sinai. Further,
outcomes for Sinai and RMS patients are not clearly better than those for UCDSS patients.

The discussion below refers only to outcomes for VDU patients during the
demonstration period; i.e., pre-demonstration Mayo patients are ignored. Outcomes for these
patients were, however, very similar to those for Mayo patients during the demonstration
period.”

The median length-of-stay ranges from just 60 days at Mayo to 121 days at Sinai, with
intermediate values for Temple (85) and RMS (94). The range for median length-of-ventilator
episode is somewhat narrower, from a minimum of 60 days at Mayo to a maximum of 114 at
Sinai. There are large differences in typical survival times; median survival time ranges from a
high of 509 days at Mayo to a low of 168 days at Sinai. Median survival time for RMS cases is
just two days longer than for Sinai cases, while median survival time for Temple cases is
substantial longer, 312 days. Only 20 percent of Mayo cases and 28 percent of Temple cases

" An exception is that median survival time for the pm-demonstration patients is much greater for the
demonstration cases. Not too much should be made of this because the sample size is very small. There is @ big
jump in survival times for pre-demonstration cases just before the median; the 46th percentile is 641, much closer
to the median of 501 for the demonstration cases.
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were identified as deceased at discharge, compared to 50 percent of Sinai cases and 42
percent of RMS cases.

For those alive at discharge, median post-discharge survival was much higher for Mayo
and Temple cases (528 and 407 days, respectively) than for Sinai and RMS cases (273 and
242 days). About 66 percent of Temple patients who were alive at discharge had been
weaned, compared to just over half of Mayo and RMS patients, and only one third of Sinai
patients.

Differences in discharge destination of patients who were alive at discharge are
striking. The percent who went home ranges from a lhigh of 56 percent at Sinai to a low of 12
percent at RMS; the percentages for Mayo and Temple are between these extremes and
almost identical (54 and 49, respectively). About 78 percent of RMS patients were sent to
long-term care facilities, cornpared to about 40 percent for both Mayo and Temple and 33
percent for Sinai.

One-third of Sinai patients, 29 percent of Temple patients, and 28 percent of Mayo
patients who were alive at discharge were taken care of By themselves or a family member;
the corresponding percentage for RMS patients was only about half as large.'

Comparisons of functional status of patients at discharge are problematic because the
share of cases with missing data varies across units. On the basis of the RUGS Ill index, it =
appears that the functional status of Mayo and Temple cases at discharge was similar, and
better than the functional status of RMS and, especially, Sinai cases. About 24 percent of
Temple cases were in the independent category, compared to 21 percent for Mayo, 10 percent
for RMS, and none for Sinai. A significant share of cases in all units except for Mayo were in
the most dependent category (15 to 20 points): 37 percent for Temple, 33 percent for Sinai,
28 percent for RMS, and just seven percent for Mayo.

When the outcomes, for each VDU are compared to those for UCDSS cases, the
outcomes for Mayo and Temple cases are substantially better than for UCDSS cases, but
those for Sinai and RMS cases are not. In comparison to UCDSS cases, the percent of Sinai
cases who were weaned at discharge is lower, the percent who were deceased is two points
higher, the median post-discharge survival time of those discharged alive is 136 days lower,
the percent discharged to home is 27 points higher, the percent who were cared for by
themselves or another family member after discharge is 26 points higher, and functional status
at discharge is very similar. For RMS cases, compared to UCDSS cases the percent who were
weaned at discharge is about the same (depending on the status of cases with missing data),
the percent who were deceased is six points lower, the rnedian post-discharge survival time of

2 One oddity in the figures for post-discharge caregiver and discharge destination is that 28 percent of RMS e

patients were reported as cared for by either a family member or a professional in the home, but only 12 percent
were reported to have been discharged to home. We do not have an explanation of this apparent discrepancy.
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Exhibit 5.6

Activity Limitations at Diiharge

VDU
Variable UCDSS Total Maya Mt. Sinai R M S| Temple
Demo. |Pre-demo Demo.

ocomotion  independent 6.3% 23.6% 25.0% 50.0% 11.1% 14.0% 29.3%
needs verbal ques 1.4% 26.4% 25.0% 8.3% 22.2% 38.0% 19.5%

some physical help 24.2% 15.0% 7.1% 0.0% 0.0% 12.0% 31.7%

substantial physical help 12.1% 10.7% 7.1% 8.3% 0.0% 16.0% 9.8%

full dependence 27.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%.

missing data 28.5% 15.0% 35.7% 25.0% 44.4% 0.0% 9.8%

ransfering independent 6.3% 32.1% 39.3% 41.7% 222% 24.0% 36.6%
needs verbal ques 2.9% 7.9% 7.1% 8.3% 11.1% 8.0% 7.3%

some physical help 28.5% 13.6% 7.1% 0.0% 0.0% 22.0% 14.6%

substantial physical help 15.9% 15.0% 10.7% 25.0% 11.1% 12.0% 19.5%

full dependence 21.7% 11.4% 0.0% 0.0% 222% 14.0% 17.1%

missing data 26.1% 20.0% 35.7% 25.0% 33.3% 20.0% 4.9%

Meting independent 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
needs verbal ques 2.9% 5.7% 3.6% 8.3% 0.0% 6.0% 7.3%

some physical help 17.9% 21.4% 14.3% 16.7% 222% 26.0% 22.0%

substantial physical help 7.7% 15.0% 3.8% 16.7% 222% 20.0% 14.6X

full dependence 29.0% 17.1% 3.6% 0.0% 222% 20.0% 26.8%

missing data 32.4% 20.7% 39.3% 25.0% 33.3% 20.0% 4.9%

Bed independent 222% 13.6% 10.7% 33.3% 0.0% 14.0% 12.2%
Mobility needs verbal ques 2.9% 5.0% 10.7% 0.0% 0.0% 2.0% 7.3%
some physical help 15.0% 30.0% 32.1% 16.7% 222% 34.0% 29.3%

substantial physical heip 7.7% 28.6% 10.7% 25.0% 33.3% 30.0% 39.0%

full dependence 18.8% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

missing data 33.3% 22.9% 35.7% 25.0% 44.4% 20.0% 122%

Eating independent 19.8% 14.3% 21.4% 33.3% 0.0% 4.0% 19.5%.
needs verbal ques 1.4% 8.6% 17.9% 0.0% 0.0% 6.0% 9.8%

some physical help 13.5% 20.7% 14.3% 8.3% 11.1% 28.0% 22.0%

substantial physical help 7.7% 18.6% 10.7% 25.0% 33.3% 22.0% 14.6%

full dependence 27.5% 17.9% 0.0% 8.3% 222% 20.0% 29.3%

missing data 30.0% 20.0% 35.7% 25.0% 33.3% 20.0% 4.9%

RIUGS Il 4 (independent) 11.1% 17.9% 21.4% 33.3% 0.0% 10.0% 24.4%
index 5-9 17.9% 18.6% 25.0% 8.3% 11.1% 22.0% 14.6%
10-14 15.0% 17.9% 10.7% 16.7% 222% 20.0% 19.5%

15-18 37.2% 25.7% 7.1% 16.7% 33.3% 28.0% 36.6%

Missing Data 18.8% 20.0% 35.7% 25.0% 33.3% 20.0% 4.9%

n 207 140 28 12 9 50 41
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those discharged alive is 167 days lower, the percent discharged to home is 15 points lower,
the percent who were cared for by themselves or another family member after discharge is 12
points higher, the and functional status appears to be slightly better.

B. Expenditures

Medicare expenditures for the entire hospitall stay were 35 percent higher for the
average VDU case than for the average UCDSS cases: $123,000 vs. $91,000 (Exhibit 5.9).
Part A expenditures account for about 90 percent of Medicare expenditures in both cases.
The higher spending for VDU cases reflects the longer length of stays for VDU cases;
Medicare expenditures per day for VDU cases were actually 16 percent lower than for UCDSS
cases.

The difference between Medicare expenditures for UCDSS and VDU cases significantly
understates the difference in total expenditures. While Medicare paid $32,000 more for the
average VDU case than for the average UCDSS case., the difference in mean total
expenditures is $46,000 (Exhibit 5.10), meaning that the beneficiary and other insurers paid an
average of $14,000 more. The percentage difference for total expenditures is much larger
than for Medicare expenditures (46 percent vs. 35 percent) because the coinsurance paid by
Medicare beneficiaries and other insurers increases with length-of-stay. The difference
between mean daily spending for UCDSS and VDU cases is somewhat smaller when total
expenditures are considered rather than only Medicare expenditures; mean total expenditures
per day are $252 higher for UCDSS cases, vs. $272 higher when just Medicare expenditures
are considered.

i

When the 18-month period after hospital admission is considered, Medicare spending
for VDU cases is 30 percent higher than spending for UCDSS cases, while total spending is
about 32 percent higher. These percentages, which are based on mean expendiitures per day
for cases observed for 12 to 18 months, are somewhat lower than the analogous percentages
for the hospital stay alone (35 and 48 percent).

The relatively high numbers for VDU cases partly reflect higher expenditures for the
hospital stay, but also reflect the greater longevity of VDU cases post discharge. In fact, mean
expenditures per day of life during the 18 months after admission are much lower for VDU
cases than for UCDSS cases. Based on cases observed for at least 12 months, mean
Medicare expenditures, per day of life for VDU patients are 46 percent lower than for UCDSS
patients ($761 vs. $1400), while mean total expenditures are 44 percent lower ($844 vs.
$1,505).

L
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Exhibit 5.9

Medicare Expenditures per Patient, Adjusted by Cost Index Only (FY1994 Dollars)

VDU
Variable UCDSS Mayo
Total Demo. | Pm-demo. |Mt. Sinai RMS Temple
Mean spending during hospital stay’

Part A $83,000  $111,000  $102,000 $88,000 $107,000 $131,000 $93,000

% Exhausting Part A 1.5% 9.5% 5.7% 0.0% 22.2% 14.0% 5.3%

Part B $8,000 $12,000 $10,000 $6,000 $12,000 $9,000 $21.000

Total $91,000  $123,000  $112,000 $94,000 $119,000  $140,000  $114.000

Mean daily spending during hospital stay*

Part A $1.595 $1.334 $1,702 $1,135 $932 $1,461 $1.096

PartB $145 $134 $156 $98 $106 $96 $228

Total $1,740 $1,468 $1,858 $1,233 $1,038 $1,557 $1,324

Mean daily spending up to 18 months after hospital admission*

Part A alt cases $189 $279 $216 $178 $260 $374 $207
observed 6- 72 mo. $490 $422 $499
observed 12- 18 mo. $189 $240 $216 $176 $214 $310 $207

Part B all cases $16 $26 $25 $15 $26 $24 $34
observed 6- 72 mo. $17 $13 $17
observed 12- 18 mo. $16 $27 $25 $15 $30 $27 $34

Total all cases $205 $305 $241 $191 $286 $397 $241
observed 6- 12 mo. $507 $435 $516
observed 12-18 mo. $205 $267 $241 $191 $244 $337 $241

Mean spending per day of life up to 18 months after hospital admission*

Part A all cases $1,305 $738 $706 $318 $678 $1,039 $435
observed 6- 12 mo. $0 $1.039 $0 $0 $760 $1,077 $0
observed 12- 7 8 mo. $1.305 $683 $706 $318 8655 $1,019 $435

Part B all cases $95 $70 N $28 $83 $69 $82
observed 6- 12 mo. $0 $31 $0 $0 $30 $31 $0
observed 12-18 mo. $95 $78 $71 $28 $98 $89 $82

Total all cases $1,400 $809 777 $346 $761 $1,108 $517
observed 6- 12 mo. $0 $1,069 $0 S0 $790 $1.108 $0
observed 12- 18 mo. $1,400 $761 $777 $346 $753 $1,108 $517

Number of cases observed by length of observation period

Part A all cases 401 211 35 15 18 86 5
observed 6- 72 mo. 0 33 0 0 4 29 (
observed 12- 18 mo. 401 178 35 15 14 57 LY,

Part B all cases 401 193 35 15 18 86 3¢
observed 6- 12 mo. 0 33 0 0 4 29 (
observed 72- 18 mo. 401 160 35 15 14 57 3¢

“Hospital stay” refers 10 the hospital stay associated with the ventilator episode under study. Expenditures for the 18 months after admission

also include expenditures in later stays.
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Exhibit 5.10 S LE

Total Expenditures per Patient, Adjusted by Cost index Onty (MI994 dollars)

VDU
Variabie UCGDSS Mayo
Total Demo. | Pre-demo. | Mt Sinai RMS Temple
Mean spending during hospital stay* (thousands)
Part A $89,000 $131,000 $110,000 $90,000 $120,000 $145000  $100,00¢
% Exhausting Part Pi 1.5% 9.5% 5.7% 0.0% 22.2% 14._0% 5.39
Part B $10,000 $14,000 $12,000 $8,000 $15,000 $11,000 $26,80(
Total $99,000 $145,000 $122,000 $98,000 $135,000 $156,000 $126,80(

Mean dally spending during hospital stay

Part A 51,669 $1,430 $1,788 $1,161 $1,021 91,598 $1,15¢
Part B $183 $170 5196 s125 $132 5121 $287
Total $1,852 $1,600 $1,984 $1,286 $1,153 $1,719 $1,44¢€

Mean daily spending up te 18 months atter hospital admission*

Part A all cases $206 $309 $236 $184 S295 3416 $22¢
observed 6-12 mo. SO $546 ) ) $479 $555 SC
observed 12-18 mo. $206 $265 $236 $184 $242 $346 $228

Part B all cases $20 $32 $32 $20 $33 $29 $42
observed 6-12 mo. so $21 so so 617 21 SC
observed 12-18 mo. $20 $34 $32 s20 $37 $33 $43

Total allcases $226 $341 $268 $204 $327 $445 27
observed 6-12 mo. ) $566 ) S0 $496 $576 SC
observed 72-18 ma. $226 299 s-268 $204 $279 $379 $271

Mean spending per day of life up to 18 months after hospital admission* (dolars)

Part A all cases $1,386 $805 $787 $330 $752 $1,128 $471
observed6-1'2mo. ) $1.129 $0 so $873 $1,164 $0
observed 12-18 mo. $1,366 $745 S787 $-330 $718 $1,110 $471

Part B all cases $119 $88 $90 $35 $103 $87 $103
observed6-12 mo. so $39 so so $38 $39 so
observed 12-18 mo. $119 s99 $90 $35 $122 $111 $103

Total all cases $1,505 $893 $877 $365 $856 $1,215 $574
observed 6-12 mo. so $1,168 $0 ) $911 $1,203 so
observed 12-18 mo. $1,505 $844 $877 $365 $840 $1,221 $574

Number of cases observed by length of observation period

‘art A all cases 402 211 35 18 18 86 51
observed 6-12 mo. 0 33 0 0 4 29 (
observed 12- 18 mo. 402 178 35 1% 14 57 5;

*art B all cases 401 193 35 15 18 86 3¢
observed 6-12 mo. o} 33 0 0 4 29 (
observed 12-18 mo. _ 401 160 35 1 5 14 57 3¢

“*Hospital stay* refers to the hospital stay associated with the ventilator episodeurxier study. Expendituresfor the18 months after admission
also includeexpendituresiniater stays.
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There are also substantial differences in expenditures across the VDUs. One of the
most striking differences is between Mayo cases in the pre-demonstration period and Mayo
cases during the demonstration.  Medicare expenditures were 19 percent higher for
demonstration cases than for pre-demonstration cases and total expenditures were 24 percent
higher. The increases are even larger on a daily basis: 51 percent for Medicare and 54
percent for total. While mean Medicare and total expenditures for Mayo cases during the
demonstration period are lower than the corresponding means for any other unit, expenditures
per day are higher than for any other unit. Another striking finding from comparison of
expenditures across units is the high expenditures for RMS cases relative to those for patients
in other VDUs. Mean Medicare and total expenditures for RMS cases are, respectively, 16 and
17 percent higher than the corresponding means for all VDU cases during the demonstration
period (Exhibit 5.11). This is partly due to the relatively long lengths of stay for RMS cases;
mean Medicare and total expenditures per day for RMS cases are, respectively, 10 and 5
percent higher than the corresponding means for all VDU cases during the demonstration
period, and are substantially lower than the corresponding means for Mayo cases.

Part A expenditures for the hospital stay of VDU cases can be divided into
expenditures for the VDU stay and those for the rest of the hospital stay (Exhibit 5.11). Mean
Medicare and total expenditures for VDU cases during the non-VDU part of the hospital stay
($81,000 and 85,000) are very comparable to the corresponding means for UCDSS cases
($63,000 and $89,090) and also the corresponding means for Mayo pre-demonstration cases
($88,000 and $90,000), no doubt reflecting payments determined by the discharge DRG. On a
daily basis, Medicare and total expenditures for VDU cases during the non-VDU part of the
hospital stay ($2,308 and $2,388) are substantially higher than the corresponding means for
UCDSS cases ($1,595 and $1,669) because the non-VDU portion of the average VDU
patient’s stay is shorter than the average UCDSS patient’s stay.

Mean Medicare and total VDU expenditures vary substantially across the four units.
The highest means are for RMS ($40,000 and $50,000, respectively), 74 and 100 percent
higher, respectively, than those for Temple, the VDU with the lowest means ($23,000 and
$25,000). This variation partly reflects variation in length-of-stay. Variation in Medicare and
total expenditures per day is consequently smaller; the highest daily means are for Mayo ($943
for total and $860 for Medicare), which are 34 and 39 percent higher than the means for
Temple, the VDU with the lowest means ($703 and $619).
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Exhibit 5.11
VDU, Other, and Total Part A Expenditures During the Hospital Stay (FY1994 Dollars)
VDU
Variable UCDSS Mayo
Total* Demo. | Pre-demo. Mit. Sinai| RMS Temple
Total Expenditures
in VDU n.a. $36,358 $29,000 n.a. $41,000 $50.000 $25,000
In Other Units $89 $85,373 $81,000 $90,000 $79,000 $95,000 $75,000
Entire Stay $89 $123,731 $110,000 $90,000 $120,000 $145,000 $100,000
Medicare Expenditures
invDU n.a. $31,865 $26,000 n.a. $31,000 $40,000 $23,000
In Other Units $83 $81,005 $76,000 $68,000 $76,000 $91,000 $70,000
Entire Stay $83 $112,870 $102,000 $88,000 $107,000 $131,000 $93,000
Percent Exhausting Part A Benefits
in VDU n.a. 10.4% 2.9% n.a. 22.2% 14 0% 5.6%
Entire Stay 1.5% 1.0.9% 5.7% 0.0% 22.2% 14.0% 5.6%
Total Expenditures per Day
InvDU n.a. $824 $943 n.a. $773 $882 $703
In Other Units $1,669 $2,388 $2,947 $1,161 $1,218 $2,817 $1,733
Entire Stay $1,669 $1,456 $1,788 $1,161 $1,021 $1,598 $1,159
Medicare Expenditures per Day

ln VDU n.a. $706 $860 n.a. $629 $713 $619 -
In Other Units $1,595 $2,308 $2,861 $1,135 $1,177 $2,719 $1,671
Entire Stay $1,595 $1,353 $1,702 $1,135 $932 $1,461 $1,096
Sample Size 402 _ 193 35 | 5 18 86 54

*Exciudes Mayo pre-demarnistration patierts
na = not appicable

C. Descriptive Statistics for Risk and Eligibility Variables
1. Comparison of Risk and Eligibility Measures Across Groups

Descriptive statistics for the risk and eligibility variables appear in Exhibit 5.12. The
outcome differences that ‘were discussed in the previous section may in part be due to
differences in these explanatory variables. We found remarkably small differences in the
percentages and means for these variables for the UCDSS and VDU groups. Somewhat
greater variation is found arnong the VDUs.

i
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Exhibit 5.12

Descriptive Statistics for Risk and Eligibility Variables

VDY
Variable ucDss Mayo
Total Demo. | Pre-demo. Mt.Sinai | RMS Temple

Age

under 05 13.5% 16.6% 2.9% 26.7% 44 4% 14.0% 17.6%

65-74 46.4% 42.2% 51.4% 33.3% 16.7% 41.9% 47 . 3%

75-64 34.4% 34.1% 37.1% 40.0% 33.3% 34.9% 29.0%

85+ 5.7% 7.1% 0.6% 0.0% 5.6% 9.3% 5.2%
sex

female 52.1% 47.9% 34.3% 47.7% 57.0% 50.0% 42.1%

male 47 .9% 52.1% 65.7% 52.3% 43.0% 60.0% 57.9%
PartA Claim in Prior Yr.

hospitaland SNF 5.0% 7.1% 2.%% 6.7% 11.1% 11.6% 1.6%

hospital 50.4% 49.3% 51.4% 60.0% 50.0% 37.2% 63.1%

home health 3.5% 3.6% 2.9% 0.0% 5.6% 5.6% 1.8%

other 21.0% 25.1% 31.4% 13.3% 16.7% 33.7% 14.0%)

none 20.2% 14.7% 11.4% 20.0%. 16.7% 11.6% 19.3%
Hospitalization in Prior Year

mean inpatient days for those hospitalized 19 25 21 16 26 29 24
Vent. Use Before Hospital Admission

dependent 0.2% 5.2% 0.6% 6.7% 5.6% 2.3% 7.0%

not dependent 99.0% 94.8% 91.4% 93.3% 94 .4% 97.7% 93.0%
ADL Before Hospital Admission

very dependent 0.7% 21.3% 17.1% -13.3% 33.3% 22.1% 21.1%

moderately dependent 14.0% 14.2% 11.4% 13.3% 5.6% 20.9% 21.1%

independent 65.9% 56.9% 71.4% 06.7% 50.0% 53.5% 49.1%

unknown 21.5% 8.5% 0.0% 5.6% 11.1% 3.5% 21.1%
diagnoses in Prior Year

respiratory 0.7% 9.6% 5.6% 26.7% 5.6% 11.6% 5.2%

cardiovascular 26.9% 27.5% 26.6% 26.7% 16.7% 15.1% 49.1%

resp. and card. 66.9% 56.4% 57.1% 26.7% 722% 60.6% 40.4%

other 6.5% 9.6% 8.6% 20.0% 5.6% 4.7% 5.2%
Admitting Diagnosis

respiratory surgery 46.9% 55.5% 42.9% 26.7% 722% 65.0% 64 .9%

cardiovascular surgery 17.2% 123% 22._.9% 20.0% 0.0% 126% 7.0%

other surgery 12.7% 9.0% 17.1% 26.7% 5.6% 6.1% 3.5%

other respiratory 0.7% 5.2% 0.0% 6.7% 11.1% 9.3% 0.0%

other cardiovascular 5.5% 7.1% 2.9%. 6.7%. 11.1% 7.0% 0.0%

other 9.0% 10.9% 17.1% 13.3% 5.6% 7.0% 15.6%
tligibitity Group

maost evidence 0.0% 14.7% 31.4% 13.3% 44 4% 0.0% 17.5%

substantial evidence 16.7% 61.1% 60.0% 46.7% 33.3% 75.6% 626%

some evidence 4.9% 15.2% 28.6% 26.7% 0.0% 20.9% 15.6%

ittle or no evidence 37.7% 9.0% 5.7% 13.3% 222% 3.4% 14.0%
're-existing Condition

resprratory only na 223% 14.3% 13.3% 16.7% 31.4% 17.5%

cardiovascular only na 16.6% 229% 20.0% 5.6% 11.6% 22.0%

resp. and card. na. 45.0% 64.3% 06.7% 55.6% 37.2% 42.1%

other na 7.6% 2.9% 0.0% 16.7% 11.6% 3.5%

none or unknown na a.5% 5.T% 0.0% 5.6% 8.1% 14.0%
\cute Precipitant

elactive surgery na 27.0% 25.7% 46.7% 5.6% 20.9% 30.0%

emergency surgery na 232% 45.7% 40.0% 5.0% 16.3% 21.1%

cardiovascular only na 4.3% 0.0% 6.7% 16.7% 23% 5.3%

pneumoniaonly n.a 3.8% 0.0% 0.0% 0.0% 9.3% 0.0%

exacerbated COPD only na 7.1% 29% 6.7% 11.1% 11.6% 1.9%

two of previous three na 7.1% 5.7% 0.0% 0.0% 14.0% 1.6%

sepsis, ARDS, or hypotension na 10.0% 14.3% 0.0% 22% 10.5% 5.3%

other or unknown na. 17.6% 5.7% 0.0% 30.9% 152% 26.3%
rondition at VDU Admission

strong na 34.6% 31.4% 26.7% 44 4% 40.0% 14.0%

weak na 43.6% 37.1% 46.7% 50.0% 50.0% 35.1%

missing na 21.6% 31.4% 26.7% 5.0% 12% 50.9%
lazard Ratio

mean na 0.69 0.61 0.60 0.51 0.03 0.64
ample Size 401 211 36 15 16 06 57

527



A,

The age distributions for tthe UCDSS and VDU cases are very similar; 41 percent of
UCDSS cases are 75 or over compared to 42 percent of VDU cases, and the share of VDU
cases under the age of 65 is also slightly higher (17 percent vs. 14 percent). Approximately
half of each group’s cases are of each sex. The distributions of Part A claims in the prior year
are very similar, with a. somewhat larger percentage of UCDSS cases having no claims. About
five percent of VDU cases were ventilator dependen: before hospital admission, compared to
less than one percent for UCDSS cases. Perhaps the most substantial difference between the
two groups is that a larger share of VDU cases were very dependent on assistance from
others before hospital admission (21 percent vs. 9 percent). The admitting diagnosis was
more likely to be respiratory surgery for VDU cases than for UCDSS cases, but less likely to be
cardiovascular surgery. As discussed in Chapter 4, based on the eligibility group variable the
VDU cases showed more evidence of satisfying the VDU admission criteria than the UCDSS
cases. Overall, there is little clear indication that the VDU cases are at higher or lower risk of
poor outcomes than the UCDSS cases.

The somewhat greater variation in means and percentages across the VDUs is not
surprising given the smaller samples and the dissimilariies among the VDUs and their
locations. The following are some particularly large deviations from the means and
percentages for all VDU cases, but are not necessarily of any importance:

e About 44 percent of Sinai patients were under 65, compared to 17 percent for all VDU
cases;

e Almost two-thirds of the Mayo cases during the demonstration period were women,
compared to 48 percent over all;

e Only two percent of Temple patients and three percent of Mayo patients had a Part A SNF
claim in the previous year, compared to 11 percent for Mt Sinai and 12 percent for RMS;

e Only 12 percent of Sinai cases had an acute precipitant of surgery (emergency and
elective combined), compared to 39 percent foi all VDU cases combined. Note, however,
that Sinai also had a large share of cases with “other or unknown” as their acute
precipitant; and

e Only 14 percent of Temple cases were judged to be “strong” at VDU admission, compared
to 35 percent for all VDU cases. Note, however, that the percent of Temple cases with
missing data for this variable is large.,

We also found that the mean hazard ratio varies little across the groups, from a low of
0.51 for Sinai to a high of 0.63 for RMS.

i
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2. The Relationship between Risk and Eligibility Variables and Mortality
at Discharge

Examination of percentages and means for the risk and eligibility variables and

discharge mortality reveals few relationships that are strong and consistent for both UCDSS
and VDU cases (Exhibit 5.13). It should be kept in mind that these are univariate relationships,
and are not necessarily causal. We found:

Those age 75 or over at hospital admission were much more likely to be deceased at
discharge than those who were younger. This is the strongest relationship we found, and
the most consistent across the two groups. About 43 percent of UCDSS cases who were
deceased at discharge were 75 or older, compared to 37 percent for those who were alive,
and this relationship is stronger for VDU cases; the corresponding values for VDU cases
are 53 percent and 35 percent.

Those with Part A hospital claims in the prior year were more likely to be deceased at
discharge. About 67 percent of UCDSS cases who were deceased at discharge had a
Part A hospital claim in the prior year compared to 53 percent of cases who were alive at
discharge, but this relationship is much weaker for VDU cases; the corresponding values
for VDU cases are 58 and 56 percent ;

Those who were classified as independent prior to admission by the ADL measure were
less likely to be deceased at discharge. For UCDSS cases 49 percent of those who were
deceased at discharge were classified as independent compared to 63 percent of those
who were alive. The comparable figures for VDU cases are 54 percent and 57 percent;
and

Those whose admitting diagnosis was either respiratory or cardiovascular surgery were
more likely to be deceased at discharge. For UCDSS cases, 66 percent of those who were
deceased at discharge had either respiratory or cardiovascular surgery, compared to 62
percent of those who were discharged alive. The comparable figures for VDU cases are
71 percent and 67 percent.

Some significant relationships between mortality and VDU risk variables were also

found, but could not be verified for the UCDSS data:

Those who had both respiratory and cardiovascular PXCs were more likely to be deceased
at discharge; 54 percent of those deceased at discharge were in this category, compared
to 41 percent for those who were alive. Mortality was also higher among those with only a
cardiovascular PXC, and much lower among those with only a respiratory or some other
PXC;

Those whose AP was elective surgery were less likely than others to be deceased at
discharge. Of those deceased at discharge, 23 percent were in this category, compared to
29 percent of those who were alive; and
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Exhibit5.13

Relationship between Discharge Mortalityand Descriptive Statistics
for Risk and Eligiblity Variables

| ucpbss i VDU
_ _ Variable __Alive 1 - Deceased | Alive | Deceased
Age
under 65 13.5% 13.4% 17.9% 14 .19
65-74 49.3% 43.3% 47 1% 32.4%
75 -84 33.3% 35.16% 30.0% 42 3%
85+ 3.9% 7.7% 5.0% 11.3%
Sex
female 52.7% 51.6% 50.7% 42 3%
male 47.3% 46.5% 49_3% 57.6%
*art A Ctaim in Prior Yr.
hospital and SNF 3.9% 6.2% 5.7% 9.9%
hospital 49.3% 51.6% 50.0% 47 9%
home haalth 2.4% 4.6% 2.9% 5.6%
other 24.6% 17.0% 25.0% 25 4%
rione 19.6% 20.6% 16.4% 11.3%
fospitalization in Prior Year J
mean inpatent days for those hospitakiz 18 20 24 217]
fent. Use l3efore Hospital Admission
capendant 0.0% 0 5% 6.4% 26 %j
not depsndent 100.0% 99 5% 93.6% 97.2%
\DL Betors Hospitsi Admission
very dependent 7.7% 96% 20.0% 23.9%
moderate ly dependent 11.6%. 165% 129% 16.9%
indeperdent 62.3% 49 0% ~ 57.1% 53.5%
unknown 16.4% 247% 10.0% 5.6%
Jiagnosaes in Prior Yeas
respiratory 10.6% 6 7% 10.0% 6.6%
cardiovascular 25.6% 32.5% 31.4% 19.7%
resp. and card. 67.5% 54._1% 521% 64 6%
other €.3% 6.7% 6.4% 7.0%
\dmitting Diagncsis oy
respiraiony sirgery 42.0% 52.1% 529% 60.6%
cardiovascular surgery 19.8% 14._4% 13.6% 9.9%
other sirgety 13.0% 121.4% 10.0% 7.0%
other respiratory 10.1% 7.2% 5.0% 5.6%
other cardiovascular 4.8% 6.2% 7.9% 5.6%
other 10.1% 7.7% 1 0.7% 11.3%
ligibility Group
most evidence 11.0% 0.5% 14.3% 15.5%
substantial svidence 16.9% 16.5% 61.4% 60.6%
some gvidence 48.8% 40.7% 129% 19.7%
little or no evidence 33.3% 423% 11.4% 4.2%
re-axisting Condition
respuraiory only na. na. 26.4% 14.1%
cardiovascutar only na. na. 14.3% 21.1%
resp. and card. na. na. 40.7% 53.5%
other na. na. 9.3% 42%
nONe ¢r unknown na. n.a. 9.3% 7.0%
cute Precipitant
0 00l ¢ surgary na na 26.6% 23.9%
8Mmergancy surgery na n.a 23.6% 22.5%
cardiovascutar only "a. na 3.6% 5.6%)
pheuTonia only nr. na 3.6% 4.2%
exacebated COPD only na. na. 7.9% 5.6%
two of previous three na. na 6.4% 8.5%
sepmis, ARDS, 00 hypomnsion "a. na 6.6% 12.7%
other or unicnown na. “A. 17.9% 16.9%
onditior. at VOLJ Admission
strong na. na. 421% 36.6%
wosk na. na 45.9% 53.5%
missing na “.a. 129% 9.9%
azard Ratio
mean na “a. 0.61 0.56
sampie Size 207 194 140 71
il
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e Those whose condition at VDU admission was classified as strong were less likely than
others to be deceased at discharge. Of those deceased at discharge, 37 percent were in
the strong category, compared to 42 percent of those who were alive.

M. FINDINGS FROM MULTIVARIATE ANALYSES
A. introduction

In the following two subsections we summarize our findings from the multivariate
analyses using both UCDSS and VDU cases (Subsection B) and from using VDU cases alone
(Subsection C). The summaries focus on differences among groups after adjusting for the
controlvariables -- UCDSS vs. each of the VDUs in Subsection B and among the VDUs in
Subsection C. We report estimated differences between groups for each outcome variable
both before and after adjusting for the control variables. The differences reported are derived
directly from the coefficients of the VDU dummy variables in the multivariate models.

Full results for each model summarized here are reported in the appendix. Before
turning to the comparisons of adjusted outcomes, we briefly summarize our findings with
respect to the importance of the control variables.

Overall, the explanatory power of the control variables was not very high. In fact, as
shown in the exhibits in the following sections, for some models we could not reject the null
hypothesis that all control variables had zero coefficients by a likelihood ratio (LR) test. As a
rule, the control variables were more successful at explaining variation in expenditures than
variation in clinical outcomes. We did not drop variables because of low explanatory power in
any individual equation because our focus is on the coefficients of the VDU dummies; we
decided it was better to err on the side of including a variable, at the risk of lower estimator
efficiency, than to exclude it and potentially bias a VDU dummy coefficient.

All variables were significant in some equations, and signs coefficient signs were
generally consistent with expectations. Over all models, the eligibility group variable was the
most consistently significant variable. We found that the hazard variable did not have
significant coefficients when it was used instead of the eligibility group variable, and it was
excluded from the models that we are reporting on. The age variable was frequently
significant, with those age 85 and over having poorer clinical outcomes and lower
expenditures. Sex was rarely significant. A hospital stay in the previous year was a significant
negative predictor of some clinical outcomes, but other Part A utilization in the previous year
was not. The locomotion ADL at admission variable was also significant in a. number of
equations, with those who were independent at admission having better clinical outcomes. e
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The VDU-only risk variables had substantial explanatory power in predicting weaning,
and in predicting VDU length-of-stay and VDU expenditures, but were not as successful in
predicting other outcomes. Of these variables, only the pre-existing condition categories had
explanatory power in the hospital mortality equation and only the acute precipitant categories
had explanatory power in the length-of-stay equation. The Day 21 condition variable had
predictive power in several of the expenditure models, but in the clinical models was only
significant in the discharge destination equation. The claims-based risk groups were rarely
significant in the clinical models, but were frequently significant in the expenditure models.

We used different control variables in the equations for post-discharge survival and
length of VDU stay. In the post-discharge survival model we included age, sex, the length of
the hospital stay, ventilator status at discharge, the RUGS-III index, discharge destination, and
post-discharge caregiver. Of these, only the RUGS-IIl index and post-discharge destination
had substantial predictive power.

In the VDU length-of-stay model, which was estimated with only VDU data, we added
one variable to the variables included in the other VDU-only. models — logarithm of the hospital
length-of-stay prior to VDU admission. We included this variable because we knew that many
transfer patients, especially at RMS, had ICU stays before VDU admission that were much
longer than those for other patients. This variable turned out to be insignificant.'®

B. Differences between Demonstration Units and Comparison Group

Key results from the estimation of the clinical models using both VDU and UCDSS
cases appear in Exhibits 5.14 (clinical outcomes) and 5.15 (expenditure outcomes). The base
group in these results is UCDSS cases. For each outcome variable we show the unadjusted
difference in outcomes (each VDU minus UCDSS) and an adjusted difference - one that holds
constant the risk and eligibility variables in the model. We also show the p-value for the
estimated difference, the p-value for the likelihood ratio test of the hypothesis that all of the
control variables have zero coefficients, the type of econometric model used in the analysis,
and a model reference number, to be used for finding the full set of results for the model in the
appendix.

1. Clinical Outcomes

We found statistically significant differences between VDU outcomes and UCDSS
outcomes both before and after adjusting for the control variables for all outcome variables
except survival post discharge for those who were alive at discharge (Exhibit 5.14). Although
the average VDU patient who was alive at discharge had longer p&discharge survival than
the average UCDSS case, the difference was not statistically significant. The lack of

3 Full results for all models summarized in the following tables appear in the appendix.
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significance for this variable reflects both the high variability of the duration of post-discharge
survival, and the substantial share of cases that were still alive when last observed.

Adjusted differences in outcomes tended to be larger than unadjusted differences,
although not uniformly so. That is controlling for risk and eligibility tended to increase, rather
than reduce, outcome differences.

Although VDU outcomes overall were significantly better than UCDSS outcomes, this
statement is not true for all individual units. Outcomes for Mayo and Temple cases were
clearly better, on average, than those for UCDSS cases both before and after adjusting for the
control variables, but those for Sinai and RMS cases were not.

For Mayo cases (during the demonstration period), the percent of patients who were
weaned at discharge was much higher than for UCDSS cases (by 30 percentage points after
adjusting for the control variables), and the percent alive at discharge was much higher (by 31
percentage points after adjustment). For those alive at discharge, the percent cared for by
themself or a family member was much higher (by 51 points after adjustment), the percent
discharged home was much higher (by 32 points after adjustment), and the mean value of the
RUGS lll index was lower (by 5.6 points after adjustment). The average Mayo case had a
longer hospital stay (LOS) than the average UCDSS case (17 percent longer after adjustment),
but the difference was only marginally significant. Findings for the Mayo pre-demonstration
cases are similar.

Mean hospital LOS was substantially longer for Temple cases than for UCDSS cases
(68 percent after adjustment). A larger share of Temple cases were weaned at discharge (by
19 percentage points after adjustment) and were alive at discharge (by 25 points after
adjustment). Of those discharged alive, a larger share were cared for by themself or a family
caregiver (by 26 points after adjustment). Although the adjusted mean of the RUGS Il index
is lower for Temple cases than for VDU cases, the difference is not statistically significant.

For Sinai cases, the Only significant differences we found were for length of stay (132
percent longer for Sinai cases than for UCDSS cases after adjusting for the control variables),
the percent of those discharged alive who were cared for by themself or a. family member after
discharge (57 percentage points higher after adjustment), and the percent of those discharged
alive whose destination was home (23 percentage points higher after adjustment). Lack of
significant differences for Sinai cases reflects, in part, the small sample size for that unit.

Sample size is not an issue for RMS, but as with Sinai cases we found few significant
differences between RMS outcomes and UCDSS outcomes. Length of stay for RMS cases is
longer (80 percent longer after adjusting for the control variables), and the percent of those
discharged alive who are cared for by themself or a family member is higher (by 23 percentage
points after adjustment).
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Exhibit 5.14

Summary of Results for Clinical Models Using VDU and UCDSS Cases

Dependent Variabie, Ditference between VDU and UCDSS UcDss LR
Model Type, Mayo Meanor | Test' n
and Model Number Demo. | Pre-demo.| Mt Sinai RMS Temple Percent | p-value

Length of Hospital Stay (duration) percentdifference

11  with control variables™ 16.6% 34.7% 131.8% 79.9% 67.8% 0.198 61
(0.074) (0.009) (0.000) (0.000) {0.000) 60.5

1.2 without control vanables 11.5% 32.0% 122.5% 68.6% 57.6%
(0.157) '(0.015) (0.000) (0.000) (0.000}

Weaned at Discharge (logit) percentagepointcifference

2.1 with control variables” 30.0 35.4 -13.2 5.4 18.9 37.3% 0.333 56
(0.016) (0.050) (0.3618) (0.661) (0.029)

2.2 withoutcontrolvariable:, 24.6 36.1 -17.6 -0.8 153
(0.019) (0.030) ©.177) (0.693) {0.038)

Alive at Discharge (logit) percentagepointdifierence

31 withcontrolvariables” 31.2 26.8 £0 6.3 25.1 51.6% 0.136 61
(0.003) (0.076) (0.720) (0.384) (0.002)

3.2 withoutcontrolvariables 28.5 28.5 -1.4 6.8 20.5
(0.002) (0.042) (0.909) (0.255) {0.004)

elf or Family Caregiver at Discharge (logit) percentage point cifference

1.1 withcontrolvanables™ 50.5 18.8 574 - 228 25.5 '6.5% 0.741 34
{0.000) (0.246) (0.005) {0.003) (0.001)

1.2 without control variables 40.7 9.2 462 18.0 29.3
(0.000) (0.379) 0.001) (0.001) (0.000}

Jischarge RUGSHH Index (regression) difference in RUGSH! points

3.1 with control variables” -5.90 -521 -1.16 0.89 -0.92 125 0.148 28 Ay
{0.001) (0.002) (0.163) {0.648) (0.308)

i.2  withoutcontrolvariable!; -4.69 3.47 0.65 1.36 -1.47
{0.0C0) (0.042) (0.461) (0.510) (0.097)

dischargedto Home (logit) percentage point tifference

5.1 with control variables™ 31.6 445 227 -19.7 16.2 31.5% 0.079 32
(0.020) (0.0116) (0.023) {0.235) (0.138)

i.2 withoutcontrolvarabies 21.9 35.0 239 -19.6 171
(0.027) (0.021) (0.008) {0.150) {0.040)

survival Post Discharge (duration) difference in days survived

.1 with control variables** 52.6% 129.3% -12.6% -12.1% 53.1% 403 0.008 34
{0.182) (0.024) {0.778) {0.618) (0.109)

*.2  withoutcontrolvaniables 59.7% 135.1% -43.3% -31.9% 37.0%
'(0.092) (0.016) {0.175) (0.088) (0.137)

Numbers in parenthesesarep-values for the hypathesis of *no difference.”

*Statistic reported is p-value for likekhood-ratio (LR) test of hypothesis that all coefficientsof controlvanablesarezero
“*Controlvariables are risk groupsbased onclaims data, age, sex, type of Part A claim in previous 12 months,
ventilatordependence before hospitaladmission, functionaldependence at admission, and eligibility group.
“*Percentage point difference shown in table is for percent discharged to home.
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2. Expenditures

Findings from the expenditure models using both UCDSS and VDU cases are
summarized in Exhibit 5.15.* Overall, we found that total expenditures were significantly
higher for VDU cases than for UCDSS cases, both before and after adjusting for the control
variables. This statement applies to both Part A and Part B expenditures, and to both total and
Medicare expenditures, Expenditures per day alive, however, were significantly lower for VDU
cases from some of the units.

As with the clinical findings, results varied substantially across units. The smallest
increases in expenditure and the largest reductions in expenditure per day alive were found for
Mayo and Temple cases; expenditure increases for Sinai and RMS cases were much larger,
and reductions in expenditure per day alive were much smaller.

For Mayo cases (during the demonstration period), Part A expenditures were from 15 to
21 percent higher than for UCDSS cases, depending on the measure used) after adjusting for
the control variables. Part B expenditures during the hospital stay are about 18 percent higher
than for UCDSS cases; for the 18-month period they are about 55 percent higher, reflecting
the much greater longevity of the average Mayo case. Expenditures per day alive in the 18
month period are from 31 to 47 percent lower than for UCDSS cases, depending on the
measure.

For Temple cases, Part A expenditures are only 8 to 16 percent higher than for UCDSS
cases, depending on the measure used, after adjusting for the control variables. Part B
expenditures are much higher -- 143 percent higher during the hospital stay and 185 percent
higher for the 18-month period. We do not have an explanation for the disparity in the Part A
and Part B results. While the Part B difference is very large in percentage terms, it contributes
relatively little to differences in combined Part A and Part B expenditures; as will be seen more
clearly in the discussion of the findings from the VDU-only models, overall expenditures for
Temple cases after adjusting for the control variables are much lower than those for Sinai and
RMS cases, and about the same as those for Mayo demonstration cases. Part A expenditures
per day alive in the 18-month period are from 49 to 63 percent lower for Temple cases than for
UCDSS cases, while for Part B they are about 13 percent higher.

* When comparing the findings for the expenditure models to the descriptive statistics for expenditures in Exhibits
5.9 through 5.11, it should be kept in mind that the results in Exhibit 5.15 have been adjusted for censoring,
whereas those in Exhibits 5.9 through 5.11 have not.
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Exhibit 5.15

Summary of Rlesults for Expenditure Models Using VW a&nd UCDSS Cases

Dependent Variabie, Difference between VDU and UCDSS LR
Model Type, Mayo UCDSS | Test® | r
and Model Number Demo. I Pre-demo. | Mt. Sinai AMS Temple Mean |{p-value

Medicare Part A Expenditures During Hospital Stay (censored regression) ™

B.1 with control variables™ 15.3% 27.6% 36.6% 70.7% B8.5% $83.000 0.000 6
{0.040) (0.030) (0.001) {0.000) (0.144)

82  without control varabies 22.4% 16.1% 32.0% 632% 14.1%
(0.002) (0.116) (0.004) {0.000) (0.011)

Madam Part B Expenditures During Hospital Stay (censored regression)

9.1 with control variables™ 17.7% -9.2% 55.4% 30.9% 142.6%  $8,000 0.000 =
(0.197) (0.521) (0.007) {0.001) (0.000)

92 without control variables 105% -158% 20.5% 85% 128.4%
(0.374) (0.302) (0.101) {0.279) (0.000)

Total PM A Expenditures During Hospital Stay (censored regression)

10.1 with control vanables™ 20.0% 15.7% 472% 75.1% 12.5% $89,000 0.000 6
(0.001, (0.049) (0.291) (0.091) (0.001)

102 without control variables 232% 5.9% 40.8% 69.1% 13.7%
(0.002) (0.566) {0.000) (0.000) (0.015)

Totsl Part B Expenditures During Hospital Stay (censored regression)

11.1 with control vaniables®” 17.9% 8.1% 54.3% 30.7% 143.0% $10.000 0.000 S
(0.192) (0.573) {0.008) (0.001) (0.000}

112 without control variables 10.7% -14..6% 28.3% 83% 129.3%
{0.361) {0.335) {0.102) (0.290) (0.000)

Medicare Part A Expenditures for 18 Months After Hospital Admission ( d regression)

12.1 with control vanabies"™ 15.0% -1.2% 16.1% 68.0% 10.3% $103,000 0000 6
(0.111) ({0.920) (0211) (0.000) (0.146)

122 without control vanables 19.5% -3.5% 11.9% 61.0% 8.1%
{0.036) (0.745) (0.334) (0.000) (0212)

Medicare Part B Expenditures for 18 Months After Hospital Admission ( d regression)

13.1 with control vaniables™ 543% 132% 70.1% 49.5% 165.2% $9000 0000 S
(0.002) {0.434) (0.003) (0.000) {0.000)

132 without control vanabies 45_4% 10.1% 47.1% 27.5% 167.2%
(0.002) (0.571) 0.0 0) (0.006) {0.000)

Total Part A Expenditures for 18 Months After Hospita! Admission ( d regression)™™

14.1 with control variables™ 20.6% -7.2% 28.3% 74.0% 15.6% $113.00 0.001 6
{0.050} {0.544) (0.044) (0.000) {0.041)

14.2 without control varables 215% -10.0% 20.1% 66.7% 10.7%
(0.024) (0.372) (0.119) (0.000) (0.116)

Total PM B Expenditures for 18 Months After Hospita! Admission ( od regression)

15.1 with control vanabies®* 54.8% 14.9% 69.4% 49.5% 188.1% $11,000 0.000 &
(0.001} (0.381) {0.003) {0.000} {0.000)

15.2 without control vanables 45.9% 12.0% 46.0% 273% 168.9%
(0.002) (0.505) (0.010) {0.006) (0.000)

Medicare PM A Expenditures per Day Alive for 18 Months After Hospital Admission ( od reg lon)*™*

16.1 with control variables™ -34.0% -61.9% -39.3% -14.1% -49.1% $1,902 0.185 €
(0.002) {0.000) (0.003) (0.085) (0.000)

162 without control variables -32.8% -592% -44.5% -5.1% -49.0%
(0.000) (0.000} {0.000} (0.525) (0.000)

Medium Part B Expenditures per Day Alive for 18 Months After Hospital Admission (i d regression)

17.1 with control variables™ -31.3% -70.9% -13.0% -15.5% 13.4% $111 0.192 %
{0.030) (0.000) (0.577) (0.232) {0.426)

172 wathout control variablas 40.0% 64.4% -19.4% -14.1% 73%
(0.016) (0.000) (0.252) (0.160) (0.599)

Total Part A Expenditures per Day Alive for 18 Monthis After Hospital Admission (censored regression)™

18.1 with control variabies™ 36.1% 63.7% -34.0% ST2% 49.7% $1.82 0.223 6.
(0.001) (0.000) {0.020) (0.430) {0.000)

16.2 without control variables -30.8% £2.4% -40.3% 9% 50.8%
(0.002) (0.000) (0.002) (0.566) (0.000)

fotal Part B Expenditures per Day Alive far 18 Months After Hospital Admission (censorsd regression)

19.1 with control variables™ -31.1% -70.4% -13.2% -15.5% 13.4% $139 0.167 %
(0.030) (0.000) (0.568) (0.230) (0.426)

19.2 without control varsiables -29.8% -63.8% -19.6% -142% 7.1%
(0.016) {0.000) (0246) (0.163) (0.601)

Numbers in parentheses are p-values for the hypothesis of *no difference.”

*Statistic reported is p-value br lixelihood-ratio (LR) test d hypothesis that all coefficients d control variables are zero. i
~Control variabies are fisk groups based on claims data, age, sex, type of Part A claim in previous 12 months, ventilator dependence

betore hospital admission, functional dependence at admission, and eligibility group.

" Estimates for Part A &Y are for beneficiaries who have not exhausted their Part A benefits.
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For Sinai cases, adjusted Part A Medicare and total expenditures are, respectively, 37
and 47 percent higher than for UCDSS cases during the hospital stay, but only 16 and 18
percent higher for the I&month period. The lower values for the 18-month period reflect the
relatively high rate of mortality at discharge for Sinai. Differences for Part B expenditures are
similar. Despite these higher total expenditures, both Part A and Part B expenditures per day
alive were lower than for UCDSS cases, although differences were generally not statistically
significant. The lower expenditures per day alive reflect somewhat longer survival times for
Sinai patients. The longer survival times for Sinai cases are entirely accounted for by longer
hospital stays.

For RMS cases, Part A expenditures are from 68 to 74 percent higher than for UCDSS
cases after adjustment, depending on the measure. Part B expenditures during the hospital
stay are less than 10 percent higher, but for the 18 month period they are 18 percent higher.
Expenditures per day alive are 7 to 15 percent lower, depending on the measure, but the
difference is not statistically significant. As with Sinai patients, the longer survival times are
entirely accounted for by longer hospital stays.

C. Differences among Demonstration Units

In this section we report the clinical findings obtained using data for VDU cases only.
The models reported parallel those reported in Section 1lI.C, but use risk variables based on
the VDU clinical data.

In estimating most of these models, we used the Mayo pre-demonstration cases as the
base group; that group can be viewed as a comparison group for the demonstration groups.
Three models necessarily exclude Mayo pre-demonstration cases (for VDU LOS, and total and
Medicare Part A expenditures during the VDU stay); the base group in these models is
Temple. Estimated differences between any pair of groups are invariant to the choice of the
base group. Findings from the VDU-only models are summarized in Exhibits 5.16 (clinical
outcomes) and 5.17 (expenditures).

Upon examination of the findings in these exhibits, we found it more useful to compare
findings among the four VDU groups only (i.e., the Mayo demonstration cases and the cases
from the other three units). Hence, we converted the differences to differences between the
first three units and Temple for all measures. We also converted the findings from the models
estimated with the combined VDU and UCDSS data in an analogous fashion. The differences
from the two sets of models are compared in Exhibits 4.18 (clinical outcomes) and 5.19

(expenditures).

The discussion in the remainder of this section is based on the estimates reported in
Exhibits 5.18 and 5.19, unless otherwise indicated.
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Exhibit 5.16

Summary of Results for Clinical Models Using VDU Cases Only

Dependent Variable, Difference between VDU Outcome and Mayo Pre.| LR
Model Type, ) Mayo Pre-Demanstration Outcome Demo. Test* n
and Model Number Mayo | Mt.Sinai| RMS | Tempie | Vaiue |p-value

Length of Hospital Stay (duration) percentdifference

1.1V with control variables” -11.8% 100.4% 30.3% 30.5% 77.8 0.092 21
(0.337) (0.000) (0.040) (0.029)

1.2V without contrd vanablss -14.4% 69.4% 27.6% 23.9%
(0.254) (0.00%) (0.048) (0.095)

Weaned at Discharge (iogit} percentage pointdiierence

2.1V with control variables” -2.0 628 -30.4 -16.3 72.7%~ 0.171 17
(0.916) (0.016) (0.149) (0.411)

2.2V without control vanables -10.2 527 -35.9 -19.8
(0.556) (0.0111) (0.034) (0.239)

alive et Discharge (logit) percentage point difference

3.1V with control variables™ 0.5 -442 -35.3 -125 80.0% 0.363 21
(0.975) (0.062) (0.067) (0.481)

3.2V without control variables 0.0 -328 -24.7 -9.6
(1.000) (0.083) (0.121) (0.530)

Seif or Family Caregiver at Discharge (logit) percentage pointdifference

4.1V with control variabies** (too few patients in settfamily category to estimate) 14.2% na. 10

1.2V without control variables 20.0 214 9.6 16.2
(0.134) (0.186) (0.628) (0.334)

3ugs Hl Index (regression) difference in RUGSIN points

5.1V with control variables” -1.8 44 2.0 21 9.0 0.014 11
(0.283) (0.060) (0.247) (0.183)

5.2V without control variables -1.2 49 2.8 2.0
(0.548) (0.0%) (0.104) (0.248)

Jischarged to Home (logit) [percentage poirdifference

3.1 V with control variables” -29.3 -32.5 -60.9 -39.1 66.7% 0.087 12
(0.248) 0.277) (0.001) (0.070)

5.2V without control variables -9.0 111 52.1 -16.7
(0.600) (0.605) (C.001) (0.315)

Survival Post Discharge (duration) percentdifference

7.1V Survival Post Discharge (duration) -32.0% 64.8% -58.3% 40.0% 1,031 0.029 14
(0.337) (0.046) (0.022) 0.177)

7.2V Survival Post Discharge (duration) -32.5% 75.7% -71.4% -41.3%
(0.336) (0.005) (C.001) (0.151)

vDU Length of Stay (duration)

20.1V with control variables” -22.9% 41.1% 37.2% (Temple 41.2 0.039 19
(0.077) (0.076) (01.012) is base) (Temple)

20.2Vwithoutcontrolvariables -22.8% 48.0% 42.6%
(0.060) (0.025) (0.002)

Numbersinparenthesesarep-valuesforthe hypothesis of*nodifference.”
*Statistic reportedis p-value for iikelihood-ratio (LR) test of hypothesis thatalfl coefficients of control variables are zero.
“Control variables are risk groups based on VDU clinical data, age, sex, type of Part A claim in previous 12 months,
ventilatordependencebefore hospital admission functionaldependenceat admission, and eligbility group. Equationfor
VDU length of stay also includes hospitat lenght of stay before VDU admission.

8M/9610:40 AM

5-38

I OFS O O SR DU PO RO« SO DI B DS

A

AR

| A NN e R O




6996 10:4t AM

Exhibit 5.17

Summary of Results for Expenditure Models Using VDU Cases Only

Dependent Variable, Ditference between VDU Outcome and |Mayo Pre.| LR
Model Type, Mayo Pre-D: 1stration Out Demo. Test* | n
and Model Number Mayo | M. Sinai | RMS | Tempie | Value |p-vaiue

Medicare Part A Expenditures During Hospital Stay (; regression)™

81V with control variables™ 12.9% 33.6% 51.7% 0.4% $88000 0.153 2!
(0.207) (0.065) (0.000) (0.976)

82V  without control variables 1.2% 20.3% 46.T% 198%
(0.354) (0.170) (0.000) {0.855)

Medicare Part 8 Expenditures During Hospital Stay ( d regression)

9.1V with control variables™ 48.4% 125.5% 54.7% 207.1% $6,000 0109 1€
{0.047) (0.003) {0.014) (0.000)

92V  without control variables 25.6% 39.9% 23.4% 1462%
(0.160) (0.068) (0.153) (0.000}

Total Part A Expenditures During Hospital Stay (censored regression)*™

10.1V  with control variablas™ R8% B4.2% B0.6% 29% $90,000 0.018 21
(0.030} {0.001) (0.000) {0.128)

10.2V without control vanables 19.5% 36.5% 62.3% 9.4%
{0.122) (0.021) {0.000) {0.296)

Total Part B Expendl| During Hospital Stay ( d regression)

11.1V  with control variables™ 47.3% 123.0% 52.8% 205.3% $8,000 0.100 ¢
{0.051) {0.004) {0.017) {0.000)

11.2V  without control variables 24.1% 37.6% 21.5% 143.3%
{0.181) (0.082) {0.183) {0.000)

Medicare Part A Expenditures for 18 Months Afer Hospital Admission ( ed regression)

12,1V with control variables™ B5% 29.0% 81.7% 15.4% $96.000 0733 21
{0.026) (0.134) (0.000) (0.245)

12,2V without control variables 30.6% 24.6% 2% 18.6%
{0.033) (0.129) (0.000) (0.137)

Medicare Part B Expenditures for 18 Manths After Hospital Admission (censored regression)

13.1V  with control vanables™ 302% 47.3% 0.0% 164.6% $8.000 0.268 1¢
(0.251) 0.221) (0.20) {0.000)

13.2V  without control variables. 265% 39.7% 15.4% 123.9%
(0.139) (0.054) (0.330) (0.000)

Total Part A Expenditures for 18 Months Aftar Hospital Admission ( d reg! lon)™

14.1V  with control variables™ $1.0% 67.4% 100.4% 37.8%  $101,000 0491 21
(0.001) (0.001) (0.000) {0.006)

14.2V  without controi variabies 4“U1% 44.3% 92.5% H0.7%
{0.006) {0.015) {0.000) (0.027)

Totat Part B Expenditures for 18 Months After Hospital Admission (censored regression)

15.1V  with control variables™ 284% 44.1% 27.5% 160.6% $11,000 0.249 1¢
(0.279) {0.251) {0-259) {0.000}

15.2V without control variables 249% 37.4% 13.5% 121.4%
(0.160) (0.067) (0.389) {0.000)

Medicare Part A Expenditures per Day Alive for 13 Months After Hospital Admi ( <l regression)™*

16.1V with control variables™ 141.1% 242.9% 437.1% 80.5% $318 0.000 21
{0.000) (0.000) (0.000) (0.002)

162V without control varniables 1248% 195.9% 46852% 86.8%
(0.000) (0.000) (0.000) (0.003)

Madicare Part B Expenditures per Day Alive for 18 Months After Hospital Admission ( ed regression)

17.1V with control vanables™ 84.4% 108.8% 137.0% 212.4% 28 0117 1¢
(0.062) ©.0M) (0.003) (0.000)

17.2V  without control variables 1113% 135.1% 150.4% 219.0%
(0.010) {0.006) (0.000} {0.000)

Total Part A Expenditures per Day Alive for 18 Months After Hospital Admission (censored reg ion)

18.1V  with control variables™ 172.1% 214.6% 394.3% 87.T% $330 000 2
(0.000) (0.000) {0.000) (0.002)

18.2V without controt variables 143.8% 173.7% 389.9% 81.5%
{0.000) (0.001) (0.000) (0.009)

Totai Part B Expenditures per Day Alive for 18 Months After Hospital Admission (i reg ion)

19.1V with control variables™ 81.7% 103.8% 132.3% 205.9% 5 0115 1¢
(0.069) {0.082) {0.004) (0.000)

192V without control vanables 106.9% 129.6% 1452% 212.1%
(0.013) (0.007) (0.001) (0.000}

Medicare Part A Expenditures during YOU Stay (censored regression)™

[21.1V  with control variables™ 249% 49.6% 80.9% 0.050 1¢
(0.088) {0.024) (0.000) (Temple (Temple)

21.2V without control variables 19.4% 56.4% 84.6% is base)
(0.132) (0.005) (0.000)

Total Part A Expenditures during VDU Stay (censored regression)™

22.1V  with control vaniables™ 123% 68.4% 89.1% (Temple 0.038 1§
(0.429) {0.010) (0.000) s base) (Tempile)

2.2V without control variables 8.8% 69.7% 96.86%

(0.536) (0.003) {0.000)

Numbers in parentheses are p-vaiues for the hypothesis of “no difference.”

“Statistic reportsd is p-value for lik atio (LR) test of hy is that all coefficients of control variables are zero.
“*Control variables are risk groups based on VDU clinical data, age, sex, type of Part A claim in previous 12 months,
ventilator dependence before hospital gssion, functi d oe at admission, and eligibility group.

“~Estimates for Part A differences are for beneficiaries who have not exhausted their Part A benefits.
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Exhibit 5.18

Comparison of Differences in Clinical Outcomes Among VDUs
for VDU and UCDSS Models vs. VDU only Models

Dependent Variable,

Difference between VDU Outcomne and

7.2V VDU only Model

Model Type, Mayo Pre-Demonstration Outccome Temple

and Model Number Mayo | Mt. Sinai | RMS Outcome
Length of Hospital Stay (duration:) difference in adjusted mean days
11 VDU and UCDSS Model** -52 65 12 101.55;
1.1V VDU only Model -43 71 0
Weaned at Discharge (logit) difference in adjusted percent
2.1 VDUand UCDSS Model 111 -32.1 -13.5 44.3%,
2.1V VDU only Model 14.3 -46.5 -14.1
Alive at Discharge (logit) difference in adjusted percent
31 VDUand UCDSS Model”’ 6.1 -20.1 -18.8 64.5%
3.1V VDU only Model 13.0 -31.7 -22.9
‘Self or Family Caregiver at Discharge (logit) difference in adjusted percent
41 VDU and UCDSS Model” 25.0 319 2.7 8.1%.
4.1V VDU only Model too few patients in selffamily category to estimate)
IRugs Il Index (regression) difference in RUGSIII points
51 VDU and UCDSS Model” -5.0 -0.2 1.8 12.4:
5.1V VDU only Model -4.0 2.3 -0.1
IDischarged to Home (logit}) difference in adjusted percent
6.1 VDU and UCDSS Model** 15.4 6.5 -35.9 36.6%
6.1V VDU only Model 10.8 6.6 -21.8
Survival Post Discharge (duration) difference in adjusted mean
71V VDU and UCDSS Model* -2 -406 -402 617

49 -153 -113

o

A 1
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Exhibit 5.19

Comparison of Differences in Expenditures Among VDUs
for VDU and UCDSS Models vs. VDU only Models

Dependent Variable, Difference between VDU Outcome
Model Type, and Temple Outcome (adjusted) Temple
and Model Number Mayo | Mt. Sinai | RMS Outcome
Medicare Part A Expenditures During Hospital Stay (censored regression)™*
8.1 VDU and UCDSS Mode!™ $6,050 $24,824 $54,957 $88,35
8.1V VDU only Model $11,010 829,370 $45,360
Medicare Part B Expenditures During Hospital Stay (censored regression)
9.1  VDUand UCDSSModel” -$23,047 -$16,096 -$20.622 $18.42
9.1V VDU only Mode! -8§29,235 -$15,042 $28,090
Total Part A Expenditures During Hospital Stay (censored regression)”
10.1 VDU and UCDSS Model™ $8,300 $38.454 $69,266  $110.58
10.1V VDU only Model $11,023 $67,848 $63,814
Total Part B Expenditures During Hospital Stay (censored regression)
11.1  vDUand UCDSSModel* -$30,547 -$21,658 -$27,423 924.42
11.1V VDU only Model $38,587 -$20,089 -$37,231
Medicare Part A Expenditures for 18 Months After Hospital Admission (censored regression)-
12.1 VDU and UCDSS Model™ $6,135 $6,392 $63,950  $110.75
12.1V VDU only Model $20,087 $15,144 $73,425
Medicare Part B Expenditures for 18 Months After Hospital Admission (censored regression)
131 VDU and UCDSSModel™* -$27,697 -$24,370 -$28,726 $21,16
13.1V VDU only Model -$28,443 -$24,835 -$28,498
Total Part A Expenditures for 18 Months After Hospital Admission (censored regression)~*
14.1 VDU andUCDSS Model" $6,890 $17,605 $81,170 $138,95
14.1V VDU only Model SIB.631 $41,392 87.255
Total Part B Expenditures for 18 Months After Hospital Admission (censored regression)
15.1 MU and UCDSS Modet™* -837,630 -$33,450 -$39,156 $28.67
15.1V VDU only Model 937,916 -$33,430 -$38,173
|Medicare Part A Expenditures per Day Alive for 18 Months After Hospital Admission (censored regression)”
16.1 VDUand UCDSS Model” $91 959 $211 $60
16.1V VDU only Model $£311 $924 $2,085
Medicare Part B Expenditures per Day Alive for 18 Months After Hospital Admission (censored regression)
17.1 VDU and UCDSS Model- -$39 -$23 $25 $8
17.1V VDU only Model $112 -$91 -$66
Total Part A Expenditures per Day Alive for 18 Months After Hospital Admission (censored regression)-
18.1 VDU and UCDSS Model™ $84 $97 $263 $61
18.1 VDU only Model $523 $786 $1,899
Total Part B Expenditures per Day Alive for 18 Months After Hospital Admission (censored regression)
19.1 VDU and UCDSS Model -$48 -$29 -$31 $10
19.1V VDU onty Model -$133 -$109 -$79
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1. Clinical Outcomes "

While there are differences:, for the most pat-t findings from the models using the
combined VDU and UCDSS data are in close agreement with those using the VDU data alone,
despite the change in risk measurement. Using either set of adjusted estimates, Mayo cases
have substantially shorter lengths of stay, are scmewhat more likely to be weaned, are
somewhat more likely to be alive at discharge, have lower RUGS-III scores among those
discharged alive, and are more likely to be discharged home than Temple cases. Mt. Sinai
cases have much longer stays, are much less likely to be weaned at discharge, and are much
less likely to be discharged alive than Temple patients, and for those discharged alive the
adjusted difference in mean RUGS-III score is small, and Sinai cases are somewhat more
likely to be discharged home. RMS cases were less likely to be weaned and less likely to be
alive at discharge than Temple patients, and for those discharged alive the adjusted difference
in mean RUGS-IIl score is small, and RMS patients were much less likely to be discharged
home.

There are two ways in which the clinical findings from the two sets of estimates differ.
First, when both data sets are used the adjusted difference between the mean length-of-stay
for RMS cases and ‘Temple cases is 12’ days, which is a substantial difference, whereas the
difference is essentially zero based on the model estimated with VDU data only.

A g

Second, the post-discharge survival results using the combined data show that mean
survival time for both Sinai and RMS cases is just over 400 days less than for Temple cases,
but results from the VDU-only rnodels show adjusted differences of 153 and 113 days less for
Sinai and RMS cases, respectively. The VDU-only results also show that adjusted mean
survival time for Mayo cases is 49 days greater than for Temple cases, whereas the combined
results show a difference of just two days. We have not been able to determine why post-
discharge survival findings from the two modeis differ so greatly. As noted in Section Il of this
chapter, the duration models for survival proved to be the most problematic to estimate, and
the difference in findings may be related to the estimation problems.

2. Expenditure Outcomes

Many of the expenditure findings from the two sets of models are very similar, but we
also found more dissimilar findings than in the clinical models. As discussed at the beginning
of this section, the risk and eligibility variables had more explanatory power in the expenditure
equations than in the clinical equations, and this may explain the higher prevalence of
dissimilar findings.

Results for ‘each of the following five expenditure variables from both sets of estimates
are similar: Medicare Part A, expenditures during the hospital stay, Medicare and total Part B
expenditure during the hospital stay, and Medicare and total Part B expenditure during the 18 g,
months after hospital admission.. Findings for total Part A expenditures during the hospital stay
from the two sets of estimates are very similar for Mayo and RMS cases, but quite different for
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Sinai cases. The overall picture based on the findings that are similar for both sets of
estimates is that expenditures for Mayo cases for Part A and Part B combined, after
adjustment, were about $10,000 to $20,000 per case lower than for Temple cases, while those
for Sinai cases were about $10,000 to $40,000 per case higher and those for RMS cases were
from $17,000 to $42,000 higher.

Results for Part A Medicare and total expenditures in the 18-month period and for all
expenditures per day alive are quite different across the two sets of estimates. In comparison
to Temple’s estimates, Part A expenditures and Part A expenditures per day alive for the other
units are substantially higher when estimated from the VDU-only model than when estimated
from the combined model, but the VDU-only estimates of Part B expenditures per day alive for
these units are lower relative to Temple’s than are the estimates from the combined data. In
general, it appears Temple outcomes for both the clinical and expenditure measures improve
relative to those for the other units when the VDU-only data and risk variables are used. Italso
seems likely that the differences in the findings for the expenditure per day alive variables is
related to the differences in the findings for the post-discharge survival variables.

While the risk variables that we use in the VDU-only model are conceptually preferred
to those used in the combined models, we think it is premature to concluded that estimates
from the VDU-only specifications should be preferred -- especially for the post-discharge
survival and expenditure per day models. The differences found in the latter models appear to
be too large to be credible. The sample sizes are much smaller in the VDU-only models, and it
may well be that a few outliers are skewing some of the results.
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CHAPTER SIX

NATIONAL IMPLEMENTATION ANALYSIS

L INTRODUCTION
The objectives of the national implementation analysis are to estimate:

1. The number of “at-risk” Medicare cases, defined as those hospital stays for which the
beneficiary would have satisfied the clinical criteria for VDU admission as they were applied
in the Demonstration; and

2. The additional Medicare expenditures and total expenditures necessary to pay for VDU
treatment for all at-risk beneficiaries.

We provide a range of estimates for both at-risk cases and expenditures. As will be seen, the
ranges of the estimates are very wide. Future revisions of our estimate of the percent of
UCDSS cases that are at-risk may narrow the ranges somewhat, but wide ranges will remain.
These ranges reflect both uncertainty about the share of UCDSS cases that might be admitted
to a VDU-type unit under national implementation, and the wide range of VDU experiences
during the demonstration.

We use the findings for the RMS VDU to estimate expenditures under a “high
expenditure” scenario, and use the findings from the Temple VDU to estimate expenditures
under a “low expenditure” scenario. Estimates based on the Mayo findings would be similar to
those based on the Temple findings, while estimates based on the Sinai findings would be
similar to those based on the RMS findings.

Il. METHODOLOGY

To estimate the number of at-risk Medicare hospital stays, we used results of the
admissions analysis along with published tabulations on discharges for FY 1994, from HCFA's
MEDPAR file. Results from the outcome analysis of expenditures (see Section IV.C.5) were
then used to compute the average additional Medicare and total expenditures for the average
at-risk patient.

A. Estimation of “At-risk” Cases

Based on the findings from the clinical review of eligibility, we estimate that from 67 to
80 percent of UCDSS cases would have been admitted to a VDU had there been a national
program in place. This range is consistent with the 72 percent point estimate obtained from
the findings from our classification of cases into eligibility groups. Hence, we use 67 and 80
percent as the lower and upper bound estimates, respectively, of the share of UCDSS cases
that would be admitted to a VDU under national implementation.
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Recall that the UCDSS sample consists almost entirely of discharges under DRG 483
with a hospital length-of-stay of at least 20 days that were observed over the collection period
in the five states used for testing the UCDSS.” Although these cases are not nationally
representative of all such cases, there is no obvious reason to believe that tihe share of all
such cases at-risk for being VDU eligible falls outside the range of shares estimated from our
sample. Hence, we first estimated the number of discharges under DRG 483 with a hospital
length-of-stay of at least 20 days, then applied the upper and lower bound estimates of the
share eligible to obtain an estimate of the number of at-risk cases under DRG 483.

As discussed in the introduction, many ventilator episodes are paid under DRGs 475
and 482, although more than 75 percent of stays under these DRGs were shorter than 20 days
in 1994. We applied the same methodology to estimating the number of at-risk cases under
DRG 482 as under DRG 483. We also used the same method for DRG 475 to obtain the
upper bound of the number at-risk, but use a lower figure for the lower bound estimate. The
lower figure is based on a finding ffrom the early sampling of UCDSS cases. For the 51 cases
we found under DRG 483 in a small random sample of hospital claims, we only found four
under DRG 475, or 7.8 percent as many. If we apply the same methodology to estimate at-risk
cases under DRG 475 as used for DRG 482, the number found for DRG 475 is 56.1 percent of
the number for DRG 482. Based on our sampling experience, we suspect that this figure is
much too large. It may be that many DRG 475 cases with long hospital stays do not have long
ventilator episodes because they did not have a tracheostomy; hence they are less likely to be
at-risk for VDU admission than are patients in DRCis 482 and 483 with stays of the same
length. Hence, we use 7.8 percent of our estimate of at-risk cases under DRG 483 as our
lower bound estimate of at-risk cases under DRG 475. This is equivalent to assuming that just
9.9 percent of the DRG 475 cases with LOS of at least 20 days would be admitted to a VDU.

Wiy

Data on the! FY1994 number of cases, distributions of LOS, and standard payments for
DRGs 475, 482, and 483 appear in Exhibit 1 .1 (see Chapter 1). We used the five reported
percentiles for each DRG to fit a log-normal distribution for length of stay.? MEEDPAR based
estimates of the number of cases with LOS of at least 20 days appear in Exhibit 8.1, along

"Recall also that the analysis sample excluded some cases from the full UCDSS sample because they were
readmissions or because they had’ short ventilator episodes. Technically, we should make adjustments for this in
the current analysis, but the net size of the offsetting adjustments would be very small -- on the order of one or two

percentage points.

? The log-normal distribution fits the reported percentiles very wel . For DRGs 475 and 482 we fit the distribution to
the 75th and 90th percentiles only because this is the relevant range of the distribution. For DRG 483 we fit the
distribution to the 25th, 50th, 75th, and 90th percentiles. The fitted distributions replicated each percentile fit with
an error of less than one day. The fitted means and standard deviations for the log of LOS are:

DRG: 475 482 483
mean of In{LOS) | 2.303 2.485 3.664 .
SD of In{LOS) 0.787 (.681 0.659
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Exhibit 6.1

Inputs to the National implementation Analysis (FY 1994)
(expenditures in billions)

Estimated Cases with LOS > 19

DRG 475 17,677
DRG 482 1,726
DRG 483 31,509
Total 50,912
Estimated Medicare Part A Expenditures for Cases with LOS > 19**
DRG 475 $0.32
DRG 482 $0.03
DRG 483 $1.66
Total $2.01
Estimated Total Part A Expenditures for Cases with LOS > 19**
DRG 475 $0.40
DRG 482 $0.04
DRG 483 $2.07
Total $2.51
Expenditure Ratios from UCDSS Cases
Med. Part B/Med. Part A (hosp. stay) 0.10
Total Part B/Total Part A (hosp. stay) 0.11
18 mos. Med. Part A/hosp. Med. Part A 1.25
I8 mos. Total Part Alhosp. Total Part A 1.27
18 mos. Med. Part Blhosp. Med. Part B 1.10
I8 mos. Total Part Blhosp. Total Part B 1.10
Estimates from Admissions and Outcome Analyses
Lower Bound’ Upper Bound-
% VDU Eligible 67.0% 80.0%
Findings for Temple and RMS
Temple RMS
% Exhausting Part A Inpatient Benefit x 100 5.3% 14.0%
% Increase in Med. Part A Exp. (hosp. stay) 8.5% 70.7%
% Increase in Total Part A Exp. (hosp. stay) 12.5% 75.1%
% Increase in Med. Part B Exp. (hosp. stay) 142.8% 30.9%
% Increase in Total Part B Exp. (hosp. stay) 143.0% 30.7%
% Increase in Med. Part A Exp. for 18 mos. 10.3% 68.0%
% Increase in Total Part A Exp. for 18 mos. 15.6% 74.0%
% Increase in Med. Part B Exp. for 18 mos. 185.2% 49.5%
% Increase in Total Part B Exp. for 18 mos. 186.1% 49.5%

*Bounds for percent VDU eligible are based on the admission analysis findings (Chapter 4). The lower
bound is applied to DRGs 482 and 483 cases only. The lower bound for DRG 475 cases is9.87 percent.
For other variables, the lower bound refers to the "low expenditure® scenario, under which
expenditures for at-risk cases are assumed to reflect those for Temple cases, and the upper bound
refers to the *high expenditure" scenario, under which expenditures for at-risk cases are assumed to
reflect those for RMS cases. The values for the shares exhausting Part A inpatient benefits are the
estimated shares for Tempie and RMS (Exhibit 5.9). Percent increases in other variables are
estimated percent differences between Temple and UCDSS cases (low scenario) and RMS and UCDSS
cases (high scenario) after adjusting for the control variabies (Exhibit 5.15).
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with the shares assumed to be VDU eligible and other inputs into the national implementation
analysis (see Sectionll.B).

B. Estimation of Additional Medicare Expenditures

This analysis uses findings from the admission and impact analyses on expenditures
along with baseline estimates of total and Medicare Part A expenditures for “at-risk” cases in
FY 1994 estimates. The baseline estimates were obtained by using the fitted log-normal
distributions for DRG 475, 482, and 483 to estimate the number of discharges with length of
stay equal to 20 days, 21 days, 22 days, etc. up through 150 days or longer. We then used
the national standard DRG payment, the outlier payment rate, and the Part A coinsurance rate
schedule to calculate the standard payment for each number of days. We assumed that
patients did not exhaust their lifetime benefits until day 150, and that payments for all stays
longer than 150 days are the same as for stays of exactly 150 days. We multiplied Medicare
and total estimated expenditures by the upper and lower bound estimates of the share of
cases that were VDU eligible to get upper and lower bounds for baseline Medicare and total
expenditures. As with at-risk cases, we assumed that only 9.8 percent of expenditures for
DRG 475 were for at-risk cases for the lower bound, rather than the 71 .O percent: assumed for
DRGs 482 and 483.

To estimate baseline Part A expenditures for the ‘18 months after admission, we
multiplied the Part A expenditures for the hospital stay under each scenario by the ratio of
mean Part A expenditures for the 18 months after admission for UCDSS cases divided by the
UCDSS mean for Part A expenditures for the hospital stay. Analogous ratios were applied to
obtain baseline estimates for Part B expenditures cluring the hospital stay and for the 18
months following hospital admission.

We estimated the increase in national expenditures from national implementation under
two scenarios. For each scenario we provide estimates with both the upper and lower bound
caseload estimates. Under the “high expenditure” scenario, we assume that increases in
expenditures will reflect the adjusted percent difference between mean expenditures in each
category for RMS cases and those in the correspording category for UCDSS cases. The
estimated Part A increases are then reduced by the share of RMS cases that exhausted Part A
benefits during the hospital stay. Under the “low expenditure” scenario, we make analogous
assumptions using the findings for Temple. Findings from the outcome analysis that were
used in the national implementation analysis are shown in Exhibit 6.1.

1. FINDINGS
A. Baseline Estimates

We estimate that there were between 24 and 41 thousand at-risk Medicare cases in
1994 (Exhibit 6.2). If the number at-risk were at the low end of this range, Medicare
expenditures for these cases was about $1.3 billion during the hospital stay and about $1.6

chpé.doc 6-4

.

P

P




Exhibit 6.2
Results for National Implementation Analysis (1994)

(expenditures are in billions)

At-risk Case Assumption”
Item Lower Bound |Upper Bound
Baseline Estimates for At-risk Cases
Number of Cases 24,012 40,729
Med. Part A During Hospital Stay $1.16 $1.60
Total Part A During Hospital Stay $1.45 $2.01
Med. Part B During Hospital Stay $0.12 $0.16
Total Part B During Hospital Stay $0.16 $0.22
Medicare Total During Hospital Stay $1.28 $1.76
Total During Hospital Stay 91.61 $2.23
Med. Part A for 18 mos. $1.45 $2.01
Total Part A for 18 m os. $1.04 $2.55
Med. Part B for 18 mos. $0.13 $0.18
Total Part B for 18 mos. $0.18 $0.24
Total Medicare for 18 mos. $1.58 $2.18
Total for 18 mos. $2.02 $2.79
Expenditure Increases under the Low Expen-diture Scenario*
Med. Part A During Hospital Stay $0.09 $0.13
Total Part A During Hospital Stay $0.17 $0.24
Med. Part B During Hospital Stay $0.17 $0.23
Total Part B During Hospital Stay $0.23 $0.32
Medicare Total During Hospital Stay S0.26 S0.36
Total During Hospital Stay 50.40 s0.55
Med. Part A for 18 mos. $0.14 $0.20
Total Part A for 18 mos. $0.27 $0.38
Med. Part B for 18 mos. $0.24 $0.33
Total Part B for 18 mos. $0.33 $0.45
Total Medicare for 18 mos. S0.38 s0.52
Total for 18 mos. $0.60 S0.83
Expenditure Increases under the High Expenditure Scenario*
Med. Part A During Hospital Stay $0.66 $0.92
Total Part A During Hospital Stay $0.80 $1.22
Med. Part B During Hospital Stay $0.04 $0.05
Total Part B During Hospital Stay $0.05 $0.07
Medicare Total During Hospital Stay $0.70 S0.96
Total During Hospital Stay $0.93 $1.28
Med. Part A for 18 mos. $0.85 $1.17
Total Part A for 18 m os. $1.17 $1.62
Med. Part B for 18 mos. $0.06 $0.09
Total Part B for 18 mos. $0.09 $0.12
Total Medicare for 18 mos. s0.91 $1.26
Total for 18 mos. $1.26 $1.74

‘Under the ‘low expenditure’ scenario, increased expenditures per case are based on differences
between Tem ple and UCDSS cases after adjusting for control variables. Under the *high expenditure’
scenario, they are based on adjusted differences between RMS and UCDSS cases.

“Refers to percent of ventilator DRG cases with hospital stays of at least 20 days assumed to be
at-risk. See Exhibit 6.1.
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billion during the 18-month period following hospital acmission. Total spending al the low end <
of this range is estimated tc be $1.6 billion during the hospital stay and $2.0 billion during the
18-month period. At the high end of the range, we estimate Medicare expenditures during the
hospital stay at $1.8 billion, and during the 18-month period at $2.2 billion; the corresponding

figures for total expenditure are $2.2 and $2.8 billion. respectively.

B. Effects of National implementation

Increases in Medicare and total expenditures are lowest under the combination of the
lower bound assumption for the number of at-risk cases and the low expenditure (Temple)
scenario. Under this combination, Medicare expenditures during the hospital stay increase by
$0.26 billion (20 percent of the baseline) and Medicare expenditures during the 18-month
period increase by $0.38 billion (24 percent of the baseline). The corresponding figures for
total expenditures are $0.40 billion (26 percent of the baseline) and $0.60 billion (30 percent of
the baseline).

Increases in Medicare and total expenditures are highest under the combination of the
upper bound assumption for the number of at-risk cases and the high expenditure (RMS)
scenario. Under this combination, Medicare expenditures during the hospital stay increase by
$0.96 billion (55 percent of the baseline) and Medicare expenditures during the 18-month
period increase by $1.26 billion (58 percent of the baseline). The corresponding figures for
total expenditures are $1.28 billion (58 percent of the Ibaseline) and $1.74 billion (62 percent of R
the baseline).

v. DISCUSSION

We find that national implementation with effective controls on admission and following
the Temple model would have increased Medicare expenditures in 1994 about $0.4 billion,
while implementation with ineffective controls on admission and following the RMS model
would have increased Medicare expenditures by about $1.25 billion. While the increased
expenditures in the low expenditure scenario might be justified by the relatively favorable
outcomes found for the Ternple cases, the outcomes for RMS cases were not demonstrably
better than those for IJCDSS cases.

The actual increase in expenditures under either scenario may differ from our estimates
for a variety of reasons. Perhaps the most important lesson from this analysis is that national
implementation of TEFRA cost reimbursement for VDUs will be an expensive proposition, with
perhaps little gain in clinical outcomes, unless measures are taken to insure that VDU care is
only provided to patients for whom such care is clinically warranted, and by units that can
provide high quality care.

0 A
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CHAPTER SEVEN
PATTERNS oF POST-ACUTE CARE FOR VENTILATOR DEPENDENT PATIENTS

L INTRODUCTION

In this chapter we discuss the methodology used to examine patterns of post-acute
care for ventilator dependent patients, provide some background on the health care
environment, and provide some descriptive statistics of patient characteristics for the study
sample. We also discuss the findings from examining the patterns of post-acute care. We
conclude this chapter by discussing the results.

Il. METHODOLOGY

We used Part A claims data for all patients for whom we were able to capture claims
data’ (n=687). Part A claims were collected for a period of 18 months for each patient, starting
with his or her admission to an acute setting just prior to the beginning of the ventilator
episode.* This 18 month period made up the study period. Some study subjects may have
claims beyond this 18 month period that would not be included in the study. Some of the
patients in the study did not have complete data for the 18 month study period (see Exhibit
7.1). The anomalies range from 8 percent of patients in the Temple VDU to 32 percent of
patients in the RMS VDU. Overall 16 percent of patients do not have complete study data.

We examined claims in seven settings. A setting is defined for the purposes of this
study as either the type of health care facility where a patient received care or services that a
patient received.® We examined claims for five inpatient settings (acute hospital, VDU, skilled
nursing facility, rehabilitation hospital or unit, long-term care hospital), home health and
hospice claims. We also observed gaps or interruptions in service for five or more days* that
were both preceded and followed by a claim. We counted gaps in service as an eighth setting.
We excluded Part B claims from the analysis.

'We used all Part A claims that we had obtained by 2/23/86. Any claims received after this date are not included in
the analysis. The sample used for the post-acute analysis does not match the sample used for the outcome
evaluation because of different data requirements. Also, non-invasive cases from the Temple VDU are included in
the post-acute analysis, but not in the outcome analysis.

2 Unless the 18 month period extended past 12/20/35, the last date for which data were available. In a few cases,
the patient had been ventilator dependent in an alternative setting before hospital admission.

% Hospice care is a service that can be provided in different types of settings: the home, a SNF, a hospital, or a
specialized hospice facility.

* The rationale for excluding gaps of less than fiile days was that such short gaps could occur because of date
miscoding or delay in starting home health services.
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Exhibit 7.1

Distribution of Study Patients by Completeness of Study Period Data and
by Patient Population

Ventilator Dependent_Units _ UCDSS
M 1 RMS Sinai Temple Sample
No. % NQ. % No. % No. % No. %
Patients with Full 34 58% 7 7% 5 23% a7 53% 86 20%
18 Months ot
Study Data (a)
Patients Who 18 32% 64 62% 11 50% 27 39% 282 66%
Died During
Study Period (b)
Patients Alive 3] 10% 33 32% 6 28% | 6 8% 61 14%
But Without 18
Months of Study
Data (c)
Totals 59 | 100% 104 | 100% 22 | 100% 70 | 100% 429 | 100%
(a) Patients had compiete data for the 18 months following their admission to the hospital where they were
ventilated.

(b) Patients died during the study period, according to Part A claims.

(c) Patients did not die in the study period, according to Part: A claims, but we did not have claims for all 18
months following the patients’ admission to the hospital.

A

We created a record for each person with a number of variables to allow us to examine
the patterns of post-acute care. For any patient with Medicare Part A claims, we created the

followingvariables,:

« A variable to record the type of setting for each acute and post-acute service
episode.’ This variable was created from the provider number in the Part A Claims
record that contains one or more digits to indicate the type of setting. The third
through sixth digit of the proviider numlber indicates that the setting is a VDU
(T999).° The third digit of the provider number also indicates that a setting is a
rehabilitation hospital (3) or unit (T), a long-term care hospital (2), a skilled nursing
facility (SNF) (5}, a home health agency (7), or a hospice (1). All other inpatient
claims without these identifying codes were considered to be acute hospital service
episodes.

« A variable indicating that the setting was a gap in service was created by comparing
the beginning and ending dates for the claims. Any difference of five or more days
was considered a gap in service. A period of time preceded by a. claim but not
followed by a claim within the study period is not considered to be a gap in service.

® For the purposes of this study, we defined a “service episode” as one or more days in a “setting.” -

® Mayo VDU admitted 18 patients prior to the demonstration start. VDU claims for these patients did not have the
T999 designation and were not considered as VDU service episodes.
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« A variable for the length of stay for each service episode in which the setting
differed from the previous claim(s).

. A variable that recorded the pattern of settings for each patient that we called
“path.” For instance if the patient was in the acute hospital, then the VDU, went
back to the hospital, and then went back to the VDU and had no further claims, their
path variable would be 1212.

« A variable that counted the number of times a patient was in a particular setting
following his or her first VDU service episode for a VDU patient or first hospital
service episode for a patient from the UCDSS sample.

« A final discharge destination variable that is taken from the last claim for the patient.
This variable was used to determine if the patient died in the last setting.’

We used the number of settings and days in each setting to compare post-acute patterns.
Demographic variables (age, sex, and race) and ventilator status at discharge from the
hospital (i.e., either the first VDU service episode for VDU patients or first hospital service
episode for patients from the UCDSS sample) were taken from the data collected by VDU
personnel or abstracted from the UCDSS data and were used to provide descriptive statistics.
The results discussed in this Chapter are based exclusively on descriptive data.

In the next sections, we describe patterns of post-acute care for all patients and then
focus on patterns by unit. (Data for all patients will be included on disk in the final report.)

M. BriIer DESCRIPTIONS oF THE HEALTH CARE ENVIRONMENT AND PATIENT
CHARACTERISTICS

In this section we discuss briefly changes in the health care environment that have
created pressures for hospitals to discharge patients to alternative care or post-acute care
settings. We discuss the number of post-acute providers for the states in which the four VDUs
are located, followed by some information on the characteristics of the patients studied.

A. The Health Care Environment

Medicare’s payment systems for acute care have led to increased demand for post-
acute care services for higher acuity patients. Medicare’s Prospective Payment System (PPS)
method incorporates strong incentives for hospitals to discharge Medicare-patients as soon as
appropriate.

Not surprisingly, the hospital average length of stay (ALOS) for Medicare enrollees fell
substantially (by nearly eight percent) the year after PPS was introduced in 1983. Medicare
patients are discharged “quicker and sicker” and the demand for post-acute care providers
who can care for these higher acuity Medicare patients has increased. However, it was not
until 1988/89 that Medicare-reimbursed services provided by post-acute care providers,

7 We used the claims data to determine if a patient died in their last service episode. The outcomes analysis used
a different source to determine patient death.

chp7.doc 7-3



including rehabilitation and long-term hospitals, hospital-based and freestanding SNFs, and -
home health providers began to grow rapidly. Medicare beneficiaries’ use of SNFs, for
example, grew frorn less than 10 million days in 198C to more than 30 million in 1994 (Exhibit

7.2). The use of home health services rose even faster, from approximately 25 rnillion visits in
1980 to nearly 250 million visits in 1994. In part, the “delayed reaction” to PPS is a direct
reflection of coverage criteria clarifications issued in ‘1988. In part, it is likely that the hospital
length of stay reductions in the earliest years were accomplished to some degree by sending
people home a little earlier without the need for substitute SNF or home care.

Exhibit 7.2

Medicare Home Health and SNF Use (1980-1994)
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Source: Health Care Financing Administration, Bureau of Data Management and Strategy, and Office of the
Actuary.

Medicare payment policies for post.-acute care have encouraged the growth of
subacute providers. The combination of strong incentives for discharge for acute care
hospitals under PPS and for growth among post-acute care providers receiving cost-based
reimbursement has led to both the strong ‘demand for post-acute care services as well as an
increasing number of post-acute care providers. Between ‘1,986 and 1994, the total number of
Medicare certified post-acute care providers grew by 34 percent and no type of: provider grew
by less than 24 percent in number (Exhibit 7.3). The largest percentage growth was among
hospital-based SNFs, which grew in number from 652 in 1986 to 1,953 in 1994, an increase of
‘200 percent. This growth of hospital-based SNFs is probably in response to the strong
incentives hospitals have to discharge patients and, as length of stay and utilization rates fall,
convert empty acute beds to SNF beds and capture cost-based reimbursement for the  am,
patient’s post-acute care requirements.
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There are varying levels of post-acute providers in the four states where the four
ventilator dependent units are located (see Exhibit 7.4). Although long-term care hospital beds
per 1,000 state residents aged 65 or older are approximately the same across all four states,
other types of providers vary widely. Rehabilitation hospital beds vary from 0.0 beds per 1,000
elderly state residents to 0.95 per 1,000. Of the four states, Michigan has the largest number
of rehabilitation hospital beds. The biggest difference among the four states is the number of

Exhibit 7.3

Growth in Number of Medicare Certified Post-Acute Providers (1986-1994)

Total Annual
Growth Growth
Type of Facility 1986 1990 1994 1986-94 1990-1994
Rehabilitation
Hospitals 75 135 187 149% 8.5%
Distinct-Part Units 470 687 804 71% 4.0%
Long-Term Care 94 90 120 28% 7.5%
Hospitals(a)
Skilled Nursing
Facilities
Hospital-Based 652 1,145 1,953 200% 14.3%
Free-Standing 8,414 8,120 10,463 24% 6.5%
Home Health Agencies 5,907 5,949 7,363 25% 5.5%

Note: (a) These data are from HCFA’s Office of Survey and Certification OSCAR file. Data from Medicare
cost reports differ slightly.

Source: Prospective Payment Assessment Commission, Public Handout ‘Medicare Post-Acute Care:
Overview and Spending,” October 25, 1994,
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Exhibit 7.4

Number of Post Acute Facilities and Beds in the Four States
With Ventilator Dependent Units (VDUs)

Ventilator Dependent Mayo RMS Sinai Temple
Unit (VDU)
VDU Location MINNESOTA ILLINOIS MICHIGAN PENNSYLVANIA
Type of Facility Number | Bedsper | Number| Bedsper | Number| Bedsper | Number| Beds per
of 1000 of 1000 of 1000 of 1000
Facilities| population |Facilities| population |Facilities| population |Facilitie§ population
aged 65+ (4) aged 65+ (4) aged 65+ (4) aged 65+ (4
Long-term care 1 0.27 3 0.26 6 0.35 5 0.22
Hospitals (1)
IRehabilitation 0 0.00 1 0.65 2 0.10 19 0.95
Hospitals (1)
Dually Certified Skilied 406 61.58 441 7.93 352 16.05 608 22.49
Nursing Facilities (2)
(a)
Ij\:ledicare Certified 23¢ 0.42 320 0.22 178 0.15 316 0.16
Home Health
gencies (3)
Sources: (1) American Hospital Association Hospital Statistics, 1994 (data are for 1993).

2
@3
(4

)
) Nursing Home Statistical Yearbook, 1995 (data are for 1995).

) Data provided by the National Association far Home Care for agencies as of January, 1995.
)

Number of beds from (1} or (2) drvided by 1394 state population aged 65 or older from U.S.
Departrnent of Commerce Statistical Abstract, 1995.

Notes: (a) Dually certified beds are certified for both Medicare and Medicaid patient use.
VDU = Ventilator Dependent Unit.
We are able to include rehabilitation hospitals cnly.

i

dually certified® nursing home beds per 1,000 elderly residents. Minnesota has the greatest
supply of these beds at almost 62 beds per 1,000 state residents aged 65 or older; lllinois has
the lowest supply at almost eight beds per 1,000.

B. Patient Characteristics

The patients from three of the four VDUs are very similar in age (see Exhibit 7.5).
Mayo patients have a mean age of 73.4 (s.d. 8.4 years), HMS patients have a mean age of
73.6 (s.d. 10.8 years), and Sinai patients have a mean age of 74.6 (s.d. 9.5 years). Temple
patients are somewhat younger than patients from the other three VDUs, with a, mean age of
68.4 (s.d. 11.7 years).

® Dually certified nursing home beds are certified for both Medicare and Medicaid residents.
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Exhibit 7.5

Age of Patients with Medicare Part A Claims
By Patient Population

Ventilator Dependent Units ucDSS

Mayo RMS Sinai Temple Sample
n 59 104 22 70 429
mean aae 73.4 73.6 74.6 68.4 12.2
I s.d. | 8.4 | 10.8 | 9.5 11.7 9.8

Source: Lewin-VHI analysis of Medicare Part A claims data.
UCDSS=Uniform Clinical Data Set System.

The patients from the four VDUs are less similar in sex and race than in age (see
Exhibit 7.6).° Mayo has the largest proportion of male patients (36 out of 59) while RMS has
the largest proportion of female patients (52 out of 104) (although sex for almost 14 percent of
RMS patients is unknown). Patients from the four VDUs are even less similar in race. Nearly
all Mayo’s patients were white (57 out of 59) while less than one-half of Temple’s patients were
white (33 out of 70). The differences in race across VDUs may reflect the location of the VDU.
For instance, Temple University Hospital is in Philadelphia’s inner city and Sinai is in Detroit. In
contrast, RMS is in a suburb of Chicago and Mayo is in Rochester, Minnesota, a medium-sized

city.
Patients in the UCDSS sample had a mean age of 72.2 (s.d. 9.8 years). UCDSS
sample patients were almost evenly divided between males and females. A larger proportion

of patients in the UCDSS sample were white (73.7%).

® There are a proportion of patients with missing data on sex and race. For instance, almost one-fourth of Sinai
VDU patients are missing codes for sex and/or race.
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Exhibit 7.6 e

Sex and Race of Patients with Medicare Part A Claims
By Patient Population

Ventilator Dependent Units LJCDSS
Mayo RMS Sinai Temple Sample
Characteristic| No. % No. % No. % No. % No. %
Sex
Male 36 | 61.0% 38 | 36.5% 9 | 40.9% 38 | 54.3% 211 49.2%
Female 22 37.3% 52 50.0% 8 36.4% 29 41.4% 218 50.8%
Unknown i 1.7% 14 13.5% 5 | 22.7% 3 4.3% 0 0%
59 100% 104 100% 22 100% 70 100% 429 100%
R ac e
White 57 96.6% 84 80.8% 12 54.5% 33 47.1% 316 73.7%
Non-White 0 0% 5 4.8% 5 | 22.7% 34 | 48.6% 53 12.4%
Unknown 2 3.4% 15 14.4% 5 22.7% 3 4.3% 60 14%
59 100% | 104 100% 22 100% 70 100% 429 100%

Source: Lewin-VHI analysis of Medicare Part A claims data.

C. Weaning Status at Discharge

We also examined weaning status for the study of patients. Weaning status was
measured at discharge from the VDU for VDU patients and at discharge from the hospital for el
UCDSS sample patients” (see Exhibit 7.7).

A larger proportion of patients from the four VDUs were weaned at discharge from the
VDU compared to those dependent on a ventilator. Almost one-half of Mayo patients were
weaned at discharge from the VDU (29 out of 59) compared to Sinai VDU patients where only
six out of 22 patients left the VDU weaned. The nurnber of VDU patients fully dependent on
the ventilator ranged from 5 out of 22 patients for Sinai to 2 out of 59 patients for Mayo and 2
out of 70 patients for Temple..

Almost half of the patients in the UCDSS sample were deceased at discharge from the
hospital. Of 429 patients in the UCDSS sample, 167 were weaned while 43 patients were fully
dependent on a ventilator al: discharge from the hospital.

"% |f a patient was readmitted to the hospital from the VDU and then readrnitted to the hospital and then readmitted ~ ***
to VDU, weaning status rnay not have been measured until the end of the discharge from the second VDU service
episode.
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Exhibit 7.7

Distribution of Patients by Weaning Status at Discharge
By Patient Population

Ventilator Dependent Units UCDSS
Weaned at Mavo RMS Sinai Temple Sample
Discharge (a) | No. % No. % No. % No. | % No. | %
Weaned 29 | 49% 40 | 30% 6 | 27% | 22 [31% | 167 | 39%
Deceased 5 8% 29 28% 5 23% 7 10% | 201 47%
Full 2 3% 9 9% 5 23% 2 3% 43 10%
Dependence on
Ventilator
Uses Ventilator- 1 2% 1 1% 0 0% 3 4% 0 0%
Amount
Unknown
Missing 15 25% 18 17% 4 18% 26 37% 9 2%
Total 59 | 100%]104 | 100% 22 | 100% | _78g! 100% | 429 | 100%
Source: Lewin-VHI analysis of Medicare Part A claims data.
Notes: VDU-ventilator dependent unit.

UCDSS-Uniform Clinical Data Set System.

(@) The weaning status measure was taken at discharge from the VDU for VDU patients and at discharge
from the hospital for UCDSS sample patients. If a VDU patient was readmitted to the hospital from
the VDU and returned to the VDU, the weaning status may apply to the VDU readmission, rather than
to the original VDU service episode.

V. FINDINGS FOR ALL PATIENTS

In this section we examine post-acute care for all patients in the study. We use the
term “service day” to refer to a day for which the patient received a service paid under
Medicare Part A. We examine the distribution of service days by type of Medicare Part A
claims by patient population. We then examine the distribution of service episodes by patient
population. Finally, we examine the proportion of patients who died by the end of their Part A
claims.

A. Distribution of Service Days Represented by Type of Medicare Part A
Claims by Patient Population

Mayo VDU patients spent the largest proportion of their service days represented by
Medicare Part A claims in the study period in the acute hospital (43%) (see Exhibit 7.8). The
Mayo VDU patients spent 16 percent of their service days in the VDU."' Mayo VDU patients
spent 59 percent of their service days in the hospital setting when acute hospital days and
VDU days are combined (43% + 16% = 59%). Mayo VDU patients spent 29 percent of their

" Eighteen Mayo patients were admitted to the VDU prior to the demonstration start. This may account for the
lower percentage of time Mayo patients spent in the VDU.
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service days in horne health care and an equal proportion of service days in a SNF or -

rehabilitation(6%;.

RMS VDU patients, on average, spent the largest proportion of their service days
represented by Part A claims in the study period in the VDU (32%) with approximately one-
fourth of their service days spent in the acute hospital (27%) (see Exhibit 7.8). RMS VDU
patients spent over cne-half of their service days in a hospital setting, when one adds their
hospital days and their VDU service days (27% + 32% = 59%). RMS VDU patients spent
approximately one-fifth of their service days in home health care (24%) and spent an additional
13 percent of their service days in a SNF. RMS VLU patients spent the remaining 5 percent
of their service days in rehabilitation (2%}, long-term care hospitals (1%) and receiving hospice
services (2%).

Exhibit 7.8
Distribution of Total Service Days in the Study Period

By Type of Part A Claim
By Patient Population

Ventilator Dependent Units (VDU)
Setting Mayo RMS Sinai Temple UCDSS
Sample
Acute Hospital 43% 27% 45% 34% 51%
VDU 16% 32% 33% 24% N/A
SNF 6% 13% 7% 8% 9%
Rehabilitation 6% 2% % 3% 1%
Long-Term Care 0% 1% 2% 0% 5%
Hospital
Home Health Care 29% 24% 12% 29% 34%
Hospice (% 2% 0% 1% 0%
TOTAL % 100% 101% 100% 99% 100%
TOTAL SERVICE 7558 17,438 3,024 12,107 56,606
DAYS
TOTAL PATIENTS 59 104 22 70 431

Source: Lewin-VHI analysis of Medicare Part A claims data
Notes:  UCDSS=Uniform Clinical Data Set System.

The term ‘setting” describes the type of health care facility where a patient received care or services a
patient received.

Patients from the Sinai VDU on average, spent the greatest proportion of their service
days represented by Part A claim:; in the study period in the acute hospital and spent one-third
of their days, on average in the VDU (33%) (see Exhibit 7.8). Sinai VDU patients spent almost
four-fifths of their service days in a hospital setting when one adds acute hospital days to VDU
days (45% + 34%. = 79%). Sinai VDU patients spent most of their remaining service days in
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home health care (12%). Less than 10 percent of Sinai VDU patients’ service days in the
study period were spent in other post-acute settings.

Temple VDU patients spent the greatest proportion of their service days in the study
period in the acute hospital (34%) with an additional 24 percent spent in the VDU. Temple
VDU patients spent a total of 58 percent of their service days in the hospital setting (when one
adds their acute hospital days to their VDU days (34% + 24% = 58%). They spent an
additional 29 percent of their service days in home health care and 7 percent of service days in
a SNF. They spent less than 5 percent of service days in rehabilitation (3%) or with hospice
services (1%).

Patients from the UCDSS sample spent more than half of their service days in the
study period in the acute hospital (51%). These patients spent more than one-third of their
service days in the study period with home health care (34%)}), less than one-tenth in a SNF
(9%), and only 1 percent of their days in the study period in rehabilitation. Patients from the
UCDSS sample spent 5 percent of their service days in the study period in a long-term care
hospital.

B. Similarities and Differences in the Distribution of Service Days Among
Patients

Patients from the four VDUs were similar in spending the smallest proportion of their
service days represented by Part A claims in the study period with hospice services (from 0%
to 2%) (see Exhibit 7.8). They also were similar in spending a small proportion of their service
days in the study period in long-term care hospitals (from 0% to 2%) and in rehabilitation (1%
to 6%). Patients from three of the four VDUs (Mayo, Sinai, and Temple) were also similar in
spending less than 10 percent of their service days in the study period in a SNF (6% to 8%).
In contrast, RMS VDU patients spent 13 percent of their service days in the study period in the
SNF. Patients from three of the four VDUs (Mayo, RMS, and Temple) spent from 24 percent
to 29 percent of their service days in the study period in home health care. In contrast,
patients from Sinai VDU spent 12 percent of their days in home health care. The amount of
service days represented by Part A claims in the study period that patients from the four VDUs
spent in the acute hospital or the VDU vary widely from VDU to VDU. The proportion of
service days represented by Medicare Part A claims in the study period spent in the acute
hospital varied from 27 percent (RMS VDU) to 45 percent (Sinai VDU). The proportion of
service days in the study period spent in the VDU varied from 16 percent (Mayo VDU) to 33
percent (Sinai VDU).

Patients from the UCDSS sample spent a similar proportion of service days in the study
period in rehabilitation (1%) and with hospice services (0%) compared to VDU patients.
UCDSS sample patients spent a similar proportion of their service days in the study period in a
SNF (7%) compared to VDU patients in three of four VDUs. The UCDSS sample patients also
spent a similarly small proportion of their service days in the study period in a long-term care
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hospital (5%), compared to the VDU patients, although this proportion was higher for UCDSS
sample patients.

Patients from the UCDSS sample differed frorn VDU patients in spending a
substantially greater proportion of their service days in the study period with horne health care
(28% compared to 22% for RIMS VDU patients, the highest proportion in home health care
among VDUs). UCDSS sample patients also differed from the VDU patients in the proportion
of service days in the study period spent in the acute hospital. Patients from the UCDSS spent
51 percent of their service days in the acute hospital (45%). Patients from Sinai VDU and
Mayo VDU have a similarly high proportion of service days in the acute hospital (45% and
43%, respectively). However, when one combines the service days spent by VDU patients in
the hospital and the 'VDU, UCDSS sample ratients are more similar to Mayo VDU and Temple
VDU patients in the proportion” of time _Lpent in a hospital setting: UCDSS sample patients
spent 51 percent of their service days in the study period in the hospital, while Mayo VDU
patients spent 59 percent and Temple VDU patients spend 58 percent of their service days in
the hospital setting. RMS VDU patients and Sinai VDU patients spent a greater proportion of
their days in the hospital setting than UCDSS sample patients, at 59 percent and 78 percent,
respectively.

C. Total and Average Service Episodes for Patients in VDU Units and from the
UCDSS Sample

We defined a “service episode” as one or more days in a “setting.” We defined
“setting” as the type of facility where a patient received care or services. Gaps in services
were counted as service episodes to allow us to count the number of times a patient moved
from one setting to another.

We examined the total and average number of service episodes during the study
period for all patients with Part A claims (see Exhibit 7.9). The average number of service
episodes per VDU patient during the study period varied widely for the four VDU units, from an
average of 3 service episodes for Sinai VDU patients to an average of 7 service episodes for
Temple patients.

Patients from I:he UCDSS sample had an average of three service’episodes during the
study period (see Exhibit 7.9). This average number of service episodes for UCDSS sample
patients is lower than the average for patients from any VDU, except Sinai. However, UCDSS
sample patients autornatically Ihave one less service episode than VDU patients because they
were not in a VDU. If we add one service episode to the UCDSS sample patient average in
order to compare average service episodes, UCDSS sample patients still have fewer service
episodes, on average, than patients from three of the four VDUs. Sinai VDU again is the
exception with an average of 3 service episodes per patient in the study period.
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Exhibit 7.9

Total Service Episodes and Average Service Episodes Per Patient
For All Patients With One or More Part A Claims In The Study Period:
Ventilator Dependent Units and UCDSS Sample

Patient Source Total Patients Total Number of Average Service
(a) Service Episodes Episodes Per Patient
VDU Unit
Mayo 59 325 5
RMS 104 501 5
Sinai 22 73 3
Temple 70 488 7
UCDSS Sample 431 1361 3
Source: Lewin-VHI analysis of Medicare Part A Claims.
Notes: The term “service episode” is one or more days in a ‘setting.” We defined a ‘setting” as the type

of facility where a patient received care or services the patient- received.
(@) Includes all patients who had Part A claims data during the study period.

VDU= ventilator dependent unit.

UCDSS= Uniform Clinical Data Set System.

D. Patients Who Died During the Study Period

We used the claims data to determine whether a patient died,” by the end of their last
claim or the end of the time claims were collected (Exhibit 7.10). Mayo VDU patients had the
lowest proportion of patients who died by the end of their last claim in the study period (18 out
of 60) among the four VDUs while RMS had the highest proportion (64 out of 104).

Sixty-five percent of patients in the UCDSS sample died by the end of their last claim in
the study period (282 out of 431). The percentage of patients in the UCDSS sample who died
is similar to the percentage of RMS VDU patients who died by the end of their last claim in the
study period (UCDSS = 65% died; RMS VDU = 62% died).

2 The discharge destination of the last Part A claim in the study period was used to determine if a patient died by
the end of the study period. The outcomes analysis used a different source for patient death.
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Exhibit 7.10

Percentage of Patients Who Died
Ventilator Dependent Units and UCDSS Sample
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Patient Source Total Number of Patients | Percentage of Patients
Patients (a) Who Died In the Who Died In the Study
Study Period (b) Perio«(b)
VDU Unit
Mayo 59 19 32%
RMS 104 64 62%
Sinai 22 11 50%
Temple 70 27 . 39%
UCDSS Samble 431 282 65%
Source: Lewin-VHI analysis of Medicare Part A Claims.

VDU= Ventilator Dependent Unit.
UCDSS:= Uniform Clinical Data Set System.
(@) Includes all patients who had Part A claims data during the study period.

(b) The discharge destination of the last Part A claim in the study period was used “to determine if a
patient cied by the end of the study period.

V. POST-ACUTE CAReE FOR PATIENTS WHO SURVIVED THEIR FIRST TIME IN THE HOSPITAL
SETTING

In this section we focus on patients who were alive at discharge or survived their first
service episode in the hospital setting, either the combination of the first acute hospital service
episode and VDU service episode or, for the patients from the UCDSS sample, the first
hospital service episode. We examined the proportion of patients who had a post-acute
episode. We also examined the number of post-acute service episodes per patient, changes
in post-acute settings, and readmissions™ to the acute hospital. We also examined
readmissions to the VDU for VDU patients.

Most patients discharged alive from the VDU had at least one post-acute service
episode (see Exhibit 7.11). Of the four VDUs, the RMS VDU had the largest proportion of
patients who had one or more post-acute service episodes (68 out of 75), while the Mayo VDU
had the smallest proportion of patients with at least one post-acute service episode (34 out of
52).

All of the UCDSS sample patients had at least one post-acute service episode (n =
247).

'* “Readmission” is used to denote a subsequent admission to a setting.
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Exhibit 7.11

Patients With and Without At Least One Part A Post-Acute claim in the Study Period

Patient Source Total Patients Patients Alive at Patients Alive at
Alive at Discharge Discharge With No
Discharge (a) With At Least 1 PAC PAC Claims (c)
Claim (b)
VDU Unit
Mayo 52 34 (65%) 18 (35%)
RMS 75 8 (91%) 9 (9%)
Sinali 16 12 (75%) 4 (25%)
Temple 60 51 (85%) 9 (15%)
UCDSS Sample 247 247 (100%) 0 (0%)
Source: Lewin-VHI analysis of Medicare Part A Claims.
Notes: (a) Patients alive at discharge from ventilator dependent unit (VDU) or from hospital if a patient is in

the UCDSS sample.

(b) Patients alive at discharge who had one or more claim after discharge or from the VDU from the
hospital.

PAC= post-acute care or care following discharge from the VDU (or hospital for UCDSS sample
patients).

(c) Patients alive at discharge who had no post-acute claims.
VDU= ventilator dependent unit.
UCDSS= Uniform Clinical Data Set System.

A Post-Acute Service Episodes and Setting Changes for Patients Who
Survived Their First Discharge From the Hospital Setting

We examined the number of post-acute service episodes' per patient and changes in
post-acute settings after discharge from the hospital setting for all patients alive at discharge
(Exhibit 7.12). Patients from the Sinai VDU had the lowest mean number of service episodes’®
per patient at 2.3 (s.d. 2.7) while Temple VDU patients had the highest mean number of
service episodes per patient at 6.0 (s.d. 4.6) during the study period.

UCDSS sample patients had a mean number of 3.7 service episodes (s.d. 4.1) (see
Exhibit 7.12). In this case patients from the UCDSS sample and VDU patients were directly
comparable because only post-acute service episodes were considered. UCDSS sample
patients’ average number of service episodes (mean = 3.7, s.d. = 4.1) is similar to RMS VDU
patients’ average number of service episodes (mean = 3.7, s.d. = 3.1).

" We have defined a ‘service episode” as one or more days in a ‘setting. We have defined a “setting” as the type
of facility where a patient received care or services. We have included gaps in services as a service episode to
allow us to count changes in settings.

“Gaps in service were considered as a setting in this analysis.

chp7.doc 7-15



The largest number of setting changes was 24 for one Mayo patient (23 of these
settings were after the first VDU service episode). Although Temple VDU patients had the
largest mean number of post-acute service episodes in the study period, they did not have the
most setting changes. ©ne Temple VDU patient had 18 setting changes during the study
period (17 of these setting changes were after the first VDU service episode). One RMS VDU
patient had 14 setting changes and one Sinai VDU patient had 11 setting changes. Two
patients from the UCDSS sample had 20 post-acute setting changes during the study period.

Exhibit 7.12

Mean Number of Post-Acute Service Episodes and Changes in Settings
During the Study Period for Patients From
Ventilator Dependent Units and UCDSS Sample

Patient Source | Total Patients Alive | Mean Post-Acute Stays | Standard Maximum
at Discharge With per Patient Alive at Deviation | Number of
One or More PAC | Discharge With One Or Setting
Service Episodes (a)] More PAC Service Changes (b)
Episode
VDU Unit o
Mayo 34 4.44 4.1 24
RMS 68 3.69 3.1 14
Sinai . . _ .. 12. 2.33 2.7 11
Temple I Y A zizs 6 0 4.6 18
UCDSS sample 247 ‘T 3.73 4.1 20
Source: Lewin-VH! analysis of Medicare Part A Claims.

Notes: (@) Includes VDU patients alive at discharge from the VDU unit and patients from the UCDSS sample who

were alive at discharge from the hospital and who had one or more claim after discharge from the VDU
or hospital.

(b) Maximum number of times one patient from that patient population changed settings during the study
period.

The term “sefting” describes the type of health care facility where a patient received care or services a
patient received.

The term “service episode” describes one or more days in a setting.
VDU = Ventilator Dependent Unit.

UCDSS=Uniform Clinical Data Set System.

Ty
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B. Hospital Readmissions for Patients Who Survived their First Discharge
From the Hospital Setting

In this section we discuss readmission'® to the acute hospital or readmission to the
VDU. We also use the term “rehospitalization” in the same way we use the term “readmission
to the hospital.”

A large proportion of patients had an acute rehospitalization during their post-acute
service episode (see Exhibit 7.13). The VDU patients alive at discharge from the VDU who
had at least one readmission to the acute hospital ranged from more than one-half of Sinai
patients (9 out of 16) to four out of five of Temple patients (48 out of 60).

Exhibit 7.13

Patients Alive at Discharge With and Without Readmissions "’
During the Study Period
Ventilator Dependent Units and UCDSS Sample

Patient Source Total Patients With Patients Patients With Patients
Patients |Acute Hospital|Without Acute VDU Without VDU
Alive at | Readmissions Hospital Readmissions | Readmissions
Discharge (b) Readmissions (c)
{a)

VDU Unit Number| % |Number| % |Number| % |Number| %
Mayo 52 34 65% 18 35% 1d 19% 42| 81%
RMS 75 48| 64%| 27| 36%l 10| 13%l 651 87%
Sinai 16 9] 56% 79| 44% 3[ 19% 13| 81%
Temple 60 48| 80% 12| 20% 29[ 48% 31| 52%

UCDSS Sample 247 117| 47% 130] 53%| NA N/A
Source: Lewin-VHI analysis of Medicare Part A Claims.

Notes: (a) Includes VDU patients alive at discharge from the VDU and patients from the UCDSS sample alive at
discharge from the hospital.

(b) Patients readmitted to the acute hospital during the study period.
(c) Patients readmitted to the VDU during the study period.

VDU= ventilator dependent unit.

UCDSS= Uniform Clinical Data Set System.

Of the 52 patients discharged alive from Mayo VDU at their first VDU discharge, 34
patients had one or more readmissions to the acute hospital in the study period. These 34
patients had a total of 74 readmissions to the hospital during the study period. Ten Mayo

'® A readmission is an admission to a facility that is subsequent to the first admission to that facility.

"7 Readmission =an admission to a facility that is subsequent to the first admission to that facility.
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patients alive at discharge from the VDU had a readmission to the VDU during the study -
period.

Of the 75 patients discharged alive from the RMS VDU at their first VDU discharge, 48
patients had one or more readmission to the acute hospital in the study period. These 48
patients had a total of 84 hospital readmissions. Ten RMS patients alive at discharge from
their first VDU stay had a readmission to the VDU during the study period.

Of the 16 patients discharged alive from the Sinai VDU at their first VDU discharge,
nine patients had one or more readmissions to the hospital in the study periodl. These nine
patients had a total of 11 hospital readmissions during the study period. Three Sinai patients
had a VDU readmission in the study period.

Of the 60 patients discharged alive from the Temple VDU at their first VDU discharge,
48 patients had one or more hospital readmissions in the study period. The 48 patients had a
total of 110 readmissions in the study period. Twenty-nine patients had a VDU readmission in
the study period.

A number of patients in the UCDSS sample also had Ihospital readmissions in the study
period. Of the 247 patients discharged alive from their first hospital service episode, 117
patients (47.4%) had one or more hospital readmissions in the study period. These 117
patients had a total of 243 hospital readmissions in the study period. e

\V2 PosT-AcuTE CARE PATTERNS By VDU uUniT

In this section we discuss patterns of post-acute care. We discuss the VDU units in
alphabetical order and use flow charts so that the reader can visualize the post-acute patterns
of care. We focus on the beginning of the post-acute care pattern because there does not
seem to be much of a discernible pattern after the first few settings for most patients. For this
analysis of post-acute patterns in the four VDU units, we include in the analysis only VDU
patients who were in the acute hospital and then had a service episode in the VDU and refer
exclusively to these patients in this section. We use the term post-acute to describe any
service episode following discharge from the first service episode in the VDU. At the end of
this section we discuss consistencies in patterns of post-acute care across the four VDUs.

A. Mayo VDU Patients’ Patterns of Post-Acute Care

Thirty-seven patients were admitted to the Mayo VDU from the acute hospital where
they had an average length of stay (ALOS) of 25 days (see Exhibit 7.14). Four changes in
settings following the VDU service episode are shown in the flow chart.”* The most common
post-acute pattern for Mayo VDU patients was a readmission to the acute hospital followed by
a readmission to the VDU.

P

'® In preparing the flow charts we found that little was revealed by showing more than the four post-acute settings
since the patterns of post-acute care generally became individualized after the second post-acute setting.
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Exhibit 7.14

First Four Post-Acute Settings For Patients Who Went from the Acute Hospital
to the Mayo VDU"®
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Source: Lewin-VHI analysis of Medicare Part A claims data.

" The patients whose first four post-acute settings are shown in this flowchart were ventilated in the acute hospital
and were discharged from the hospital to the Mayo VDU.
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The first discharge destination for Mayo VDU patients was most commonly an acute
hospital. AlImost one-third of Mayo patients who survived their first VDU service episode were
rehospitalized directly following their first VDU service episode (11 out of 37). Two patients
died during this rehospitalization. Of the remaining nine patients, seven were readmitted to the
VDU directly from the hospital. Of the 11 patients rehospitalized after their first VDU service
episode, all but three either died or were rehospitalized again before the end of the fourth post-
acute service episode.

Ten Mayo VDU patient:; (out of 37) had a rehabilitation hospital or unit as their first
discharge destination.””” Out of these 10 patients, one patient had no further claims; another
went to home health care from rehabilitation and had no further Part A claims. Two of the 10
patients admitted to rehabilitation1 post-acute settings were readmitted to the hospital and
returned to rehabilitation; another two patients went from the rehabilitation settiing to a SNF,
while an additional two patients went from the rehabilitation setting to a gap in service,
followed by a hospital readmission. Most patients discharged from the VDU to a rehabilitation
setting ultimately had a rehospitalization prior to the end of the fourth post-acute setting (8 out
of 10); one half of those patients were rehospitalized directly from the rehabilitation setting (4
out of 8). The only other pattern that is discernible for patients discharged from the Mayo VDU
to a rehabilitation setting is that, despite the number of rehospitalizations, only ore patient died
before the end of their Par? A claims.?'

Rehospitalization was the most common pattern for Mayo patients discharged from the
VDU to other post-acute settings as well. In fact, rnost Mayo patients discharged from the
VDU had a rehospitalization some time prior to the end of the fourth post-acute setting (26 out
of 37). All patients with a gap in service following their first ‘VDU service episode (3 out of 37)
and a majority of patients discharged to home health care from the VDU (4 out of 7) had a
rehospitalization. None of the Mayo patients discharged from the VDU to home health care
died by the end of their Part A claims. Both patients discharged to a SNF (2 out of 37) did not
have rehospitalizations because they died in the SNF.

Four Mayo VDU patients started with an acute hospital service episode followed by a
VDU service episode, were discharged alive from the VDU, and had no further Part A claims
during the study period.

% Eighteen Mayo patients were admitted to the VDU prior to the: start of the demonstration. It is possible that the
provider number code for these patients indicated that the patient went to a rehabilitation setting when they really
were in the VDU.

' \We use the terminology ‘“died before the end of their claims” because we used the discharge destination from the
last claim as the measure of death in the post-acute portion of this study. In the outcomes analysis portion of the
study a different source of ‘death is used.

i,
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B. RMS VDU Patients’ Patterns of Post-Acute Care

For most RMS patients discharged alive from the VDU (73 out of 93), their first
discharge destination was a SNF. Approximately equal numbers of RMS VDU patients went to
home health care, a rehabilitation setting, or back to the hospital for their first post-acute
service episode (see Exhibit 7.15).

The most common first post-acute discharge destination for the RMS VDU patients was
a SNF (23 out of 73). Ten of these 23 patients had no further Medicare Part A claims following
their SNF service episode. About one-half of the patients discharged from the VDU to the SNF
returned to a hospital (11 out of 23) and were subsequently readmitted to a SNF (10 out of
11). The remaining patients (n = 2) were discharged from the SNF to home health care from
which they had a subsequent acute rehospitalization.

The second most common first post-acute discharge destination for the RMS VDU
patients was home health care (15 out of 73). A majority of these patients were readmitted to
a hospital from home health (9 out of 15) where two patients died. Three of the surviving
patients returned to home health after their hospital readmission, three had a gap in service
and one patient had no further Part A claims during the study period. Of the four patients who
were not rehospitalized after their first home health service episode, one had no further Part A
claims, two had a gap in service and one was one of the few patients to go to a hospice.
Virtually all patients discharged from the RMS VDU to home health care had a rehospitalization
by the end of four post-acute settings (11 out of 12). By the end of the study period, more
than one-third of the RMS patients discharged from the VDU to home health care died (6 out
of 15).

The third most common first post-acute discharge destination for the RMS VDU
patients was a rehabilitation setting (11 out of 73). About one-half of the RMS patients
discharged from the VDU to rehabilitation were subsequently discharged to home health care
(6 out of 11). Of the remaining five patients, two were rehospitalized, two were discharged to a
SNF, and one patient had a gap in service. The majority of patients discharged from the VDU
to a rehabilitation facility had a subsequent rehospitalization (8 out of 11). By the end of the
study period, three out of 11 RMS patients discharged from the VDU to a rehabilitation setting
died.

The fourth most common first post-acute discharge destination for RMS VDU patients
was an acute hospital (10 out of 75). One-half of these patients returned to the VDU from the
hospital (5 out of 10) while the other one-half died (5 out of 10). Most of the patients
rehospitalized after their first VDU service episode died before the end of the study period (8
out of 10).
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ExHIBIT 7.15
FIRST FOUR POST-ACUTE SETTINGS FOR PATIENTS WHO WENT FROM THE ACUTE HOSPITAL To THE RMS VDU
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Source: Lewin-VHI analysis of Medicare Part A claims data.
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"repatisntswiosaSsnidoiponaente selyorsareshown in this flowchart were ventilated in the acute hospital and were discharged from the hospital to the
RMS VDU.
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Interestingly, RMS was the only VDU to discharge more than one patient to a long-term
care hospital for a first post-acute service episode (4 out of 73). (Of the other three VDUs,
Sinai discharged one patient to a long-term care hospital while Mayo and Temple did not
discharge anyone to a long-term care hospital during the study period.) Of these four RMS
VDU patients, two died in the long-term care hospital, one returned to the VDU and the other
had a gap in service followed by rehospitalization.

Three RMS VDU patients started in an acute hospital followed by a VDU service
episode, were discharged alive from. the VDU, and had no further Part A claims during the
study period.

C. Sinai VDU Patients’ Post-Acute Patterns of Care

Fourteen patients were discharged from an acute hospital to the Sinai VDU for an
ALOS of 55 days (see Exhibit 7.16). As with the other units, four changes in settings following
the VDU service episode are shown in the flow chart. We only observed one pattern of post-
acute care for Sinai VDU patients: readmission to an acute hospital.

The first discharge destination for patients discharged alive from the Sinai VDU most
commonly was an acute hospital (5 out of 14). Two of these patients died in the hospital, two
were readmitted to the Sinai VDU and the other patient was discharged to a long-term care
hospital.

About one-half of patients from the Sinai VDU with post-acute Part A claims died during
the four observed post-acute settings (8 out of 14). Two Sinai VDU patients had a hospital
service episode followed by a VDU service episode, were discharged alive from the VDU, and
had no further Part A claims. The only Sinai VDU patient without an extended post-acute
pattern of service episodes was discharged to a rehabilitation setting from the VDU.

D. Temple VDU Patients’ Post-Acute Patterns of Care

Forty-six patients were discharged from an acute hospital to the Temple VDU where
they had an ALOS of 31 days (see Exhibit 7.17). Two Temple VDU patients started with an
acute hospital service episode followed by a VDU service episode, were discharged alive from
the VDU, and had no further Part A claims in the study period.

The first post-acute discharge destination for Temple VDU patients was most
commonly an acute hospital (16 out of 46), most of these patients returned to the VDU from
the hospital (12 out of 16). After their second VDU service episode, 9 of the 10 patients who
survived went to 5 different locations. A majority of the patients who were discharged alive
from their second VDU service episode had a subsequent acute rehospitalization during the
four observed post-acute settings (7 out of 10) although only one died by the end of fourth
post-acute setting. However, one-half of patients admitted to the acute hospital from their first
VDU service episode did die before the end of the study period.
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Exhibit 7.16

First Four Post-Acute Settings for Patients who went from the Acute Hospital to Sinai VDU
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#The paiienis whose iirsiiour post-acuie seitings are shown in this flowchart were ventilated i the acute hospita! and were discharged from the hospital to the
Sinai VDU.
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ExHIBIT 7.17

FIRST FOUR PosT-ACUTE SETTINGS FOR PATIENTS WHO WENT FROM THE ACUTE HOISPITAL
To THE TeEmPLE VDU?
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n=16 ALOS-9
1Ded
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Acute
n=4 ALOS=19

HAC GAP
az] L0Se22 =1 LOS=184

Acule
n=J ALOS=8 L
vou ]
n=1 LOS«§

HHC
nzl LOS«17

Acute
n=3 ALOS:35

n=2 ALOS:=5
1Ced

Source: Lewin-VHI analysis of Medicare Part A claims.

24 The patients whose first four post-acute settings are shown in this flowchart were ventilated in t he acute hospital
and were discharged from the hospital to the Temple VDU.
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The second most common first post-acute discharge destination for Temple VDU patients was
home health care (11 out of 46) after which about one-half of the patients had a gap in service
(6 out of 11). Most patients with a gap in service at this point had a hospital readmission (4 out
of 6); one was readmitted to the VDU. Another three patients discharged frorn the Temple
VDU to home health were rehospitalized before the end of the fourth post-acute setting. In
fact, a majority of Temple patients discharged from their first VDU service episode to home
health care had an acute rehospitalization before the end of the fourth post-acute care setting
(8 out of 11). One patient was discharged frorn home health and had no further Part A claims
in the study period

An almost equal number of Temple VDU patients were discharged from their first VDU
service episode to a rehabilitation setting (5 out of 46), had a gap in service (n=4), or went to a
SNF (n=4). All patients discharged from the Temple VDU to a rehabilitation setting had an
acute rehospitalization before the end of the four post-acute settings, as did the majority of
patients discharged from the VDU to a gap in service (3 out of 4) and one-half of those
discharged to a SNF (2 out of 4). However, by the end of their Part A claims, none of these
rehabilitation patients had died. One-Ihalf of the patients with a gap in service following the first
VDU service episode (2 out of 4) and a majority of the SNF patients had died (3 out of 4).

E. Patterns of Post-Acute Care Across All VDU Units

In this section we step back from the detail to discuss the consistencies we found in
patterns of post-acute care across the four VDU units.

« Most of the VDU patients move from one post-acute setting to another.

« More than one-half of the ventilator dependent patients discharged from VDU have
one or more readmissions ‘to an acute hospital.

A few of the VDU patients who have an acute hospital readmission also have a
readmission to the VDU.

« The post-acute patterns become extremely individualized after two post-acute
settings. ‘This pattern of individualization may be a perception resulting from the
small number of VDU patients.

. Patients discharged from the VDU to a rehabilitation setting for their first post-acute
service episode appear to have high rate’s of acute hospital readmission, but are
not: as likely to die prior to the end of their claims as patients in other post-acute
settings. Based on the restrictive criteria for admission to a rehabilitation hospital or
distinct part unit, we would expect patients discharged to a rehabilitation setting to

chp7.doc 7-26

O 0 OO MO0 00 00O 0503 O 0 U000 s 0 000 55 OO0 D, O



be healthier than VDU patients discharged to a SNF and possibly more healthy than
patients discharged to home health care.®

V. PATTERNS oF POST-ACUTE CARE FOR UCDSS SAMPLE PATIENTS

In our analysis of UCDSS sample patients post-acute patterns we examine the patterns
for all patients who survived their first hospital admission in the study period. Because of the
number of UCDSS sample patients, we provide three flow charts to illustrate the three most
common patterns of first post-acute discharge destination. We show and discuss five post-
acute settings for UCDSS sample patients. Overall our examination of the post-acute care
patterns for patients from the UCDSS sample indicates that the first discharge destination from
the acute hospital often is an indicator of where the patient will go after either acute
rehospitalizations or gaps in service. Patients discharged from the hospital to a SNF appear to
be more likely to return to a SNF following hospital readmissions and/or a gap in service (see
Exhibit 7.18) while patients discharged to home health care are more likely to return to home
health care following a hospital readmission and/or a gap in service (see Exhibit 7.19). This
pattern also exists for 9 out of 26 patients from the UCDSS sample who survived their first
long-term care hospital service episode (see Exhibit 7.20).

The most frequent first post-acute discharge destination for UCDSS sample ventilator
dependent patients was discharge to a SNF (77 out of 247) (see Exhibit 7.17). Almost equal
numbers of UCDSS sample patients discharged from the hospital to a SNF died in the SNF
(21 out of 77), were readmitted to an acute hospital (19 out of 77) or were discharged to home
health care from the SNF (18 out of 77). Another 12 patients had a gap in service following
their SNF discharge. Most UCDSS sample patients discharged to an acute hospital from the
SNF who survived their rehospitalization service episode returned to a SNF (13 out of 16). A
majority of these patients had a subsequent rehospitalization by the end of two more post-

% |n order to be admitted to a rehabilitation hospital or unit, a preadmission screening is normally done. This
screening is a ‘preliminary review of the patient’s condition and previous medical record to determine if the patient
is likely to benefit significantly from an intensive hospital program or extensive inpatient assessment” (Medicare
Intermediary Manual, Section 3101 .11, February, 1990). Screening criteria include the following requirements: the
patient must require the 24-hour availability of a physician with special training or experience in rehabilitation and
rehabilitation nursing and the patient must require (and be capable of receiving) at least 3 hours of physical and
occupational therapy 5 days per week or more. There are no such requirements for admission to skilled nursing
facilities or home health care.
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Exhibit 7.19

UCDSS Sample Patients Discharged from an Acute Hospital to Home Health Care:

5 Post-Acute Service Episodes
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Source: Lewin-VHI analysis of Medicare Part A claims.
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Exhibit 7.20

UCDSS Sample Patients Discharged from an Acute Hospital to a Long-Term Care Hospital:
5 Post-Acute Service Episodes
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acute service episodes (8 out of 13). About one-half of patients discharged to home health
care after their first SNF service episode were rehospitalized during their subsequent three
post-acute service episodes (8 out of 18). Most of the patients with a gap in service following
their first SNF discharge also were rehospitalized during their subsequent three post-acute
service episodes (10 out of 12). Less than one-half of the UCDSS sample patients discharged
from the hospital to a SNF died before the end of the study period (32 out of 77). Interestingly,
24 of the 77 UCDSS sample patients discharged from the first hospitalization to a SNF were
discharged back to SNF following either an acute rehospitalization or a gap before the end of
the fourth post-acute service episode. Two UCDSS sample patients were discharged from
their first SNF service episode and had no further Part A claims by the end of the study period.

The second most frequent first post-acute discharge destination for UCDSS sample
patients was home health care (51 out of 247) (see Exhibit 7.19). Of these patients, about
one-half who survived their first home health service episode were readmitted to an acute
hospital (23 out of 49) and more than one-half of these patients who survived the
rehospitalization returned to home health care (11 out of 23). Another pattern for UCDSS
sample patients discharged from the hospital to home health care was a service gap following
the first home health service episode (13 out of 49). This service gap was followed by either a
rehospitalization (6 out of 13) or a readmission to home health care (6 out of 13). About one-
fourth of the UCDSS sample patients discharged from the hospital to home health care died
before the end of the study period (12 out of 51). Twelve patients were discharged from the
hospital to home health care and had no further Part A claims by the end of the study period.

The third most frequent first post-acute discharge destination for UCDSS sample
patients was a long-term hospital (39 out of 247). Of the 39 patients discharged from an acute
hospital to a long-term care hospital one-third of the patients died in the long-term care hospital
(n=13). Of the remaining 26 patients, nine were discharged to home health care, five to a
SNF, four were readmitted to an acute hospital and four had a service gap. Interestingly,
about one-half of the UCDSS sample patients discharged from an acute hospital to a long-
term care hospital for their first post-acute service episode and who had a readmission to the
hospital returned to a long-term care hospital after the rehospitalization (7 out of 15). Three
patients also returned to a long-term care hospital after a service gap, More than one-half of
the patients from the UCDSS sample discharged from the hospital to a long-term care hospital
died before the end of the study period (21 out of 39). Three UCDSS sample patients were
discharged to a long-term care hospital after their first hospitalization and had no further claims
by the end of the study period.

Thirteen UCDSS sample patients started with an acute hospital service episode, were
discharged alive from the hospital, and had no further Part A claims.
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Vi. DISCUSSION

This study has highlighted the complexity of post-acute patterns of care for chronic
ventilator dependent patients. The literature tends to claim success because ventilator
dependent patients are being discharged from the hospital. In fact the literature represents the
post-acute service episode as a successful event that occurs in one setting. This study
strongly suggests that these are not accurate perceptions. The majority of the ventilator
dependent patients we studied, both from the four VDUs and from the large UCDSS sample,
moved from setting to setting and had one or more readmissions to the hospital setting. This
study suggests that we cannot declare success when a patient is discharged from the hospital
setting to an alternative setting because that patient is likely to be readmitted to the hospital.
Nor can we think of the care of chronic ventilator dependent patients as taking place in the
hospital versus an alternative setting. This study suggests that even when patients are not
readmitted to the hospital, they are served in multiple post-acute settings.

Home health care was the post-acute setting (or non-hospital setting) with the largest
proportion of service days for all five patient populations. Patients from three of the four VDUs
spent approximately one-fourth of the days covered by Part A claims in the study period with
home health care. Patients in the UCDSS sample spent more than one-third of the days
covered by Part A claims in the study period with home health care. We did not put a value on
the time family caregivers devote to caring for ventilator dependent patients. This is not to say,
however, that these costs should not be recognized. Although a relatively small proportion of
the days covered by Part A claims in the study period were spent in other post-acute settings
(i.e., SNFs, rehabilitation settings or long-term care hospitals), a number of patients were in
and out of these types of facilities.

Policy makers and researchers have tended to examine post-acute care from either the
perspective of savings generated by moving patients out of the hospital or from the providers
perspective of financial incentives. Medicare reimbursement policies treat each type of setting
as a discrete entity. This perspective seems to ignore the reality of the linkages between these
settings. Intuitively we know that there are linkages between settings. Yet we know little about
these linkages. It is apparent that we must focus on the linkages between settings to
determine whether the patient’s continuity of care is being well-served. The flow charts in
Exhibits 7.14 through 7.20 illustrate that these patients bounce from setting to setting. Even if
each of the post-acute settings offers something unique and valuable, it is not clear that
transferring patients from setting to setting is beneficial for the patient.

The pattern of hospital readmissions for the patients studied raises concerns. Two-
thirds of VDU patients discharged alive from the VDU had at least one rehospitalization and a
substantial number of VDU patients had more than one rehospitalization. AlImost one-half of
the patients in the UCDSS sample who were discharged alive from their first hospital service
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episode had a readmission to the hospital (47.4%). A number of patients in the UCDSS
sample who had at least one hospital readmission had more than one readmission.

Medicare reimbursement policy for readmissions also may have an effect. Hospitals
are paid the DRG rate for readmissions occurring more than 24 hours after hospital discharge
as long as patients have not exhausted their hospital benefits. Apparently, when PPS was
designed, HCFA had concerns about the financial incentives and the potential gaming of
readmissions. HCFA instituted PRO review of readmissions occurring within 31 days of
discharge to identify and deny inappropriate readmissions. More recently the PROs have not
been required to explicitly review readmissions. Instead, a small random sample of all hospital
discharges are reviewed by PROs. As a result there appears to be little explicit monitoring of
readmissions. Obviously, the financial incentive is for hospitals to discharge patients to
alternative settings whenever possible. While there is great pressure to discharge patients
from the hospital as quickly as possible, there is little competing regulatory pressure to assure
that patients who have marginal capacity to remain in a post-acute setting get the care they -
need in the hospital prior to discharge. The physicians who care for these patients are, of
course, professionally and legally responsible for attesting to the patients’ readiness for
discharge. Hospital-based physicians, however, are under considerable pressure to discharge
patients and may have little knowledge of the actual services provided patients in post-acute
settings.
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APPENDIX

I. APPENDIX A: Criteria for Ventilator Dependent Unit Admission
Il. APPENDIX B: VDU Data Collection Forms*

lll. APPENDIX C: Description of UCDSS

IV. APPENDIX D: Description of Claims Analysis File

V. APPENDIX E: Case Review Findings

VI. APPENDIX F: Output from VDU and UCDSS Models

VIl. APPENDIX G: Output from VDU Only Models

. The forms are labeled “VRU” for Ventilator Rehabilitative Unit, which has been used
during the course of the demonstration synonymously with VDU.



o

e e L L LD L L LD L L LT L T LD L L T T P SR Sy - S e—————,



APPENDIX A

Criteria for Ventilator Dependent Unit Admission
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CRITERIA FOR ME VENTILATOR
DEPENDENT UNIT DEMONSTRATION
(May 1992)

ADMISSION CRITERI

1 Patients must be ventilator dependent for at least one part of the day (6 hours or
more) at the time of admission to the ventilator unit.

2 Patients must have been ventilator dependent for at least 21 days [during the current
hospitalization] prior to their admission.” There must be at least two unsuccessful
attempts to wean the patients prior to admission. Exception to both these criteria will
be made for patients who are unweanable and are being admitted for home ventilator
training and are otherwise eligible for these units.

3. Patients must be breathing through a tracheostomy tube, have an endotracheal tube
in place with imminent plans for tracheostomy, or be undergoing non-invasive
ventilation (see Table A for admission criteria for non-invasive ventilation) and mg‘*
established cfinicai and physiological criteria.

4. Patients should be clinically and ghysiologically stable enough to benefit from the
rehabilitation services of this unit.® In general, evidence of stability will include the
parameters listed below. (These parameters are listed to clarify further the general
meaning of “clinical stability.” They should not be considered to be a set of absolute

criteria.)

a. Ventilator Support: Patient’s admitted to this unit must suffer from chronic
respiratory failure and demonstrate either 1 or 2:

1. three weeks or more of mechanical ventilation delivered by the intensive
care unit with at least two failed attempts at weaning from ventilator
support. The patient must at least be on ventilator support for at least
six hours or more each day prior to admission to the unit.

'These days need not have been consecutive. For example, if a patient was off the
ventilator for day 10 of the current hospital stay, but back on the ventilator on day 11, that
patient would be counted as having accumulated 10 days (9 + 1) at the end of day 11.

2 For example, the 21 day criterion would be waived in the case of a patient with motor
neuron disease admitted for home ventilatory care training. In that case, since a diagnosis of
prolonged or permanent ventilator dependence had been made, teaching can begin well
before the patient had been ventilated for 21 days during the current hospitalization.

3 ‘Rehabilitation Services” includes passive muscle development and nutritional
supplementation, which may be required before an active, intense course of physical therapy
or other types of rehabilitation may begin.
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2. Symptomatology of chronic respiratory failure and be candidates for **
non-invasive ventilation (see chart). These latter patients will be
admitted for evaluation and implementation of noninvasive mechanical
ventilation using either body surface ventilation or nose face mask
ventilation.

b. Respiratory Stability: They should have no evidence of respiratory distress
while on the ventilation, and demonstrate stable requirement!! for ventilation
and supplemental oxygen. The patients should have no significant changes in
the level of oxygenation or ventilator support for the seven days preceding
admission to the unit. Patient’s must be oxygenated with FiO, of less than
46% and not require positive expiratory pressure greater than Scms HyO for
oxygenation. Patients who require greater levels of ventilatory support as
identified by greater levels of positive end-expiratory pressure for oxygenation
or other ventilator modes such as inverse ratio ventilation or demgpnstrate high
ventilatory requirements (i.e., minute ventilation greater than 30 liters/min.) are
not candidates for admission to the unit. Airway secretions must be able to be
adequately removed by voluntary coughing by the patient or through
intermittent suctioning by ancillary personnel or the patient.

C. Hemodvnamic Stability: All patients should be hemodynamically stable and not
require cardiac monitoring, intravenous anti-arrythemic medication, or
fasoactive drugs for blood pressure support. Patients must have stable vital
signs for 46 hours prior to admission to the Ventilator Rehabilitation Unit. o
Stable vital signs are defined as a temperature of less than 101° for 24 hours
(source of fever must be identified) blood pressure > 90 torr systolic and <
110 torr diastolic, pulse > 50 bpm, or < 120 b/p/m and a respiratory rate while
on ventilator support less than 50 breaths/min. The patients must have
stabilize blood gas exchange and have no evidence of significant hypoxemia
(PaO, < 60 torr), hypercapnia, (PACO, > 90 torr), or acidosis (pH 7.25).

d: Medical Stability

1. Renal Status: The patients must show stabilization of renal status and
have a urine output greater than or equal to 25 cc per hour and a
stable creatinine. The patients must have correction of severe
electrolyte imbalances. Patients receiving dialysis must be stable and
receive (dialysis in the dialysis unit several times per week.

2 Infectious Disease: Patients must have no signs of life-threatening
sepsis. Patients admitted to the unit who have fever and infection
should have the infectious organism identified and controlled with
current antibiotic therapy prior to admission to the unit.

3. Gastroenterology: The patients must be without gastrointestinal
bleeding. The patients must have a stable hemoglobin and hematocrit
with a hemoglobin greater than 8 or hematocrit greater than 24% with em..
no evidence of active bleeding for 24 hours prior to admission to the
unit.
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4, Endocrine: The patients should have correction of metabolic problems
related to significant acidosis or hyperosmolar state and correction of
significant electrolyte disorders such as hypocaicemia,
hypomagnesemia, and hypophosphatemia prior to transfer and
admission to the unit

Patients must have a reasonable expectation of weaning or being discharged from the
hospital to a lower level of care including rehab faciities, skilled nursing facilities, or
home. We cannot give a precise definition of ‘reasonable expectation of weaning or
return to the community” since there is a great diversity of opinion on this issue within
the medical community. We will notify all units that the admitting physician (i.e., the
physician admitting the patient to the unit) must have a statement in the medical
record that the patient has a reasonable expectation of weaning or returning to the
community. The PRO must ask on preadmission review if the physician has included
this statement and validate on retrospective review that the information was includec
One of the outcomes of the demonstration would be to provide ¢linical data to make a

more precise definition in the future.

Additional Policies

1.

Patients may be admitted directly from a lower level of care (SNF, home, other setting)
as long as they meet all of theother admission criteria (e.g., these are patients being
admitted for an attempt at weaning or education in home ventilator technique).

Former ventilator unit patients requiring w-admission to the hospital may be admitted
to the ventilator rehabilitation unit if they remain partially or completely dependent
upon mechanical ventilation and the VRU is the most appropriate site for their care.
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APPENDIX B

VDU Data Collection Forms
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VRU DATA COLLECTION FORM
INITIATION OF VENTILATOR EPISODE

Purposes: 1) To identify medical conditions Of the patient that existed prior to iCU/hospital admission and for
which the patient received treatment (pre-existing condition).
2) To identify those medical conditions of the patient that led to the need for mechanical ventilation

(acute precipitant).
PATIENT MEDICARE ID # FORM COMPLETED BY
PATIENT MEDICARE DEMOID # DATE

VRU PATIENT ID #

1. When did the patient first require mechanical ventilation?

a) at Hospital Admtssion 50.2 Y. Date:
b) at ICU Admission (if different from a) 44-© Date:
c) More than 48 hours after ICU/hospital admissron 1.9 Date:
If c), did the prolonged mechanical ventilation result from: .

a) exacerbation of a pre-existing clinical condition N?- /-

b) a new clinical condition (acute precipitant) 45’

¢) complication of mechanical ventilation o.oj

d) infection acquired afterlCU/ospitaladmission 1.%

e) surgicalorpost-operativecomplication ll!

2. Please provide information- on the following for ALL patients by turning to the referenced page and

completing the form pre ",P

RESPIRATORY 60.4%. ETH R pg. 1

GENERAL pg. 2-3

3. Pleaseidentity ail organ systems that directly contributed to the need for mechanical ventilation. Please
complete the forms referring to thec organ systems YOU have checked Compiete the pre-existing condition or
acute precipitant boxes according to what you have checked below.

CARDIOVASCULAR L2.%% 50 %) g as
NERVOUS SYSTEM / MUSCLE 11.¢ 9. pg. 6
HEMATOLOGIC l4. & 1.9 pg. 7

RENAL ) 4.5 9.9 pg. 8
ENDOCRINE / METABOLIC 19.9 5.0 pg. 9
GASTROINTESTINAL 1R b YR pg. 10
IMMUNE 4.1 3L pg. 11 (top)
UROGENITAL 15 2.5 5 11 (botton)
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VRU Patient ID Numbx

VRU DATA COLLECTION FORM o
INITIATION OF VENTILATOR EPISODE
L
| " ]
1) Pace 8 check in the Doz comesponding to ALL items reievant 1o the care of the petisnt. i
2) Provide other availabie and reievant infonmation whers requasied.
3) ¥ necessary, wiiia descniptions of the atent's condrtion 1n the box marked “OTHER®.
RESPIRATORY
" |Pre-EusungC
- Yes Yes ,

Costructve Airway Diseass s — Neuromuseutar Orseases 0. L\/: '

Asthma (Feactive Arways) .0 If yes. wnite n 2agnoses)

Empnysem P N R

Chromc Bronchrs 3 Yl

Broncruectass -5 | Chest Wail Abnormaues —

intersunal Lung (1sease 1.9 Flad Chest 13
Preumoconoss Lk I Kyphoss 3%

Igopanye / Sarcodoss D-"__1 Scorass -9 __
Onug - inauced 8-0 _ Mortna Obesty (Ly_

Pumonary Vasatss 0.0 Diaprragmanc inyury / Paratymis Fis !
Progressive Systermc Scleross 0.(.___‘ Maignances 5. |
IGOOAIMNC PLIMONary MHypefisnson 0.9 |
Pumonary Empoiem 0.0 Otmer i

Disoroers Of Breathing {.6 “ .
Sleap-Apnea Syrcrome 1. .

Actve Smoker |

Acuts of Ventiintion
- |
Preumons 0.0 : L
Seoss {20 F P |
Aquit Respwraory Disress Syndrome E 1%
Preumothorax 6.0
Apnee 3.8
A t = ‘c
Hemoptyss i- b
Acute Upper Avway Cbstrucoon 6?
Exacernsdon Undedying Lung Disease 15-5
Post-Operative Complicanon i
Cardiac Amest q.
|
Messures of Function and Functiuns S of initiution of Ventistion L
Yoo Yo ' .
e 3%5% (O I ) \ ] Anenai Otygen < 60 on RM Ar 5.5 ;
Moewr et g, 108 (52 1A ?o) - Ansnal Carbon Dicrode > 60 19.9 i
Lober Alsinatanis 2 Anenal Saturston < 85% ]zﬁ !
Poual Ehetum 35 JAnengi pH (arcie} <725 > 758 1 :
Prasmctens 6.3 Abunn 0904 « a3 24 2 45,1 5o
Hyperinfsties: o Figt Dlspteagres 3.3 ﬂlrum: z1.4. 4373, 5 11219 gam 432- .2
Elevaned Disphrageis »-9 .
Bulag ]
intersunal Paten $.
O TB ]
Cavty Yo.¢ .
Abscass .3 I
Hiar Adencpsiy . o .
Pukmonary Edema v.3 } I i
Pulmonary Congestan PR !4"%””'”“
INITIATION OF VENTILATOR EPISCLE DATA 1
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VRU DATA COLLECTION FORM
INITIATION OF VENTILATOR EPISODE

instrucdons:

1) Plate & check in the box commesponding t0 ALL items reisvant 1o the care of the patient.
2) Provide other svailable and reisvant information where requetnd.
3) ¥ necsssary, wms descriptions of the petient's condition in the box marked “OTHER®.

GENERAL

VRU Patient 10 Number

Type of Surgery

Eiectve 106‘1.5
Emergency 134
Surgety See

ABD lbom i
GU "

Neuro 1o |
Ortho 9
Thoraac 314.d>

Compucapons

EVIdGrion Q
Post Surcal indecon )
It you, sag:

Wound Dehiscence I
Hemonhags (requimng Tansiuson)

Fal Embciisason
infactve Endocardits |
Transiumon Reacson -

o N R
-—M TS 2.4
':I“‘;?Vi > :-’:-S L 0o-usal Y 2Ot P
- 1"5 A 7

Asseswmnent of Nutrtionsi Status:
Was the pasent mainounshed? {cirtie) 2:‘9 n
if yos, was maincunaivnent (crcie) m‘ o ':v&-

O BIWASS  “he veypit= S

0= >S5
ll—‘b

ol - = &t
181 ~20 = 1.9
20.1 -25 = %o.l
1514 = -l

Lm\'ss&ﬁ 2 Bs 'SB
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VRU Patient 1D Numt

_ VRU DATA COLLECTION FORM
o INITIATION OF VENTILATOR EPISODE

Instructons: e

1) Pisce a check in tha bex comsponding 1o ALL items reievant (o the care of the petient.
2) Provide other svaiiabie and relevant information whers requestd.
1) ¥ nacessary, wirte descriptions of the Aabent's condition i the box marked "OTHER

GENERAL (cont.)
Functionsl Status PRIOR TQ ICWHOSPITAL ADMSSION

Siease assess and ingicale he pabents wve d ACL Lnc3ONal adily Yes
n e WG Zay Denoa JMMmedialely DN 10 NMANON OF veralator £sDs00t | Funchonat Starus Pror 10 Hosortar Agmission
ADL seit-performancs Home o
1 = 1f the CaDe regLarad nO Ne:D OF ASSISIANCE wih acTvity nosercent 54
2 = 1f :he Danent requred Oversight encouragement or cung romome Assistance %9
ateast once. Lving Aione . 3AS
3 = 1t e panern was highty irvaived m activity byl ecened dnysic N Famy €4 _
"eip N (raded maneuvenng of imes OR other nonwegnt (Chrorc Care Facty q.$___
Jeanng asSISrcs At least ance. Hosortal .S
4 z1f wnde v DaDRM DAriorMed Daft of the actvity. Ned of he
‘oHCWING type was Drovioes Al 182sT ONCE  wegnt Deanng [ Ciner
support OR full sratt performance dunng part (but not atl
of the two aay penca.
5 = If the panent requrec fil staf performance of thes acovity
2unng the enore wo dity penod.

i

08 10 938, g posmons fesher budy N

A
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Hiki mm.wummmmmmmnmm AR O )



VRU DATA COLLECTION FORM

INITIATION OF VENTILATOR EPISODE

insirucions:

1) Pace 3 check in the box correaponding 1o ALL items relevant i the cars of the patient.
2) Provide other svasiabie Sng reievant ITTONTEDON WNEMS equestsd.
3) 1 necessary. wiiis dsscripions of the DItient's condition n the box marked "OTHER®

~ARDIOVASCULAR

VRU Patient ID Number

Pre - Existing Conditions

Yos

Coronary Artery Orsease

Wyocaraal infarcoon

angna Pectons 1.9
Revascuanzanon

FTCA 3.t
CABG [ 2
Congestve Heart Faiure s ‘
Vavuiar Heant Drsease ncrucng prosthenc vaves) 3 |
Caraac Hypearopty / Eniargement S.
Ayt
Atrai Futier or Fbritasan 2°.
impuartatie Defbniiator )

Pacemaxer 2
Vertncular Tachycardia 3.

7.0.%=

Systermc Hypertension

Pyimonary Hypenension (PASP >S50

Aome Aneurysm
Perpneral vascuar Osease

Recurrent Thromooemoorsm

Ctrer

Pencarasl Tamponade

CONTINUE TO THE NEXT PAGE

INITMATION OF VENTILATOR EPISODE DATA



VRU Patient 1D Numg

VRU DATA COLLECTION FORM
. INITIATION OF VENTILATOR EPISODE -

i b
1) Place a check i the box correaponding 10 ALL 1ems reievant to the cars of the nstent. [
2) Provide other aviiiable and relevant mformetion where requestd.
) % necesaary, WITR Jsecipons of tha patient's condition in the box marked "OTHER"
_CARDIOVASCUU{HC ONT. ) .. .
‘ _
: L. »s of Organ Function and Functional Swtus at Inrtiation of Ventilation
Yo Yes
Electrocardogram: Caroac Funchon. i avasiabie anc perrormea n 2ast £ =z-~s,
Pmar M1 12.% '5ctope Vertmeutogram >
LYM wih ST-T Changes 4 Secoon Fracnon ess man 3% M) 1
0] oF MoKrately O seversty OeCresse”
>1.5 mm ST deoression n 2 conbguous iescsl. Abnommai Wil Mobor 2.
>1 5 mm ST elavavon n 2 conoguous ieacs .3 Echocardogram %
Nor-snus Rhythm Sacton Frachon less than 0% 8| ;
Latt Bunde Branch Block o mogerately of saverely deoressed’? .
Heart Biooy . Abnormal Wat Moson i
Prolonged QTe 1-y! Docpter estrnate d PASP >40 |
Chest Radiograph: Pencaroat Effumon
Cartimeguy (s toncans @0 [ Tamponade
> 55 on PA fimn) itral Regurg (zmogerats)
Other: See Respratry e Ej Aomc Stences (zmoderans)
Vegetson
o # Stencsed v o | 2, ‘b
33018 |CrOm) ’ ‘ 1) )
Ejecson Fracuon less than «0%
Abnorma: Wall Mosan [,
> 0r = 3+ Mral or Aoric Requrgraaon | o1 | | l
A

INMMIATIONOF VENTILAYOREPISODEDATA
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VRU Patient ID Number

~

VRU DATA COLLECTION FORM N )
INITIATION OF VENTILATOR EPISODE Y,

nstructions
1) Piace a check it the DOX COrrespOnding to ALL rtems relevant to th care of the pshent.

2) Provide other Svailabie 3nd relevant iniormaton -
3) ¥ necessary, mummummmmammmw “OTHER".
NERVOUS SYSTEM | MUSCLE
Pre-Existing Congitions
Yos Yes
Sram 3cinas cord
Demenna “4.0 D Taums -
It yes, mad or severe? A " Piraiega 1 e
Aizneimers .3 Quadraptega 1.9 o
Muth-infarct .3 “otor Neuron Drsease > __
Towe . metabokc -3 E P2st Intecaous > N
Tauma -] ! aLs %
Sezures Vyasthena gravis > S
Eotecsy / Grand Mal 1.0 B muscular
Focal ] MusCLLar dystroomes 3
Cereprovasuar Orsease Toxc or imemune ol
Hemormage (requnng manshson) - ¥ Neuropamy {
Emboxsm L.? Penpnera -
ischemia 4.3 Autonarmc :
Tranmschemc Attack (TIA) By 2
Tumor Jter.
S
Metasttic 0
Oegeneramwe [
Parlonson's -?E ’
Hereatary ‘
- = 3
Mutiple Scierons *
Acum of Veestiation
Yoo Yoo
Coma 1.3 : Encephaioosy 1.3
Stupor % 3 Encechaies / Mernguis o
Sezuwn e I Head Traume ]
Disonencation I
CVA 4. | Other: l
Drug Overdoss S |
Acum Parsiyss L |
Sprwl Cond ] __1 X
[l.ﬂ;"‘“ .). W-.S‘U Combul S }
£4.0 Mvaswwen of Cvuae Ametion snd Functions! St st initistion of VenSiation
| Yoo ves K
. a0 ——— Extramey Paratysrs 4.0 1 '
> 0.4 S of Conmsiommmnn Exromy Weaness ree
3 (8. Gisscow Cama Score (W) Sequres:
Genersizad L3
Hemolege 1.° Foce o
Hemoerens 34
Extraocular MOvernents .
Visual Feid Defect .
Facl Paratymns S
Difficulty Swallowng -1
-

INITIATION OF VENTILATOR EPISODE-DATA 6



VRU DATA COLLECTION FORM

INITIATION OF VENTILATOR EPISODE

VRU Patient ID Numb

w
1) Place & check in 518 box comreeponding to ALL fems relevant 10 the cany of the petient.
1 Provide other sveilable and relevant information where requested.
| 7 ¥ necessary, wiits dascnptions of the petient’s condition 1 the box marked "OTHER™.
{EMATOLOGIC
Jos Jes
Anerma (S Recurren anena of venous rromacss {0
“emogiotan < 1* gm 1ot ‘aignancies
Memotysss ] Wyeicoroieranve G ‘
Producton Defciency 2% | O
= i
Spienectormy Lymonoma .Y '
Pateiets o Myecmas L&) ;
. —

Thrombocytoosna (< 50.000)

™
Thromoocytoss (> 1 mlban) . 5"-——1
iTP o) B

Caaguianon Discewrs 0

R
Courmadin

Liver Fauw -3 @

0

Congenaal (factor asficencies)

F

Acums Precipitants of Versiintion
Yeu
Cloting Disorder 2-3
Racurment anenal or venous hombons (B
Anema (hgd < 8 gm) 50
Leukam Crinis o

C . —

L

Massures of Organ Function sng Funcionsl SWius 3t inlistion of Verdiistion

Yoo
Labommy:
Panten 23000 -3
Pt > 1,000.000 20
Pt > s (n0 warierin) ‘-'-'}
Pastal Svomtcpinan S >508 (70 hegern) |+
WaC <20 3.0

INITIATION OF VENTILATOREPISODE DATA
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VRU Patent ID Number

VRU DATA COLLECTION FORM
INITIATION OF VENTILATOR EPISODE

instructons: !
[r— 1) Piace 3 check in the box corresponding to ALL itams reigvant to the care of the patent. ‘
2) Provide Other avariabie 3nd raievant HTIOMMADON WHerS feqUSSISE. :
3) ¥ necessary. writs dsscnptions of the patient's condition 1n the box marked “OTHER®
RENAL
‘re-Existing Conditions
Yoo
Chronie Renal Faure (Creat | 2.5) .0 'Omer
Giomeruopaty 0o !
Nephrooc Syndrome / Nephrosis [}
Glomenuoscierasss | Diabetes .3
Dralys:s - Hemo or Pentoneal :.0
Margnancy }-" ‘
Acute Precipitants d Ventiiation -
‘ Yes 1 |
Acute Renal Fasiure £0 {Other '
Sepsu 3.0 I ol
Disoraer of Water / Sodum a. o
Desormer of Posaum / Acd-Bese 3. |
fessures of Organ Function and Funcionsl Status at inftistion of Verrtistion (
Yes r |
Serum Osmdanty < 240 0 Lo
‘ Serum Osmclanty > 320 -75 i i
~ o od. b
Caicum ~yd o
Magnesum myd. 1
|
Sodium (arce) <110 > 150
Potassium (circle) <31s >80
Glucons (arce) <80 > 800

OAGAR FuNCIILN

ul Qe_prv-%ﬂ

2 Lopet= 72.0

Y = s e
-3

= 41 - = -8§2.%
5' q. \ -oo“"-o = :i-t -3,-4: 0 So(_ 1.2 X §
= Y l4-a0 = ¢6:> ¢.1-p: 9 m‘lf—bs
‘1’0— ‘zb‘ a 1~D-°= 3.% b_..q':lo.‘f { st -1.020%6
b 5.9 d “*'Q:Z* .1 ~10= 2-0-1 L. 01 -%. S’q‘f
I%t.bo: | §o -3.4:1-2 tets Lo 2.61-30zl°
o Z.4 3.o+
TN Mgt = (s Fetpsaaon son . fegpd=64.9 Cluccnl . hport = =65
>0z 1.3 a (R <%0= .
<{00 =0 L= 13
<5.5: @¢S.|
>0~ D
——

INIMATION OF VENTILATOR EPISODE DATA



VRU Patient 1) Num

VRU DATA COLLECTION FORM
'. INITIATION OF VENTILATOR EPISODE
Instrucsone = 7 e,
1) Place a check in the box comesponcing 10 ALL items relevant (o the care of the pavent. ‘
2) Frovide other avaiiabie and reisvant TiorMation whers reQUestd.
3) I 0f necessary, wite descnptions of the patient's condition in the box marked “OTHER®.
ENDOCRINE / METABOLIC . . ;
Pre-Esisting G
Yes Yes
Tryrod Putary Drsorers .
Lab evioence of Hvpermyroasm 0 E Tumors & "___
Lab evioance of MypomYroKrsm ol Hemormage -requinng ranstusont 0 |
Lgrenal Ciaoetes Insioutus 0 -
<D evaence of Hyperadrenausm 3 5
L3D evigence ot MypoaGrenausm ey Crmer
Paricreas
Diabeies Mestusy 1.9 |
Chronic Pancreanes e
Eaung Disoroers l
Morbrd Obessty 3.0 | !
Anorexia Nervoss P E f l i
]
l

-3 Otter: |
) 1

' i
.3 ‘

i

INITIATIONOFVENTILATOREPISODEDATA
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| VRU DATA COLLECTION FORM
" INITIATION OF VENTILATOR EPISODE

VAU Patient 10 Number

-

1) Piace 3 check in the Dox corresponding 10 ALL items reievan to the care of the pstient. |

2) Provide other avaiiabie and relevant INtorManon wiers requeswd.
3) 1 necessary, wrme GSSCTIDEONS of the DELENT'S Condition m the o marved “OTHER®

GASTROINTESTINAL
Pre-Existing Conditions
Yes 1 Yos
Esoonagus _ e ___
Vasgrancy /-0 | 1 Acute Hevamms -5
Stomacn Zhioek senauts .3
Gastne Ulcer "[—7 C.rmoss 8
Gastrectomy . -E Ascries .6 l——
Gastnes 7.0 Jaunoce S
Intestnes
Angoaysplasia ] Cther
Peqnc Uicer Disease G-
Infasmmatory Bowel Disesse e
Masgrancy >.
Acute of Vendistion
Yoo Yos
Hemonhage (requarng tanshuson) o -3 E
Escphages) Fuplure 1:0 (B ey
Imestingt Pertoration 140 1
Intesaral Obstruchon .6 Other:
Sepus 4.0 (
Intra Abdominal Abscess (-
Pemcrais ‘ ‘.
Pancreatis 13

Labormory (only i abnormal)

Massures of Functan and Functionsl Staus at inktistion of Yewiistion

oz ob.l L-TS

ganon bk lypwy =81 01 212.6 5% 3«1

Radiograghy (x-ray. ECHO, CT. MRS)

{If avaviabis and performed SInce NSRS a0TESSIONn)

Yes

Tampmresn Froe Abcomanal A 2.
SGOT uieer Bowst Qbstruction 2.
SGFT e Bikary Duct Obstrucoon [
3 ] Retropentoneal Abscess -
] Al Subdiaphragmanc Abscess .
Toms Prowmin R
] Other:
_ Provortin Time s
Fomogen ¢10am .
plbume. ToTAL ReRao 'rfe.;ﬁ!ﬁ’-;k
. t=9.14 o'y= 395 ), ier,n-a
H ,h’: :gﬁ-“ 1’“03;*.0 ! o21>§
PT ‘ lot': ‘scq <3 90 ‘IDO‘—‘.3
3.&'-&70” :33.9 @ H -4 -2 3-6 =i [N-ISU?-t
o= %38 4. 1+ 3 1.S S.1"?n3b e
0-20s 1.2 l-loo” 3 ' ] Ja+=1
2:;4: :-:-1153. 20-/502 | & {retuomina Tuoe Fibr esen
) ID-wU0 =~ b Lyord 2 739 % le'vﬁ': .2
ZooSem 2 4.3 D= T+ 063y
3eef ~ 49 40 =~ .% e > .t
ro.1~5s 185 g-zw:t.s
15.1~20= 2.4 l-‘bon-:..q
to. 1 + = 1. otd 29



VRU DATA COLLECTION FORM
s INITIATION OF VENTILATOR EPISODE

VRU Patient ID Nurr

; ‘mmmmmwmmmmmmmmmumnu

INIMATION OF VENTILATOR EPISODE DATA

5 Lo
mnmummmmmnmm: BTN TN IRAR

ﬁ‘l il
1) PiPiace s check in S bax comysponding to ALL iems relevant o the care of the pavent. |
2) Provide other avasiable and relevan: INTOrMaton where qUesNe.
3) It necessary. wite descnptons of the panent's conditon n the dox marked "OTHER"
MMUNE
Pre-Existmg Concttions
fais it
Yes Yoo
HIV o | Chromc Infecnon
vascuits — =emes Simmex AnC Vancea Zosier ]
Systemue Lupus (@] ™8 to
Polvartenns © ‘ Toxoplasmosss o___
Gant Cai | Temporal Antenes .3 CMv o
} 0 Drscroers of Immune Cets _— .
Rheumatod Arthng . Leukopen:a | <2500) o ‘ ‘
Drug-naucad imrmune Disorser .3 Granuocytopenea < 1900) o (
Camensrerons 2.? LymEnCma . Hooguns -y ‘
Cyclosconne -3 Mysoma o
Cytioohcsohameds a
Methotrexim © Other:
Got , ,
Acute Precipitents of Versistion '
ves i
Anaphytaxs '3 Other: | wi iy
Sepws v , i
Oppormunestic Intecion 3. l |
Exacarbaton Undenyrg immune Dissese - bl
i
|
UROGENITAL
Pro-Evisting Conditiony
Yes
Poasete Ao i i l
O [#} o
Ut 31 [ ,
Mni..

11




VRU DATA COLLECTION FORM
VRU ADMISSION

Purpose: This form is meant to capture information about the principle diagnoses or other abnormal conditions which
are active or under treatment at the time the patient is admitted to the VRU.

PATIENT MEDICARE ID # FORM COMPLETED BY

PATIENT MEDICARE DEMO 10 # DATE

VRUPATIENT ID #

1. Information on this form pertains to day of the patient's ventilator episode. If the number entered is
> 28, please answer the following question:

Since “ Day 217, of the patient’s ventilator episode to the present, has the patient experienced siqnificant
improvement or deterioration in any of the following organ systems? Please check the appropriate lines.

Improvement Detenoration Information Not Avaiable

RESPIRATORY 2310 1= 2.0
CARDIOVASCULAR [¥-S Q.5 12 8
NERVOUS SYSTEM/MUSCLE b.¥ 10.% 1.4
HEMATOLOGIC (».§ %Y 1.3
RENAL 2.0 g.% 1.3
ENDOCRINE /METABOLIC 5.4 L0 . 30
GASTROINTESTINAL A 20

IMMUNE >0 7.9.4

2. At the time the patient was evaluated for admission to the VRU, the patient was located in

3. This patient is being readmitted to the VRU (yes or no) YEs = S.3

if yes, date of prior discharge
4. Plesse provide information on the following for ALL patients by turning to the referenced page and compieting the

form.
RESPIRATORY - pg. 1
CARDIOVASCULAR Pg. 2
GENERALAABORATORY pg. 3-5
MEDICATIOBS LIST pg. 6

5. Please identily alf ergan systems directly contributing to the patient’s condition at VRU Admission. For each organ
system checked, tisn t0_ the referenced page . . « compiets the detailed form. |

NERVOUS SYSTEM/ MUSCLE p 4.8 . 7
HEMATOLOGIC z0.9 pg. 8 (top)
RENAL 119 Pg. 8 (bottom)
ENDOCRINE / METABOLIC 2§19 pg. 9 (top)
GASTROINTESTINAL 2.3 0g. 9 (bottom)
IMMUNE [9.2 pg. 10

22CEQ164



VRU DATA COLLECTION FORM VRU Patient ID Num
VRU ADMISSION

Inswruchons: i .
1) Piace a chack in the box corMeapondiing 1 ALL itams relevant 10 the care of the petient.
2) Provide other svailabie and relevastt information whers requested. |
3) ¥ necesssry, wivie descripions of the patient's condition in the bor marked “OTHER® J

RESPIRATORY . . _ m m
| e
| -
Opporturisc Infectar: “NE , Otmer
Abscess .3
Cavnary Disease o]
Aquit Resprratory Drsess Synaroms A |
Preumona Bq,_
‘ Empysma %.0 |
Sieep-Aonea Syncrome ol |
Aletnciavs 1] | “
Efusmion 133 Co
COPD Exacervanon 33, ‘ |
Intersumal Lung Diseasi 3-9 i
Stemai infecton o Fracure ‘_'? clo
Masgrancy Ay JJ
Massures of Organ Function and Functionsl S
Yes
Examnaticn Other: }
Flad Chest -} ] : e
Stndor 4\3 :
Breathwr) Panie: N
Respratry Rae > 25 152
Labored Bresthng 2.9
Cheyne-Sickes 0
Use of Accassory-Miscies 3¢ P
Wheszrg [T
Defiuse Rales re.Y
ENAR Mods of Ventiation () _ ;
atten F ot Weaning Absreas® () "
[ C ° A faled weening process shauic be conasdered ong et weareng atempt.
w& . NG Mo Bhan one taded waerng gt should be reconies per oy.
|
R -
YRU ADMISHION DATA

X O NS5 ORI N RPN U GO O OO 53
mlmmmmmmmmmwummmnmmmmmmmnmw AR R RO
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DRESP23 Prequency Pazcent

. .30 pro2
-40A /1 Cc 2
-4 0 CPAPA
0

CwnN

11 2EG TR
12 ON A/C
12 WEANS
iMVe PS1C
248 VT4 3
28% TC Z2A
3cs SOCVT
358 SO0 A
358 MV P
158 IMVE
158 PEEP~
315%-IMV6~
1s0.A C 2
40% X V 6
408 IMVE
408, P-sS.
408, PS+S
700, 30,
7200, TV
A.C. VENT
Al C

AC 10 =
A/C 10 =
A/C 10 S8
A/C 10 90
A/C 12 =
A/IC 16
A/C 16 60
A/C1 6 80
A/C 230-50
Al C 80Q/8
A/C VENT
A/C VENTE
AlC: 30
A/C:12
A/C:13 P2
AC

AC 10

AC 10 308
AC 10 508
AC 10,7V
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ACL0 700 The SAS Syhctem ¢.3 10:06 Thursday. December 2..
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AC1L0 P5.D
AC10-600~
AC1l0-75C~
AC12 820
ACL4 40N
ACL4 430
ACZS 733
AC16? UNR
AC20 300
AC6 500 3
AC6 7304
AC6 BOO 4
ACS

ACB 60C 2
AC8700 4
ACB 750 4
ACB8-600-5
AC8-70C-4¢
ACE-700-5
AC870040
ACIO-7C0~-
AMV1O0 7S50
ASSIST c o
BIPAP: Il
cM 18, SO

NOOOOOCOS0O0OCCCO0O0OLIONDOOOQ

oMV
cMV 10-%0
cMV104 0 8

CPAP S, P
DAY~ CPAP
DB 7200 3
FMV 1 0 PS
XL wvia =0
MU

MV
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12 70
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2. 48
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4, 40
s P3

6. 70
AT NI
AT NO
NIGHT
PB 13
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PEZP? 10 P
PEEPS PS.
PLV TV 65
PLV TV 75
?S 12 CPA
PS 20 PS
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PS10 PS.4
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PS:~l6
5IMU 14.6
SIMV

SIMV |, 60
SIMV 10 6§
SIMV 10 7
SIMV 12,
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The SAS System 10:06 Thursday, December 2..
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DRESPIE Frequsncy Percent

64 21.8
* SEVERAL 3
' pumerou
*AT LEAST
"MANY FAI
*NUMEROUS
* SEVERAL
raumesous
rseversl

0 12
128 PFAILE
7/8 MRSA
ABG HYPER
ABG PR 7.
AC 6-500,

e e e

.

oo

WHWWOWLIWWULWWLIWWUWULWULWW AW R IIISOW

DY

DID PAIL
DIDNOT T
DIFF WEAN
FAIL %0 w
FAILED EX
FAILED SE
FAILED TR
FEW SCATT
FWA's unk
HYPERINFL

R

Ay

PR

[ ]

o

)
D0 e e L s e B e 0 O B 0 R e I B e e e e OV 0 0 R B W
0DO0OHOOO0O000O000000O000000ONOOONNOOKD

AR %

- NE———————————_ T
————————— e n ST Ll et TR S B



VRU DATA COLLECTION FORM VRU Patient ID Number
VRU ADMISSION

I
* | instructons:

1) Place 8 chack in the bax corespanding to ALL items relevant © the care of the petient. 1
|

2) Provide other avaiiabie and relevant informetion whers requesied.
3) ¥ necessary, write descnpions of the pabent’s conaition it the Box marxed ‘OTHER®.

>ARDIOVASCULAR
_lagnosss
Yo
Past-PTCA 3.0 Cither
Post-Cardiac Surgery .1
ischemc Carsiac Symotoms t OO
Vawmuiar Disease 74
Ciirecal evicenca of Congestve Heast Faure 7SS
Acute Puimonasy Emboism .
SP Cardac Arrest 7.2
Pencaraal Effusion Lo b
Pacemaxer 3.0 ' ‘
Susaned Aythrmg D4 ‘ !
Atnal Futter fe l } i
Atnal Fioniaon 1. | ’
Amnal Tachacarda (HR >110) 3.9 |
imowantabis Defriaror ° ‘ '
|
i
I

Isssures of Organ Funcion and Functions! Status st initistion of Vendistion

Yo Yo |
BSectrocarsogramt Cartsac Funcaor: /i avesebie and penormed » pasi 6 months) |
Prior MI 14.9 ison0pe Venmaogram - b
LVH wih ST-T Changes 70 Gecton Fracoon iess hen 0% “h i o
AVH 40 O MOGEraNSly OF severaly capressed?  © [
>1.5 mm ST depresmon.n 2 convguous ieecs 2§ Abrommal Wal Moson nEl b
>1.5 mn ST eleveaon m 2 conegucus ieecs @ Echocarsogram S
Non-snus Rnytm 18 Eeczon Fracoon iess ran 40% 73 :
Left Bunde Branch Biack 5.1 or mocerately or seversly degressed? { < 3
Heart Block %Y Abnormes Wall Moson FA%Y
Prolonged QTe ) Doppier sstmam of PASP >0 /. 3
Chest Radiogragi: Pencaroe Efaon 17
Carciomegaly (cardiac Shoracic o G-D Tamporase .3
>55 on PA im) Mitral Regury (zmoderams) -
Oter. Ses Raspeaey ny ] Ao Swrcms prosecs) 309
_ Vegetmaon o
Orms Coronary Angography 4.3 "
: ¢ SwomdVemen el |12 3o gam]] /97| 2"
Eecoon Frachon less han 40% L+
Abnommas Wak Moson L> |
>a-3olhruumwl-°:_ ] '

VAU ADMISSION DATA - 2



VRU DATA COLLECTION FORM VRU Patient 1D Hum!:
VRU ADMISSION

- - ! e
) 1) Placa 8 check in the box corresponding to AL items relevant 1o the care of the patent, |

2) Provide other avalabie and reievant ivormation where requasied.

2 ¥ necessary. writs descripions of the patient's conditicn in the bex marked "OTHER”.

GENERAL
Chrome |
Yes
Tracreostamy 926 1oter
Feeang Tube (nasavora) Y45y
G-Tube 9.9
Centrai Lne 32.3
AV Fistuia 1.0 L_
Permoneal Caheter .3
Foley Cathetsr T3y
Gy F N
Nepnrostormy o
Chest Tube 3.+ | |
|
Jictivity / indepandance Scale i
Pleass 233833 NG INCICIN the DaDENTS iever of ADI, funcoonas adesty
at VAU aamesson. Omer:
ADL seli-pariormance

1 = )t 1he PEDEN ECRINES NG heID (1 SSHSTANCE wilh ACIVIlY.

2 = If the 55BNt FEGLANS OVerSIgt ENCOURAQEMeNt O Cng
il least once.

3 = I the penent is Nghly imvoived i acthvity but receved physcel i
neip N Gaded Marsuvenng of imbs OR otfer nonweight
D8NG SSMSNCS & IGN ONCE.

4 = }f, whilg the pasient perforrne part of the actvity, heip of the
tallowng type will need 10 be prowced &t Ieest ORGK: wWght bearng ]
support OR full stat pericrmance.

5 = if the pationt recaarse ksl 2taff perionmance of Fas activily.

Al VRU Admisson
Activty/independance
Toxieting
Eag
Transierng
Locomonan
Bed Moblly”

* How well e palient moves © @nd Sast 3 ying possion, ums
wcin 0 60, and posikms hinther bory 1 bedl | {

CONTINUE TO NEXT PAGE
i
VRU ADMISSION DATA - :?
N r—————— T T T L L
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VRU DATA COLLECTION FORM
VRU ADMISSION

.
1

VAU Patient ID Number

instructons:

1) Piace 8 check in he box coresponding to ALL ems relevant to the care of the ptient.

2) Provide other svailsbis and relevant iformation where requasied.

3) ¥ necessary, writs descnpiions of the DEtENt's condition m the box marked “OTHER®

]

GENERAL
Skin Condition
l!._
S-assure Uicers Yo | Ctrer
Demographics
Papert Birhasse ‘U JW YR Race Ethrcaty
Wres yo-( [ |
Sex [ (437 roman Blacx
Heght Hesoanc
- : o ]
Wergnt J Asan
[ ] L] Oter
CONTINUE TO THE NEXT PAGE
M1mus hles "
", (o W4
S Ry O e
- .+
(2 :_2.
q-10 — %
(0.1 =15 3 %%
5. -~ =2 a4
1p.1 ~15=349
ASt- 1D

@\\8314«5: o 3)

VRU ADMISSION DATA  _



VRU DATA COLLECTION FORM VRU Patnnt 1D Numper
VRU ADMISSION

nswuctions: ' o y 2
1) Piace 8 check in the box comesponding to ALL items relevant to the care of the petient. f
2) Provide other availadie ang reievant (TTormanan whers requeswd. )

[ 31 W necessary, write descriptions of the patient's condition in the box marked “OTHER" I

GENERAL (cont) 2
’ _Laborstory / Disgnostic Studiss. etc. (if avaitable and relevant ib their cars
‘ Yos | Yes
Electrocardiogram Date . - e s |‘2.. 0=
nterva Ml Ly qu.mm%*‘q‘q‘ o=.]y ‘°’4 n- b= ﬁg }i
‘New since nmal ECG and not otherwse noted) P-onme > ‘s 1no wartann) },a___
LVH win ST-T Changes (< ‘)‘ Pamal Thromocoiasan Time >50s (nonesann) ¢y
RVH 20 Hemogcten < BgrvOL of mematocrt « 25 N’ . :
Non-sinus Riythm r0- ¥ 4 ' z‘_:/{
Left Bundte Branch Block . Y Rinal b,__m,-/_ .
Heart Block 12nd or 38 degres) 8UN — 02,3.C
Prolonged (Tc 0 Creane £ pRI: HJ-}S-SJ”*:.A t-2¢ =33
Pacad Ryt >4 Ca ¥4, 1-10-8&1!'“4_‘1 2o-D xS
Mugnesam -QSJ' ALF330 43293/ ] i 5. -?g):: n;
Chest Radiograph o o2 Ha . 1 ?.'
Pumonary £:dema ] "f"?"g 7 M”b‘ f [ (of=20nz .
Pleural EMumon 2d.2 , P!
Infitrase BL.Y
Numberoflobes _____ = (8 __
Lovar Ateleciaem e
Pleurai Effuson .
. Hypennisoon or Fet Disphragms &yt
caikine P oA Eevaied Daphragm eyl
ux p) 2 Bultas (0 3
Intersoval Paem (B (A
Mt e = |
- ugaers T com M ol
W= -1 — 4}23.0
©:r37-Y l of 1.6 ! . " 1000 2.B
=00 2 o -9 e .

. Weaning Messurements: e I g L . D e < " +
f;’::o-slg Soontanecus Resowary Rae Q1. 27 252 2b.l/ vStr-;' 4 gf’g 1.5;1501
roo 300 + It Ta Vour mgg,gmbﬁ’xus%@ s 2o
CO+ T e b NIF AL gY -~ 2304 zwt-m’lu‘f ttz 2.

ROz Ski1 Testing T8 « { PPD only) 2.3
. PEEP cmof MO
-8o--50:= 2.% Sicod Ganse ‘
-49.20 > €1 Artacm Cuygen by Ot o
‘-0 = 12.9 Atedel Cashcm Olemite gy ’ |
O - S0.1L . “=, *
1% - 10-% B !
2+ = 3.0 indestom !
Soucs i
- ]
FiOL ). Rogord: i b
o= .9, | ‘ i
- < ’-? - - |
ua»ﬁfo = . . — -
Y- = ? v Aled, o Arenad Mend Aol fH
be-¥9 2.0 % Fpok L. : e ovr 97 200 -
%] - (0D= 1. 3s s.q49. 0‘12 -ii- 3 24 A ":‘4‘? 1.fefor - M9
rd l- . * . - } s
_— _ 1-sBT 2.5 2-4v = d-€ <50, 0>6.
e_tf’ﬁ "'%)“?"I .35z 108 l:l"“:b,,i‘} 51-v6:9 1_,_7’)\'1
02 4ot Tz:-.':?-?zz 0o 1Y 3b-20= 25 4 = 1Y
L? —u ; (U =450 = (.0 VRU ADMISSION DATA  _ -9 234 +dXW = D 5
l ”" . 5+ 2 49 4545~ (3.
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VRU DATA COLLECTION FORM VRU Patient 10 Number
VRU ADMISSION

-

Instructons
1) Place 3 check in the box cOMEPONding to ALL iteme reievant 10 the care of the psoent.
2) Provide other svaiiable and relevant informeton where rquested.
3) if necesanry. write deecr:piions of The patient's conditian 11t the box marked “OTHER®.

MEDICATIONS
: Check ait 1hose MedSCIRONS T8 PEUENt 13 GXING Bt the ning (316 8 svaluated. Do 1Ot incrude Poll’medicaons.
; Yos i ves
! Antacios S.2 tmrmunosuDCressive Drugs >
Annarmmymemcs -1 Zvocsoenne .y '
arnbenes (V) Yo-5 Cyciopnhesonamae o
Anncoagutants 9‘ " imuran !
[ Anhconvutsams el | Psun .o
artarmears 3.0 | ) “ajor T-arguuzers reursiectcs. z.¢
Anttungals  Systermc) 134 Joiates 2.9
. Anmnfiammarory (non-stersaal) .0 Parenteral Nutrihon s 3!
Anptupercucs:s te3 Proton Pumo iniubrors 1.0 | |
Antwiral i Secavan 2.9 ,
AZT 0 Berzodazones 9/
Beta Bockers 12, Haiaol 6.l ’ j
Bronchoiarors (innaied) 0.2 Transtusions {3 ' !
Beta Agonszs 5.4 Red cats 7.4 !
Comcosteras .9 Coag Factors 0! !
Parasympathaiyncs 3.) Plateiety .3 !
Caioum Channel Blockers zo9 )
- - .3 (her !
c-J-em-- s.? |
m - - O
Comcosteraas (sysernc) 17
Digaan o .} |
Drurstes 34 O | ‘
Diarrhea Promorers 1.3 i
Lactsoms .3 b
Sortal (4] |
Erytropason 2. i
My biocxers Ly

VRUADMISSIONDATA -



VRU DATA COLLECTION FORM VRU Patient ID Number
VRU ADMISSION

insrustieng:
1) Piace 2 check i e box cormesponding 1o ALL Hems reievant 1o the care of the patient. — e
2) Provige cher sveilable and relevant information whare requested. ‘
3) ¥ necessary, writs descnptions of the petient's conditton in the o marksd “OTHER"

NERVOUS SYSTEM / MUSCLE
i
Yoo '!._"‘7

Coma A% Enceonaccathy 4ot | ,
Shpor 0 Demerna 20 |
Seaure 17

Drsonentanon (R

CVA 31t

Hermolega 3¢ Sther:

Extremity Paralysss bl

spealy upper. lower. ieft. ngnt): 'q‘\‘—luj

|
|
Turmer .‘_l) P
Quacnpiege L3 | o
Inasures of Organ Funcion and Functions Status
G lasgo® Yoo Yoo
LJW%"-S Examnasion Examnasor: {cont)
0= 50.9 Glascow Cama Score (filn) Secures
(-q< 1.9 Cranial Nerve Abnormaliies: 2 Ganerasized 1.
. Extraoculsr Movements . Focsl ' : ) o
5-q LV Visual Frekd Doloct [.0
to-14 = A\ Faasl Parsiyss .3 Yhar:
1§ = A Dificuty Swadowng q.-;
Mok - 1.5 Hemparess (less than 3¢) %
.ﬂm,"“b . Exromay Wesnems (ess than 3+ I, §
(specily upper, iower, leit, nght. anme, isge):
e
VAU ADMISSION DATA 7
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VRU DATA COLLECTION FORM VRU Patient ID Numper

VRU ADMISSION

e

%

HEMATOLOGIC

Disgnoses

Recurrant ansnal or vencus hromboss 2.
Contnucks ewasnce of SIOmNG Areorder L3
Lymonoma 3
Leukema 3
Myeioma 3
Myeiogyspiasac Synarome

RENAL

Acue Renel Felure
Chrome Renat Fadure
Sepes / Infeczion

N4 «

b B -

(L] ¢
{

VRU ADMISSION DATA



VRU DATA COLLECTION FORM
VRU ADMISSION

VW Patient ID Number

Instrucsons il e
11) Piace 2 check in the box corresponding to ALL items relevant 10 e care of The petient.
2) Provide other svmiabie and relgvant information where requestsd.
3) i nucessary. write dsscrnptions of the petient's conditian 1n the box marked “OTHER®. i
ENDOCRINE / METABOLIC
Diagnoses
[ Yes
nsuun Reguinng Diadeters Metius el ,__] I Crmer
Non-nsukn Requinng Diabetes Meuts 5l |
Hypothyromsm G.
Hyperayroosm .3 L .
GASTROINTESTINAL
Yoo
.3 Other:
;.0
-3
[o)
4§40
3.4
o i,
i,
VAU ADMISSION DATA g
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VRU DATA COLLECTION FORM VRU Patient ID Numbper
VRU ADMISSION

Instruetions:
1) Place 8 check in the DOX corresponding to ALL fems reisvant 10 the care of the petisnt.

2) Provide other availabie andg relevant infOrmedon where rqueswd.
3) M necessary. wits descnptions of the PESNT'S CONGAON i the boT marked “OTHER®

MMUNE
Disgnoses
Yos Yes

HIV o B Orsoraers of immune Cents

Fungal Lung Dissase .'; Leuxapens 1 <2500) (73 ;__’

Vascuits Granulocytopena (<1000} L
Systsrmc Luous 3 Lymoname / Hoagans o.__
Patvanenss 4 Myeiome e [
Giart Ced / Temporal Artentis 3 }
R R [o} 'omer 1.4
Rheurnasod Arthrts Is]

Acuve Chronie Infecnon

L

Yoo

10

VRU ADMISSION DATA



WRU Patient ID Number

. VRU DATA COLLECTION FORM -
. VRU DISCHARGE |
[ Purpose: This form is meant to capture information about the patient at, and two days prior to, the time of VAU discharge.
Form Compieted by:
Date:
DISCHARGE DATA
Medicaras HIC Number . -
Medcars DEMO ID Number o »
- !
Discharge Date (MM/DDYYY) G DISDATE iJ
f i P
the patient as of Current Date ‘ he 36y Sc*a"“’
| "1, 10 fyNatinown | T
' . O00S N7 o,
Discharge Plan -Cars Giver (1amzimmwmu’vz( iaGroup home wihaut cane CAREG\
&Mwmmammmrm(ﬁﬁ.zg.;; o!fy cz.0B0 .
¥ oher, cleane ndicas: CCARET TR a=. PR @ 008 b =. RY =26 miss g =
Final Discharge Destination;  {1=0ischarged to home: 2xTaans 1 anofer hasotat: JaTrans m swang of SNF: 4aTaans to ICF: SeTrans to other msotunon:
1= B P a-rmnmmnu;hummmhnwnmnnmmicD;ﬁ TINA
=, {3}
7:;: 110 G=vlS1 g (ransemed 1 anoter urit in hosstall, claase incate which unt ChESTOTR
Y= @ M = 1y ‘
g =-10% LOEIGHLS CGEGHOZ
. |e= .ot e .
= «0 ———
* Weight at Discharge: /] 43.68 2% s oz
Ay
1

VRU DISCHARGE



VRU DATA COLLECTION FORMS
VRU DISCHARGE

VRU Patient ID Number

DISCHARGE DATA {cont.)
‘] Nentilation Quicomes
- ﬁ : ' nun
If weaned, date patient is removed from mechanical ventilator (MMDO/YY) e _! \
~—t+ l '.)
Patient Discharged on Ventilation (Crecx 4 Tue) .‘7‘/,0 /
(=ed% | T
Type of Ventiation at Discharge {1=invasive, 2sNoninvasive: J=None) 4323../:?6 \
———— fhs.s?;.;-fl
/A
Intermittant Ventilation at Discharge {Chack il True) . . 168 \
0=-59 . - \
’ S' ol -0 2 -20< .ﬂ?_s‘ L|+3o(|8 .
Hours of Ventiation per day at discharge of s 4 okl g I (04305
(Chock i Tros) YY)

“ Patiemt D i | d with Oxygen

Devicss

Tracheostormy

Please mark any of the following which apply to any time during the last two days of the VAU stay.

g5 45
i S

Calostomy ODEVICES

Cenmaitine CDEVIE(o

.99

[
EY

003

Feeding Tube ODENRE 0.05 LI
n' Uninarycatheter oPEVNKE3 E Surgicailine ODNEV\ICE 7
Nephrostomy Crevited |33y Trach Buton - CDEVICE®
Dayss CDEVICE T
Training
[

P!easeindwewhemermvnupmidednmmmopaﬁ«ﬂ.afmﬂymberdmepaﬁncrmpoq-VRUMe
care giver related to the areas fisted below. Please specily the relationship of the *Cther” care givers o the patient.

Patient Family _____Other (Please specify)
Invasive ventilation <0y . - o3 . 083k M’ $Sina=. 43¢
Non-invasive ventilation . 0§ G «09) Y. 70
Airway management 05‘5 O3 ;‘o‘fq _ ﬁ i
Tracheostomy care 1 ' }I -T2 ‘;EZ_E
Suctioning - .Z)‘H o4y . Flo=
Nebufizer treatment .O L] .OS® .. 000 " 6J0
Feeding ubes .033 . _.05¢ . 022 - e
Nutrition . 180 - 085 137 . 5Y9
Medication Management N 093 . ISy AN
Self-Assessment .00 . 049G Lu3 073

s
Other OTRATIN
e — e e ————— o —

VRU DISCHARGE




YRU Patlent 1D Number

VRU DATA COLLECTION FORMS

VRU DISCHARGE

ADL FUNCTION ASSESSMENT DATA DADL

M;uw

Pleass assess and indicats the patent’s igvel of ADL functional ability in the 1ast two days their VRU siay.
The patient's self-performancs AND use of staff support should be assessed for sach ADL fisted.

ADL self-performancs (code for resident’s performance over all shifts during the List two days of their VAU stay).

1 2 If the patient required no help or assistance with activity.

2 = If the patient required oversight encouragement or cuing at lsast onca,

3 = If the patient was highly invoived in activity but received physical heip i guided maneuvering of mbs OR
other nonweight bearng assistancs it least oncs.

4 = If, while the patient performed part of the activity, heip of the following type was provided at least onc:
waight bearing support OR full staff periormancs during part (bt not ) of the two day period.

5 = If the patient required full staff performancs of this activity during the entire two day period.

of resident’s seif-performancs classification).
1 = if the patient required n0 heip or assistance with activity,
2 = If the patient required set up heip only with the activity at least once during the two day period,
3 = I the patient required physical assistance with the activity at isast once during the two day period, but
from only one person at a time.
4 2 If the patiert required physical assistiincs from two or mors pecple with activily at least once during the two day period.

I‘ ADL support required: (code for most support required during the last wo days of the VRU stay; code regardiess

i
1)

new e
335 23y Tolesng Ol 1. _
297 Eaing 03 :Ll’ |
RAIC 295 Tanserng 03
Q.34 c7| -
286 Locomotion 4
3.03 259  Bed Mobity c1 ﬂ ;

How wel the paflent Moves 10 and ffom g ying PeSifton, Numns sde 10 sde. ona Positions Nis/har DOy N DeC.

293
290

29)

287

P I

P

T T R —



VRU DATA COLLECTION FORMS

-

VRU DISCHARGE
_MEDICATIONS CHMED
Check afl Mose mesicaions the JRient is Tiing 2t Po (e (3100 1 svasad. Do nct inciads "PAN® medicasans.
Yoo Yoo

Anmo 002 | ] werunongoressve Onxgs 4 %
Asnantyguncs « O s,:é Cyonsgoans -M
Avaboucs (V) 29 | 0% Cropmmnence o | 2l
N .3‘0 O‘f - - ,i*
A— 036 | 0SS i 293 25
Anadlarmesis Lol |0 Major Trangaters (neuscipacs) oL ¥4
Arskungais (sysenic) 0% n7 [ v— ory 25

i o aroce) . 09| frin Paverssrs Rargon oty | Xp
Asa.ercuces cote | (24 Proxn Pary nbisrs ouw | 37
Arviea o [ {0 Secunen . -
AZr o1 [ R o 9
Beca Blockers 01 |2~ M o | 4¢
Bronchoctiexors (Whaled) A¥VH 13 | Tonehmons o3 2l

Soa Agrien A 1M Red cals ol4x

Comim— ATH (s Cong Facs |43
Caicium Channal Blockars LS T .
Cancas Charotenspy o[% {W-’
Converting-Erzyme Inhibitcrs o4 16 - 4<
Coltrry Stmuisting Facxrs e | 2C N .
Concostic (sysamic) A 46
Ogon 23] 21| :
s 245 2% Ll
Ciasties Promoun 0oV | b T

Sartid 1 2
Eytwopcietn -“341%.
e blockers z".&:—.i

VRU DISCHARGE
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APPENDIX C

Description of UCDSS




Uniform dinical Data Set Svstem

| ntroduction

The Uniform Clinical Data Set System (UCDSS) is a data collection
and case finding system that has been devel oped by the Health
Care Financing Admnistration with several goals in mnd.
Traditional PRO review relates to the individual case under

exam nation and only in a general way to the broader issues of
clinical concern about the appropriateness of the nmedical care
bein? provided. Further, the judgnents being nade by the first

| evel PRO reviewers are not at all uniform The result is very
different outcomes for PRO review from State to State, bearing no
apparent relationship to the probable incidence of unnecessary or
substandard care that may exist. \Wat UCDSS does is to collect a
standard set of data about each hospitalization, subject that
data to an expert system and provide to the physician reviewer 'a
case summary that reflects the specific areas which are being
questioned and hi?hlights the issues that need to be addressed.
The goal is to select cases for physician review in each State by
i dentical standards, thus elimnating the differences in PRO
review results attributable to individual nurse judgnent.

Further, the data being collected is going to be matched to ot her
Medi care data files to enable detailed |ongitudinal analyses to
be perfornmed. This is expected to |ead the PRO program away from
the necessity of perform ng case-by-case review, and toward a
broader based epidem ol ogic analysis of health care paid for by
the Medi care Program

Clinical Database

The UCDSS data acquisition software is interactive and designed
to be used by a trained abstractor to collect data from a
atient's medical record using desktop or portable computer
ardware. In choosing the data elenents for collection in UCDSS,
two primary guidelines were used. First, the nunber and t&ge of
elenents had to be sufficient to serve the purposes of :
That is, all the elements needed in the clinical algorithns had
to be identified and defined.

The second guideline was that the total nunber of elenents
collected for each case nmust be within practical limts defined
by the cost of record abstraction and data processing (e.g., data
entry, storage, and manipulation). A generic rather than

condi tion-specific approach was taken.  That is, the elenents
eligible for collection do not vary depending on the type of case
i nvol ved (although the type of data available in the nedica
record, of course, may vary depending on diagnosis); Although
the UCDSS includes 1000 el ements, the nunber of data itens

coll ected for each case varies depending on the patient's nedical
condition. On average 250-300 elenents are collected per case;
rarely does a case involve nore than 600 el enents.

Decenber 1993 1



Data El enents Collected -

Data in the following categories are collected in UCDSS:

Cat egory
Admi nistrative
| nf ormati on
Soci odenogr aphi c
Dat a
Adm ssi on Status
Adm ssi on

Medi cati on
H story

Hi story and
Physical

Labor at ory

Di agnostic Tests

PreAdmission
Endoscopi c
Pr ocedur es

Qperative Episodes

Decenber 1993

Examples of Type of Information

Patient identifying information
di agnosis and procedure codes, discharge
di sposition, provider/physician information

Admi ssion care giver, patient race,
I nsurance source, current anmbul atory care

Activities of daily living prior to
adm ssion, height, weight, vital signs

Medi cations prior to adm ssion, history

af drug/dye allergy or poisoning,

hi story of radiation exposure, nedications
adm ni stered in enmergency room

Neur ol ogi cal, cardiovascular, pulmnary,
cancer, psychiatric, abdom nal, endocrine,
di abetes, 1 munologic, nuscul oskeletal,

urological, OB/GYN, cutaneous
Chem strv,. blood gases, henmatol ogy, -
urinalysis, mcrobiology, cytology/histology

Chest .x-ray, upper GI., barium
enema/swallow, gal |l bl adder x-ray, bone/spinal
x-ray, CI scan, MRl, KUB/abdominal X-ray,
IVP/urogram, nuclear nedi cine isotopic
studies, ultrasound, EKG cardiac
catheterization/ventriculogram,
arteriogram/angiogram, echocar di ogram and
pul nonary function

Arthroscopy, cystoscopy/cystogram,
hyst eroscopy, bronchoscopy/laryngoscopy,
Egggr G |. endoscopy, |ower G.I. endoscopy,

Operative procedures, endoscopies, cardiac
cat heteri zation done during the

hospi talization, date of operations,,
anesthetic type, anesthetic risk, vascular
access lines, surgical wound classification
adverse intra-operative occurrences,, tissue
findi ngs

Wi,
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Treatment Bl ood products, inhalation therapy,
I nterventions prof essi onal services, nedication therapy

Hospital Course Special care unit days, total number of
special care unit episodes, do not
resuscitate order and date, adverse
occurrences, trauma suffered in hospital

Di scharge Status Di scharge vital signs, discharge exam
findings, discharge tests

Di scharge Planning Ability to performactivities of daily |iving
at discharge, discharge care giver, followup
pl ans, discharge therapies, discharge
medi cati ons, discharge diagnoses

Abstracting Qi delines
Sources of data

For each individual data element, the acceptable abstraction
sources (listed in priority order where applicable) are included
in online location source definitions (note box 1 or N1 in the
software).

Data Definitions
For each individual data element, the definition including

appropriate synonyms-are included in online element definitions
(note box 2 or N2 in the software).

Drug Li st

The names of nedications are collected in a nunber of sections of
UCDSS. To facilitate the accurate collection of this

information, the UCDSS data collection software contains a drug
reference list. |If an attenpt is made to enter a drug nane that
Is not contained in the list (for exanple, if the nane is typed
incorrectly?, the portion of the list that corresponds --

al phabetically to the typed name will appear. The abstractor can
then select the appropriate name fron1tﬂe list and automatically
enter the correct drug.

Data Col |l ecti on Principles
. .

A nunber of data itens are collected with reference to specific
periods of the hospital stay. In general, data describing the
condition of the patient at adm ssion are those collected within
the first 24 hours of the stay.
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For values that are inportant throughout the stay, for exanple, s
many |ab values and sone diagnostic test results, the adm ssion
interim and final wvalues are coll ected. For interimresults,

where there can be nmultiple values recorded during a |ong

hospital stay, the online definition explains for each variable

whi ch finding should be recorded (e.g., for some | ab values the

hi ghest value during the stay is recorded as this has been

de-zrmined to be the "nost abnormal" for the purposes of the

al gorithms.)

Patient Care Algorithm System

An algorithmis defined as a set of rules or a systematic nethod
for solving problens or reaching decisions. In UCDSS, the
algorithns, using the data abstracted fromthe nedi cal record,
"deci de" whether or not a case should be referred for physician
review, or approved without. further review. The algorithm
decisions are indicated by flags in the case sunmary.

The algorithmflags are the result of the operation of the expert
system a body of several thousand rules designed to systematize
and permt a consistent application of reviewcriteria. The
rules are grouped into five nodules, three of which evaluate the
necessity of the adm ssion, and two of which evaluate the quality
ofthe care. The five nodules are:

.

0 Sur gi cal

0 Di sease Specific

0 Organ Specific

0 HCFA Generic Quality Screens

o Di scharge Status and Disposition

Admission Necessityv Algorithms

Adm ssion necessity is determned by the first three sets of

al gorithns. The surgery algorithns evaluate the comon and

I mportant surgical adm ssions; the disease specific algorithns
eval uate the major types of nedical adm ssions and focus on
particul ar physiol ogic disturbances; and the organ specific
algorithnms, which are nore generic in nature, evaluate disorders
associated with organ systens.

Every case is potentially exam ned by all the adm ssion necessity
algorithns. The case enters asurgery algorithmif a relevant
procedure was recorded by the abstractor, and is then eval uated
to ascertain the presence of indications for the procedure or
contraindications to the procedure. The case enters the disease
and organ specific algorithns on the basis of test findings,

signs, and synptons and is evaluated to ascertain whether the
condition was sufficiently severe to nerit hospitalization and
whet her services requiring hospitalization 'were rendered. \ile
providing broad coverage, these algorithnms are not exhaustive and
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sone cases Wi ll not be evaluated by any of them In such
instances, the case summary will indicate "Insufficient Data to

Eval uate Admi ssion Necessity" and will be referred for physician
revi ew.

Ouality of Care Algorithms

Quality of care is evaluated by the HCFA Generic Cpalikr Screens
and the Discharge Status/Appropriateness algorithms. | cases
are evaluated by these algorithns. The CGeneric Quality
algorithns cover the follow ng areas:

Medi cal stability at discharge
Deat hs

I nfections

Qperative Episodes

| atrogenic events

o O O o o

The Discharge algorithm evaluates the appropriateness of the
di scharge, wth particular enphasis on whether or not the
di scharge was premature.

The medical stability at discharge algorithm corresponds to HCFA
?eneric quality screen 2. Many of these flags refer to abnornal

ab values that were not addressed or abnormal discharge vita
signs, for exanple:

0 Positive sputum culture not addressed;
0 Positive cervical culture not addressed:;

0 Di scharge tenperature greater than 38.4 C within
one day of discharge and patient not transferred
to acute carefacility.

The deaths al gorithm corresponds to HCFA generic screen 3,
deaths. Nearly all of these flags call for physician review of
the case. In general, this algorithm utilizes information on
adverse occurrences, therapeutic and diagnostic interventions,
and vital signs in conjunction with a discharge disposition of
dea}hd Exampl es of the flags associated with this algorithm

i ncl ude:

0 Died after surgery in a non-emergent, prearranged
surgi cal adm ssion

0 Death follow ng unexpected inpatient event of
myocardi al infarction, CVA, deep vein thronbosis,
pul nonary edema, shock, cardiac arrest, or
pul nonary enbol i sm
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The infection algorithm corresponds to HCFA Generic screen 4, e
nosocom al infections. Exanples of physician flags include:

0 Readm tted in one week or less with an infection
on adm ssion and an adm ssion di agnosi s of
bacterial neningitis.

0 Surgi cal wound culture which was clean or clean
contam nated and a final abscess culture which
shows abnormal. growth follow ng any operative
procedure.

The operative episode algorithm corresponds to HCFA generic
screen 5, unschedul ed returns to surgery This aI?orithn1eanoys
the specific data elements that record an unscheduled return to
surgery, along with information on adverse occurrences _
épartlcularly henorrhage), medication therapy, and diagnosis.

or exanpl e:

0 Patient returned to OR, and secondary diagnosis
codes include conplications Peculiar to certain
procedures, conplications affecting specified body
systems, or other conplications of procedures;

0 Operative procedure ﬁerforned, and patient had an
unexpect ed event of henorrhage (excluding any
di agnosi s of henorrhagic or coagul ation defects or
hospital treatnment w th anticoagul ants).

The iatrogenic event algorithm corresponds to HCFA generic screen
6, trauma suffered in the hospital. This algorithmuses the data
collected on adverse occurrences, in connection with other data,
such as |ab values, history and physical data information, and
medi cation therapy. Exanmples cf these flags incl ude:

0 Allergic reaction to nmedication with history of
allergic reaction to same nedication;

0 Unexpected inpatient event of shock three days or
greater after adm ssion and adm ssion | ow systolic
BP greater than or equal to 80;

0 | nteri m ketone result positive and interim glucose
greater than 400, on sane date.

Di scharge appropriateness and planning is the other primry
category of UCDSS quality of care algorithns (in addition to the
HCFA generic quality screens). Discharge vital sign and
pertinent physical examnation data, along with discharge ADL
status, therapies and follow-up plans are extensively used by
this algorithm Exanples of flags in the area of discharge

Decenber 1993 6

RO 110 N O Y15 A0 100 000 N 00 Y 0000000050 0000000 00 0 O 5




appropri ateness and planning include:

0

Summarvy

Di scharged with nephrostony, no discharge
elimnation instructions given, and no
professional or skilled care after discharge;

Hospitalized 3 or nore days, started on
ant1psychotic drug within 2 days of discharge, and
not di scharged on antipsychotic.

UCDSS is an expert system designed to make PRO review nore

consi stent
of clinical

from State to State and to provide for the collection
data which can be used to nonitor the Medicare

Programin a nore uniform way.
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UCDSS Section D Data
HOSP ID HOSPITAL ID
ADMDATE |ADMISSIONDATE
OHIC ‘
Lo HDI_ID QID# _ _
VERSION VERSION
|DO3STDT Mech. Vent. Start Date
IDOAENDDT Mech. Vent. End Date
DOSWEAN l# Attempts to wean
D9oLMV /Initiation of longest vent. episode
ID91PMV Prolonged mech.vent. reason
Organ Sys. Contrib. to Vent. D92COS1 Cardioyvascular
D92C0OS2 Nervous System
D92COS3 Hematoloaic
292C0S4 ___|Renal
D92C0OS5 Endocrine/Metabolic
/D92COS6H Gastrointestinal
ID92COS7 Immune
D92COS8 Urogenital
Org Sys Contrib DAY21 Status |D93PCX1 Respiratory contrib.
D93PCX2 Cardiovasc. contrib.
D93PCX3 Nerv Sys/Musc contrib.
D93PCX4 Hematologic contrib.
D93PCXS Renal contrib.
D93PCX6 Endocr./Metab contrib.
D93PCX7 Gastroint. contrib.
D93PCX8 Immune contrib.
Status: Day 21 D0521DAY On Ventilator 21+ Days?
DO521DAT Date of DAY21
DOSINICU ICU Status
...... - - - ... __. |DO7GLASG _ |Glasgow Coma Score
IDO7DGLAS Date: Glasaow Coma Score
ID10TDAT [Temperature Date
- e . _|D10TUNI Temperature Units
" ID11RECT Temperature taken rectal
D12BP Blood Pressure
- - - D12BPDAT Blood Pressure Date
- - D13HRDAT Date Pulse rate
. _ . |/D13HR Pulse rate
D14RRDAT . DBate Resp. rate
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UCDSS Section D Data

!

ID14RR | Resp. rate

|D14TIDE I Tidal Volume
D14URINE | Urine Output
D14SPON | Soontaneous Ventilations

|
Lab Data Day 21 ID15GASEX ILAB: Gas Exchange

{D15GEFI Fi02 Value
ID15GEDAT Date Fi02

D16GEPA |PaO2 Value
D16GEDAT Date PaO2
D17PAC02 PaCO02 Value
D17GEDAT | Date PaC02

|D18PH IpH Value

D18GEDAT |Date pH

D19CHEMV ILAB: Chemistrv
D19BILI | Bilirubin Value
D19CHUNI | Bilirubin Units
D19CHEDA Date Bilirubin
D20ALBUM Albumin Value
D20CHEDA Date Albumin
/D21BUN BUN Value

D21CHUNI BUN Units
D21CHEDA Date BUN

D22CREAT Creatinine Value
D22CHEDA Date Creatinine
D23CO02 c 02 Value
D23CHEDA Date CO2
ID24HEMAT LAB: Hematology
|D24WBC WBCs Value
D24HEDAT Date WBC

D25HEMA | Hematocrit Value
D25HEIDAT | Date Hematocrit
D26CULT /Blood Culture
D26BCDAT Date Blood Culture

Therapy Day 21 D27CVENT Controlled Ventilation

D28VDRGS Vasoactive Drugs
D28VDRDT Date: Vasoactive Drugs
D29CANIV Cont. Antiarrhythmic IV
D29CANDT Date: Cont. Antiarr. IV
D30IVRE IV Replacement Excessive
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UCDSS Section D Data

b

|
{

D30IVDT

Date: IV Repl. Excessive

D31 RBT .

Rapid Blood Transfusions

D32HEMO _

D32HEDT H ¢

D3|Date: Ra-pid_BLd Transf.

Hemodialysis

Date:dialysis

|

A

Monitoring Day 21 | D33HVS | Hourly Vital Signs
iD33HVDT | Date:Hourly Vital Signs
D34ECGM |Continuous ECG
D34ECDT {Date: Continuous ECG
D35PAL Peripheral A Lines
D35PADT Date: Peripheral A Lines
D36PALA Pulm. Art or Left Atrial Line
D36PADT Date: Pulm. Art or Lft Atr. Ln
D371SOS Ins and Outs
D38CENL.| Central Line
D39PlV - - - |Peripheral IV
D40CIVH _|Central IV Hyperal.
D41PIVH | Peripheral IV Hvoeral.
D42GITF GVTube Feedings
D430ONGRF __ |Oral NG Repl. of Fluids
D44CPT Chest Physical Therapy
D4SPAT Patient Awaiting Transfer
D460XI Oximetry
Discharge D47ADL Activities of Daily Living
D47EAT1 Eating #1
D48EAT2 Eating #2
D49TOIL1 Toileting #1
D50TOIL2. . |Toileting #2
DS51TRAN1. _  |Transferring #1
D52TRAN2 _ |Transferring #2 .
~ |D53LOCO1 Locomotion #1
D54LOCO2 Locomotion #2
D55BM1 Bed Mobilitv #1
D56BM2 Bed Mcbility #2
D57VEND Ventilation at Discharge
D57TVD Type of vent. at Discharge -
D57NOCT Nocturnal vent. at Dischg.
DSBAMT Amnt of vent. at Discharge
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Variables Inciuded in Claims Analysis File

|

|
CR_HIC 'Cross Referenced HICN
BEG-DATE | Date of Beginning of Pre-Hospital Period (12 months prior to Hospital Admission)
ADM_DATE : Hospital Admission Date
[DIS_DATE ' Hospital Discharge Daie

1

Pari A Data

END-DATE | Date: 18 months from hospital admission
DIS_STAT | Discharge Status
AD1 | Admitting Diagnosis: Pneumonia
AD2 /Admitting Diagnosis: COPD (exacerbation of underlying lung disease)
AD3 /Admitting Diagnosis: Congestive Heart Failure or Pulmonary Edema
'AD4 {Admitting Diagnosis: Hypotension
AD5 |Admitting Diagnosis: Cardiac Arrest
ADG6 ! Admitting Diagnosis: Arrhythmia
AD7 I Admitting Diagnosis: Myocardial Infarction
AD8 | Admitting Diagnosis: CVA
AD9 i Admitting Diagnosis: Stupor/Coma
AD10 I Admitting Diagnosis: Acute Renal Failure
AD1 1 | Admitting Diagnosis: Gastrointestinal Bleeding
AD12 | Admitting Diagnosis: Anemia
AD13 |Admitting Diagnosis: Sepsis or Adult Respiratory Distress Syndrome
AD14 |Admitting Diagnosis: Respiratory Surgery
AD15 {Admitting Diagnosis: Cardiovascular Surgery
AD16 iAdmitting Diagnosis: Lymphatic or Hematological Surgey
AD17 iAdmitting Diagnosis: Digestive Surgery
AD18 iAdmitting Diagnosis: Urogenital Surgery
AD19 iAdmitting Diagnosis: Musculoskeletal Surgery
AD20 |Admitting Diagnosis: Nervous System Surgery
AD21 Admitting Diagnosis: Endocrine Surgery
AD22 Admitting Diagnosis: ENT Surgery
AD23 | Admitting Diagnosis: Post-Operative Complications
A_PX1 IClaimsinYear Prior to Hospital Admission: Emphysema (COPD)
A_PX2 {Claims in Year Prior to Hospital Admission: Asthma (COPD)
A_PX3 Claims in Year Prior toHospital Admission: Chronic Bronchitis (COPD)
A_PX4 iClaims in Year Prior to Hospital Admission: Other COPD (bronchiectasis)
A_PX5 {Claims in Year Prior to Hospital Admission: Myocardial Infarction
A_PX6 [Claims in Year Prior to Hospital Admission: Congestive Heart Failure or Pulmonary Edema
A_PX7 [Claims in Year Prior to Hospital Admission: AFLUT/FIB
A_PX8 |Claims in Year Prior to Hospital Admission: CVA (hemorrhage, embolism, ischemia)
A_PX9 [Claims in Year Prior to Hospital Admission: Spinal Cord or Motor neuron diseases
A_PX10 Claims in Year Prior to Hospital Admission: Dementia
A_PX11 {Claims in Year Prior to Hospital Admission: Chronic Renal Failure
A_PX12 [Claims in Year Prior to Hospital Admission: Hemodiilysis {(Hematological&Peritoneal)
A_PX13 | Claims in Year Prior to Hospital Admission: Peptic Ulcer
A_PX14 IClaims in Year Prior to Hospital Admission: Gastric Ulcer
A_PX15 |Claims in Year Prior to Hospital Admission: Diabetes Mellitus
A PX16 |Cléms in Year Prior to Hospital Admission: Obesity
A_PX17 |Claims in Year Prior to Hospital Admission: Other Respiratory
A_PX18 [Claims in Year Prior to Hospital Admission: Other Cardiovascular
A_PX19 { Claims in Year Prior to Hospital Admission: Other Nervous
A_PX20 Claims in Year Prior to Hospital Admission: Hematological
A_PX21 IClaims in Year Prior to Hospital Admission: Other Renal
A_PX22 Claims in Year Prior toHospital Admission: Other Endocrine
A_PX23 IClaims in Year Prior toHospital Admission: Other Gastrointestinal
A _PX24 IClaims in Year Prior to Hospital Admission: Immune
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b,

Variabies Included in Claims Anaiysis File

A_PX25 {Claims in Year Prior to Hospital Admission: Urogentital

DX1 {Diagnoses During Hospital Stay: Pneurnonia

DX2 | Diagnoses During Hospital Stay: COPD (exacerbation of undertying lung disease)

DX3 'Diagnoses During Hospital Stay: Congestive Heart Failure or Puimonary Edema

DX4 iDiagnoses During Hospital Stay: Hypotension

DX5 | Diagnoses During Hospital Stay: Cardiac Arrest

DX6 |Diagnoses During Hospital Stay: Arrhythmia

DX7 | Diagnoses During Hospital Stay: Myocardial Infarction

DXs8 |Diagnoses During Hospital Stay: CVA

DX9 ‘Diagnoses During Hospital Stay: Stupor/Coma

DX10 .Diagnoses During Hospital Stay: Acute Renal Failure

DX11 ‘Diagnoses During Hospital Stay. Gastrointestinal Bleeding

DX12 iDiagnoses During Hospital Stay: Anemia

DX13 iDiagnoses During Hospital Stay: Sepsis or Adult Respiratory Distress Syndrome

DX14 'Diagnoses During Hospital Stay: Respiratory Surgery

DX15 |Diagnoses During Hospital Stay: Cardiovascuiar Surgery

DX16 'Diagnoses During Hospital Stay: Lymphatic or Hematological Surgey

DX17 'Diagnoses During Hospital Stay: Digestive Surgery

DX18 'Diagnoses During Hospital Stay: Urogenital Surgery

DX19 |Diagnoses During Hospital Stay: Musculoskeletal Surgery

DX20 {Diagnoses During Hospital Stay: Nervous System Surgery

DX21 iDiagnoses During Hospital Stay: Endocrine Surgery

DX22 |Diagnoses During Hospital Stay: ENT Surgery

DX23 |Diagnoses During Hospital Stay: Post-Operative Complications

HH_BP1 ‘Beneficiary Payrnents: Home Health Claims During 12 month period prior to hospital admission
HH_BP2 |Beneficiary Payments. Home Health Claims During Hospital Stay

HH_BP3 |Beneficiary Payrents: Home Health Claims after hospital stay, up to 18 months after hospital admission
HH_DA1 {Home Health Days During 12 month period prior to hospital admission

HH_DA2 |Home Health Days During Hospital Stay

HH_DA3 ' Home Health Days afiter hospital sy, wp to 18 monihs @fter hospital admission

HH_MP1 I Medicare Payments: Home Health Claims During 12 month period prior to hospital admission
HH_MP2 | Medicare Payments: Home Health Claims During Hospital Stay

HH_MP3 | Medicare Payments: Home Heafth Claims after hospital stay, up to 18 months after hospital admissiom
HH_PP1 | Primary Paymenidome Health Claims During 12 month period prior to hospital admission
|HH_PP2 | Primary Payments: Home Health Claims During Hospital Stay

HH_PP3 I Primary Payments: Home Health Claims after_hospital stay, up to 18 months after hospital admission
HS-BP 1 1 Beneficiary Payments: Hospice Claims Duriing 12 mamth period jprior to_hospital admission
HS_BP2 | Beneficiary Payments: Hospice Claims During Hospital Stay

HS_BP3 i Beneficiary Payments: Hospice Claims after hospital stay, up to 18 months after hospital admission
HS DALl _ ‘Hospice Days During 12 month period prior to hospitai admission

HS_DA2 |Hospice Days During Hospital Stay

HS_DA3 |Hospice Days after hospital stay, up to 18 months after hospital admission

HS_MP1 IMedicare Payments: Hospice Claims During 12 month period prior to hospital admission
HS_MP2 |Medicare Payments: Hospice Claims During Hospital Stay

HS_MP3 |Medicare Payments: Hospice Claims atter hospital stay, up to 18 months after hospital admission
HS_PP1 1Primary Payments: Hospice Claims During 12 month period prior to hospital admission

HS_PP2 Primary Payments: Hospice Claims During Hospital Stay

HS_PP3 Primary Payments: Hospice Claims after hospital stay, up to 18 months after hospital admission
IP_BP1 Beneficiary Payments: Inpatient Claims During 12 month period prior to hospital admission
IP_BP2 Beneficiary Payments: Inpatient Claims During Hospital Stay

IP_BP3 Beneficiary Payments: Inpatient Claims after hospital stay, up to 18 months after hospital admission
IP_DA1 Inpatient Days During 12 month period prior to hospital admission

IP_DA2 Inpatient Days During Hospital Stay

IP_DA3 Inpatient Days after hospital stay, up to 18 months after hospital admission

1P_EXH1 Inpatient Medicare Benefits Exhausted during 12 month period prior to hospital admission.

g |
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Variables inciuded in Claims Analysis File

IP_EXH2 ‘Inpatient Medicare Benefits Exhausted During Hospital Stay

{P_EXH3  ilnpatient Medicare Benefits Exhausted during 18 month period after hespitai admission.

IP_MP1 'Medicare Payments: Inpatient Claims During 12 month period prior to hospital admission

IP_MP2 Medicare Payments: Inpatient Claims During Hospital Stay

IP_MP3 |Medicare Payments: Inpatient Claims after hospital stay, up to 18 months after hospitai admission
IP_PP1 iPrimary Payments: Inpatient Claims During 12 month period prior to hospital admission

IP_PP2 :Primary Payments: Inpatient Claims During Hospital Stay

IP_PP3 iPrimary Payments: Inpatient Claims after hospital stay, up to 18 months after hospital admission
OP_BP1 ‘Beneficiary Payments: Outpatient Claims During 12 month period prior to hospital admission
OP_BP2 iBeneficiary Payments: Outpatient Claims During Hospital Stay

OP_BP3 |Beneficiary Payments: Outpatient Claims after hospital stay, up to 18 months after hospital admission
OP_DA1 |Qutpatient Days During 12 month periog prior to hospital admission

OP_DA2 |Qutpatient Days During Hospital Stay

OP_DA3 'Qutpatient Days after hospital stay, up to 18 months after hospital admission

OP_MP1 'Medicare Payments: Outpatient Claims During 12 month period prior to hospital admission
OP_MP2  |Medicare Payments: Outpatient Claims During Hospital Stay

OP_MP3 | Medicare Payments: Outpatient Claims after hospital stay, up to 18 months after hospital admission
OP_PP1 ' Primary Payments: Outpatient Claims During 12 month period prior to hospital admission
OP_PP2 | Primary Payments: Outpatient Claims Dunng Hosp|tal Stay

OP_PP3 JPrimary Payments

| Beneficiary Payments: SNF Claims During 12 month perlod pnor to hospltal adm|SS|on

SN_BP1

SN_BP2 | Beneficiary Payments: SNF Claims During Hospital Stay

SN_BP3 | Beneficiary Payments: SNF Claims after hospital stay, up to 18 months after hospital admission
SN_DA1 ISNF Days During 12 month period prior to hospital admission

SN_DA2 | SNF Days During Hospital Stay

SN_DA3 :SNF Days after hospital stay, up to 18 months after hospital admission

SN_EXH1 | SNF Medicare Benefits Exhausted during 12 month period prior to hospital admission.
SN_EXH2 'SNF Medicare Benefits Exhausted During Hospital Stay

SN_EXH3 SNF Medicare Benefits Exhausted during 18 month period after hospital admission.

SN_MP1 ‘Medicare Payments: SNF Claims During 12 month period prior to hospital admission
SN_MP2 |Medicare Payments: SNF Claims During Hospital Stay

SN_MP3 |Medicare Payments: SNF Claims after hospital stay, up to 18 months after hospital admission
SN_PP1 [Primary Payments: SNF Claims During 12 month period prior to hospital admission

SN_PP2 {Primary Paymants: SNF Claims During Hospital Stay

SN_PP3 {Primary Payments: SNF Claims after hospital stay, up to 18 months after hospital admission

| Part B Data

CR_HIC ‘Cross Referenced HIC Number

DIS_DATE | Hospital Discharge Date

END-DATE | Date: 18 months from hospital admission

ADM_DATE | Hospital Admission Date

BEG-DATE | Date of Beginning of Pre-Hospital Period (12 months prior to Hospital Admission)

B_PX1 Claims in Year Prior to Hospital Admission: Emphysema (COPD)

B_PX2 [Claims in Year Prior to Hospital Admission: Asthma (COPD)

B_PX3 |Claims in Year Prior to Hospital Admission: Chronic Bronchitis (COPD)

B_PX4 iClaims in Year Prior to Hospital Admission: Other COPD (bronchiectasis)

B_PX5 1 Claims in Year Prior to Hospital Admission: Myocardial Infarction

B_PX6 {Claims in Year Prior to Hospital Admission: Congestive Heart Failure or Pulmonary Edema
B_PX7 /Claims in Year Prior to Hospital Admission: AFLUT/FIB

B_PX8 |Claims in Year Prior to Hospital Admission: CVA (hemorrhage, embolism, ischemia)
B_PX9 Claims in Year Prior to Hospital Admission: Spinal Cord or Motor neuron diseases
B_PX10 Claims in Year Prior to Hospital Admission: Dementia

B_PX11 Claims in Year Prior to Hospital Admission: Chronic Renal Failure

B PX12 |Claims in Year Prior to Hasaital Admission: Hamodialvsis (Hamatoingical&Peritoneal)
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Variables inciuded in Claims Analysis File

] . .
B_PX13 Claims in Year Prior to Hospital Admission: Peptic Ulcer .
B_PX14 Claims in Year Prior to Haspital Admission: Gastric Ulcer
B_PX15 |Claims in Year Prior to Hospital Admission: Diabetes Mellitus
B_PX16 Claims in Year Prior to Hospital Admission: Obesity
B_PX17 Claims in Year Prior to Hospital Admission: Other Respiratory
B_PX18 Claims in Year Prior to Hospital Admission: Other Cardiovascular
B_PX19 (Claims in Year Prior to Haspital Admission: Other Nervous
B_PX20 [Claims in Year Prior to Hospital Admission: Hematoiogical
B_PX21 |Claims in Year Prior to Hospital Admission: Other Renal
B_PX22 Claims in Year Prior to Hospital Admission: Other Endocrine
B_PX23 Claims in Year Prior to Hospital Admission: Other Gastrointestinal
B_PX24 Claims in Year Prior to Hospital Admission: Immune
B_PX25 Claims in Year Prior to Hospital Admission: Urogentital -
PB_AC1 Allowed Charges: Part B Claims During 12 month period prior to hospital admission
PB_AC2 Allowed Charges: Pan B Claiis During Hospital Stay
PB_AC3 Allowed Charges: Part B Claims after hospital stay, up to 18 months after hogpital admission

PB_MP1 Medicare Payments: Part B Claims During 12 month period prior to hospital admission
PB_MP2 Medicare Payments: Part B Claims During Hospital Stay _

PB_MP3 Medicare Payments: Part B Claims after hospital stay, up to 18 months after hospital admigsion

PB_PP1 Primary Payments: Part B Claims During 12 month period prior to hospital admission
PB_PP2 Primary Payments: Part B Claims During Hospitai Stay .

P8 PP3 Primary Payments: Part B Claims after hospital stay, up to 18 months after hospital admission
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APPENDIX E

Case Review Findings
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Output from VDU and UCDSS Models
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MODEL 1.1 LENGTH OF HOSPI TAL STAY 1
19:41 Tuesday, March 19. 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to 74 75-84 85 and over Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOME HEALTH ONLY HOSPI TAL ONLY OTHER sNF AND HOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERMVEDI ATE UNKNOWWN

CLM_RISK 10 CO-CS CO_RS OP_RS RC_CN RC_CS RC_O RC_0S RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 612



MCDEL 1.1 LENGIH OF HOSPITAL STAY 2
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Dat a Set =WORK.HAZ1
Dependent variable=Log (LOS) b
Noncensored Val ues= 612 Right Censored Val ues= 0

Left Censored Val ues= O Interval Censored Values- 0

Log Likelihood for <amMMa -356. 8424406

P

o
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MODEL i.1 LENGIn UF nuSkEITAL STAY >
19:41 Tuesday, March 19. 1996

Li fer-eg Procedure

Vari able DF Estimate Std ErrChiSquare Pr>Chi Label / Val ue

| NTERCPT 1 3.79825582 0.210099 326.8294 0.0001 Intercept
SITE 5 160. 5293 0. 0001

1 0.15345515 0.085862 3.194198 0.0739 Mayo

1 0.29791755 0.114344 6.788337 0.0092 Mayo Pre

1 0.58737117 0.058041 102.4147 0.0001 RMS

1 0.84045543 0.112998 55.32091 0.0001 Sinai

1 0.51793389 0.067699 58.53132 0.0001 Tenple

0 0 0 . UCDSS
AGEGRP 3 0.198427 0.9778

1 0.00822 0.054152 0.023042 0.8793 65 to 74

1 0.01631447 0.056206 0.084251 0.7716 75-84

1 -0.0126037 0.08488 0.022049 0.8820 85 and over

0 0 0 ‘ Less than 65
SEX 1 0. 785546 0.3755

1 -0.0307431 0.034687 0.785546 0.3755 FEMALE

0 0 . . MALE

PREPARTA 4 1.638964 0.8018

1 0.03795618 0.102044 0.138353 0.7099 HOME HEALTH ONLY

1 0.06206596 0.049541 1.569574 0.2103 HOSPI TAL ONLY

1 0.03306927 0.055904 0.349911 0.5542 OTHER

1 0.0570294 0.087874 0.421191 0.5163 SNF AND HOSPI TAL

0 0 0 . . ZERO
VENT- PRE 1 6.182797 0.0129

1 -0.3305102 0.132921 6.182797 0.0129 DEPENDENT

0 0 0 . . NOT DEPENDENT
ADL_ADM 3 6.412426 0.0932

1 0.04055459 0.067604 0.359865 0.5486 DEPENDENT

1 0.10079713 0.049202 4.196997 0.0405 | NDEPENDENT

1 0.13479259 0.063321 4.531488 0.0333 | NTERVEDI ATE

0 0 0 ‘ ‘ UNKNOWN
CLM_RISK 9 6. 700195 0.6683

1 0.07856034 0.101756 0.596051 0.4401 co,cs

1 0.06783784 0.088729 0.584532 0.4445 CO_RS

1 -0.0291278 0.129431 0.050646 0.8219 OP_RS

1 -0.0371251 0.107468 0.119337 0.7298 RC_CN

1 0.07196114 0.096977 0.550631 0.4581 RC_Cs

1 -0.0717069 0.097572 0.540101 0.4624 RC_O

1 0.05610751 0.095845 0.342692 0.5583 RC_0OSs

1 0.01269745 0.10401 0.014903 0.9028 RC_RN

1 0.050812 0.083141 0.373513 0.5411 RC_RS

0 0 0 RO_RS
CPX_CORC 1 0. 006255 0.9370

1 0.00591417 0.074781 0.006255 0.9370 o]

0 0 0 . 1
CPX_RORC 1 0. 003695 0.9515

1 0.00595425 0.097948 0.003695 0.9515 (o]

0 0 0 . . 1
CPX_OPRC 0. 583265 0.4450

oH

-0.0747865 0.097924 0.583265 0.4450
0 0 . .



MODEL 1.1 LENGTH OF HOSPITAL STAY 4
19:41 Tuesday, March 19, 199¢

Lifereg Procedure

Vari able DF Estimate std Err ChiSquare Pr>Chi Label/Val ue

aifin,
ELIG_GRP 3 10.18063 (€.0171
1 0.09174641 0.090731 1.022517 0.3119 MOST
1 0.03613177 €.044539 0.658115 0.4172 SOVE
1 -0.0932264 0.050977 3.344431 0.0674 SUBSTANTI AL
0 0 ¢ : : ZERO
SCALE 1 0.41720934 0.013952 Ganma scal e paraneter
SHAPE 1 -0.4817473 0.120113 Gamma Shape paraneter
L
AR

-mmwwmmmmmmmmnmmmummummnmnm-ummmmmmmmummmmmmn



MODEL 1.2 LENGTH OF HOsSPITa., STAY >
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 612



MCDEIL, 1.2 LENGTH OF HOSPITAL STAY ¢
19:41 Tuesday, March 19, 199«

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent variable=Log (LOS) e
Noncensored Val ues== 612 Right Censored Val ues= 0
Left Censored Val ues= 0 Interval Censored values= 0
Log Likelihood for GAMVA -373.315974
A

'ummmswu»uumm»1umm«umwmmmmumlmmmmmwwmmmnmmmmmwmnmummmmmmmm i



Vari abl e
INTERCPT

SITE

SCALE
SHAPE

DF

N e BNy

[EEGPEN

MODEL 1.2
Lifereg
Estimate

3.90725838 0.031237
0. 10860703 0.076681
0.27801396 0.114415
0.52239145 0.051684
0. 79958221 0.104763
0. 45493252 0. 062023

0 0
0. 4348117 0.0134
-0.3789171 0.104164

LENGTH oF HOSPI TAL STAY

Pr ocedure

Std Err Chisquare

15645. 65

180. 4499
2. 006067
5.9043
102. 1589
58. 2524
53. 8001

Pr>Chi
. 0001

. 0001
. 1567
. 0151
. 0001
. 0001
. 0001

[ojelololoNe) o

19:41 Tuesday, March 19, 1996

Label / Val ue

I nt ercept

Mayo
Mayo Pre
RMS
Si nai
Tenpl e
UCDSS

Gamma scal e paraneter
Ganma shape par aneter



Class
ALV_WEAN
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

Level s

MODEL 2.1 WEANED AT DISCHARGE 3¢

19:41 Tuesday, March 19, 199¢
Probit Procedure
Cl ass Level Information
Val ues oy
N1
Mayo Mayo Pre RMS Sinai Tenpl e UCDSS
65 to 74 75-84 85 and Over Less than 65
FEMALE MaLE
HOVE HEALTH ONLY HOSPI TAL oNLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT
DEPENDENT | NDEPENDENT INTERMEDIATE UNKNOWN
CO_CS CO_RS OF_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01
01
01
MOST SOME SUBSTANTI AL ZERO
Nunber of observations used = 570
g
o

R Rt I IR N AP 0 RN 0 A OO 0 O O 0 OO A 1 O O O M OO A 5 OO M O 5 s i



MODEL 2.1 WEANED AT Dl SCHARGE 37
19:41 Tuesday, March 19, 1996

Probit Procedure

Data Set =WORK .HAZ1
Dependent variable=ALV_WEAN

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 341
1 229

Observations with M ssing Values= 42

Log Likelihood for LOd STIC -360.6306778



MODEL 2 .1 WEANED AT DISCHARGE 3¢
19:41 Tuesday, March 19, 199%¢

Probit Procedure

Vari abl e DF Estimate Std Err cChiSquare Pr>Chi Label/ Val ue
o

| NTERCPT 1 -0.0773564 1.061184 0.005314 0.9419 Intercept
SITE 5 13.48864 0.0192

1 -1.2421326 0.524831 5.601396 0.0179 Mayo

1 -1.5013706 0.767433 3.827317 0.0504 Mayo Pre

1 -0.1343797 0.306751 0.191909 0.6613 RMS

1 0.62824486 0.743293 0.714393 0.3980 Sinai

1 -0.7682465 0.352809 4,743.57 0.0294 Tenple

0 0 0 : . UCDSS
AGEGRP 3 4.266886 0.2341

1 -0.11525%1 0.285727 0.162722 0.6867 65 to 74

1 0.15326409 0.296266 0.267619 0.6049 75-84

1 0.62656221 0.461843 1.840514 0.1749 85 and Over

0 0 0 . Less than 65
SEX 1 0.641556 0.4231

| -0.146'9955 0.183522 0.641556 0.4231 FEMALE

0 0 0 ‘ MALE
PREPARTA 4 2.445144 - 0. 6545

10 .76116379 0.584302 1.696999 0.1927 HOVE HEALTH ONLY

1 0.08457156 0.258642 0.106918 0.7437 HOSPI TAL ONLY

1 -0.1062683 0.29098 0.133377 0.7150 OTHER

1 0.04282504 0.459247 0.008696 0.9257 sNrF AND HOSPI TAL

0 0 0 ‘ . ZERO

P

VENT_PRE 1 0. 344019 0.5575

'l 0.47'708497 0.813401 0.344019 0.5575 DEPENDENT

0 0 0 ‘ . NOT DEPENDENT
ADL_ADM 3 1.562498 0.6679

1 -0.1031849 0.354915 0.084525 0.7713 DEPENDENT

'l -0.0693337 ©0.253091 0.075047 0.7841 | NDEPENDENT

'l 0.26829177 0.33683 0.634445 0.4257 | NTERVEDI ATE

0 0 0 ‘ ‘ UNKNOWN
CLM_RISK 9 12. 25317 0.1994

1 -0.7632491 0.530272 2.071'741 0.1501 co_cs

1 -0.3401084 0.4671 0.3530169 O0.4665 CO_RS

1 1.5681517 0.903352 3.013436 0.0826 OP_RS

1 -0.1277904 0. '559523 0.052162 0.8193 RC_CN

1 -0.4790458 0.509974 0.88238€6 0.3475 RC_CS

1 -0.4444493 0.515182 0.744.257 0.3883 RC_O

1 -0.2889199 0.513987 0.315974 0.5740 RC_OS

1 -0.4926025 0.540297 0.831243 0.3619 RC_RN

1 0.0593486 0.44409 0.01'786 0.8937 RC_RS

0 0 0 ‘ RO_RS
CPX_CORC 1 0.525167 0. 4686

1 0.27407954 0.378'206 0.525167 0.4686 0

0 0 0 ‘ . 1

i

CPX_RORC 1 0. 594565 0. 4407

1 0.38774682 0.502862 0.594565 0. 4407 0

0 0 0 ‘ . 1
CPX_OPRC 1 0.536431 0.4639

1 0.37792269 0.515996 0.536431 0.4639 0

OV D A0 0 N5 1 T P 5 08 N Y V000 015 000000 SO0 OG5




0 MODEL 201 weANED AT Dl SCHARGE.

1

19:41 Tuesday, March

Probit Procedure
Vari able DF Estimate Std Err ChiSquare Pr>Chi

1.527159 0.6760

-0.1663755 0.538071 0.095609 0.7572

-0.2702277 0.228519 1.398353 0.2370

-0.0837289 0.275749 0.092198 0.7614
0 0 : ‘

ELIG_GRP

O~ w

Label / Val ue

MOST
SOVE
SUBSTANTI AL
ZERO

19,

39
1996



MODEL 2.2 WEANED AT DI SCHARGE 40
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

d ass Level s Values L]
ALV_WEAN 2 01
SITE 6 Mayo Mayo Pre RMS Sinai Tenple UCDSS
Nurmber of observations used = 570
.
AR

O T € O O 0 O 0 0 1 O MO o




MODEL 2.2 WEANED AT DI SCHARGE 41
19:41 Tuesday, March 19, 1996

Probit Procedure

Data Set =WORK.HAZ1
Dependent Variable=ALV_WEAN

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 341
1 229

Observations with Mssing Val ues= 42

Log Likelihood for LOG STIC -375.4191112



42

MODEL 2.2 'VEANED A?' DISCHARGE
19:41 Tuesday, March 19, 1996

Probit Procedure

Vari able DF Estimate Std Err Chisquare Pr>Chi Label/Val ue
oy

INTERCPT 1 0.50404594 0.104108 23.440196 0.0001 Intercept
SI TE 5 15.90751 0.0071

1 -1.0148716 0.4343 S-4606.36 0.0194 Mayo

1 -1.4848752 0.684961 4.699461 0.0302 Mayo Pre

1 0.03495056 0.259588 ¢.018128 0.8929 RMS

1 0.88224842 0.653839 1 .820709 0.1772 Sinai

1 -0.621829 0.299236 4.318318 0.0377 Tenple

0" 0 0 UCDSS

il

oy 5 O OO0 T 0 R 0 000 010 00 0 0 O A 000 Y 000 OO 00D O 0 0450 0 0000 O A 1 5



MODEL 3.1 ALIVE AT DI SCHARGE as
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

Cl ass Level s Val ues

H_SURVC 2 01

SITE 6 Mayo Mayo Pre rRMS Sinai Tenpl e UCDSS

AGECRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOMVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOWN

CLM_RISK 10 CO_CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 612



MODEL 3.1 ALIVE AT DI SCHARCE 44
19:41 Tuesday, March 19, 1996

Probit Procedure

Dat a Set =WORK.HAZ1
Dependent variable=HK_SURVC s,

Wei ght ed Frequency Counts Eor the Ordered Response Categories

Level Count
0 266
1 346

Log Likelihood for LOGISTIC -390.0375061

P

.
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Vari abl e
| NTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX, CORC

CPX_RORC

CPX, OPRC

DF

o o R EFE N o o P P W O PR ol -

o P kW

OrRrRPrRPRPRPRRPEREE O

o -

MODEL 3.1 ALIVE AT DI SCHARGE

Probit Procedure

Estimate Std Err
-0.1165941 1.047295
-1.5054977 0.50488
-1.2246468 0.689131
-0.2530313 0.290739
-0.1995167 0.556262

-1.124968 0.359439
0 0
0.01477183 0.270993
0. 40314097 0.279516
0.97364542 0.429848
0 0

-0.2142867 0.175274
0 0

0. 75668764 0.51586
0.19485253 0.247916
-0. 0891651 0.281865
0. 47052983 0. 440908

0 0

-0. 0819366 0.727578
0 0

-0.1627967 0.334647
-0.3625968 0.24394
-0. 0055874 0.315109

0 0

-0.452756 0.525276
0. 33513948 0.44168
0. 96367692 0.657532
-0. 0422458 0.528095

0.1987466 0.481846

0.1939574 0.487072
-0. 2731525 0. 486241

0.4637808 0.51894

0. 0258164 0.413447

0 0

-0.3317015 0.373543
0 0

0. 6228776 0.535282
0 0

0.0323263% 0.501171
0

ChiSquare
0.012394

17. 42692
. 891684
. 158043
. 757428
. 128647
. 795601

OCOoOOoOWo

. 312055
. 002971
. 080175
. 130642

[0\ SN e X{e]

. 494703
. 494703

P

4.20224
2.151643
0. 617738
0.100071

1.13888

0. 012682
0. 012682

- 277369
. 236656
. 209446
. 000314

ONOW

9. 355776

0.74294
0.575753
2.147975
0. 006399
0.17013
0. 158572
0. 315579
0.798714
0. 003899

0.788522
0. 788522

1. 354068
1. 354068

0. 00416
0. 00416

19:41 Tuesday, March 19,

Pr>Chi Label / Val ue

[eoleloloXe] [eNe]

[eXe)

oo

Ooococoo o

[eleoloXe]

[oeoloXa)

coococooooo0o

. 9114 Intercept
. 0038

0029 Mayo

. 0756 Mayo Pre

3841 RMS

. 7198 Si nai
. 0017 Tenple

UCDSS

. 0254

. 9565 65 to 74

. 1492 75-84

. 0235 85 and Over

Less than 65

. 2215
. 2215 FEMALE

MALE

. 3793

. 1424 HOVE HEALTH ONLY
. 4319 HOSPI TAL ONLY

. 7517 OTHER

. 2859 SNF AND HOSPI TAL

ZERO

. 9103
. 9103 DEPENDENT

NOT  DEPENDENT

. 3508

. 6266 DEPENDENT

. 1372 | NDEPENDENT
. 9859 | NTERMEDI ATE

UNKNOWN

. 4051

3887 co_cs
4480 CO_RS
1428 OP_RS
9362 RC_CN
6800 RC_Cs

. 6905 RC_O

5743 RC_OS

. 3715 RC_RN
. 9502 RC_Rs

RO_RS

. 3745
. 3745 0

. 2446
. 2446 o]

. 9486
. 9486

Ll ]

2D

1986



MODEL 3.1 ALIVE AT DISCHARGE 41
19:41 Tuesday, March 19, 199¢

Probit Procedure
Vari able DF Estimate <std Err ChisSquare Pr>Chi Label /Val ue

2.458218 0.4829
0. 02620284 (€.49014 0.002858 0.9574 MOST
-0.3295697 0.219192 2.260721 0.1327 SOVE
-0.2061737 ©0.25837 0.636771 0.4249 SUBSTANTI AL
0 0 ‘ ‘ ZERO

ELIG_GRP

O W

Al

I O 1103 0 OO 0 O 00 00 OO0 O P00 O 0 OO O Y000 000 000 0005 O L s




MODEL 3.2 ALIVE AT DI SCHARCE 47
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

d ass Level s Val ues
H_SURVC 2 01
SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunmber of observations used = 612



MODEL 3.2 ALIVE AT DI SCHARGE 4¢
19:41 Tuesday, March 19, 199¢

Probit Procedure

Data Set =WORK.HAZ1
Dependent vVariable=H_SURVC
Wei ght ed Frequency Counts for the Ordered Response Categories =
Level count
0 266
1 346
Log Likelihood for LOGQ STIC -407.5999815
s



Vari abl e
| NTERCPT
SI TE

DF
1

[ Y S TN N N S L

MODEL 3.2 anive AT DI SCHARGE

Probit Procedure

Esti mat e

- 0. 0548766

-1.3314178
-1.3314178
-0. 2736275
0. 05487661
-0. 8861067

0

0

[olololeNe]

Std Err
099913

. 434228
. 653184
. 240334
. 481876
. 311244

0

ChiSquare
0. 30167

20. 02131
9.401409
4.154873
1.296252
0. 012969

8. 10532

19:41 Tuesday, March 19,

Pr>Chi
0.5828

0. 0012
0. 0022
0. 0415
0. 2549
0.9093
0. 0044

Label / Val ue

I ntercept

Mayo
Mayo Pre
RMS

Si nai
Templ e
UCDSS

49
1996



MUDEL & .4 SEb Wi FAMILY CAREGIVER AT DISCHARGE Lz
19:41 Tuesday, March 19, 199

Probit Procedure
Cl ass Levei Information

Cl ass Level 5 Val ues -
CARE1 2 01 a
SI TE 6 Mayo Mayo Pre RMS Sinai Temple UCDSS

ACGECRP 4 65 to 74 75-84 135 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO

VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

CLM_RISK 10 CO_CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
CPX_CORC 2 o1

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOVE SUBSTANTIAL ZERO

Nunber of observations used = 312

P
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MODEL 4.1 SELF OR FAM LY CAREG VER AT DI SCHARGE 360
19:41 Tuesday, March 19, 1996

Probit Procedure

Dat a Set =WORK .HAZ1
Dependent variable=CARE1l

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 267
1 45

bservations with M ssing Values= 34

Log Likelihood for LOG STIC -98.38016729



MODEL

Vari abl e
| NTERCPT
SI TE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADIL._ADM

CLM_RISK

CPX_CORC

CPX, RORC

CPX__OFRC

DF

=

S S e s

3
IL

o

Ok kPP~

o r -

| d O = H i i s oOrRr P EFEW

[

OH

4.1 sSELF OR FAM LY CAREG VER AT DI SCHARGE
19:41 Tuesday,

Probit Procedure

Estimate

28. 0967269

-2.9515524

-1.585227
-1.7855738

-3.2377923
-1.9149817
0

-0.2474351
0.51002837
0.98873168

0

-0.5578359
0

-8.4877654
-0.1534141
0.3864036

1.177137486
0

-1.4915525
0

0.01681279
0. 03' 304878
-0.1813227

0

. 8830559
. 6396835
. 0851658
. 1715959
. 2377517
.9072031
0.18317453
-0.5978623
-0.4904532
0

el ool loXo)

-1.2086658
0

-1.5175084
0

-22.22264
0

Std Err
83857. 78

.B13341
.366085
.595539
.154434
.593287

0

OrHrOPrOo

0. 6036
0. 658969
1. 309381

0

0. 41656
0

1.3131°778
0. 562466
C.€79113
1.320299

0

1.087531
0

. 796408
. 615742
.753385

0

[eNeNe

.239348
.206697
.586417
.4136336
.3134605
.293987
.41295¢€
.361293
.159739
0

PRPHRRRPHP R

1.2134

1.39183
0

83857.78
0

ChisSgquare
1.123E-7

18.66302
13. 16909
1.346565
8. 989481
7.866111
10.411336

3.165' 776
0.168044
0. 599044
0. 570266

1.793319
1.793319

2.143406
0.13414

0.074394

0.323741
0. 787131

. 881023
. 881023

(R

. 133582
. 000446
. 002881
. 057926

OO0 OoO

2.408129
0. 50768
0-2810. 18
4679105
.014888
.029485
.481529
.016806
1928135
.178844

[cNeoNeNsNeNoNo)

0.982211
0.99223.1

.1887459
.188749

P

7.023E-8
7.023E-8

Pr>Chi
. 9997

0022
0003
2459
0027
0050
. 0012

coococoo ©

. 3668
. 6819
. 4389
. 4502

[eleoloNe]

-1805
. 1805

[eR=

.7094

. 5694

oo ol No)

. 1702
. 1702

oo

.9875
9832
. 9572
. 8098

cooo

.9833
.4761
.5960
-4940
9029
.8637
.4832
. 8969
. 6605
. 6724

[eleleoloNoNoNoNoNoNo)

o

.3192
0.3192

. 27.56
.2756

oo

0.9998
0.9998

Label / Val ue

I ntercept

Mayo
Mayo Pre
RV

Si na
Tenpl e
UCDSS

65 to 74
75- 84
85 and Over

Less than 65

FEMALE
MALE

OTHER
ZERO

DEPENDENT

March 19,

.7142 HOVE HEALTH ONLY
. 71350 HCSPI TAL oNLY

. 3" 750 SNF AND HOSPI TAL

NOT DEPENDENT

DEPENDENT
| NDEPENDENT

| NTERMEDI ATE

UNKNOWN

co,Cs
CO,RS
OP_RS
RC_CN
RC_Cs
RC_O

RC_Os
RC_RN
RC_RS

RO_RS

361
1996

e
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MODEL 4.1 SELF OR FAM LY CAREGIVER AT DI SCHARGE 362
19:41 Tuesday, March 19, 1996

Probit Procedure
Vari abl e DF Estimate Std Err chiSquare Pr>Chi Label / Val ue

2.077258 0.5565
1.26111746 0.967943 1.697506 0.1926 MOST
0.52030622 0.568208 0.838501 0.3598 SQOVE
0.36499577 0.566427 0.415229 0.5193 SUBSTANTI AL
0 0 ‘ ‘ ZERO

ELIG_GRP

O w



MODEL 4.2 sSELFOR FAM LY CAREGIVER AT DI SCHARGE 5¢
19:41 Tuesday, March 19, 199¢

Probit Procedure
Cl ass Level Information

Cl ass Level s Val ues
CAREl 2 01
SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 312

ey

O D O OO O . O OO 0 0 P00 00 0 0000 O 4 MO0 OO 50 OO O e 0000100040 0750 0 R -



MODEL 4.2 SELF OR FAM LY CAREGIVER AT DI SCHARGE 51
19:41 Tuesday, March 19. 1996

Probit Procedure

Data Set =WORK.HAZ1
Dependent variable=CAREl

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 267
1 45

bservations with M ssing Values= 34

Log Likelihood for LOG STIC -109.3350288



MODEL 4.2 SELF OR FAMLY' cAREGIVER AT DI SCHARGE 52
19:41 Tuesday, March 19, 1936

Probit Procedure

Variable 130 Estimate std Err ChiSgquare Pr>Chi Label/Val ue

el
| NTERCPT 1 2.77778337 0.297514 07.1729 0.0001 Intercept
SITE 5 34.76054 0.0001
1 -2.5546398 0.559924 20.8162 0.0001 Mayo
1 -0.9860239 1.120349 0.774584 0.3788 Mayo Pre
1 -1.5410207 0.481543 10.2411 0.0014 RMs
1 -2.7777834 0.869012 10.21752 0.0014 Sinai
1 -2.0846362 0.462076 20.35321 o0.0001 Tenple
0 0 0 UCDSS
e 1

LT A P —_———



MODEL 5.1 DI SCHARGE RUGGS |11 | NDEX Zz
14:09 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADIL_ADM 4 DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOVWN

CLM_RISK 10 €0_Cs CORS OP_RS RC_CN RC_CS RC_C RC_OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOME SUBSTANTI AL ZERC

Nunber of observati ons used = 280



MODEL 5.1 DI SCHARGE RUGGS |11 | NDEX 23
14:09 Thursday, March 28, 3.996

Lifereg Procedure

Dat a Set =WORK.HAZ1

Dependent variable=lLog (RUGGS) 8
Noncensored Val ues= , 280 Ri ght Censored Val ues= 0

Left Censored Val ues= 0 Interval cCensored Values:= 0

Log Likelihood for GAWMA -814.9284072

P

Pl
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Vari abl e
| NTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT- PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

DF

O o kFPRFPE A~ o [ Y e Y It (=Y N S Sy S ] =

Ok EPw

oORPRFRPr PP RPRERERERRE Rk O

(=N —

o

Esti mate
13. 2165398

-5. 9032233
-5. 2126667
-1. 1634316
0. 88911388
-0. 9145723

0

0. 72639413
2.29968373
3. 24708078

0

-0. 3370176
0

-1. 8581397
-1. 5309537
-0. 9116577
0. 43683724

0

-0. 7710799
0

2.12033249
0. 33419366
- 0. 3368308

0

0. 4989185
1. 2295463
2.33173528
0. 6477397
1.62207558
- 0. 3848092
3. 86000165
0. 71895446
1.65840012
0

0. 81566994
0

-0. 9537714
0

3

1
0
1

0
1

POORr

R OR

MODEL 5.1 DI SCHARGE RUGGS | |
Lifereg Procedure
Std Err chiSquare Pr>Chi
. 052551 18.74604 0.0001
30.99764 0.0001
1.23146 22.97937 0.0001
. 673226 9.70534 0.0018
. 834859 1.942027 0.1634
. 946507 0.208642 0.6478
0.89752 1.038359 0.3082
0 : :
11.59498 0.0089
0.84399 0.740748 0.3894
. 902952 6.486441 0.0109
. 452983 4.994189 0.0254
0 :
0.388004 0.5334
. 541047 0.388004 0.5334
0 : :
6.166777 0.1870
. 747169 1.131063 0.2875
. 760132 4.056448 0.0440
. 853172 1.141801 0.2853
.502191 0.084565 0.7712
0 : :
0.170683 0.6795
. 866396 0.170683 0.6795
0 : :
5.668862 0.1289
.108953 3.655792 0.0559
. 818011 0.166908 0.6829
. 072467 0.098641 0.7535
0 : :
16. 34693 0. 0600
. 415813 0.124179 0.7245
.347781 0.832245 0.3616
.317856 1.012012 0.3144
1.61965 0.159941 0.6892
. 458831 1.236324 0.2662
. 452296 0.070207 0.7910
.511383 6.522681 0.0107
. 436745 0.250405 0.6168
. 227457 -1.825433 0.1767
0 :
0.502619 0.4784
. 150522 0.502619 0.4784
0 : :
0.493809 0.4822
. 357266  0.493809 0.4822
0 : :
0.399109 0.5275
.426949 0 . 5275

-0.9014764
0

0

. 399109

I NDEX

14:09 Thursday, March 28,

Label / Val ue

I nt er cept

May o
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOMVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT
INDEPENDENT
| NTERMEDI ATE
UNKNOWN

co_Ccs
co- Rs
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

24
1996



MCDEL 5.1 DI SCHARGE RUGGS ||| INDEX 25
14:09 Thursday, March 28, 1996

Lifereg Procedure

Vari able DF Estimate Std Err chiSquare Pr>Chi Label/Val ue

ELIG_GRP 3 1.139526 0.7675
1 0.91594782 1.381326 0.439693 0.5073 MOST
1 0.24700021 0.694658 0.126433. 0.7222 SOVE
1 -C.2203118 0.765723 0©0.082781 0.7736 SUBSTANTIAL
0 0 0 . : ZERO
M SS- RUG 0 0 0
SCALE 1 4.11522787 0.339172 Gamma scal e parameter
SHAPE 1 «¢.e835367 0.331448 Garma shape paraneter

™

W,

N0 O O SO 0 00 100 0 1 R 00 0 000000 0 O 5 G s



MODEL 5.2 DI SCHARGE RUGGS |11 | NDEX 26
14:09 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 280



MODEL 5.2 DI SCHARGE rucGs |11 | NDEX 27
14:09 Thursday, March 28, 199%¢

Lifereg Procedure

Data Set =WORK. HAZ1
Dependent vVariable=Log(RUGGS) s
Noncensored Val ues= 280 Right Censored Val ues= 0
Left Censored Val ues= 0 Interval censored Values= 0

Log Likelihood for GAMMVA -832.2930224

e

5 AN OO 560 OO O 0 0 OO O 10 O 00 O 0 OO 500 5000 MO I OO0 RS o 1 T 0 P MO0 A A O I s



Vari abl e
| NTERCPT
SITE

SCALE
SHAPE

DF

O PR, E O —

[EEGPEN

MODEL 5.2 DI SCHARGE RUGGS |11

Esti mat e

17. 5858595

-1.2282795
- 0. 8336091
-0. 6265978
-0.2028246
-0. 772505
0

1. 94335003
3. 41387301

Qoo oo

o o

I NDEX

14:09 Thursday, March 28,

Pr>Chi Label / Val ue

Lifereg Procedure
Std Err ChiSquare
. 262307 4494 .772

12. 23415
. 488305 6.327211
. 664946 1.571638
. 344524 3. 307803
. 814761 0. 06197
. 347622  4.938434
0
. 172086
. 349562

S Oooooo o

. 0001

. 0317
. 0119
. 2100
. 0690
. 8034
. 0263

I ntercept

Mayo
Mayo Pre
RMS

Si na
Templ e
UCDSS

Gamma scal e paraneter
Gamma shape paraneter

28
1996



Cl ass
DIS_HOME
SITE
AGEGRF'
SEX
PRFPARTA
VENT_PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

Level s

2

MODEL 6.1 DI SCHARGED TO HOVE 11:21 Thursday, March

Probit Procedure
Class Level Information

Val ues e
01

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS
65 to 74 '75-84 85 and Over Less than 65

FEMALE MALE

HOME HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT INTERMEDIATE UN- KNO/N

C0_CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOVE SUBSTANTI AL ZERO

Nunber of observati ons used = 320

N

A

N O 0 0 O 1 00O 0 0 0 1 0 00001000 O 00 O ¢



MODEL 6.1 DI SCHARGED TO HOME 11:21 Thursday, March
Probit Procedure

Data Set =WORK.HAZ1
Dependent variable=DIS_HOME

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 209
1 111

bservations with M ssing Val ues= 27

Log Likelihood for LOd STIC -173. 3317768



RN

Vari abl e
INTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL__ADM

DF
1

O R PR O O — = W

[

MODEL 6.1 DI SCHARGED TO HOVE

Probit Procedure

Esti mat e

Std Err

ChiSquare

3.03855267 1.52818% 3.902244

-1. 3130197
-1. 9285397
1. 23585341

- 0. 945692
-0. 6862133

0

-C 1645791
0..7001434

24. 3315052

0

-0. 3697579

0

-0.5076508

-0 -269. 3069

-0.407~6687

1.21088541
0

-0. 6273552

0

0. 565099
0. 797901
0.541473
0. 796209
0. 462196

0

0. 409849
0. 42961
75949. 49
0

0. 280155
0

0.970419
0. 3927
0. 440327
0.979412
0

0. 840276
0

20. 75901
5.398746
5. 841971
5.208311
1.410733
2.2042172

1.21534
0.16125
0. 156611
1.026E-7

-1.741954
1.741954

3.370924

0. 27366
0. 470298
0. 857164
1.528533

0.557421
0.557421

5. 294867

Pr>Chi

(o))

cooooo o©

ocooo

ocococoo

. 0482

. 1869
. 1869

. 4978
. 6009

4929

. 3545
. 2163

. 4553
. 4553

. 1514

11:21 Thursday,

Label / Val ue

| nt er cept -

May o
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

.

DEPENDENT
NOT DEPENDENT

Maxr -

o

S N O U OO S 0 U0 40 0 0 Y 0 00—

Ll



Vari abl e

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

ELIG_GRP

DF

o OpRRRRPRRPRpRFPRO [ N

o

= w

MODEL 6.1 DI SCHARGED TO HOME

Probit Procedure

Esti mate

0.12631471
0. 77803974
0. 61392205

0

- 0. 5457993
-0. 469689
0. 34493686
1.1997675
0. 7180362
1.4608719
-0. 1330846
1.0217029
0. 0003041
0

-0. 1095839
0

-1.4943028
0

-0. 329854
0

0. 25360979
-0. 0684511

Std Err

. 540796
. 379928
. 542234

0

[eoleNe]

. 752931
. 714468
140191
. 813746
. 762914
762122
773376
. 778243
. 667979
0

CoooooroOO

0. 582061
0

0. 787598
0

0. 683081
0

0.62023
0. 357559

ChiSquare

0. 054556
4.193736
1.281898

12. 2352
. 525479
. 432171
. 091522
. 173785
. 885811
. 674304
. 029612
1.72353
2.073E-7

OWONOOO

0. 035445
0. 035445

3.599713
3.599713

0. 233184
0. 233184

. 285618
. 167196
. 036649

OO

Pr>Chi

[e)e]

OO Oo

oocoooooooo

. 8153
. 0406
. 2575

. 8507
. 8507

. 0578
. 0578

. 6292
. 6292

. 9627
. 6826
. 8482

11:21 Thur sday,

Label / Val ue

DEPENDENT
| NDEPENDENT

| NTERVEDI ATE

UNKNOWN

Co- GCs
CO- RS
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

MOST
SOVE

Mar ch



MODEL 6.1 DI SCHARGED TO HOVE 11:21 Thursday, March
Prabit Procedure
Vari able DF Estimate Std Err ChiScquare Pr>Chi Label /Val ue

1 -0.0077472 0.403114 0.000369 0.9847 SUBSTANTI AL
0 0 0 ZERO e



MODEL 6.2 DI SCHARGE TO HOME 11:21 Thursday, March

Probit Procedure
Cl ass Level Information

d ass Level s Val ues
DIS_HOME 2" 01
SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nurmber of observations used = 320



MODEL 6.2 DI SCHARGE TO HOME 11:21 Thursday, March
Probit Procedure

Data Set =WORK.HAZ1
Dependent variable=DIS_HOME .

Wi ght ed Frequency Counts fo:r the Odered Response Categories

Level count
0 209
1 111

Observations with M ssing Vvalues= 27

Log Likelihood for LOGISTIC -192.2901786

it



Vari abl e
| NTERCPT
SITE

DF

1

[ N e N =N

MODEL 6. 2

Probit Procedure

Esti mate

0. 76913309

-0. 9122339
-1.4622803
1. 22329593
-0. 9922766
-0. 7203429

0

Std Err
0. 160231

. 411417
. 632988
. 463754
. 689691
. 351131

0

[olelo)eNe)

ChiSquare
23.04148

24. 20415
4.916416
5. 336667
6. 958055
2. 069932
4.208625

DI SCHARGE TO HOME

Pr>Chi

0. 0001

cocoocoo

. 0002

0266

. 0209

0083
1502

. 0402

11:21 Thursday,

Label / Val ue

I nt er cept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

Mar ch



MODEL 7.1 SURVIVAL PCOST DI SCHARGE 430
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

C ass Level s Val ues .
SI TE 5 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to '74 75-84 85 and Over Less than 65

SEX 2 FEMALE MALE

D_VENT 3 NOT we UNKNOW WEANED

MISS_RUG 2 01

: DEST 4 HOME HOSPI TAL LONG TER M SSI NG

CARE2 3 M SSI NG OTHER SELF OR FAMILY

Nunber of observations used = 346

o



Cl ass
SITE
AGEGRP
SEX
D_VENT

M SS- RUG
DEST

CARE?2

MODEL 7.1 SURVI VAL POST DI SCHARGE

Level s

4
3

Nunber

14:09 Thursday, March 28,

Lifereg Procedure

Cl ass Level Information

Val ues

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

65 to 74 75-84 85 and Over Less than 65
FEMALEMALE

NOT WE UNXNOW WEANED

01

HOMVE HOSPI TAL LONG TER M SSI NG

M SSI NG OTHER SELF OR FAM LY

of observations used = 347

171
1996



MODEL 7.1 SURVI VAL PCST DI SCHARGE ofiml 7 2
14:09 Thursday, March 28, 396

Lifereg Procedure

Data Set =WORK .HAZ1
Dependent variable=Log(POST_SUR)

Censoring Variable=ALIVE

Censoring Val ue(s)= 1

Noncensored Val ues= 217 Right Censored Val ues= 130
Left Censored Val ues= 0O Interval Censored Values= 0

Log Li kelihood for WEIBULL -477.4922007

it



Vari abl e
INTERCPT

SITE

AGEGRP

SEX

L-LOS

D_VENT

RUGINDEX

M SS- RUG

DEST

CARE2

SCALE

DF

—

(=R S S S S

[ Y NN

— [EEGFN

[N Y

[N

ok kW

O N

[EEN

Esti mat e

7.35091324

0. 423794

0. 83031694
-0. 1285054
-0.1345149
0. 42626566

0

0.12036522
-0. 1379809
0. 07976191

0

-0.0781318

0

- 0. 2599534

- 0. 3397556
- 0. 2005823

0

- 0. 0292007

0. 63090937

0

-0. 0814361
-0. 6648737
-0. 3122962

0

-0.1778243
0. 09125867

0
1. 04065266

MODEL 7.1 SURVI VAL POST DI SCHARGE

Li fereg
Std Err
0.864383 72.32203
10. 06094
0.317183 1.785207
0. 367596 5.102069
0.257535 0.248983
0.477599 0.079326
0.266097 2.566136
0 :
2.480277
0.218079 0. 30463
0.22712 0.369086
0.398854 0.039991
0 :
0. 268394
0.150814 0.268394
0
0.172333 2.27538
2.733801
0.208057 2.666664
0.31358 0.409157
0
0.018001 2.631302
4.126287
0.31059 4.126287
0
5.479346
0. 369028 0.048698
0. 376383 3.12046
0. 338016 0. 85361
0
0. 560489
0.418867 0.180231
0.257804 0.125305
0
0. 060863

oo o [oloNe] o [oNe] [oNeolsNo]

[oNeoloeNe)

[oNeNe]

 oooooco ©

Procedure

ChiSquare Pr>Chi
. 0001
. 0735

1815

. 4789

.5810
. 5435
. 8415

. 6044
. 6044

. 1314

. 2549
. 1025
. 5224

. 1048

. 0422
. 0422

. 1399
. 8253
.0773
. 3555

. 7556
. 6712
. 7234

SELF

14:09 Thursday, WMarch 28,

Label / Val ue

I nt er cept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

NOT WE
UNKNOW
VWEANED

HOVE

HOSPI TAL
LONG TER
M SSI NG

M SSI NG
OTHER
OR FAMLY

Extrenme val ue scal e paraneter

173
1996



MODEL 7.2 SURVI VAL POST DI SCHARGE

14:09 Thursday, March 28,

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SITE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observati ons used = 347

) 74
96

Tl

Al

A



MODEL 7.2 SURVI VAL POST DI SCHARGE 175
14:09 Thursday, March 28, 1996

Lifereg Procedure
Data Set =WORK .HAZ1

Dependent Variable=Log(POST_SUR)
Censoring Variable=ALIVE

Censoring Value(s)= 1
Noncensored Val ues= 217 Right Censored Val ues= 130
Left Censored Val ues= O Interval Censored Values= 0

Log Likelihood for WEIBULL -492.4710247



Variable

INTERCPT
SITE

SCALE

DF

1

o FPRFRPEFPEOO

[EN

Esti mat e

MODEL 7.2 SURVIVAL

Lifereg Procedure

Std Err

POST DISCHARGE L 7 6

14:09 Thursday, March 28 396

ChiSquare Pr>Chi Label/Value

6.2355336' 7 0.098656 3994.869 0.0001

0.46818144
0. 85463665
-0.38424' 95
-C.5669614
0. 31516491

0

1.073323' 71

0.277913
0. 3533
0. 224964
0.417648
r3.21181
0

0. 063103

17.29%995 0. 0040
2.837987 0.0921.
5.851623 0.0156;
2.917421 0.0876;
1.842838 0.1746
2.214036 0.1368

I nt er cept

May o
Mayo, Pre
RMS

Si nai
Tenmpl e
UCDSS

Extrene val ue scal e paraneter

i



Cl ass
SITE
AGEGRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

MODEL 8.1 MEDI CARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Level s

19:41 Tuesday, March 19,

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOME HEALTH ONLY HOSPI TAL ONLY OTHER sNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMVEDI ATE UNKNOWN

CO CS CO-RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 612

8
1996



MODEL 8.1 MEDICARE PART . A EXPENDITURES DURI NG HOSPI TAL STAY 3
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent variable=Log(MPA_HOS)

Censoring Variable=IP_EXH2 e
Censoring Value(s)= 1
Noncensored ' Val ues= 585 Right Censored Val ues= 27
Left Censored Val ues= 0 Interval Censored values= 0
Log Likelihood for GAMVA -31B.3410463
A

Ay



MODEL

Vari abl e
| NTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

DF

oORr R, PFPW o [ e N YN (= o Rk W (=l ke

ORRRRRPRPRRREPO®

o O

—

8.1 MEDI CARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure
Estimate Std Err ChiSquare Pr>Chi
11.6346194 0.167638 4816.785 0.0001
126. 3516 0.0001
0. 14274856 0.069398 4.231073 0.0397
0.24369124 0.112533 4.689463 0.0303
0.53469968 0.04879 120.1065 0.0001
0.31181281 0.096933 10.34768 0.0013
0.08148371 0.055796 2.132724 0.1442
0 0
2.465777 0.4815
0. 06183655 0.043361 2.03372 0.1538
0. 03075433 0.044777 0.471739 0.4922
0.01874372 0.069976 0.071749 0.7888
0 0
4.414837 0.0356
-0.0598373 0.028478 4.414837 0.0356
0 0 3
16.94292 0.0020
-0.1007799 0.080497 1.567417 0.2106
0.08291477 0.040098 4.275865 0.0387
0. 14486789 0.046012 9.912896 0.0016
-0.0328479 0.072411 0.205779 0.6501
0 0 ‘
3.247353 0.0715
-0.2243611 0.124504 3.247353 0.0715
0 0 : :
11.11634 0.0111
-0.1002998 0.054479 3.389563 0.0656
-0.0486656 0.040726 1.427942 0.2321
0.06771136 0.053165 1.622058 0.2028
0 0
29.83134 0.0005
-0.0026182 0.086402 0.000918 0.9758
0.00189982 0.074621 0.000648 0.9797
-0.1132445 0.110764 1.045285 0.3066
-0.1130221 0.090243 1.568562 0.2104
-0.0536999 0.080594 0.443956 0.5052
-0.2605021 0.080988 10.34613 0.0013
-0.0812801 0.082055 0.981208 0.3219
-0.2248427 0.08531 6.946431 0.0084
-0.0471655 0.069616 0.459018 0.4981
0 0
6.276337 0.0122
-0.1480499 0.059096 6.276337 0.0122
0 0
0.550583 0.4581
-0.06097 0.082168 0.550583 0. 4581
0 0
0.000012 0.9972
0.00027294 0.078686 0.000012 0.9972

19:41 Tuesday, March 19,

Label / Val ue

I nt er cept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOMVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT

| NTERMEDI ATE
UNKNOWN

co_Cs
CO- RS
OP_RS
RC_CN
RC_Cs
RC_O

RC_OS
RC, RN
RC_RS
RO_RS

10
1996



MODEL 8.1 MEDICARE PART & EXPENDITURES.DURING HOSPI TAL STAY -
19:41 Tuesday, March 19, _:93¢

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label /Value

ELIG_GRP 3 13.17181 0.0043 o
1 0.21039348 0.08130'7 6.695827 0.0097 MOST
1 0.07233494 0.035381 4.179879 0.0409 SOMVE
1 -0.0108433 0.041916 0.066922 0.7959 SUBSTANTI AL
0 0 0 : : ZERO
SCALE 1 n.32465664 0.011066 Gamma scal e paraneter
SHAPE 1 1.08535908 0.087874 Ganma shape par anet er

P

L



MODEL 8.2 MEDI CARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY 12
19:41 Tuesday, March 19. 1996

Lifereg Procedure
Class Level Infornation

d ass Level s Val ues

SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Number of observations used = 612



MODEL 8.2 MEDICARE FART A EXPENDI TURES DURING HOSPI TAL STAY

Lifereg Procedure

Dat a Set =WORK .HAZ1
Dependent Variable=Log (MPA_HOS)
Censoring Variable=IP_EXH2

Censoring value(s)= 1
Noncensor ed Val ues= 585 Right Censored Val ues=

Left Censored Val ues= 0 1Interval Censored Val ues=

Log Likelihood for GAMVA -3%54.892537

27
0

19:41 Tuesday, March 19, 1956

£l

b



MODEL 8.2 MEDI CARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Vari abl e
| NTERCPT

SITE

SCALE
SHAPE

DF
1

oOrRr R R, EPEEO

[EETEN

Esti mat e

11. 4279302

0. 20252359
0.14914629
0. 49009123
0. 27788904
0. 13150492

0

0. 35867853

0

oleoloNoNe)]

Lifereg

Pr ocedur e

Std Err ChiSquare

020659

. 065046
. 094892
. 045379
. 097336
. 051995

0

0. 01091

0. 9629006 0. 057995

305985. 9

125. 1572
9.694123
2.470398

116.641%

8. 150778
6. 396888

Pr>Chi

0.

ococoooo

0001

. 0001
. 0018
. 1160

0001

. 0043
. 0114

19:41 Tuesday, March 19,

Label / Val ue

I ntercept

Mayo
Mayo Pre
RMS

Si nai
Templ e
UCDSS

Ganmme scal e paraneter
Gamma shape paraneter

14
1996



MODEL g.x MEDI CARE;, PART E EXPENDITURES DURI NG HOSPI TAL STAY

Lifereg

Cl ass Level

Cl ass
SITE
ACEGRP
SEX
PREPARTA
VENT__PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

Procedure
I nformati on

Level s

6

2
4

Val ues

Mayo Mayo Pre rwsSinai Tenple UC DSS

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOMVE HEALTH ONLY HOSPITAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

CO, CS TO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 594

A

P



MODEL 9.1 MEDI CARE PART B EXPENDI TURES DURING HOSPI TAL STAY
Lifereg Procedure

Dat a Set =WORK .HAZ2
Dependent variable=Log(MPB_HOSL)
" mendent Variable=Log(MPB_HOSU)
1censcred Val ues= 566 Ri ght Censored Val ues= 0
Left Censored Values= 28 Interval Censored Values= 0

Log Likelihood for GAMMA -666.5051575



MCODEL 9.1 MEL..ARE FART B EXPENDITURES Dukilvws Husrllsaw S1AX

Lifereg
Variable
| NTERCPT

SI TE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OFRC

Pr ocedur e
DF Esti mate

1 9.73237051

0.16349717
-0. 0972629
0. 26892258
0. 44112617
0. 88684594

0

- 0. 068036
-0.0117947
- 0. 0881004

0

Sy

Ll

-0.029260"7
0

o

0.00109321
0.09765833
0.14993638
0.00742469

0

(SR TN NS

[

-0.3707604
a

O

0.06191237
0.19783717
0

(S e

O

0.47643129
0. 27515735
-0. 1815564
-0. 0321145
0.27161202
- 0. 2568515
- 0. 0669969
-0.1763715
-0. 0082152

0

[ PRI T T T

1 -0.2405241
0 0
L -0.0620547
0 0
4

1 -0.2011811

0 o]

Std Err

0.286841

0.126767
0. 151446
0. 082104
0.164272
0.107443

0

0. 074907
0.079841
0.11984

0

0.04906
0

0.144313
0.072569
0.079268
0. 114097

0

0.181877
0

-0.0860489 0.393211

0.068731
0.290803
0

.142734
.124681
. 178853
.155393
.131617
0. 13661
0.143238
0. 139234
0.118087
0

(oo NoNe N

0.102463
0

0..26541

0.137376
0

ChiSquare
1151. 212

77.13163
1.663433
0.412456
10. 72818
7.211082
68. 12964

1.825498
0.824966
0.021823
0. 540444

0.35573
0.:25573

4. 834085
0. 000057
1..R11007
3.577786
0. 004235

4. 15559
4. 15559

9.519419
0. 852224
0.811432
4.746918

65. 07116,
11. 14155
4.870348
1. 030461
. 042711
. 258661
. 535102
.2187689
. 604604
0.00484

RPoOWwhroO

5.528719
5.528719

0. 240484
0. 240484

2.144629
2.144625

Pr>Chi Label / Val ue

0.

ooCco

o

[eoNe]

0

coocooo

oocooe

0001

.0001
.1871
5207

0072
. 0001

. 6094
.3637
. 8826
.4622

.51509
.51509

3047

. 0415

. 0415

.0231

I nt er cept

Mayo
Mayo Pre

.0011 RMS

Si na
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

9940 HOVE HEALTH ONLY
1784 HOSPI TAL ONLY

. 0586 OTHER

. 9481 SNF AND HOSPI TAL

ZERO

DEPENDENT
NOT DEPENDENT

0. 3559 DEPENDENT

10. 3677
10. 0294

0

0.

.0001
. 0008

. 0273

. 3101
. 8363

. 0391
. 0601
0.

6400
.2083
9445

. 0187
. 0187

. 1,431

.1431

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

CO-Cs
CO- RS
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

mmm



MODEL 9.1 MEDI CARE PART
Lifereg Procedure

Vari able DF Esti mat e

TG_GRP 3

- 1 0.00387025
1 -0.2003894
1 -0.235908
0 0

SCALE 1 0.52206879

SHAPE 1 1.73516722

.

B EXPENDI TURES DURI NG HOSPI TAL STAY

Std Err

0. 146707
0. 059257
0. 072917

0

0. 023863
0. 128396

Chisquare

17. 25048
0. 000696
11. 43591
10. 46724

Pr>Chi

0. 0006
0.9790
0. 0007
0. 0012

Label / Val ue

MOST
SOME
SUBSTANTI AL
ZERO

Ganma scal e paraneter
Gamma Shape paraneter



MODEL 9.2 MEDI CARE. PART 8 EXPENZITURES DURLNG AosSPLiTAL SIAX

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ue: :

SI TE 6 Mayo Mayo Pr-e RMS Sinai. Tenpl e UCDSS bl

Nunber of observations used = 554

iy

o



MODEL 9.2 MEDI CARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY
Lit ereg Procedure

Data Set =WORK .HAZ2

Dependent Variable=Log(MPB_HOSL)

" ~rendent Variable=Log(MPB_HOSU)

--censored Values= 566 Right Censored Val ues= 0
Left Censored Values= 28 Interval Censored Values= 0

Log Likelihood for GAMVA -717.9883467



MODEL $ .2 MEDICARE PART B EXPENDITURES DURING HOSP1TAL STAY
Lifereg Procedure

Vari able DF Estimate Std Err ChiSgquare Pr>Chi Label/Value

INTERCPT 1 9.22341285 0.043197 45590.44 0.0001 Intercept
SI TE 5 63. 08043 0.0001
1 0.09960341 0.112119 0.789203 0.3743 Mayo
1 -0.1718537 0.166427 1.066279 0.3018 Mayo Pre
1 0.08177504 0.075529 1.172229 0.2789 RMS
1 0.250139475 0.152761 2.697497 0.1005 Sinai
1 0.82619737 0.106992 59.62963 0.0001 Tenple
0 0 0 UCDSS
SCALE 1 0.63266564 0.022251 Gamma scal e paraneter
SHAPE 1 1.41722883 0.087415 Ganma shape par anet er

el

A



Cl ass

SI TE
AGECRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

MODEL 10.1 TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Level s

19:41 Tuesday, March 19,

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOVWN

CO-CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 612

22
1996



MODEL 10.1 TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure

Dat a Set =WORK.HAZ1
Dependent Variable=Log (PA_HOS$)
Censori ng vVariable=IP_EXH?2

Censoring Valiuet(s)= 1
Noncensored Val ues= 585 Right cCenscred Val ues= 27
Left Censored Val ues= O Interval Censored Values= 0

Log Likelihood for GAMVA -297.8416265

19:41 Tuesday,

)
March 19, 1996

orfiliin,

e

Ay



Vari abl e
| NTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

MODEL 10.1 TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

DF

(=R N e e L %A

o R EFEE S - = o kW

o

- O RP R ERPRPRPREPEE RO o PP W

[EE

Esti mat e

11. 4512272

. 18212756
. 14607159
. 56024479
. 38689814
. 11749395

0

QOO OO0O

. 08230726
. 03538916
. 01329833

0

[eoNeoNe]

-0. 0441443
0

-0. 0857216
0. 05843568
0.10250322
-0. 0457469

0

-0.2706112
0

- 0. 0992933
- 0. 0300239
0. 06438736

0

0. 01993865
0. 0280866
-0. 074316

- 0. 0549662

-0. 0118914

-0. 2087625

0. 01240599

-0. 14812

0. 00895388

0

-0. 0677449
0

- 0. 0435936
0

0. 05249751

Li fereg

Std Err cChiSquare

0.173488 4356. 756

130. 7639

0.072711 6.274151

0.106488 1.881599

0. 050233 124.3901

0.100462 14.83174

0. 057425 4.186226
0

4.490551

0. 045306 3.300333

0. 046494 0.579347

0. 072231 0. 033895

0 ‘

2. 235903

0. 029522 2.235903

0 ‘

9. 365634

0. 084461 1.030063

0. 041622 1.971154

0. 047528 4.65132

0.075113 0.370934
0

5. 001703

0.121 5.001703

0 ‘

8. 664803

0. 05684 3. 05166

0. 042232 0.505417

0. 054467 1.397441

0 ‘

23. 86151

0. 087423 0.052016

0. 075755 0.137458

0.110789 0. 449955

0. 09111 0.363963

0. 082146 0.020956

0.08246 6.409478

0. 082688 0. 02251

0. 087249 2. 88209

0. 070588 0. 01609
0

1.208852

0. 061616 1.208852

0 ‘

0.271984

0. 083589 0.271984

0 ‘

0. 411424

0. 081845 0.411424

Pr ocedur e

Pr>Chi
. 0001

. 0001
. 0123
. 1702
. 0001
. 0001
. 0408

QOO OCOO0O o

. 2131
. 0693
. 4466
. 8539

OO OO

. 1348
. 1348

oo

0526
. 3101
. 1603
0310
. 5425

cococoo

. 0253
. 0253

oo

. 0341
. 0807
L4771
2372

cocoo

. 0045
8196
7108
5024
5463
8849
. 0114
. 8807
. 0896
. 8991

coocooooooo

. 2716
. 2716

o o

0. 6020
0. 6020

0. 5212
0. 5212

19:41 Tuesday, March 19,

Label / Val ue

| nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT

| NTERMEDI ATE
UNKNOWN

CO CS
CO_RS
OP_RS
RC_CN
RC_CS
RC_O

RC_0OS
RC_RN
RC_RS
RO_RS

24
1996



MODEL 10.1 7ToTAL PART AQEXPENDITURES DURI NG HOSPI TAL STAY 2%
19:41 Tuesday,, March 19, 199¢

Lifereg Procedure

Vari able DF Estinate Std Err CchiSquare Pr>Chi Label/Val ue

ELIG_GRP 3 10.53893 0.0145

1 0.16012953 0.082664 3.751913 0.0527 MOST

1 0. 079461 0.036915 d4.6333'75 0.0314 SOVE

1 -0.0084731 0.043661. 10. 037661 0.8461 SUBSTANTI AL

0 0 0 ‘ : ZERO
SCALE 1 0.34508098 0.010825 Gamma scal e paraneter
SHAPE 1 0.74201617 0. 064464 Gamma Shape paraneter

s

A



MODEL 10.2 TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY 26
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
SI TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 612



MODEL 10.2 TOTAL PART A EXPENDITURES DURI NG HOSPI TAL STAY

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent variable=Log{PA_HOS)
Censoring Variable=IP_EXH2

Censoring Value(s)= 1
Noncensor ed Val ues= 585 Ri ght Censored. Val ues= 27
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -329.1453211

19:41 Tuesday,

March 19

19

s

i,

AR



Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

MODEL 10.2 TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

DF

1

O kP o

[EEQITEN

Lifereg

Estimate Std Err

ChiSquare

Pr ocedur e

Pr>Chi

11. 4545937 0.02118 292479.5 0.0001

[eleoloNoNe)

[eoNe]

. 20900798 0. 066399
. 05739693 0.09735
. 51938912 0. 045956
. 34234865 0.096947
. 12851942 0. 05302

0 0

. 36856917 0.011104
. 68885215 0. 055195

138. 1057
9. 908274
0. 347623
127. 7343
12. 47016
5. 875751

[oleololloNoNe]

. 0001
. 0016
. 5555
. 0001
. 0004
. 0154

19:41 Tuesday, March 19,

Label / Val ue

I nt er cept

May o
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

Ganma scal e paraneter
Gamma shape par anet er

28
1996



MODEL 1X.1 TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SITE 6 Mayo Mayo Pre RMS Sinai Tenple UCDSS

AGEGRP 4 65 to 74 75-84 85 and Cver Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOME HEALTH ONLY HOSPI TAL ONLY CTHER SNF AND HOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT INCEPENDENT INTERMEDIATE UNKNOWN

CLM_RISK 10 CO_CS CO_RS OP_RS RC_CN RC_CS RC_O RC_0S RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 594

EAR

A,



MODEL 11.1 TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY
Lifereg Procedure

Dat a Set =WORK .HAZ2
Dependent vVvariable=Log(PB_HOSL)
Dependent variable=Log (PB_HOSU)
ncensored Val ues= 566 Ri ght Censored Val ues= 0
weft Censored Values= 28 Interval Censored Values= 0

Log Likelihood for GAMVA -666.0885497



MODEL 11.1 TOTAL PART B EXPENDITURES DURI NG HOSPI TAL STAY

Lifereg
Variable
INTERCPT

SITE

AGECRP

SEX

PREPARTA

VENT_PRE

ADI._ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

Pr ocedur e
DF Estimate Std Err ChiSquare
1 9.96488707 0.285993 1214. 045
5 77.12281
1 0.16488421 0.126503 1.698857
1 -0.0854419 0.15137'9 0.318573
1 0.26796718 0.081932 10.69691
1 0.433748'73 0.163595 "7.029666
1 0.88815846 0.107236 68.59569
0 0 0
3 1.816347
1 -0.06'77241 0.074731 10.821271
I -0.0123269 0.079681 0.023933
1 -0.08"96052 o0.11955 0.561779
0 0 4]
" 0. 369633
1 -0.029765%5 0.048958 0.369633
0 0 4]
4 4.722906
1 -0.0019538 0.143977 0.000184
1 0.09270717 0.072244 1.64674.3
1 0.1464684 0.078996 3 .437738
1 0.00070686 0.113627 C . 0000313
0 0 0
1 3.871771
1 -0.3591538 0.182526 3.871771
0 0 0
3 9. 589623
1 -0.0871476 0.092951 0.879029
1 0.06190025 0.068561 0. 81513
1 0.19721399 0.090613 4.736912
0 0 0
3 64. 87192
1 0.47096777 0.142375 10.94247
1 0.27527876 0.124345 4.901081
1 -0.1829361 0.178339 1.05221¢
1 -0.0282182 0.155232 0.033044
1 0.26936866 0.131296 4.209143
1 -0.2570031 0.136352 3.552635
1 -0.0691648 0.142936 0.234147
L -0.1759414 0..38883 1.60486
0 -0.0098372 0.117865 10.006966
fl 0
1 5.51791
1 -0.2402639 0.102282 5.51791
¢ 0 0
1 0. 237274
1 -0.06141484 0.12615 0 2137274
0 0 0
1 2.108289
1 -0.19895'66 0.137023 2.108289
0 0 0 .

Pr>Chi
0. 0001

.0001
.1924
. 5725
. 0011
. 0080
.0001

e eololo}olo)

. 6114
. 3648
. 8771
. 4535

O OOO

. 5432
. 15432

oo

. 3169
. 9892
. 1994
. 0637
. 9950

oleoloNoNe)

. 0491
. 0491

oo

. 0224
.3485
. 3' 666
. 0295

eNolsNol

~3.0001
0.0009
0. 0268
0. 3050
0. 8558
0. 0402
| 0. 0595
0. 6285
0. 2052
0. 9335

0.0188
0.0188

. 62 62
. 6262

oo

0.1465
0. 1465

Label / Val ue

| nt er cept W

Mayo
Mayo Pre
RV
Sinai
Tenpl e
UCDSS

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOME HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

ol

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

co-cs
CO RS
OP_RS
RC_CN
RC_Cs
RC_O
RC_0OS
RC_RN
RC_RS
RO_RS

— o

P



MODEL 11.1 TOTAL PART B EXPENDITURES DURI NG HOSPI TAL STAY

Lifereg
Vari abl e
ELIG_GRP

e

SCALE
SHAPE

DF

Ok kW

[EEN

Pr ocedur e

Esti mat e

0. 01069419
- 0. 2025509
-0.238768

0

0.5201571
1. 74430501

Std Err

0. 146411
0. 059092
0. 07275
0

0. 023748
0.128318

Chisquare

17. 90859
0. 005335
11. 74915
10. 77183

Pr>Chi

0. 0005
0.9418
0. 0006
0. 0010

Label / Val ue

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter



MODEL 11.2 TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
SITE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 594

le "

Al

At



MODEL 11.2 TOTAL paRT B EXPENDITURES DURING HOSPITAL STAY
Lifereg Procedure

Data Set =WORK .HAZ2

Dependent variable=Log (PB_HOSL)

Dependent variable=Log (PB_HOSU)

* ncensored Val ues= 566 Ri ght Censored Val ues= 0

- Censored Values= 28 Interval Censored Values= 0

Log Likelihood for GAMVA -717.8698416



MODEL 11.2 TOTAL PART B EXPENDI TURES DURI NG HCOSPITAL STAY

Li fereg
Vari abl e
| NTERCPT

SITE

SCALE
SHAPE

Pr ocedur e

DF

(=N e N N N = sl

[y

Esti mat e

9. 45332883

0.10222533
-0. 1599749
0. 07973538
0. 24881258
0. 82962501

0

0. 63083553
1.42583398

QOO OO

Std Err ChiSquare

3.04294

.111803
.165945
.075315
. 152313
. 106666

0

D.0221z
N.08701

48467 .7

63.73287
0.836003
0.929338
1.120821
2.668528
60. 49346

Pr>Chi

[eoleolololNeNe] o

. 0001

. 0001
.3605
.3350
. 2897
. 1024
. 0001

Label / Val ue

I nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

Gamma scal e par anet er
Gamma shape par anet er

AR

A

A



MODEL 12.1 MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HQSPITAL ADMISSICN

Cl ass

SI TE
AGEGRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

Level s

19:41 Tuesday, March 19

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

nome HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOMN

CO_CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 612

%<

1996



MODEL 12.1 MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent variable=Log(MPA_18)
Censori ng Variable=CENS18A

Censoring Val ue(s)= 1
Noncensored Val ues= 479 Right Censored Val ues= 133
Left Censored values= 0O Interval Censored Values= 0

Log Li kelihood for GaMma -422.7180469

19:41 Tuesday,

March 19,

493
1996

A

Ay



MODEL 12.1 MEDI CARE PART A

Vari able DF Esti mat e

[EE

| NTERCPT 11.8771706
SITE
0. 14675264
-0. 0124995
0.51916246
0. 14929295
0. 09838407

0

[ N e N L

AGEGRP
0. 07384348
- 0. 0184059
- 0. 0401904

0

o kP W

[EE

SEX
- 0. 0491045

0

o

PREPARTA
-0. 0577411
0. 05474845
0. 09013784
-0. 0910494

0

o R, E, kN

VENT_PRE
-0. 050175
0

o

ADL_ADM
- 0. 0860459
0. 04146887
- 0. 0405836

0

O kW

CLM_RISK
-0. 0297408
-0.1057331
-0.1889889
-0.1266211
-0. 0176119
- 0. 3438041
-0.1179679
-0. 0915364
-0.0747466

0

ORRrRRRRRRRRO

[EE

CPX_CORC
-0. 0819048
0

o

CPX_RORC 1

[EE

-0.2188334
0 0

CPX_OPRC 1

o

0. 09526001
0

EXPENDI TURES FOR 18 MONTHS

Lifereg Procedure
Std Err ChiSquare Pr>Chi
0.221317 2880.022 0.0001
64.55545 0.0001
0.09209 2.539478 0.1110
0.124195 0.010129 0.9198
0.065083 63.63146 0.0001
0.119423 1.562789 0.2113
0.067527 2.122721 0.1451
0
6.309093 0.0975
0. 055125 1.79443 0.1804
0.057147 0.103737 0.7474
0.087659 0.210209 0.6466
0
1.774651 0.1828
0.036861 1.774651 0.1828
0 : :
5.967066 0.2016
0.102317 0.318474 0.5725
0.051137 1.146229 0.2843
0.059307 2.309951 0.1285
0.091892 0.981741 0.3218
0
0.079388 0.7781
0.178078 0.079388 0.7781
0 : :
5.506134 0.1383
0.068393 1.582846 0.2084
0.05046 0.675371 0.4112
0.064968 0.390217 0.5322
0
22.83142 0.0066
0.118251 0.063255 0.8014
0.09979 1.122649 0.2893
0.13984 1.826471 0.1765
0.118825 1.135527 0.2866
0.108061 0.026563 0.8705
0. 105237 10.67294 0.0011
0.108647 1.178933 0.2776
0.110618 0.684752 0.4080
0.093671 0.636759 0.4249
0
1.137422 0.2862
0.076798 1.137422 0.2862
0
3.584959 0. 0583
0. 115577 3.584959 0. 0583
0 ‘ :
0. 844605 0.3581
0.103653 0. 3581

844605 0.
0 ‘

AFTER HCSPHTAL ADM |
19:41

uesday, r%w 19, 1996

Label / Val ue

| nt ercept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT. DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

CO, CS
CO_RS
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

494



MODEL 12.1 MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 495
19:41 Tuesday, March 19, 199%¢

Life:reg Procedure

Variable DF Estimata Std Err ChiSquare Pr>Chi Label/Val ue s

ELIG_GRP 3 12. 04708 0.0072

1 0.14696664 0.096076 2.3399'79 0.1261 MOST

1 0.13303259 0.044759 8.834087 0.0030 SOME

1 0.01381785 0.05197:) ©.070669 0.7904 SUBSTANTI AL

0 0 0 ‘ ‘ ZERO
SCALE 1 0.37856307 0.019293. Gamma scal e paramneter
SHAPE 1 1.01978392 0.161281 Ganmma. shape par anet er

it

o



MODEL 12.2 MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPITAL ADMISSION

Cl ass

SITE

19:41 Tuesday, March 19,

Lifereg Procedure
Cl ass Level Information

Level s Val ues

6 Mayo Mayo Pre RMVMS Sinai Tenpl e UCDSS

Nunber of observations used = 612

436
1996



MODEL 12.2 MEDI CARE PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 497

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent Variable=Log (MPA_18)
Censoring Variable=CENS18A

Censoring Value(s)= 1
Noncensored Val ues= 479 Right Censored Val ues= 133
Left Censored Val ues= 0O Interval Censored Values= 0

Log Likelihood for GAMVA -453. 4055768

19:41 Tuesday,

March 19, 199:

A,

il



MOLEL 1<.< MEDICARE PART A EXPENDITURES FOR 18 MONTHS

Vari abl e
INTERCPT

SITE

SCALE
SHAPE

DF

(= N e koAl

[EE

Esti mate

11. 6860263

0.17786765
-0. 0364867
0. 47569596
0.11173685
0. 07771443

0

0. 41030225
0. 94357185

Lifereg Procedure
Std Err ChiSquare Pr>Chi
0.027626 178937.3 0.0001
62. 10805 0.0001
0.084879 4.391355 0.0361
0.11221 0.105732 0.7451
0.061612 59.61052 0.0001
0.115543 0.935198 0.3335
0.062225 1.559805 0.2117
0 .
0. 015446
0.076518

AFTER HUSFITAL ADMISS1ON

19:41 Tuesday, March 19

Label / Val ue

| nt ercept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

Gamma scal e par ameter
Ganma shape paraneter

L=l

1996



MODEL 13.1 MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SS| ON 499
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Class Level s values s
SI TE 6 Mayo Mayo Pre RMS Sinai Tenple UCDSS
AGEGRP 4 65 to 74 75-84 85 and Over Less than 65
SEX 2 FEMALE MALE
PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT
ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN
CLM_RISK 10 CO_C5 CO_RS OP_RS RC_CN RC_CS RC_O RC_0S RC_RN RC_RS RO_RS
CPX_CORC 2 01
CPX_RORC 2 01
CPX_OPRC 2 01
ELIG_GRP 4 MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 594

AWy



MODEL 13.1 MEDI CARE PART B EXPENDITURES FOR 18 MONTHS AFTER HOSPITAL ADMiSSION

Lifereg Procedure
Cl ass Level Information

C ass Level s Val ues

° TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

XE%GRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER sNF AND HOSPI TAL ZERO
VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOWN

CLM_RISK 10 CO-CS CORS OP_RS RC_CN RC_CS RC_O RC_0OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST sSoME SUBSTANTI AL ZERO

Nunber of observations used = 594



MODEL 13.1 MEDI CARE PART 3 EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Data Set =WORK.HAZ2

Dependent Variable=Log(MPB_18L)

Dependent variable=Log{MPB_18U)

Noncensored Val ues=. 482 Right Censored Val ues= 89
Left Censored values= 23 Interval Censored Values= 0

Log Likelihood for GAMMA -663.3045598

i

Ll



MODEL 13 .1 MEDI CARE PART B EXPENDI TURES FORK iz MONTHS AFTEA HOSPITAL AUMLSS1O
Lifereg Procedure

Vari able DF Estimate Std Err ChiSgquare Pr>Chi Label /Val ue

INTERCPT 1 10.2257326 0.350442 851.4471 0.0001 Intercept
o E 5 98. 88627 0.0001

1 0.43412233 0.137123 10.02313 0.0015 Mayo

1 0.12442458 0.159111 0.611519 0.4342 Mayo Pre

1 0.40207437 0.090998 19.52331 0.0001 RMS

1 0.53164075 0.179882 8.735009 0.0031 Sinai

1 1.04768595 0.10778 94.49023 0.0001 Tenple

0 0 0 UCDSS
AGEGRP 3 3.802573 0. 2836

1 -0.1526473 0.084581 3.257092 0.0711 65 to 74

1 -0.1459871 0.087862 2.760777 0.0966 75-84

1 -0.2086059 0.136438 2.337662 0.1263 85 and Over

0 0 0 Less than 65
SEX 1 0 -332293 0.5643

1 -0.0323849 0.05618 0.332293 0.5643 FEMALE

0 0 0 MALE
PREPARTA 4 5.258814 0.2618

1 0.02282359 0.157048 0.021121 0. 8845 HOVE HEALTH ONLY

1 0.07480746 0.079191 0.892355 0.3448 HOSPI TAL ONLY

1 0.19584813 0.091268 4.6046883 0. 0319 OTHER

1 0.08061947 0.133126 0.366735 0.5448 SNF AND HOSPI TAL

0 0 0 ZERO
VENT- PRE 1 0. 214846 0. 6430

1 -0.1092208 0.235636 0.214846 0. 6430 DEPENDENT
- 0 0 0 NOT DEPENDENT
ADI,_ADM 3 6.62076 0.0850

1 -0.1956204 0.109175 3.210569 0.0732 DEPENDENT

1 0.0105486 0.079754 0.017494 0.8948 | NDEPENDENT

1 0.07072041 0.096974 0.531837 0. 4658 | NTERVEDI ATE

0 0 0 UNKNOWN
CLM_RISK 9 43. 96752 0. 0001

1 0.54186891 0.160313 11.42491 0.0007 co-cs

1 0.2800389 0.137121 4.170912 0.0411 CO_RS

1 -0.2053042 0.199502 1.059012 0.3034 OP_RS

1 -0.009673 0.168583 0.003292 0.9542 RC_CN

1 0.33309329 0.150941 4.869866 0.0273 RC_CS

1 -0.1049019 0.152295 0.474453 0.4909 RC_O

1 -0.0393428 0.162993 0.058263 0.8093 RC_OS

1 0.02308265 0.154547 0.022308 0.8813 RC_RN

1 -0.0014739 0.131535 0.000126 0.9911 RC_RS

0 0 0 RO_RS
CPX_CORC 1 7.282566 0. 0070

1 -0.331217 0.122736 7.282566 0.0070 0

0 0 0 1
CPX_RORC 1 1.112543 0.2915

1 -0.165687 0.157083 1.112543 0.2915 0
- 0 0 0 1
CPX_OPRC 1 2.704666 0.1001

1 -0.2890707 0.175771 2.704666 0.1001 0]

0 0 0 1



MODEL 13.1 MEDI CARE PART B EXPENDITURES FOR 18 MONTHS AFTER ' HOSPI TAL ADM SSI ON

Li fereg
Vari abl e

ELIG_GRP

SCALE
SHAPE

Pr ocedur e

DF

oOr Rk P w

bR

Esti mat e

0. 12888301
-0.1445034
-0.1916744

0

0.5058365
1. 84457912

Std Err

0.156256

0.065842

0.077092
(

0.030069
.1648113

o

ChiSquare

11.40742
0.680327
4.816643
6.181737

Pr>Chi

0. 0097
0. 4095
0.0282
0.0129

Label / Val ue

A
MOST
SOME
SUBSTANTI AL
ZERO
Gamma scal e paraneter
Gamma shape paraneter
A,



MODEL 13.2 MEDI CARE PART B EXPENDI TURES FOR 1& MONTHS AFTER HOSPI TAL ADMISSION

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

— .
Nunber of observations used = 594



MODEL 13.2 MEDICARE PAR?' B EXPENDI TURES FOR |.8 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Dat a Set =WORK .HAZ2

Dependent Variable=Log(MPB_18L)

Dependent Variable=Log (MPB_18U)

Noncensar ed Val ues= 482 Ri ght Censored ' Val ues= 89
Left Censored Values= 23 Interval Censored Values= 0

Log Likelihood for GAMVA -703. 8268249

.

A,

Aty



MODEL 13.2 MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label /Val ue

INTERCPT 1 9.38830201 0.047994 38265.65 0.0001 Intercept
s TE 5 93.34911 0.0001

1 0.37427499 0.120287 9.681576 0.0019 Mayo

1 0.09640446 0.17016 0.320979 0.5710 Mayo Pre

1 0.24304576 0.087544 7.707707 0.0055 RMS

1 0.38564783 0.149055 6.694085 0.0097 Sinai

1 0.98273877 0.107097 84.20224 0.0001 Tenple

0 0 0 ‘ : UCDSS
SCALE 1 0.61525263 0.025679 Gamma scal e par anet er
SHAPE 1 1.50774896 0.106119 Ganma shape paraneter
-



MODEL

Cl ass
SITE
AGECRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

14.1 TOTAL PART A EXPENDI TURES FOR 3.8 MONTHS AFTER HOSPI TAL ADM SSI ON Sut

Level s

19:41 Tuesday, March 19, 199¢

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT INTERMEDIATE UNKNOWN

CO- CS CO_RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
01

01

01

MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 612

b

A



MODEL 14.1 TOTAL PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Data Set =WORK.HAZ1l
Dependent Variable=Log(PA_18)
Censoring variable=CENS18A

Censoring Val ue(s)= 1
Noncensored Val ues= 479 Right Censored Val ues= 133
Left Censored Val ues= 0O Interval Censored Values= 0

Log Likelihood for GAMVA -404.0955264

19:41 Tuesday,

March 19,

507
1996



MODEL 14.1 TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Vari abl e
| NTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

DF

(= A s

O W

o -

oOrR R P E N

o -

oORr PP RPEPRPERE Lo (= e e Y]

[EEIN

Esti mate

11.732' 9276

0. 18656746
-0. 0750163
0.55446192
' 3.24882412
D.14487975

0

0. 09361262
-0. 0094421
--0.0446536

0

-0. 0317605
]

-0.0777' 7331
0. 02586774
0.04291668
-0.1089872

0

-0. 0976314
0

-3. 0730411
0. 05567374
~-2.0312817

0

0. 01331045
-0.0700361
- 0. 1565387
-0.0630638
0. 0210065" 7
-0.2781683
-0. 0396105
-0.0460672
-0.031137
0

- 0. 0409459
0

-0.196204
0

0.13379707
0

Lifereg

Procedure

Std Err ChiSquare

0.227191

0. 094961
0. 123655
0.06€605
0.12342
0.070785

0

0. 057869
0. 059304
0.0906

0

0. 037936
0

. 107248
. 053277
.060856
.095294

[»]

[olls NoNe)

0.166182
0

0. 07144

0. 05288

0.0675' 22
0

0.117454
0.100023
0. 14063
. 118985
. 109357
. 107326
. 108901
.1138"76
.093842

0

OO0 OO0OOO0O

0. 079545
0

0.114436
0

0.106369
0

2

7
3
0
6

4

oo~

0.
0.

5

1
1

1

o OO0 O0Oro o

(> Ne]

667. 047

3. 31042
. 859974
. 368035
9. 29865
4.06455
. 189192

. 924694
. 6168115
. 025349
.242919

700916
700916

. 672744
. 225872
.235742
.49733~9

. 308045

.345154
.345154

537166
. 045339
. 108447
0. 21463

7.583619
.012843
.4902713
. 2390313
. 280916
. 036899
. 71746' 7

0.1323
-163653.
.110093

. 264969
.264969

21.93959
2.93959

1.58222
1.58222

Pr>Chi
0. 0001

0. 0001
0. 0495
0. 5441
0. 0001
0-04.38
0.0407

.04' 76
.1057
.8735
.6221

(el = « Ne)

.4025
.4025

el e]

.4521
. 4683
. 6273
. 4807
. 2527

[eloloNaRe]

.5569
. 5569

o o

.13€64
-3066
. 2924
. 6432

OO0 O

. 0403
-9098
48313
.2657
.5961
. 8477
. 0095
7161.
.6858
.7400

=N -N-Ne¥oN-NoN-NNa}

0.6067
0.6067

0.0864
0.0864

0.2084
0.2084

19:41 Tuesday,

Label / Val ue

I nt er cept

Mayo
Mayo Pre
RMS

Si nai
Tenmpl e
UCDSS

65 to 74
75-84
85 and Over

Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY

OTHER

SNF AND HOSPI TAL

ZERO

DEPENDENT

NOT DEPENDENT

DEPENDENT
| NDEPENDENT

| NTERMEDI ATE

UNKNOWN

co-cs
CO RS
OP_RS
RC_CN
RC_Cs
RC, 0

RC_0Os
RC_RN
RC_RS
RO_RS

— o

March 19,

50.
199'

o

i

M



MODEL 14.1 TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPITAL ADMISSION 509
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Vari able DF Estimate Std Err chiSgquare Pr>Chi Label /Val ue

ELIG_GRP 3 12.5483 0.0057
1 0.12946997 0.099938 1.678315 0.1951 MOST
1 0.15144172 0.047111 10.33332 0.0013 SOvVE
1 0.02847999 0.054753 0.270564 0.6030 SUBSTANTI AL
0 0 0 : : ZERO
SCALE 1 0.41236461 0.015461 Gamma scal e paraneter

SHAPE 1 0.6327877 0.082203 Gamma shape paraneter



MODEL 14.2 TOTAL PART A EXPENDITURES FOR 18 MONTHS AFTER HOSFITAL ADMISSION

Class

SITE

'y

19:41 Tuesday, March 19, 139

Li fexeg Procedure
Cl ass Level Infornmation

Level s Val ues
.

6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 612



MODEL 14.2 TOTAL PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPITAL ADM SS| ON 511
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent variable=Log(PA_18)
Censoring vVariable=CENS1B8A

-

Censoring Value(s)= 1
Noncensor ed Val ues= 479 Right Censored Val ues= 133
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -432. 3362161



MODEL 14.2 TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPITAL ADMISSION Sie

Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

DF

O P P RO —

[EEQEEEN

Esti mat e

12. 7097452

0.1954544' 7
- 0. 1053047
0.51130961
0. 18315055
0. 10200908

0

0. 43511979
0 61614386

Li fereg

Std Err ChiSquare

0. 0289

0. 086738
0.117975
0. 061668
0.117314
0. 064876

0

0. 01584
0. 075911

Pr ocedur e

164177. 1

73.602816
5.07771'7
0.7967311
68.74653
2.437333
2.47234'7

Pr>Chi
0. 0001

0 00 L
0. 0242
0.3721
0.0001
0.1185
0. 1159

19:41 Tuesday, March 19, 1996

Label / Val ue

T

I nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

Gamma scal e paraneter
Gamma shape par anet er

i

By



MODEL 15.1 TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

<« E 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEVMALE MALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOAN

CLM_RISK 10 CO CS CO-RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOVE SUBSTANTI AL ZERO

Nunber of observati ons used = 594



MODEL 45.4 WUTAL PART b BAFENULUUURKED runl 40 MUlvind sAr s
Lifereg Procedure

Data Set =WORK .HAZ2

Dependent Wvariable=Log(PB_18L)

Dependent Variable=Log(PB_18U)

Noncensored Val ues= 482 Right Censored values= 89
Left Censored Val ues= 23 1Interval Censored Values= 0

Log Likelihood for GAMVA -660. 6990729

Fy (WP JFRFY ., VIR W)\ - - P LN

e

s,



MODEL 15.1 TOTAL PART B

EXPENDI TURES FOR 18 MONTHS

AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure
Vari able DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue
- "ERCPT 1 10.4529329 0.348849 897.8438 0.0001 Intercept
STTE 5 99.52131 0.0001

1 0.43746434 0.136747 10.23416 0.0014 Mayo

1 0.13890779 0.158591 0.767181 0.3811 Mayo Pre

1 0.40223644 0.090758 19.64218 0.0001 RMS

1 0.5268563 0.17911 8.652523 0.0033 Sina

1 1.05102754 0.107673 95.28334 0.0001 Tenple

0 0 0 UCDSS
AGEGRP 3 3.739658 0.2910

1 -0.1502429 0.084234 3.181354 0.0745 65 to 74

1 -0.1437212 0.087463 2.700195 0.1003 75-84

1 -0.2077246 0.135999 2.332947 0.1267 85 and Over

0 0 0 Less than 65
SEX 1 0.34176 0.5588

1 -0.032709 0.055951 0.34176 0.5588 FEMALE

0 0 0 MALE
PREPARTA 4 5.048055 0.2824

1 0.0182074 0.156524 0.013531 0.9074 HOVE HEALTH ONLY

1 0.07017343 0.078859 0.791841 0.3735 HOSPI TAL-ONLY

1 0.18972254 0.090802 4.365661 0.0367 OTHER

1 0.0748651 0.132555 0.318983 0.5722 SNF AND HOSPI TAL

0 0 0 ZERO
T_PRE 1 0.207782 0.6485
- 1 -0.1072127 0.235203 0.207782 0.6485 DEPENDENT

0 0 0 NOT DEPENDENT
ADL_ADM 3 6. 693615 0.0823

1 -0.1961018 0.108779 3.249917 0. 0714 DEPENDENT

1 0.01145244 0.079437 0.020785 0.8854 | NDEPENDENT

1 0.06965034 0.096629 0.519557 0.4710 | NTERMVEDI ATE

0 0 0 UNKNOVWN
CLM_RISK 9 43.8708 0.0001

1 0.53567613 0.159596 11.26582 0.0008 CO CS

1 0.2779455 0.136511 4.145539 0.0417 CO-RS

1 -0.2057566 0.198764 1.071601 0.3006 OP_RS

1 -0.0082706 0.16798 0.002424 0.9607 RC_CN

1 0.32901978 0.150375 4.787335 0.0287 RC_CS

1 -0.1062906 0.151749 0.490612 0.4837 RC_O

1 -0.0423845 0.162288 0.068209 0.7940 RC_OS

1 0.01846237 0.153909 0.014389 0.9045 RC_RN

1 -0.0040597 0.131052 0. 00096 0.9753 RC_RS

0 0 0 RO_RS
CPX_CORC 1 7.29284 0.0069

1 -0.3310399 0.122583 7.29284 0.0069 0

0 0 0 1
C™v_RORC 1 1.115851 0.2908

1 -0.1654194 0.156597 1.115851 0.2908 0
- 0 0 0 : 1
CPX_OPRC 1 2.667927 0.1024

1 -0.2856556 0.174886 2.667927 0.1024

0 0 0



MODEL 15.1 TOTAL rarRT B EXPENDI TURES FOR 18

Li fereg
Vari abl e

ELIG_GRP

SCALE
SHAPE

O - w

N

Pr ocedur e

DF Esti mate

0. 13369611
-0.1467148
-0. 1942417

0

0.50454147
1. 83655888

Std Err

0. 155716
0. 06561

0. 076866
0

0. 029771
0.163264

ChiSquare

11.9064
0. 737172
5.000369
6. 385851

MONTHS AFTER HOSPI TAL ADMISSION

Pr>Chi Label/Value

0. 0077
0. 3906
0. 0253
0. 0115

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma Sshape paraneter

A,

2,



MODEL 15.2 TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
'E 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 594



MODEL 15.2 TOTAL PART B EXPENDITURES FOR 1& MONTHS AFTER HOSPITAL ADMISSION

Lifereg Procedure

Data Set =WORK .FAZ2
Dependent variable=Log{(PE_18L)
Dependent variable=Log(PE_18U)
Noncensor ed Val ues= 482 Right Censored Val ues= 89
Left: Censored Values= 23 Interval Censored Values=- 0

Log Likelihood for GAMVA -701.4.0068

Pl

(2™



MODEL 15.2 TOTAL PART B

Li fereg
Vari abl e
"TERCPT

"
SI TE

SCALE
SHAPE

DF

[ el o N SRRy —

Ry

Pr ocedur e

Esti mat e

9. 61422881

0. 37849555
0. 11309966
0. 2413913
0. 38435811
0. 98884998
0

0. 6130112
1.5039783

EXPENDI TURES FOR 18

[oleolaoieXe]

S o

Std Err
. 047607

. 119779
. 169517
. 087203
. 148511
. 106651

0

. 025459
. 105381

ChiSquare

40783. 55

95.1871
9. 985306
0. 445137
7.662614
6. 698194
85.96717

MONTHS

Pr>Chi
. 0001

. 0001
. 0016
5047
. 0056
. 0097
. 0001

cocoocoo ©

AFTER HOSPI TAL ADM SSI ON

Label / Val ue

| nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

Gamma scal e paraneter
Gamma shape paraneter



MUDEL 16 .4 MEDICARE PAnl A EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADMISSI bt
19:41 Tuesday, March 19, 1991

Lifereg Procedure
Cl ass Level Information

C ass Level s Val ues P
SITE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT INDEPENDENT | NTERVEDI ATE UNKNOWN

CLM_RISK 10 CO_C35 CO_RS OP_RS RC_CN RC_CS RC_D RC_0S RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 612

A

A



MODEL 16.1 MEDI CARE PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 2

Lifereg Procedure

Data Set =WORK.HAZ1
Dependent Variable=Log (MPA_ALV)
Censoring Variable=CENS18A

Censoring Val ue(s)= 1
Noncensored Val ues= 479 Right Censored Val ues= 133
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GaMMA -598.1504852

17:04 Thursday,

March 28,

1996



MODEL 16.1 MEDICARE PART A EXPENDITURES PER DAY ALIVE FOR 1.8 MONTHS AFTER HOSPI TAL ADNISS{%B{

Vari abl e
| NTERCFT

SITE

AGEGRP

SEX

PREPARTA

VENT__PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

CPX_OPRC

DF

o [ Y SN Ny o - Ok w [ Y = S ENENEN —

ORrRPRPEP PR ERE PO Ok W

= e

Esti mat e

7.86138362

-0.415574
- 0. 9649666
-0. 1522165
- 0. 4986572
-0.6759586

0

0. 15378997
0. 14534415
0. 14426145

0

0. 00074173
0

-0.0713457
0.00061822
-0.0027111
-0.0707623
0

-0.2717986
0

-0.1104604
-0. 0102537
-0. 0260679

0

-0.238367
- 0. 3531444
-0. 2518503
-0.1788232
-0.3420293
-0. 4143685

-0.390319
-0. 2681258
-0.3757743

0

-0.0781274
0

0.08373469
0

-0.0829737

Lifereg Procedure

Std Err ChiSquare Pr>Chi
0.295271 708.8536 0.00011
111.1055 0.0001
0.132716 9.805121 0.001'7
0.140984 46.84738 0.0001
0. 088314 2.97075 0.0848
0.165848 9.040632 0.0026
0.08445 64.06821 0.0001
0
5.069164 0.1668
0.071337 4.647526 0.0311
Cr. 072611 4. 00672 0.0453
cl.102486 1.981381 0.15912
0
0.000278 0.986'7
0. 044477 0.000278 0.986'7
0
0.673946 0.9545
0.137007 0.271175 0.6025
0.063484 0.000095 0.9922
0.075554 0.001288 0.9714
0.119222 0.352284 0.55213
0
2.373185 0.1234
0.176434 2.373185 0.1234
0
1.983601 0.57513
0.085071 1.685986 0.19%941
0.059864 0.029338 0.8640
0.077718 0.112505 0.7373
0
16.2434 0.0620
0.152136 2.454884 0.1172
0.124992 7.982495 0.0047
0.187474 1.804685 0.1791
0.16983 1.1087113 0.2924
0.137953 6.147033 0.0132
0.135499 9.351914 0.0022
0.134493 8.422465 0.0037
0.146156 3.365469 0.0666
0.123064 9.3238213 0.0023
0
0.583126 0.4451.
0.102311 0.583126 0.4451.
0 ‘ .
0. 342565 0.5584
0.143065 0.342565 0.5584
0 .
0. 421596 0.5161.
0.127789 0.421596 0.5161.

17:04 Thursday, March 28,

Label / Val ue
A

| nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

i

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMVEDI ATE
UNKNOWN

CO0-CS
CO_RS
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

iy,



MODEL 16.1 MEDI CARE PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHSAFTER HOSPI TAL ADM SSI ON 4

Vari abl e
- ELIG_GRP

SCALE

SHAPE
4

[ N N SOt )

=

DF Esti mate

-0. 0577818
0. 04202051
0. 17309826

0

0. 39898627
2. 37785694

Lifereg

Std Err ChiSquare

0. 145776
0. 055571
0. 05919
0

0. 050287
0. 394212

Procedur e
Pr>Chi
10. 46906 0.0150
0.157112 0.6918
0.57178 0. 4496
8.552417 0.0035

17:04 Thursday, March 28, 1996

Label / Val ue

MOST
SOVE
SUBSTANTI AL
ZERO

Gammma scal e paramet er
Gammma shape par amet er



MODEL 16.2 MEDI CARE PART A EXPENDI TURES PER : DAY ALIVE FOR 3.8 MONTHS AFTER HOSPI TAL ADM SSION &
17:04 Thursday, March 28, 1996

Liferreg Procedure
Cl ass Level Information

Cl ass Levels Val ues o
SITE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used = 612

pre T

i



MODEL 16.2 MEDI CARE PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 6
17:04 Thursday, March 26, 1996

Lifereg Procedure
Data Set =WORK .HAZ1

Dependent Variable=Log(MPA_ALV)
e Censoring Variable=CENS18A

Censoring Value(s)= 1
Noncensored Val ues= 479 Right Censored Val ues= 133
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -616.6636169



MODEL 16. 2 MEDI CARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOsSPITAL ADM SSI ON 7

Vari abl e
| NTERCPT

SITE

SCALE
SHAPE

DF

O PP e o N

e

Li fereg

Pr ocedur e

Estimate Std Err chiSquare

7.49620291 0.051662

-0.397990.3 0.108792
-0.8972293 0. 141456
0. 05200665 0.082492
-0.5885513 0. 15466
-0.6733205 0.080113

0 0

0.50669145 0. 034042
1.77426581 0.185198

21054 .57

126.6685
13. 382913

40.2313
0.3974513
14. 481511
70. 63709

Pr>Chi
0.0001

0.0001
0. 0003
0. 0001
0.5284
0. 00031
0. 0003

17:04 Thursday, March 28, 1996

Label /Value
#H 1,
| nt ercept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

Gamma scal e par anet er
Gamma shape par anet er

e TS

Ay



MODEL 17.1 MEDI CARE PART B EXPENDITURES PER DAY ALIVE FOR so0 MUNTHS AF1EN Huokllas auModo.va

Lifereg Procedure
Cl ass Level Information

C ass Level s Val ues

~~TE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

MEEGrP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HGOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

CIM_RISK 10 CO CS CO RS OP_RS RC_CN RC_CS RC_O RC_0OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOME SUBSTANTI AL ZERO

Nunber of observati ons used = 594



MODEL 17.1 MEDICARE PART B EXPENDITURES PER DAY ALIVE FOR 113 MONTHS AFTER HOSPI TAL ADMISSION

Lifereg Procedure

Data Set =WORK .HAZ2

Dependent variable=Log(MPB_ALVI.)

Dependent variable=Log(MPB_ALVU)

Noncensored Val ues: = 482 Right Censored Val ues= 89
Left. Censored Values=: 2% Interval Censored Values:: O

Log Li kelihood for GAMVA -774.7581918

ol

Ay,

e



MODEL 17.1 MEDI CARE PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPITAL ADMISSIUN
Lifereg Procedure

Vari able DF Estimate Std Err chiSquare Pr>Chi Label/Val ue

| NTERCPT 1 5.16328937 0.424875 147 .6829 0.0001 Intercept
-E 5 33.67209 0.0001

1 -0.3755864 0.17268 4.730797 0.0296 Mayo

1 -1.234777 0.241884 26.0592 0.0001 Mayo Pre

1 -0.1688482 0.141346 1.426999 0.2323 RM5

1 -0.1386331 0.248841 0.310378 0.5774 Sinai

1 0.12622942 0.158467 0.634517 0.4257 Tenple

0 0 0 ‘ ‘ UCDSS
AGEGRP 3 3.587461 0.3096

1 -0.001205 0.10828 0.000124 0.9911 65 to 74

1 0.10990302 0.110618 0.987115 0.3204 75-84

1 -0.1024208 0.159585 0.411898 0.5210 85 and Over

0 0 0 ‘ Less than 65
SEX 1 0. 754305 0. 3851

1 -0.0607149 0.069907 0.754305 0.3851 FEMALE

0 0 0 . . MALE
PREPARTA 4 2.197984 0.6994

1 -0.1108199 0.19896 0.310243 0.5775 HOVE HEALTH ONLY

1 0.05634417 0.101163 0.31021 0.5776 HOSPI TAL ONLY

1 0.12350774 0.117063 1.113141 0.2914 OTHER

1 0.00661189 0.176677 0.001401 0.9701 SNF AND HOSPI TAL

0 0 0 ‘ : ZERO
VENT_PRE 1 4.298505 0.0381

1 -0.5888535 0.28402 4.298505 0.0381 DEPENDENT
- 0 0 0 . NOT DEPENDENT
ADL_ADM 3 1.929498 0.5872

1 -0.1245007 0.135448 0.844883 0.3580 DEPENDENT

1 0.03342366 0.095308 0.122984 0.7258 | NDEPENDENT

1 -0.0437803 0.119256 0.134772 0.7135 | NTERVEDI ATE

0 0 0 ‘ ‘ UNKNOWN
CLM_RISK 9 12.17074 0.2039

1 0.4205534 0.215361 3.813354 0.0508 CO-CS

1 0.12841456 0.177414 0.523905 0.4692 CORS

1 0.25981178 0.257115 1.021083 0.3123 OP_RS

1 0.1831039 0.218117 0.704717 0.4012 RC_CN

1 0.27850609 0.194506 2.050225 0.1522 RC_CS

1 -0.0382643 0.196863 0.03778 0.8459 RC_©

1 -0.0346209 0.192914 0.032207 0.8576 RC_0OS

1 0.09784798 0.215684 0.20581 0.6501 RC_RN

1 0.16480922 0.172633 0.911412 0.3397 RC_RS

0 0 0 RO_RS
CPX_CORC 1 0.369472 0.5433

1 -0.0881857 0.14508 0.369472 0.5433

0 0 0 .
CPX_RORC 1 1.549168 0.2133

1 0.26098932 0.209688 1.549168 0.2133 0

- 0 0 0 . . 1

CPX_OPRC 1 3.497397 0.0615

1 -0.39535 0.211402 3.497397 0.0615 0

0 0 0 . . 1



MODEL 17.1 MEDI CARE PART B EXPENDI TURES pER DAY ALI VE FOR 113 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Vari able DF Estimate Std Err ChiScquare Pr>Chi Label/Value

ELIG_GRP 3 3.940609 0.2679 i,
1 0.09504875 0.194243 0.239444 0.6246 MOST
1 -0.1455656 0.084186 2.989765 0.0838 sOME
1 -0.0385786 0.115691 0.005498 0.9409 SUBSTANTIAL
0 0 0 ‘ ‘ ZERO
SCALE 1 0.67036715 0.054337 Ganma scal e paraneter
SHAPE 1 1.9641492 0.239923 Gamma shape paraneter

A

AR



MODEL i 7.2 MEDI CARE PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPITAL ADMISSIul

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
"E 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

-
Number of observati ons used = 594



MODEL 17.2 MEDI CARE PART 13 EXPENDI TURES PER paYy ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Data Set =WORK .HAZ2

Dependent variable=Log (MPB_ALVL)

Dependent Variable=Log (MPB_ALVU) P
Noncensored Val ues: = 482 Right Censored Values= 83

Left Censored Values= 23 Interval Censored Values= 0

Log Likelihood for saMMa -791. 3309793

prom

AR



Lifereg Procedure

Vari able DF Estimate Std Err Chisquare Pr>Chi Label / Val ue

| NTERCPT 1 4.98273505 0.066595 5598.191 0.0001 Intercept

- £ 5 29.18016 0.0001

1 -0.3561197 0.149921 5.642416 0.0175 Mayo

1 -1.0321572 0.218715 22.27082 0.0001 Mayo Pre

1 -0.1521805 0.110271 1.904549 0.1676 RMS

1 -0.2157707 0.188266 1.313534 0.2518 Sinai

1 0.06992966 0.133066 0.276179 0.5992 Tenple

0 0 0 ‘ ‘ UCDSS
SCALE 1 0.7755582 0.040623 Gamma scal e paraneter
SHAPE 1 1.62531199 0.143689 Gamma shape paraneter
-



MODEL 18.1 TOTAL PART A EXPENDI TURES pPER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 8

Cl ass
SITE
ACEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
CLM_RISK
CPX_CORC
CPX_RORC
CPX_OPRC

ELIG_GRP

Level s

6

17:04 Thursday, March 28, 1996

Lifeireg Procedure
Cl ass Level Information

L
Val ues
Mayo Mayo Pre RMS Sinai Tenpl e UCDSS
65 to 74 75-84 85 and Over Less than 65
FEMALE MALE
HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT
DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN
CO_C5 CO_RS OP_RS RC_CN RC_CS RC_O RC, OS RC_RN RC_RS RO_RS
01
01
01
MOST SOME SUBSTANTIAL ZERO

Nunber of observations used = 612

A

Pk



MODEL 18.1 TOTAL PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 9
17:04 Thursday, March 28, 1996

Lifereg Procedure
Data Set =WORK.HAZ1

Dependent Vvariable=Log(PA_ALV)
Censoring Variable=CENS18aA

Censoring Value(s)= 1
Noncensored Val ues= 479 Ri ght Censored Val ues= 133
Left Censored Val ues= 0O Interval Censored Values= 0

Log Likelihood for GAWMMA -570.1811209



MODEL 18.1 TOTAL PART A EXPENDITURES PER DAY ALIVE FOR 113

Vari abl e
| NTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

CLM_RISK

CPX_CORC

CPX_RORC

ZPX_OPRC

DF

O Pk, RPN o - oORr P, W (=R S S S|

o R -

OR P EPERPERPEPE PR Mo o kR EL W

o

Esti mate

T.47290101

-0.44758952
-1.012324%
-0. 0753325
-0.414782¢€
-0. 6870993
0

0. 18752549
0.18377108
0.17542685

0

0.00637801
0

~-0.0918957
0.033909
-0. 0372692
-80.0087743
0

-0.1963164
0

-0.0451624
0. 03315918
0. 00386454

0

-0. 2302173
- 0. 3202527
-0.1227086
-0.1651847
-0. 3708675
- 0. 398465
-0.1407301
-0. 228989
-0. 3102273
0

-0.0241532
0

0.19873314
0

Li fereg

Std Err ChiScuare

0. 321692

.13343%
.169564
. 0951282
.178883
. 0951365

0

SO o0 0O

. 080456
. 082628
117503

0

[eNeNe)

0.050716
0

. 144718
.071538
. 082427
.128776

0

[cNeolsNo]

0. 207968
0

0.093179
0. 069123
0. 088882

0

0.162291
0. 132161
0.188454
0.16962
. 148728
.148159
.144956
.156438
. 126635

0

[eoNeolN ol eNe)

0.111849
0

0.160021
0

Procedure

539.6317

81.77633
11.25144
35.64299
0.625097
5.376563
51.3717.4

6.042076
5.432615
4. 946545
2.228914

0.015816
Cl1.015816

1.661822
0.403223
0.224673
0.20444
0.004642

0.891084
0.891084

0.95152
0.23491*7
0.2301213

0.00189

15.86073
2.012275
5. 871875
0.423972
0. 948387

6.21798
7.229205
0.942543
2.142628
6.001357

.046632
. 046632

o o

1.542373
1.542373

0.228806

Pr>Chi
0. 00~01

0. 0001
0.0008
0.0001
0.4292
0.0204
0.0001

0.1096
0.0198
0.0261
0.1354

0.8999
0. 8999

0.797"6
0.5254
0.6355
0-651.2
0.945'7

0.3452
0.3452

0.8130
0.6279
0.6314
0. 9653

0.0698
0.1560
0.0154
0.5150
0.3301
0.0126
0.0072
0.3316
0.1433
0.0143,

0.8290
0.8290

0.2143
0.2143

0.6324

MONTHS AFTER HCSPI TAL ADM SSI ON 1:
17:04 Thursday, March 28, 1289

Label / Val ue

ol i

I ntercept

Mayo
Mayo Pre
RMS

Si nai
Tenpl e
UCDSS

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF aND HOSPI TAL
ZERO

i

DEPENDENT
NOT DEPENDENT

DEPENDENT
INDEPENDENT
| NTERMEDI ATE
UNKNOWN

co,cCs
CO_RS
OP_RS
RC_CN
RC_CS
RC_O

RC_OS
RC_RN
RC_RS
RO_RS

ol 3y



MODEL 18.1 TOTAL PART A EXPENDOTURES PER DAY ALI VE FOR 18 MONTHS AFTER1HOSPITAL ADM SSION 11
17:04 Thursday, March 28, 1996

Lifereg Procedure

Variable DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue

ELIG_GRP 3 6.93181 0.0741

1 -0.1094202 0.142725 0.587753 0.4433 MOST

1 -0.0214274 0.06542 0.107281 0.7433 SOVE

1 0.12929126 0.072074 3.21794 0.0728 SUBSTANTI AL

0 0 0 : . ZERO
SCALE 1 0.49593872 0.034858 Gamma scal e paraneter
SHAPE 1 1.57315476 0.187434 Ganmma shape paraneter



MODEL 18.2 TOTAL PART A EXPENDITURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 12
17:04 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information
Ay,

Cl ass Level s Val ues

SITE 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nunber of observations used o: 612

FLE

A



MODEL 18.2 TOTAL PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 13
17:04 Thursday, March 28, 1996

Lifereg Procedure
Data Set =WORK.HAZ1

Dependent variable=Log (PA_ALV)
Censoring Variable=CENS1BA

Censoring Value(s)= 1
Noncensored Val ues= 479 Ri ght Censored Val ues= 133
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -586.3009485



MODEL 18.2 TOTAL PART A EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADNISSICN 14
17:04 Thursday, March 1996

Lifereg Procedure
Variable DF Estimate Std Err ChiSgquare Pr>Chi Label/Val ue P

| NTERCPT 1 7.45079721 0.047728 24369.9'7 0. 0001 Intercept

SITE 5 116.6554 o0.o00:t

1 -0.3683359 0.117014 9.9086613 0.0016 Mayo

1 -0.9776379 CI1.154782 39.89445 0.0001 Mayo Pre

1 0.03765921 0.08731 0.186045 0.6662 RMS

1 -0.516211 0.163588 9.957529 0.0016 Si nai

1 -0.7104622 0.085027 69.81856 0.0003. Tenple

0 0 0 : ‘ UCDSS
SCALE 1 0.55400941 0.027059 Gamma scal e paraneter
SHAPE 1 1.34998959 0.122798 Gamma shape paraneter

bl

g



MODEL 19.1 TOTAL PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure
Cl ass Level Information

C ass Level s Val ues

~ £ 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALEMALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HGOSPI TAL ZERO
VENT- PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

CLM_RISK 10 CO CS CO-RS OP_RS RC_CN RC_CS RC_O RC_OS RC_RN RC_RS RO_RS
CPX_CORC 2 01

CPX_RORC 2 01

CPX_OPRC 2 01

ELIG_GRP 4 MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 594



MODEL 19%.1 TOTAL PART B EXPENDI TURES PER paY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADMISSION

Li fereg Procedure:

Dat a Set =WORK .HAZ2

Dependent variable=Log(PB_ALVL)

Dependent Vvariable=Log(PB_ALVU)

Noncensored Val ues= 482 Ri ght Censored 'Val ues= 89
Left Censored Values::= 23 Interval Censored Values= 0

Log Likelihood for GAMMA -772.6387238

i,

i 5



MODEL 19.1 TOTAL PART B EXPENDI TURES PER DAY ALI VE

Li fereg
Vari abl e

TERCPT

TTE

AGEGRP

SEX

PREPARTA

T_PRE

ADL_ADM

CLM_RISK

CPX_CORC

C™¥ _RORC

——

CPX_OPRC

DF

1

(=3 ol ORRRPEP> O R OR R REP W OH P R RERREROG

O - OpRkRRFPRRPRPRERrR© O R R w

O R

o -

Pr ocedur e

Esti mat e
5. 39369864
-0.3730172

-1.2174332
-0.1692193

-0.1416954
0. 12570579

0

- 0. 0008334
0.11098775
- 0. 0998906

0

-0. 0605211
0

-0.1145146
0. 05288021
0.12048586
0. 00062624

0

-0.5881737
0

-0.1199101
0. 03513146

-0. 0423458

0

0.41752584
0.12918853
0. 25971241
0.1841173
0. 27705268

-0. 0414525

-0. 0358342
0. 09689794
0.16438522

0

- 0. 0855576
0

0. 25749592
0

-0. 3967204

0

Std Err
0. 423942

. 172146
. 241513
. 141006
. 248053
157876
0

OCoocoo

. 107887
. 110246
. 159004

0

[eoNeoNe]

0. 069685
0

. 198317
. 100809
. 116728
. 176102

0

OO0 O

0. 282907
0

0. 134942
0. 09504
0.118916

0

0. 214676
. 176761
. 256246
217411
193915
. 196181
. 192268
. 214921
. 172077

0

oocoocofPoo

0. 144682
0

0. 209012
0

0.21115
0

ChiSquare
161. 8676

32.95794
4.69531
25. 41021
1. 440216
0. 326303
0. 633987

3.60469
0. 00006
1.013502
0. 39467

0. 754282
0. 754282

. 175324
. 333428
. 275163
. 065423
. 000013

oOroonN

.322393
.322393

INN

. 888014
. 789622
. 136639
. 126807

QOO

12. 25168
3. 782698
0. 534166
1.027238
0.717177
2.041272
0. 044646
0. 034736

0.20327
0. 912599

0.349693
0.349693

1.517738
1.517738

3. 530086
3. 530086

Pr>Chi

oo

oo

cooooo o

coocoo cocoo

coocoo

OococooO0O0O0OO0OO

. 0001
. 0001

0302
0001
2301

. 5678
. 4259

. 3074

9938

. 3141
. 5299

. 3851
. 3851

7035
5636
5999
3020
9972

. 0376
. 0376

.5960

3742

. 7116
. 7218

1995
0518
4649
3108
3971
1531
8327

. 8521
. 6521
. 3394

. 5543
. 5543

. 2180
. 2180

. 0603
. 0603

FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Label / Val ue

| nt ercept

Mayo
Mayo Pre
RMS

Si na
Tenpl e
UCDSS

65 to 74

75- 84

85 and Over
Less than 65

FEMALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERVEDI ATE
UNKNOWN

Co-Cs
CO- RS
OP_RS
RC_CN
RC_Cs
RC_O

RC_Os
RC_RN
RC_RS
RO_RS



MODEL 19.: TOTAL PFART B EXPENDITUKES PER DAY ALIVE
Lifereg Procedure

Vari able DF Estimate Std Err ChiScquare Pr>Chi

ELIG_GRP 3 3.990969 0.2624
1 0.09588654 0.193681 0.245099 0.6205
1 -0.1464383 0.083962 3.041927 0.0811
i -0.0112496 0.115263 0 -009526 0.9223
0 0 0

SCALE 1 0.6613' 73983 0.053951

SHAPE 1 1.96025857 0.238641

FOR A5 MONTHS AFTER nuoralal

Label/value

MOST
SOVE
SUBSTANTI AL
ZERO

Garmma scal e paraneter
Gamma shape paraneter

O h DT sy

e

P

it



MODEL 19.2 TOTAL PART B EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADMISSIONE

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
w E 6 Mayo Mayo Pre RMS Sinai Tenpl e UCDSS

Nurmber of observations used = 594



MODEL 19.2 TOTAL PART B EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADMISSIUNE

Lifereg Procedure

Dat a Set =WORK .HAZ2

Dependent variable=Log(PB_ALVL)

Dependent variable=Log{PB_ALVU)

Noncensored Val ues= 482 Right Censored Val ues= 89
Left Censored Values= 23 Interval Censored Values= 0

Log Likelihood for GAMVA -789.4967' 404

i

e

AR



MODEL 19.2 TOTAL PART B EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ONE

Lifereg Procedure

Vari abl e DF Estimate Std Err ChiSquare Pr>Chi Label/ Val ue

YERCPT 1 5.20973754 0.066137 6205.003 0.0001 Intercept
‘-
SI TE 5 28.57987 0.0001
1 -0.3540428 0.14945 5.612048 0.0178 Mayo
1 -1.0151237 0.218149 21.65358 0.0001 Mayo Pre
1 -0.1534395 0.110075 1.943106 0.1633 RMS
1 -0.2183344 0.187732 1.352595 0.2448 Sina
1 0.06937184 0.132676 0.27339 0.6011 Tenple
0 0 0 : : UCDSS
SCALE 1 0.77329977 0.040349 Gamma scal e paraneter
SHAPE 1 1.62336858 0.14304 Gamma shape paraneter
-



L

il



APPENDIX G

Output from VDU Only Models




e



Cl ass
w TE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM

PXCCGRP

APGRP

DAY21C

ELIG_GRP

Level s
5

4

MODEL 1.1v LENGTH OF HOSPITAL STAY s
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM. ONLY SaH
T™WO OF CV, PNEUM COPD

BAD GOCD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Number of observations used = 211



MODEL 1.1v LENGTH OF HOSPI TAL STAY 212
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Data Set =WORK. HAZ__VRU1
Dependent variakle=Log (LOS) L
Noncensored Val ues= 211 Right Censored values= 0

Left Censored Values= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -103.0716518

el

e ]



Vari abl e
INTERCPT

SI TE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

APGRP

DAY21C

RC_ELS
RC, EM5
RC_SaH

DF

o (= N o (= N N ) [ N e [

O P P e~ O - O = =W

o N

==

MODEL 1.1v LENGTH oF HOSPI TAL STAY P

Estimate

4.53993551

-0.1257824
0. 26524054
0. 6953089

0. 26603335
0

0. 12589038
0. 14329676
0. 18276445

0

- 0. 0520991
0

- 0. 0600227
-0. 0718305
-0.1718605
- 0. 1500566

0

-0.1314093
0

-0.1871558
-0. 0382652
0. 10107505

0

-0. 0258771
-0. 2165321
0. 20867268
-0.078216
0

-0. 2044326
-0. 051154
-0. 308326

- 0. 1559097

-0. 4591889

-0. 1524449

-0. 2889303

0

-0. 0418658
-0.1168488
0

-0.1269443
0. 03407371
-0.1088417

Lifereg

Std Err ChiSquare

o

. 270516

. 130928
. 129137
. 162881
. 121824

0

OO OO

. 094293
. 094137
. 142526

0

(oo Ne]

0. 062701
0

0.174916
0. 087623
0. 10445
0.143282

0

0.134743
0

. 142703
. 127164
. 141812

0

(oo Ne]

. 120889
. 153046
. 175712
. 176088

0

OO OO

0.189882
0. 229583
0. 238704
0. 15849

0.147096
0.184421
0.192921
0

0. 105777
0. 105027
0

0. 23959
0. 257536
0.218013

Procedure

281. 6534

38. 37283

0. 92294
4.

218676

18. 22279

4.

2
1.78249
2
1. 64436

0
0

PNOOW

7

1. 72006
0
0

5

0. 04582
2
1
0

768791

732558

317124

690424
690424

. 486487
. 117753
. 672014
. 707293
. 096806

. 951125
. 951125

832889

090548
507995

191893

001699
410362
197301

13. 61151

1
0
1
0
9

0. 68329
2.

2
0
1.23778

159137
049645
668405
967705
744934

242991

144597
156652

0. 28073
0
0

017505
249245

Pr>Chi

[eleoNoNe] [eNe] OO OO0 oo [eleoloNe) [ejeoloNoNe) o

[eleoloNoNe)

[eNele)

[eleoNe]

ococoooocooo

. 0001

. 0001
. 3367
. 0400
. 0001
. 0290

. 4347
. 1818
. 1280
. 1997

. 4060
. 4060

. 4799
. 7315
. 4124
. 0999
. 2950

. 3294
. 3294

. 0496
. 1897
. 7635
. 4760

. 2682
. 8305
. 1571
. 2350
. 6569

. 0585
. 2816
. 8237
. 1965

3253
0018
4085

. 1342

. 3422
. 6923
. 2659

. 5962
. 8947
. 6176

19:41 Tuesday, March 19, 1996

Label / Val ue

I nt er cept

May o

RMS

Si nai
Tenpl e

Z Mayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOMVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

CV ONLY

ELECT. SURGERY

EMER. SURGERY

EXAC. CcoPD ONLY

M SSI NG

PNEUM. ONLY

SAH

TWO OF ¢V, PNEUM, COPD

BAD
GOOD
M SSI NG



Variable
C_ELS
C_EMS
R_S

ELIG_GRP

SCALE
SHAPE

DF

[EEQITEN

O k- w

[EEEN

MODEL 1.1v LENGTH orF HOSPI TAL STAY 21¢

Esti mat e

-0.1026485
0. 14005708
0. 05424405

0.24033' 761
0.21543898
0.072371573

o]

0. 39108121
0.22442146

[eNoNe]

o o

0

0

Lifereg Procedure

Std Err ChiSquare

. 269795
. 268811
. 236266

. 134" 767
. 139961
.11498%

0

020579
. 280212:

0. 144757
0. 271467
0.052711

. 245308
. 180351
2. 369386
0. 3962

w o

Y

Pr>Chi

. 7036
.6023
. 8184

1003
. 0745
. 1237
. 5291

cooco ooo

19:41 Tuesday, March 19, 199¢

Label / Val ue

b

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter

il



MODEL 1.2v LENGITH OF HOSPI TAL STAY

PANY -]

19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SI TE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 211



MODEL 1.2v LENGTH OF HOSPI TAL STAY 22
19:41 Tuesday, March 19, 199

Lifereg Procedure

Dat a Set =WORK.HAZ_VRU1

Dependent variable=Log{LOS) At
Noncensored Val ues= 211 Right Censoredl Val ues= 0

Left Censored Values= 0 Interval Censcred Values= 0

Log Likelihood for GAMVA -125.7656854

AW,



Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

DF

1

[ e el R i =N

-

MODEL 1.2v LENGITH OF HOSPI TAL STAY

Esti mat e

4. 2554585

-0. 1546785
0.24366101
0.52689933
0.21398375

0

0.43915691
-0. 0059315

Lifereg Procedure
Std Err ChiSquare Pr>Chi
0.118069 1299.042 0.0001
36.18214 0. 0001
0.135562 1.301914 0.2539
0.122974 3.92598 0.0475
0.153532 11.77766 0.0006
0.128312 2.781146 0.0954
0 :
0.021378
0.16152

19:41 Tuesday, March 19,

Label / Val ue

| nt ercept

Mayo

RMS

Si na
Tenpl e

Z Mayo P

Ganmma scal e paraneter
Gamma Shape paraneter

218
1996



MODEL 2.1V WEANED AT DISCEARGE 4

Class
ALV_WEAN
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
PXCGRI ?

APGRP

DAaYZ1C

ELIG_GRE

Level s

13:54 Friday, March 22, 1996

Prebit Procedure
CclLass Level Information

Values

01

Mayc RMS Sinai Temple 2 Mayo P

65 to 74 75-84 B85 and Over Less than 65

FEMALE MALE

HOME HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPEMDENT | NTERVEDI ATE UNKNOWN

BOTH -ARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

v oNLY ELECT. SURGERY EMER. SURGERY Exac. COPD ONLY M SSING pNEUM. ONLY saH
T™WC OF CV, PNEUM COPD

HAD GooD M SSI NG
MOST 30ME SUBSTANTI AL ZERO

Number of observations used = 177

A

e

o



MODEL 2.1v WEANED AT DISCHARGE 5
13:54 Friday, March 22, 1996

Probit Procedure

Data Set =WORK. HAZ_VRUL
Dependent variable=ALV_WEAN

Wi ght ed Frequency Counts for the O dered Response Categories
Level count
96
1 81

(bservations with Mssing Val ues= 34

Log Likelihood for LOG STIC -94.26454105



Vari abl e
INTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

DAY21C

RC_ELS

RC_SAH

DF

[

Ol

1

oK

o OB o

O o

o

B

MCDEL 2.1V WEANED AT DI SCHARGE

prebit Procedure

Estimate Std Err

13:54 Friday, March 22,

ChiSquare Pr>Chi Label/Value

0.07258746 1.801124 0.001629
9.119743
0.09825056 0.955066 0.010583
1.2914402 0.893863 2.087404
3.18691907 1.32 5049 5.784661
0.7217115% 0‘877973 0.675717
3. 388422
-0.26"37392 0.649086 0.172697
-0.33116718 0.660404 r.250712
1.18414465 0 0.970166 0  1.489765 .
7.852806
-1.21756% 0.43448% 7.852806
8. 371041
3.88'79579 1.516318 6.574494
0.46209643 0.629006 0.539703
1.10282378 0.734108 2.256799
-0.5~9' 77604 0.979961 0.372156
0 0 .
0.02727
-0.1641209 0.99385% 0.02727
0. 89656
0.170118499 0.84752 0.040275
-0.2549629 0.815598 0.097724
0.290‘7243% 0.91561% 0.100818
5.357038
0.54934122 0.826395 0.441885
1.38771561 1.035172 1.797115
1.11810107 1.068579 1.094836
-2.973058% 1.89803% 2.448624
8.277986
-0.1'76097 1.367402 0.016585
2.16434479 2.206828 0.961869
1.896797813 2.256088 0.706989
-0.1216783 0.993457 0.015001
-1.48'76081 1.009119 2.173162
-0.3702657 1.280712 0.083584
-35.3738033 0 1.58858 0  4.510464 .
0. 030942
-0.0755681 0.6821 0.012274
-0.116487% 0.68162% 0. 029206
-3.8859218 2.270431 2.929351
-3.4149582 2.301845 2.200993
3.08174595 1.72495 3.191838

0.9678

0.0582
0.9181
0.1485
0.0162
0.4111

¢.3355
C.6777
C.6166

0.2223 .

0. 0051
0. 0051

0. 0789
0.0103
0. 4626
0.1330
0.5418

0. 8688
0.8688

0.8263
0. 8409
0. 7546
0. 7508

0. 2526
0. 5062
0.1801
0. 2954
0.1176

0. 3087
0.8975
0.3267
0.4004
0.9025
0.1404
0.7725

0.0337

0. 9846
0.9118
0. 8643

0.0870
0.1379
0.0740

Intercept

Mayc

RMS
Sinai
Tenpl e
‘2 Mayo P

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOME HEALTH ONLY
HOSPITAL ONLY

OTHER
SNF AND HOSPI TAL
' ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT
INDEPENDENT
INTERMEDIATE
TUNKNOWN

BOTH

CARDIOVASC

NONE OR UNKNCOWN
OTHER

RESPI RATORY

cv ONLY

ELECT. SURGERY
EMER. SURGERY
EXAC. COPD ONLY
M SSI NG

PNEUM. ONLY

TWOSAHCF CV, PNEUM, COPD

BAD
GOCD
M SSI NG

6
1996

i

A1



MODEL 2.1v WEANED AT DI SCHARGE 7
13:54 Friday, March 22, 1996

Probit Procedure

Vari abl e DF Estimate Std Err Chisgquare Pr>Chi Label/Val ue

C_ELS 1 -3.9056099 2.376964 2.699807 0.10C4
C EMB 1 -3.038621 2.339144 1.687482 0.1939
R_S 1 -3.7549949 2.236051 2.820039 0.0931

ELIG_GRP 3 3. 689539 0.2970

1 -0.1888608 1.011252 0.034879 0.8518 MOST

1 0.86212862 0.923916 0.870722 0.3508 SOME

% -0.1604083 0.816918 0.038556 0.8443 SUBSTANTI AL
0 0 .o ZERO



MCDEL 2.2V WEANED AT DI SCHARGE 8
13:54 Friday, March 22, 1996

. Ay
Probit Procedure
O ass Level Information

Class Leveis Val ues
ALV_WEAN 2 01
SITE 5

Mayo RMS Sinai Tenple Z Mayo P
Number of obsemations used = 177

Al .

i,



MODEL 2.2v WEANED AT DI SCHARGE ) 9
13:5¢ Friday, March 22, 1996

Probit Procedure

Data Set =WORK.HAZ_VRU1
Dependent variable=ALV_WEAN

Wei ghted Frequency Counts for the Ordered Response Categories
Level count
96
1 81

(bservations with Mssing Val ues= 34

Log Likelihood for LOG STIC -115.1076119



Variable DF
INTERCPT 1
SITE 4
1
1
1
1
0

MODEL 2.2V WEANED AT DI SCHARGE

Probit Procedure

Est.mate

-0.98118293

0.47000363
1.51932575
2.36712361
0.8630462%

std Err

0.6177003

0.797566
0. 717552
0.935414
0.732828

0

13:5¢ Friday, March 22,

ChiSguare Pr>Chi Label / Val ue

2. 098966

12.50005
0.347272
4.486222
6. 403742

1. 38696

0.1474 Intercept

0.0140

0.5557 Mayo

0.0342 RMS

0.0114 Sinai

0.2389 Tenple
Z Mayo P

10
1996

i,



C ass
s’ URVC
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
PXCCRP
APGRP

DAY21C

ELIG_GRP

Level s

2

MODEL 3.1V ALIVE AT DI SCHARGE 254
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

Val ues

01

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER sNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CV ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG pPNEUM. ONLY SAH
TWO ofF CV, PNEUM COPD

BAD GOCD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Number of observations used = 211



MODEL 3.1V ALIVE AT DI SCHARGE 255
19:41 Tuesday, March 19, 1996

Probit Procedure

Data Se': =WORK .HAZ_VRU1l

Dependent Variable=H_SURVC -

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 71
1 140

Log Likelihood for LOG STIC -111. 6591609

LTy

FEL ™



Vari abl e
| NTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT- PRE

ADIL,__ADM

PXCGRP

APGRP

DAY21C

RC, ELS
RC_EMS
RC_SaH

DF

oORRPRPRPwW oR - ORRRRELA~ O R~ ORRP® oORRRRERN~

ORRRRE~

ORRRRELRRRE

MODEL 3.1iv ALIVE AT DI SCHARGE

Probit Procedure

Estimate

-4.172645

-0. 0270484
1. 4953087
1. 89709424
0. 56360543

0

0. 04251412

0. 4328975

1. 53549767
0

-0. 6191305
0

1.16277125
0. 3368001
0.50667242
0. 04229112

0

- 0. 5049038
0

0. 28202547
0. 19654139
0. 69385938

0

1. 29894595
1.3738412
0. 69782218
0. 33589351
0

0. 371948
-1.1131231
-0. 6148312
-0.4618788
0.1121597
-0. 1660493
-1.5127396
0

0.22719044
-0. 1298933
0

0. 97210762

Std Err ChiSquare

1. 680184 6.167503

10. 16087

0.873297 0.000959

0.814863 3.367379

1.017258 3.477886

0. 799831 0. 49654

0 ‘

4. 95169

0.578588 0.005399

0.56749 0.581907

0.835646 3.376397

0 ‘

2. 601576

0.383852 2.601576
0

1.439812

1.060898 1.201271

0.583748 0.332884

0.658413 0.592185

0.876123 0.00233
0

0. 33712

0. 869594 0. 33712
0

0. 933665

0.842647 0.112017

0.802515 0.059979

0.904231 0.588823

0 ‘

4.42231

0.721171 3.244188

0.917823 2.240554

0.952631 0.536587

1.183761 0.080515
0

2. 499446

1. 089962 0.11645

1.481504 0.564522

1.510084 0.165771

0. 936067 0.243468

0.847803 0.017502

1.0287 0.026055

1.458091 1.076364
0

0. 906677

0. 636311 0.12748

0. 642594 0. 04086
0

1.544368 0.396211

Pr>Chi

[oNeoloNoNe] o

o o QOO0 Oo o o

[eleoloNe)

[oleoNoNoNe)

. 0130

[eNeloNe]

. 8718
. 2995

19:41 Tuesday, March 19,

Label / Val ue

I nt er cept

. 0378
. 9753
. 0665
. 0622
. 4810 Tenpl e

Mayo
RMS
Si nai

Z WMayo P

. 1754

. 9414
. 4456

.0661 85 and Over

65 to 74
75-84
65

Less than

. 1068
. 1068 FEMALE

MALE

. 8372

. 2731 HOVE HEALTH ONLY
. 5640 HOSPI TAL ONLY

. 4416 OTHER

. 9615 sNF AND HOSPI TAL

ZERO

. 5615
. 5615 DEPENDENT

NOT  DEPENDENT

. 8173
. 7379
. 8065
. 4429

DEPENDENT

| NDEPENDENT
| NTERVEDI ATE
UNKNOWN

. 3519
. 0717
. 1344
. 4639
. 7766

BOTH
CARDIOVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

. 9271
. 7329

CV ONLY
ELECT. SURGERY
EMER. SURGERY
EXAC. COPD ONLY
M SSI NG

PNEUM. Owv
SAH

TWO oF Qv,

4524
6839
6217
8948

PNEUM

. 6355
. 7211 BAD
. 8398 GOOD

M SSI NG

. 5291

COPD

256
1996



Vari abl e
C_ELS
C_EMS
R_S

ELIG_GRP

DF

[EE

o Pk w

MODEL 3.1v ALIVE AT DI SCHARGE

Probit Procedure

Esti mat e

0. 89313962
X. 03689569
1.00953842

1.06484777
1.56303972
0. 95015577

0

1
1.
1

[eNeoNe]

std Err

. 708286
633183
. 519369

. 907127
. 899855
. 787448

0

ChiSquare

P WkEFE W

0. 273349
0
0.441488

403088

.239867
. 377968
. 017133
. 455949

25
19:41 Tuesday, March 19, 199

Pr>Chi Label / Val ue

QO O0OOo

A

. 6011
. 5255
. 5064

. 3561

. 2404 MOST

. 0824 SOME

. 2276 SUBSTANTI AL

ZERO

y.

e



MODEL 3.2V ALI VE AT DI SCHARGE Zos
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

Cl ass Level s Val ues
H_SURVC 2 01
SITE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 211



MODEL 3.2V ALIVE AT DI SCHARGE 251
19:41 Tuesday, March 19, 293¢

Probit Procedure

Data Set =WORK. HAZ_VRU1 "
Dependent Variable=H_SURVC .

Weighted Frequency Counts for the Ordered Response Categories

Level count
0 71
1 140

Log Likelihood for LOGQ STIC -129. 7988538

iy

.



Vari abl e
| NTERCPT
SI TE

DF
1

(YNNI

MODEL 3.2v ALIVE AT DISCHARGE

Probit Procedure

Esti mat e

-1. 3862944

-7.73E-16
1. 05779029
1. 38629436
0. 44531102

0

Std Err
0. 645497

0. 771517
0. 681502
0. 799305
0. 709617

0

ChiSquare
4.612349

9.372261

1E-30
2. 409159
3. 008054
0. 393802

19:41 Tuesday,

Pr>Chi

OO oOoOr o o

. 0317

. 0524
. 0000
. 1206
. 0829
. 5303

Label / Val ue

| nt ercept

Mayo

RV

Si nai
Tenpl e

Z Mayo P

March 19,

Z0U

1996



mobeL 4.2V SELF OR FAM LY CAREGIVER AT DI SCHARGE 261
19:41 Tuesday, March 19, 1996

Probit Procedure
Cl ass Level Information

d ass Level s Val ues e
CARE1 2 01
SI TE 5 Mayo RMS Sinai Temple Z Mayo P

Number of observations used = 107

P

o



MODEL 4.2v SELF OR FAMILY CAREGIVER AT DISCHARGE <u2
19:41 Tuesday, March 19, 1996

Probit Procedure

Data Set =WORK.HAZ_VRU1
Dependent Variable=CAREl

Wei ght ed Frequency Counts for the Ordered Response Categories

Level count
0 74
1 33

Observations with Mssing Val ues= 33

Log Likelihood for LOG STIC -63.63606938



MODEL 4.2V &£=ZLF OR FAMILY CAREG VER aT DI SCHARGE

Variable
INTERCPT

SITE

DF

[N

o P EFE A

Proiit Procedure

Estimate S

1.7'3175936 1.

-1.5686158 1.

-0.5549967 1.

~1.7917594 1.

-1. 0986122 1.
0

td Err

080123

179689
144568
354006
136515

0

ChiSquare
2.751773

G4. 679978
1.768064
0.235124
.751128
0. 934412

19:41 Tuesday,

Pr>Chi Label / Val ue

[eNeoloNeNe]

. 0971 Intercept

. 3217
. 1836 Mayo
. 6277 RMB
. 1857 Sinai
. 3337 Tenple
Z Mayo P

26:
March 19, 199¢

S

bl



C ass
SITE
AGEGRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
PXCCRP
APGRP

DaY21C

ELIG_GRP

Level s

MODEL 5.1v DI SCHARGE RUGGS |11 | NDEX 69
17:04 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY SAH
TWO OF CV, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 112



MODEL £.1v DI SCHARGE RUGGS 111

Lifersg Procedure

Data Set =WORK . .27 _VRU1l

Dependent variable=Log (RUGGS)

Noncensored Val ues= 112 Right Censored Val ues=
Left Censored Val ues= 0 Interval Censored values=

Log Likelihood far GAWMMA -304. 6437824

I NDEX

0
(¢]

17:04 Thur sday,

March 28

A

1996

mmlm



Vari abl e
| NTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

APCRP

DF

O w oK N o N el o) N el N

orRrFEFEEFDN

ORrRRRRRERE

MODEL 5.1v DI SCHARGE RUGGS | |
Lifereg Procedure

Estimate Std Err ChiSquare Pr>Chi

10. 5005795 3.446304 9.283664 0.0023

12.80917 0.0122

-1.8231824 1.699651 1.150643 0.2834

1.98199419 1.713142 1.338499 0.2473

4.39842508 2.334045 3.551205 0.0595

2.12873157 1.599529 1.77116 0.1832

0 0 .

9.450357 0.0239

1.64277719 1.306525 1.580963 0.2086

3. 4558065 1.322495 6.82827 0.0090

4.58517575 2.122739 4.665723 0.0308

0 0 :

0. 746408 0.3876

-0.7601298 0.879832 0.746408 0.3876
0 0

13.51481 0.0090

2.48378018 2.81066 0.780925 0.3769

-0.6423566 1.16943 0.30172 0.5828

0.42277828 1.396676 0.091629 0.7621

5.86576209 2.027207 8.372455 0.0038
0 0

0.099062 0.7530

0.53753124 1.707853 0.099062 0.7530
0 0

0.487008 0.9217

1.12507164 1.710005 0.432878 0.5106

0.87090215 1.62238 0.28816 0.5914

0.39145977 1.784548 0.048119 0.8264
0 0

2.855256 0.5823

-2.2778278 1.827824 1.553005 0.2127

0.3410203 2.193249 0.024176 0.8764

-2.1668147 1.951051 1.233407 0.2667

0.14721431 2.375079 0.003842 0.9506
0 0

11.59964 0.1145

3.79698197 2.903244 1.710449 0.1909

4.40073315 3.383058 1.69212 0.1933

0. 66783783 3.081818 0. 04696 0.8284

-2.6395186 2.131971 1.532805 0.2157

-1.4795982 2.01622 0.538532 0.4630

1.79003566 3.012084 0.353174 0.5523

-0.5883888 2.692418 0.047758 0.8270
0 0

I NDEX

17:04 Thur sday,

Label / Val ue

| nt ercept

Mayo

RMVS

Si nai
Tenpl e

Z Mayo P

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMVEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

cv ONLY

ELECT. SURGERY

EMER. SURGERY

EXAC. COPD ONLY

M SSI NG

PNEUM. ONLY

SAH

TWO OF CV, PpNEUM, COPD

March 28.

71
1996



Davzlc

RC_ELS
RC_EMS
RC_SAH

- o kN

[EEQTEN

0.38968204 1.396424
-0. 0025661 1.34473
0 0

~3.622559 3.545647
-1.3981962 3.383969
1.48196446 3.490658

0.21131'7
0.077873
3.642E-6

1. 043854
I D. 17072
0.180244

Qoo

oo o

. 8997
. 7802
. 9985

. 3069
. 6795
.6712

BAD
(€00 D)
M SSI NG

A

i



MODEL

Vari able DF Esti mat e
C_ELS 1 -8.0994613
C- EMB 1 -2.2161041
R_S 1 -7.1083423
ELIG_GRP 3
1 -0.9061727
1 -1.3513736
1 -3.3046401
0 0
SCALE 1 3.67423461
SHAPE 0 -0.0296315

Lagrange Multiplier

5.1v DI SCHARGE RUGGS | |

Lifereg Procedure

Std Err Chi Square

3.791289 4.563924
3.450724 0.412439
3.090033 5.291885

8. 857869

1.95807 0.214173

1.823751 0. 54906

1.556074 4.510119
0

0. 245388
0
Chi Square for Shapel

I NDEX

17:04 Thursday, March 28,

Pr>Chi Label / Val ue

[eleoloNe] oo

. 0327
. 5207
. 0214

. 0312
. 6435
. 4587
. 0337

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter
Pr>Chi is

72
1996



MCDEL 5.2V DI SCHARGE RUGGS |11 | NDEX e

17:04 Thursday, March 28, 199¢

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues

SI TE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used o: 112

A



MODEL 5.2v DI SCHARGE RUGGS |11

Lifereg Procedure

=WORK.HAZ_VRU1
Variable=Log (RUGGS)

112 Ri ght
I nt erval

Dat a Set
Dependent
Noncensor ed Val ues=
Left Censored Val ues= 0

Censored Val ues=
Censored Val ues=

Log Li kelihood for GAMVA -331.9644921

I NDEX

0
0

17:04 Thursday, March 28,

74
1936



Vari abl e
INTERCPT

SITE

SCALE
SHAPE

DF
1

o RFPEFEEFE D

=

MODEL 5.2V DISCHARGE RUGGS |||

Li:fereg

Estimate Std Err ChiSquare

8.91400811 1.899626

-1.1851549 1.970091
2.84668692 1.749'776
4.87779579 2.532314
2 00129072 1.73344

0 0

4.68742677 0.313624
-0. 0296315 0.373977

Procedure

22. 01961

1.326032
C . 361891
il.646759
3. 710326
1.332915

Pr>Chi

o

.00¢1

. 0101
. 5475

1038

. 0541
. 2483

I NDEX

. L2

17:04 Thursday, March 28, 199

Label / Val ue
I ntercept
Mayo

RVS

Si na

Tenpl e

Z Mayo P

Gamma scal e par amet er
Gamma shape par amet er

L

P



Cl ass
w5 HOME
SITE
AGEGRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
PXCGRP
APCRP
DAY21C

ELIG_GRP

Level s

2

MODEL 6.1V DI SCHARGED. TO HOVE 11:21 Thursday, March

Probit Procedure
Cl ass Level Information

Val ues

01

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CV ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSING SAH TWO OF Cv, P
BAD GOOD M SSI NG

MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 128



MODEL 6.1v DI SCHARGED TO HOVE 11:21 Thursday, March
Probit Procedure

Dat a Set =WORK.HAZ_VRU1
Dependent Variable=DIS_HOME

Wi ghted ‘ Frequency Counts for the O dered Response Categories

Level count
0 74
1 54

Log Likelihood for LOQd STIC:' -63.48668918

P

i



Vari abl e
| NTERCPT
SI TE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

DF

- Y e N [ N o kN =Y e SR S SN

[EEQTEN

MODEL 6.1V DI SCHARGED TO HOVE

Probit Procedure

Esti mat e

0. 15018777

1.16918693
3. 47709813
1. 34850404
1.65972581

0

-0.5007882
0. 81060411
0

- 0. 9682669
0

-0. 7179957
0. 31324631
-0. 2414279
2.1241666

0

-1.2793708
0

0. 6071158
0. 39419177

Std Err

2. 486588

1.012003
1. 05338
1.239224
0. 915964
0

0. 827706
0. 873652
0

0. 553788
0

1.699157
0. 776444
0.91023
1.677313

0

1.017839
0

1.169063
0. 954554

ChiSquarse
0. 003648

12. 56523
1.334764
10. 89591
1.184145
3. 283339

. 379675
. 366063
. 860876

(e NelF N

3. 057057
3. 057057

.595772
. 178557
. 162762
. 070351
. 603796

ROoOoCoMN

1.579918
1.579918

. 413011
. 269691
. 170535

eoloNe]

Pr>Chi

ool

(o]

oo

eoloNo)

cocoooo o

coocoo

. 9518

0136

. 2480
. 0010
. 2765
. 0700

. 1119
. 5452
. 3535

. 0804
. 0804

. 6276
. 6726
. 6866

7908

. 2054

. 2088
. 2088

. 9375
. 6035
. 6796

11:21 Thursday,

Label / Val ue

I ntercept

Mayo

RMS

Si na
Tenpl e

2 Mayo P

65 to 74
75-84
Less than 65

FEVMALE
MALE

Mar ch

HOVE HEALTH ONLY

HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL

ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT
| NDEPENDENT



Vari abl e

PXCGRP

APGRP

DAY21C

RC_ELS
RC_EMS
RC_SAH
C_ELS
R_S

ELIG_GRP

DF

ORRRrRPrRR® SRR R o

Ll el el el ol o) o N

R w

MODEL €.1v DI SCHARGED TO HOVE

Probit Procedure

Esti mat e

0. 70249239
0

0. 82159431
-2.295041
0. 60645912
2. 03408281

0

-2. 0165022
-2.9182168
-3.577824
-1.5313851
-2.0406304
-1.2862254

0

-0. 2041056
-1.2802204
0

0. 95644891
1.28497471
-2.9188299
4.22121495
3.13302993
2.07062731

0. 0730545
0. 2870488

Std Err ChisSquare

1.163349
0

. 309571
. 906788
. 291162
. 707005

0

A e

. 997248
. 234253
. 251273
. 790792
. 712389
. 039626

0

NPERON R

. 849937
. 837508
0

oo

. 043664
. 101633
. 385267
. 547439
. 575423
. 964604

PNNNNN

1.118535
1.178707

0.364639

3. 94137
0. 393601
1. 448693
0.220618
1.419932

. 895567
. 019374
. 705967

2.5257
0. 731271
1.420116
0. 39768

RN

4.602774
0. 057668
2. 336637

0. 21903
0. 373831
1.49742
2.74579
1.479898
1.110846

0. 49212
0. 004266
0. 059306

Pr>Chi

0.

QOO0 O0O

olele]

coococooo

©ooo oooooo

5459

. 4140
. 5304
. 2287
. 6386
. 2334

. 8218
. 3127
. 1915

1120
3925

. 2334
. 5283

. 1001
. 8102
. 1264

. 6398

5409
2211
0975
2238
2919

. 9206
. 9479
. 8076

11:21 Thursday, March

Label / Val ue

INTERMEDIATE
UNKNOWN -

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

cv ONLY

ELECT. SURGERY

EMER. SURGERY

EXac. COPD ONLY

M SSI NG

SAH

TWO OF CV, PNEUM, CO

BAD
M SSI NG

MOST
SOMVE



Vari abl e

DF

0

MODEL 6.1v DI SCHARGED TO HOVE 11:21 Thursday,
Probit Procedure

Estimate Std Err chisSquare Pr>Chi Label/Val ue

1 0.45868335 0.901984 0.2586 0.6111 SUBSTANTI AL

0 0 ZERO

Mar ch



MODEL 6.1v DI SCHARGED TO HOVE 11:21 Thursday, March
Probit Procedure

Vari able DF Estimate std Err Chisquare Pr>Chi Label/Val ue

R, - i

MCDEL 6.2V DISCHARGED TO HOME 11
13:54 Friday, March 22, 1996

Probit Procedure
Cl ass Level Information

Class Lavels Val ues
DIS_HOME 2 01

SI TE 5 Mayo RMS sinai Tenple z Mayo P

Rumber of observations used = 128



MODE; &.2v DI SCHARGED TO HOME
13:54 Friday, March 22,

Probic Procedure

Data Set =WORK. HAZ_VRU1
Dependent variable=DIS_HOME

Wi ghted Frequency Counts for the Ordered Response Categories
Level count
74

1 54

Log Likelihood for LOG STIC -76.32833617

12
1996



Variable
INTERCPY
SITE

DF
1

(= e el e

MODEL, 6.2v DI SCHARGED TO HOME

Probit Procedure

Estimate Std Erz ChiSquare

-0.6%31472 0.612372

0.38299225 ¢.729778

2.4567357 0.755141
0.47000363 0.908295
0.6931471% 0.68920%

1.281208

17.06744
0. 275422
10. 58426
0.267762

1. 01148

Pr>Chi
0. 2577

0.0019
0.5997
0.0011
0.6048
0.3145

13
13:54 Friday, March 22, 1996

Label/Value
Intercept
Mayo

EMS

Sinai

Tenpl e
Z Mayo P

e

Py



MUDES 4 caV DURVAVAL ©UDL UidDVOANUOL  de - ow sctblDw@) , cecde —ie

Lifereg Procedure
Cl ass Level Infornmation

Cl ass Level s Val ues

SITE 5 Mayo RMS Sinai Tenple Z Mayo P

AGECRP 4 65 to 74 75-84 85 and Over Less than 65
SEX 2 FEMALEMALE

D_VENT 3 NOT WE UNKNOW WEANED

M SS- RUG 2 01

DEST 3 HOME HOSPI TAL LONG TER

CARE2 3 M SSI NG OTHER SELF OR FAM LY

Nunber of observations used = 140



d ass
SITE
AGEGEP
SEX
D_VENT
DEST
CARE2

MODEL 7.1v SURVI VAL POST DISCHARGE
14:09 Thursday, March 28, m#396

Level s

3
3

Lifereg Procedure
Class Level Information

Val ues

Mayo RVMS Sinai Tenple! Z Mayo P

65 to 74 75-84 85 and Over Less than 65
FEMALE MALE

NOT VEE UNKNOW WEANED

HOMVE: HOSPI TAL LONG TER

M SSI NG OTHER SELF OR FAM LY

Nunber of observati ons used = 140

155

Fsm

i,



MODEL 7.1v SURVI VAL POST DI SCHARGE 156
14:09 Thursday, March 28, 1996

Lifereg Procedure

Data Set =WORK. HAZ_VRU1

Dependent Vvariable=Log{POST_SUR)

Censori ng vVariable=ALIVE

Censoring Value(s)= 1

Noncensored Val ues= 95 Right Censored Val ues= 45
Left Censored Val ues= 0 Interval Censored Values= 0

Log Li kelihood for WEIBULL -188.0358148



Vari abl e
INTERCPT

SI TE

AGEGRP

SEX

L-LCS

D_VENT

RUGINDEX
M SS- RUG

DEST

CAREZ2

SCALE

DF

=

o R R E A

or P EFL®

o -

or kN [SYEEEN) PR ok RN -

[EEN

MODEL .7.1v SURVI VAL POST DI SCHARGE

Lifereg Procedure
Estimate Std Err ChiSquare Pr>Chi
8 25028711 1.108892 55.355313 0.0001
6.687469 0.1534
-0.38692 0.402891 0.922289 0.3369
-0.8743929 0.38126 5.25980"7 0.0218
-1.0450911 0.522727 3.997222 0.0456
-0.5105777 0.377926 1.825196 0.1767
0 0 ‘
4.490275 0.2132
-0. 2657419 0.319464 0.691952 0.4055%
-0.4205118 0.320073 1.726067 0.1889
0.57045443 0.574204 0.986982 0.3205
0 0
0.476463 0.4900
-Cm 1538177 0.222839 0.476463 0.4900
0 0
-C.2818658 0.242579 1.350137 0.2453
0.555218 0.7576
-0.2336294 0.323702 0.520911 0.4705%
-0. 1497615 0.570709 ©0.068861 0.793C
0 0
0.01018195 0.028592 0.1268B13 0.7218
-0.561461 0.835927 0.451131. 0.5010
9.339882 0.0094
0. 69063712 0.258984 7.111377 0.0077
-0.2825871 0.373852 0.571355' 0. 4497
0 0 .
0.013971 0.9930
0.03424805 0.576134 0.003534 0. 9526
0.03360552 0.286763 0.013733 0. 9067
0 0
0. 94190075 0.081633

14:09 Thursday.,

Label / Val ue

I nt er cept

Mayo

RMS

Si na
Tenpl e

Z Mayo P

65 to 74
75-84

85 and Over
than 65

Less

FEMALE

NOT WVE
UN-KNOW
WEANED

HOME
HOSPI TAL
LONG TER

M SSI NG
OTHER

SELF OR FAM LY

15"
March 28 ami.99¢

. wiffby,

Extrene val ue scal e paraneter

iny,



MODEL 7.2v SURVI VAL POST DI SCHARGE 158
14:09 Thursday, March 28, 1996

Lifereg Procedure
Class Level Information

Cl ass Level s Val ues
SI TE 5 Mayo RMS Sinai Tenple Z Mayo P

Nurmber of observations used = 140



MODEL 7.2v SURVI VAL POST DISCHARGE 15¢
14:09 Thursday, March 28, .sml99¢

Lifereg Procedure
Dat a Set =WORK. HAZ _VRU1
Dependent variable=Log(POST,_SUR)
Censoring Variable=ALIVE
Censoring Value(s):= 3

Noncensor ed values:= 95 Ri ght Censored Val ues= 45
Left Censored Values= 0 Interval Censored Values= 0

Log Likelihood for WEIBULL -200.8316919

i

L



Vari abl e
| NTERCPT
SITE

SCALE

DF
1

O e

[N

Esti mate

MODEL 7.2v SURVI VAL PCST DI SCHARGE 160

Lifereg

Std Err ChiSquare

7.08742035 0.323863 478. 9097

- 0. 3925637
-1. 2527596
-1. 415873
-0.5318782
0

1. 02404054

0. 408249
0. 378075
0. 504769
0. 369933

0

0. 089805

18. 4933
0. 924633
10. 97943
7.867972

2.06718

Pr>Chi

OO O0OO0OO0O o

Procedur e

. 0001

. 0010
. 3363
. 0009
. 0050
. 1505

14:09 Thursday, March 28, 1996

Label / Val ue

I ntercept

Mayo

RMS

Si nai
Tenpl e

z Mayo P

Extreme value scale paraneter



MODEL 8.1v MEDICARE PART A EXPENDITURES DURING HOSPI TAL STAY

Lifereg Procedure

Data Set =WORK. HAZ_VERU1
Dependent variable=Log (MPA _HOS)
Censori ng variable=IP_ EXH2

Censoring Val ue(s)= 1
Noncensored Val ues:: 190 Right Censored Val ues= 21
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -9..0982115

13:54 Friday,

March 22,

19
1996

iy

i

L



MODEL &.1v MEDI CARE PART A EXPENDI TURES DURING HOSPI TAL STAY

Vari abl e
INTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

APGRP

DAY21C

RC_ELS
RC_EMS
RC_SAH

DF

ORRrRERER

=N N ek el Y]

SRR R w o oRRRRk A

o RRER

ORRRRRRERE

Lifereg Procedure

Estimate Std Err chisquare

11. 3602049 0.232911

0. 12083924
0. 41730099
0.28957836 0.156847
0.003552% 0. 11551

0

0.118373
0.116394

0. 06154049
0.11896481
0.0159786%

0.079839
0.081242
0. 114096

0

0.0124991% 0. 053456
0

-0.2864235 0.151515
0. 00343644 0.076527
-0.0272377 0.08731
-0.0827901 0.125915

0 0

-0.329305% 0.142835
0

0. 0344396
0.10838109 0.108525
0.2464922% 0.12565%

0.117667

-0. 1316576
0.03064783
0. 16446081

0.04443%

. 109266
. 131977
. 129272
. 142567

0

OO0 O

0.24930961 0.180009
-0.0206794 0.199786
0. 05837341 0.190749
0.02811301 0.132041
-0.1898451 0.131574
0.01418785 0.170141
-0.0958617 0.16244

0 0

0. 00596385 0.093699
-0.1063151 0.094638
0 0

0.21527763 0.204227
0.03338173 0.200612
0.01371226 0.18284

2378.998

37.42994
1. 042102
12. 85407
3. 408615
0. 000946

2. 547585
0.594151
2.144278
0.019613

0.054673
0.054673

4.47432
3.573621
0.002016
0.097323
0.432314

5. 315333
5.315333

6. 84309
0. 005666
0.997344
3. 848149

4.026734
1. 451861
0. 053927
1.618519
0.097156

9. 643147
1.918182
0.010714
0.09365
0. 045331
2.08188
0.006954
0.34826

4.429525
0.004051
1. 262004

1.111147
0.027689
0.005624

Pr>Chi
. 0001

0001
. 3073
0003
. 0649
. 9755

cocooco o

4668
4408
1431
8886

coee

. 8151
. 8151

(=)

3456
0587
9642
7551
5109

coeoo

.0211
.0211

(oY)

0771
7698
. 3180
0498

cooco

. 4024
2282
. 8164
2033
. 1553

coooo

2097
1661
9176
7596
8314
1491
. 9335
. 5551

cooooooo

. 1092
. 9492
. 2613

QOO

. 2918
. 8678
. 9402

[=XeXo

13:54 Friday,

Label / Val ue

I ntercept

Mayo
RMS

Si nai
Tenpl e
Z Mayo P

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT
INDEPENDENT
INTERMEDIATE
UNKNOWN

BOTH

CARDIOVASC

NONE OR UNKNOWN
OTHER

RESPI RATCRY

CV ONLY

ELECT. SURGERY

EMER. SURGERY

EXAC. COPD ONLY

M SSI NG

PNEUM. ONLY

SAH

TWO or CV, pNEUM, COPD

BAD
M SSI NG

20

March 22, 1996



MODEL ¢.1v MEDI CARE PART A EXPENDITURES DURI NG HOSE' | TAL STAY

Variable DF
C_ELS 1
C_EMS 1
R_S 1
ELIG_GRP 3
1
1
1
0
SCALE 1
SHAPE 1

Lifereg

Prccedure

Estimate Std Err cChisSquare

-0.0381532 0. 224815
-0.2090882 0.210919
-0.0638325 0.191114

0.23145069 '3.122728
0.1401061 ©0.122716
0.02192456 ©.099206
] 0

0.31086001 0.024712
0.82178795 0.224271

oo

o wo

. 028831
. 982711
. 111558

. 344468
. 556538
.303497
. 048841

13:54 Friday, March 22,

Pr>Chi Label / Val ue

0. 8652
0. 3215
0.7384

0.0960
.£593
. 2536
. 8251

oo

MOST
SOVE
SUBSTANTI AL
ZERO

Ganma scal e paraneter
Ganma shape par amet er

21
1996

A,

A

ity



MODEL 8.2V MEDI CARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY 223
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SITE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 211



MODEL 8.2V MEDICARE PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure

Dat a Set =WORK . HAY._VRU1
Dependent Variable=Log (MPA_HOS)
Censoring vVariable=IP EXH2

Censoring Value(s)= 1
Noncensored Val ues= 190 Right Censored Val ues= 21
Left Censored Values:= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -112.2855048

19:41 Tuesday,

March 19,

PR ]

199¢

P

Ay

e



MODEL 8.2v MEDI CARE PART A EXPENDITURES DURI NG HOSPI TAL STAY

Vari abl e
| NTERCPT

SITE

SCALE
SHAPE

DF

[ RSN NG =

[y

Estimate

11. 4959354

. 10595416
. 38330445
. 18509035
. 01929215

0

[oloNoNe)

. 35509243
. 69467014

[oNe)

[eleoNoNe] o

[oNe)

Lifereg

Procedure

Std Err ChiSgquare

. 102677

. 114327
. 103918
. 134915
. 105871

0

. 020389
. 123588

12535. 53

40. 85777
0. 858893
13. 6053
1.88212
0. 033205

Pr>Chi
0. 0001

0. 0001
0. 3540
0. 0002
0.1701
0. 8554

19:41 Tuesday, March 19,

Label / Val ue

I nt er cept

Mayo

RMS

Si nai
Tenpl e

Z Mayo P

Ganmma scal e paraneter
Ganmma shape par anet er

225
1996



L

i,
MODEL $.1v MEDI CARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY *21¢
10:43 Monday, March 25, 199¢

Lifereg Procedure
Class Level Information

Cl ass Levels Val ues

SITE 5 Mayo RMS Sinai Temple Z Mayo P

AGEGRP 4 65 to 74 75-84 85 and Overless than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOME HEALTH ONLY HOSE' | TAL ONLY OTHER SNF AND HOSPI TAL ZERO

VENT_FRE 2 DEFENDENT NOT DEPENDENT

ADL_ALM 4 DEPENDENT INDEPENDENT | NTERVEDI ATE UNKNOAN

PXCGRP 5 BOTH cARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

APGRP 8 Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM ONLY SAH TWO OF CV, PNEUM COPD

DAY21C 3 BAD GOOD MISSING

ELIG_GRP 4 MoOsT SOVE SUBSTANTI AL, ZERO

Nunber of observations used = 193
i,



MODEL 9.1V MEDICARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY 217
10:43 Monday, March 25, 1996

Lifereg Procedure

Dat a Set =WORK .HAZ _VRU2
Dependent variable=Log(MPB_HOSL)
Dependent Variable=Log(MPB_HOSU)
Noncensored Val ues= 175 Right Censored Val ues= 0
Left Censored Values= 18 Interval Censored Values= 0

Log Likelihood for GAMVA -215.3838172



MODEL

Li fereg
Vari abl e
INTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

APCRP

navale

DF

1

O PR P DN

o EFP P W

O W O = [ Y = SN SR EN

ORr RPREEFELA

SR RRPRRPRREN

Pr ocedur e

Estimate

9.2335415

.39492258
.43562034
. 81298826
. 12188423

0

RLPOWOo

.12830679
. 034213662
19362109

0

www

3. 04088735
0

-0.153882"7
-0.2170415
0.00488132
-0.3988102
0

~-0.3515623
o}

-0.1324784
0.0777145
0.13763914
[b]

0. 30994778
0.18991828
~-0.0780048
~0.1163654

0

-0.3284413
0. 21581074
0. 14656826
-0.1445478
~-0.0569669
-0.3629468
-0. 1075695

0

Std Err ChiSquare

Ct.364912

0.19851
0.177244
0.27455' 7
0. 179558

0

0.14055"7
0.137057
0. 18595
0

0.096331
0

.265465
.14199' 7
.168353
.184583

0

e NeNoNel

0.217709
0

. 204944
.184453
.216?29

0

ocoo

. 1641113
.227214
.2345045
.335607

0

O o oo

.26859
.39161
.41468
.21257
0.224444
0.257335
0.262222
0

OO OO0

640.2658

52. 60394
3.95784
6.040531
8.76718
39.03776

.555464
.833285
.062582
.084212

P O OoO&PR

0.180156
0.180156

9.210374
0.33602
2.336298
0.000841
4.66822

2.60767
2.60767

. 432798
.417848
.177515
.402577

oo pH>

.163707
.566912
.698659
.110646
.120222

OO0 O wwm

.2693' 74
.495325
. 303695
. 1249126
.4624102
.064422
.989247
.1682163

oroocoocor i~

R BREARKR1T2

Pr>Chi
0. 0001

0.0001
0.0467
0-01.40
0.0031
0.0001

0. 6695
0.3613
0.8025
0.29778

0.6712
0.6712

0.0561

0.56.21
0.12764
0.9769
0.03707

0.1063
©.1063

0.2184
0.5180
0.6735
0.52158

0.2709
0. 0589
0.4032
0.7334
0.72138

0.7483

0.2214
0.5816
0.7238
0.4965

0.7936
0.1584
0.6816

0 N1319

$.1v MEDI CARE pART B EXPENDI TURES DURI NG HOSPI TAL STAY

10:43 Monday,

Label / Val ue

| nt ercept

Mayo

RMS

Si na
Tenpl e

Z Mayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SN-F AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMVEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

cv  ONLY

ELECT. SURGERY
EMER. SURGERY
EXAC. COPD ONLY
M SSI NG

PNEUM. ONLY

SAH

TWO OF CV, PNEUM

COPD

i



MODEL 9.1v MEDI CARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY 219
10:43 Monday, March 25, 1996

Lifereg Procedure

Variable DF Estimate Std Err Chi Square Pr>Chi Label /Val ue

1 -0.4248919 0.147249 8.326254 0.0039 BAD
1 -0.3840695 0.150146 6.543245 o0.0105 GOOD
0 0 0 M SSI NG
RC_ELS 1 -0.4682047 0.394334 1.409755 0.2351
RC_EMS 1 -0.3481554 0.448061 0.603772 0.4371
RC_SAH 1 -0.1577467 0.312196 0.255308 0.6134
C_ELS 1 -0.0424071 0.443394 0.009147 0.9238
C EMS 1 0.00156358 0.499515 9.7983-6 0.9975
R- S 1 -0.1094106 0.405593 o0.072768 0.7873
ELIG_GRP 3 7 -623869 0.0545
1 0.14598345 0.197685 0.545329 0.4602 MOST
1 0.38860715 0.189597 4.201048 0.0404 SOME
1 0.02510656 0.160175 0.024569 0.8754 SUBSTANTI AL
0 0 0 ‘ ZERO
SCALE 1 0.42665907 0.030218 Gamma scal e paraneter
SHAPE 0 2.269 0 Gamma shape paraneter

Lagrange Multiplier ChiSquare for Shapel 13.62308 Pr>Chi is 0.0002.



A

MODEL 9. 2-g MEDI CARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY 205
10:43 Monday, March 25, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SITE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 193

i



MODEL 9.2V MEDICARE PART B EXPENDI TURES DURI NG HOSPI TAL STAY 206
10:43 Monday, March 25, 1996

Lifereg Procedure

Dat a Set =WORK .HAZ_VRUZ2
Dependent vVariable=Log(MPB_HOSL)
Dependent Vvariable=Log(MPB_HOSU)
Noncensored Val ues= 175 Right Censored Val ues= 0
Left Censored Values= 18 Interval Censored Values= 0

Log Likelihood for GAMVA -237.5821206



A

MODEL %.2v MEDICARE PART B EXPENDI TURES DURI NG HOSPITAL STAY 20

Lifereg

Procedur e

Vari able DF Esti mate

INTERCPT

SI TE

SCALE
SHAPE

1

O EFP P E N

9.29325187 0.149476

0. 22755348
0. 20962863
0. 3359971
0.9011563

,
i

0. 52359707
2. 26866107

Std Err ChiSquare

0.161889
0. 146514
0. 184046
0. 159882

0

0. 04632
0.278184

3865. 382

56. 32665
1.975747
2.047127
3.332863
31. 76871

Pr>Chi
0. 0001

0. 0001
0.15'98
0.1525
0.0€79
0.0001

10:43 Monday, March 25, 199%¢

Label / Val ue

I ntercept

Mayo

RMS

Si nai
Tenpl e

z Mayo P

Gamma scal e paraneter
Gamma shape paraneter



MODEL 10.1v TOTAL PART A EXPENDITURES DURI NG HOSPI TAL STAY 22
13:54 Friday, March 22, 1996

Lifereg Procedure
O ass Level Information

C ass Level s Val ues

SITE 5 Mayo RMS Sinai Tenple z Mayo P

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALEMVALE

PREPARTA 5 HOME HEALTH ONLY HOSPI TAL ONLY OTHER sN¥ AND HOSPI TAL ZERO

VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT INTERMEDIATE UNKNOWN

PXCGRP 5 BOTH CARDI OVASCNONE ORUNXNOWN CTEER RESPI RATORY

APGRP 8 CV ONLY ELECT. sweery EMER. SURGERY EXAC. COPD ONLY M SSING pNEUM. ONLY SAH
TWO OF CV, PNEUM COPD

DAY21C 3 BAD GOOD M SSI NG

ELIG_GRP 4 MOST SOME SUBSTANTI AL ZERO

Nurmber of observations used = 211



MODEL 10.1v TOTAL PART A EXPENDITURES DURING HOSPI TAL STAY 23

Lifereg Procedure

Data Set =WORK. HEAZ_VRU1L

Dependent variable=Log ~:_HOS)

Censoring Variable=IP_z..._

Censorin Value(s)= .

Noncensored Values::= 190 Right Censored Values= 21
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMMA -B1.45371109

13:54 Friday. March 22, 1996

AE



MODEL 10.1v TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Vari abl e DF

| NTERCPT 1
SITE 4
1
1
1
1
0
AGEGRP 3
1
1
1
0
SEX 1
1
0
PREPARTA 4
1
1
1
1
0
VENT_PRE 1
1
0
ADL_ADM 3
1
1
1
0
PXCGRP 4
1
1
1
1
0
APGRP 7
1
1
1
1
1
1
1
0
DAY21C 2
1
1
0
RC_ELS 1
RC_EMS 1
RC_SAH 1

Li fereg Procedure

13:54 Friday, March 22.

Estimate Std Err ChiSquare Pr>Chi Label / Val ue

11. 1631506

0.2841854¢6
0.59128752

0. 6109527
0.2064853%

0. 1022453
0. 131504
0.0714753%

0.0361512%

-0. 2179947
0. 01255112
-0. 0375885
-0.058363%

-0.490815%

0. 05313979
0. 16214039
0.2955469%

-0. 106412
0. 02112423
0. 19585008
0.0982560%

0.1667381
-0. 133791
-0. 1018846
-0.0107959
-0. 3151142
-0. 0253816
-0. 1724976

0

-0. 0204515
-0. 1539713
0

0. 22406648
0. 09593358
-0. 0185655

0.268414

0. 13065
0. 124215
0. 179297
0.13553%

0. 08001
0. 081755
0.11790B

0.054866

0. 153952
0. 076622
0. 088985
0.12660%

0. 14035
0

. 113443
. 111215
.12503%

oo

0. 109517
0. 133777
0. 132206
0.15333%

. 174829
205568
213337
136401
133484
171085
. 167991
0

coooooR

0. 09225
0. 091557
0

0. 207807
0.217494
0. 188936

1729, 671

47.17032
4.731365
22. 65958
11. 61101
2.321012

. 693837
. 633029
. 587334
. 367477

ONFE N

. 434133
. 434133

oo

. 929233
. 005035
. 026832
. 178433
. 212515

ococobhN

12. 22953
12. 22953

. 201246
. 219424
. 125467
. 587196

gINoOo©

. 008545
. 944109
. 024934
. 194539
. 410628

oNOoO O

12. 02522
0. 909581
0. 423586
0. 228079
0. 006264
5.572886

0. 02201
1. 054367

7.104903
0.049149
2. 828089

1.162607
0. 194558
0. 009656

0

oo

oo o

_ ooooo

e el cooo

coocooooe coooo cooo

oo

0001

0001
0296
0001
0007
1276

4413
2013
1077
5444

.5100

5100

5697
1568
8699
6727
6448

. 0005
. 0005

0267
6395
1449
0181

4049
3312
8745
1385
5217

.0997

3402
5152
6330
9369
0182

. 8821
. 3045

. 0287
. 8246
. 0926

. 2809
. 6592
. 9217

I nt er cept

Mayo
RMS

Si nai
Tenpl e
z Mayo P

65 to 74

75- 84

85 and Over
Less than 65

FEMALE
MALE

HOME HEALTE ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT
INDEPENDENT
| NTERVEDI ATE
UNKNOWN

BOTE
CARDIOVASC

RESPI RATCRY

cv O\LY

ELECT. SURGERY

EMER. SURGERY

EXAC. COPD ONLY

M SSI NG

PNEUM. ONLY

SAH

T™WO oF CV, PNEUM, COPD

BAD
GOOD
M SSI NG

24
1996



MCODEL

Variabl e DF
C_ELS 1
C_EMS 1
R_S 1
ELIG.GRP 3
1
1
1
0
SCALE 1
SHAPE 1

10.1v ToTAL PART A EXPENDI TURES DURING HOSPITAL STAY

25

13:54 Friday, March 22, 1996

Lifereg Procedure
Estimate Std Err ChiSquare Pr>Chi Label/Value

0.00797474 0.233768 0.001164 0.9728
-0. 1284062 0.224391 0.327463 0.5672
0. 04058017 0.205877 0.038852 0.13437

3.256007 0.3538
0.16089936 0.118695 L.837584 0©.1752 MOST
0.16579659 0.119967 1.909977 C.1670 SOME
0. 067735]@ 0. 1035507 0.427828 0.5131 SZUEBR%FANTI AL

0. 3335212 0.019559 Gamma scal e paraneter
0.194080.2 0.264261 Gama shape paranet er

L

S



MODEL 10.2v TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY 237
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
SI TE 5 Mayo RMS Sinai Tenple z Mayo P

Nunber of observations used = 211



MODEL 10.2v TOTAL PART A EXPENDITURES DURING HOSPI TAL STAY

Lifereg Procedure

Dat a Set =WORK.HAZ_VRUL
Dependent vVariable=Log (PA_HOS)
Censoring variakle=IP_EXH2

Censoring value(s)= 1
Noncensored Val ues= 190 Right Censored Val ues= 21
Left Censored Val ues= O Interval Censored Values= 0

Log Likelihood for GAMVA -108.2292155

19:41 Tuesday,

March 19, .

0

4y



MODEL

Vari abl e
INTERCPT

SITE

SCALE
SHAPE

DF

Y N e N =

[EETN

10.2v TOTAL PART A EXPENDI TURES DURI NG HOSPI TAL STAY

Esti mat e

11. 4692043

. 17811544
. 48385291
. 31114964
. 09047569

0

OO0

. 35770525
. 53951281

oo

Lifereg

Std Err ChiSquare

0.103825

0.115137
0.104722
0.134449
0.1066

0

0. 02036
0.127485

Pr ocedur e

12202. 89

51. 39167
2. 393158
21. 34759
5. 355777
0. 720365

Pr>Chi
0. 0001

0. 0001
0.1219
0. 0001
0. 0207
0. 3960

19:41 Tuesday, March 19

Label / Val ue

I ntercept

Mayo

RMS

Si na
Tenpl e

Z Mayo P

Gamma scal e paranet er
Gamma shape paraneter

239
1996
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MODEL 11.iv TOTAL PART B EXPENDITURES DURI NG HOSPI TAL STAY 22¢
10:43 Monday, March 25, 183%¢

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues

SITE 5 Mayo RMS Sinai 'Tenple Z Mayo »

AGEGRP 4 65 to 74 75-84 85 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO

VENT_PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 LEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOWN

PXCGRP 5 BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

APGRP 8 Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM. ONLY SAH TWO OF CV, PNEUM COPD

DAY21C 3 BAD GOOD M SSI NG

ELIG_GRP 4 MOST SOME SUBSTANTIAL ZERO

Nunber of observations used = 193

F7M,

.



MODEL 11.1v TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY

Lifereg Procedure

Data Set =WORK .HAZ_VRU2

Dependent variable=Log(PB_HOSL)

Dependent Variable=Log (PB_HOSU)

Noncensored Val ues= 175 Right Censored Val ues=
Left Censored Values= 18 Interval Censored Values=

Log Li kelihood for GAMVA -218. 1589997

10:43 Monday, March 25,

0
0

221
1996



MODEL x1.1v TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY -~ o2
10:43 Monday, March 25, 199

Lifereg Procedure
Vari able DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue
INTERCPT 1 9.47109465 0.36599 669.6724 0.0001 |Intercept
SI TE 4 51.98863 0.0001
1 0.38725728 0.198786 3.795144 0.0514 Mayo
1 0.42399049 0.177666 5.695139 0.0170 RMS
1 0.80183584 0.27564 8.462281 0.0036 Sinai
1 1.11595185 0.180226 38.34036 0. 0001 Tenple
0 0 0 : ‘ Z Mayo P
AGEGRP 3 1.588008 0.6621
1 0.13344429 0.140631 0.900402 0.3427 65 to 74
1 0.0379232 0.137126 0.076484 0.7821 75-84
1 0.19453066 0.185954 1.094375 0.2955 85 and Over
0 0 0 ‘ Less than 65
SEX 1 0. 187633 0.6649
1 0.0416'7037 0.096199 0.187633 0.6649 FEMALE
0 0 0 MALE
PREPARTA 4 9. 440155 0.0510
1 -0.1562767 0.2657316 0. 345851 0.5565 HOVE HEALTH ONLY .
1 -0.2226748 0.141'7 2.469461 0.1161 HOSPI TAL ONLY
1 0.00269016 0.168088 0.000256 0.9872 OTHER
1 -0.4038794 0.18518 4.756782 0.0292 SNF AND HOSPI TAL
0 0 0 ‘ ‘ ZERO
VENT_PRE 1 2.552246 0.1101
1 -0.3496883 0.21888'7 2.552246 0.1101 DEPENDENT
0 0 D ‘ ‘ NOT DEPENDENT
ADL_ADM 3 4.488087 0.2134
1 -0.132562 0.2052713 0.417016 0. 5184 DEPENDENT
1 0.08059983 0.18435 0.191154 0.6620 | NDEPENDENT
1 0.13832646 0.217721 0.403653 0. 5252 | NTERMEDI ATE
0 0 0 UNKNOWN ’
PXCGRP 4 5.196895 0. 2677
1 0.31059212 0.164123 3.581296 0.05134 BOTH
1 0.19129166 ©0.228569 0.700417 0.4026 CARDI OVASC
1 -0.0772305 0.234588 0.108384 0.7420 NONE OR UNKNOWN
1 -0.1140583 0.337206 0.11441 0.7352 OTHER
0 0 0 RESPI RATORY
APGRP 7 4.203954 0.7560
1 --0.3261804 0.26923 1.467801 0.2257 cv O\LY
1 0.21469738 0.391806 0.30027 0.5837 ELECT. SURGERY
1 0.135495 0.413'766 0.107235 0.7433 EMER. SURGERY A,
1 -0.13997' 74 0.212537 0.433757 0.5102 EXAC. COPD ONLY )
1 -0.05490'79 0.22517 0.059463 0.80'73 M SSI NG
1 -0.3569002 0.258028 1.913195 O0.1666 PNEUM. ONLY
1 -0.1076'325 0.262904 0.167607 0.6822 SAaH
0 0 o) T™WO OF CV, PNEUM, COPD

DAYZ21C 2 8.719956 o0.cl128



MODEL 11.1v TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY
10:43 Monday, March 25,

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue

1 -0.4265677 0.146505 8.477595 0.0036 BAD
1 -0.3858599 0.149659 6.647423 0.0099 GOOD
0 0 0 M SSI NG
RC_ELS 1 -0.4663618 0.394768 1.395602 0.2375
RC_EMS 1 -0.3275864 0.449254 0.531702 0.4659
RC_SAH 1 -0.1509647 0.312724 0.233039 0.6293
C_ELS 1 -0.0456392 0.443977 0.010567 0.9181
C EMS 1 0.01259108 0.5006 0.000633 0.9799
R_S 1 -0.1015386 0.406203 0.062485 0.8026
ELIG_GRP 3 8.003085 0.0459
1 0.1535758 0.198125 0.600848 0.4383 MOST
1 0.39678162 0.19001 4.360655 0.0368 SOME
1 0.02361849 0.160969 0.021529 0.8833 SUBSTANTIAL
0 0 0 ZERO
SCALE 1 0.42447248 0.030186 Gamma scal e paraneter
SHAPE 0 2.336 0 Gamma shape par anet er

Lagrange Miultiplier chiSquare for Shapel 13. 76458 Pr>Chi is 0.0002.

223
1996
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MODEL 11.2v TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY 20
10:43 Monday, March 25, 19%:

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SITE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observati ons used = 193

ATy

i



MODEL 11.2v TOTAL PART B EXPENDI TURES DURI NG HOSPI TAL STAY 210
10:43 Monday, March 25, 1996

Lifereg Procedure

Data Set =WORK.HAZ_VRU2

Dependent Variable=Log{PB_HOSL)

Dependent variable=Log (PB_HOSU)

Noncensored Val ues= 175 Right Censored Val ues= 0
Left Censored Values= 18 Interval Censored Values= 0

Log Li kelihood for GAMVA -240.6062078



e

MODEL 11.2v TOTAL PART B EXPENDITURES DURI NG HOSPI TAL STAY 21

Lifereg Procedure

variable D? Estimate Std Err ChiSquare

| NTERCPT 1 9.54346183 0.148563

SITE 4
% 0.21623004 0.161481
3 0.19450519 0. 14613
3. 0.31930713 0. 18359
1. 0.88925976 0.159515
0 0 0
SCALE 1 0.52223871 0.047227
SHAPE 1 2.33550008 0.2138524

4071. 563

56.31313
1.793028
1.771674
3. 024963
31. 07792

Pr>Chi
0. 0001

0. 0001
0.3.806
0.1832
0. 0820
0. 0001

10:43 Monday, March 25, 199

Label / Val ue
I ntercept
May o

RMS

Si nai
Tenpl e

z Mayo P

Gama scal e par anet er
Gamma shape par anet er

A

iy



MODEL 12.1Vv MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPITAL ADMISSION 520

Cl ass Level s
waw E 5
AGEGRP 4
SEX 2
PREPARTA 5
VENT- PRE 2
ADL_ADM 4
PXCGRP 5
APGRP 8
DAY21C. 3
ELIG_GRP 4
-

19:41 Tuesday, March 19, 1996

Lifereg Procedure
Class Level Information

Val ues

Mayo RMS Sinai Tenmple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOAN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CV ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG pNEUM. ONLY SAH
T™W OF CV, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTI AL ZERO

Nunmber of observations used = 211



MODEL 12.1v MEDI CARE PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Dat a Set =WORK .HAZ_VRUL
Dependsnt Variable=Log(MP2a__18)
Censor-ng Variable=CENS18Aa

Censoring Value(s)= 1
Noncensored Val ues= 153 Right Censored Val ues= 58
Left Censored Val ues= 0 Interval Censored Values= 0

Log Li kelihood for GAMVA -101. 4376797

54
19:41 Tuesday, March 19, 195

oy,

e
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MODEL 12.1v MEDI CARE PART

Vari abl e DF Esti mat e

| NTERCPT 1 11.7421114
SITE
0. 28864585
0.59708421
0. 25498135
0. 14324514

0

SRR RPE A~

AGEGRP
- 0. 0065397
- 0. 0059261
-0.1278231

0

OR R EFE W

SEX
-0. 0096419
0

O

PREPARTA
-0.1690775
0. 02510122
- 0. 050462
- 0. 0099993

0

(= e e e

VENT__PRE
-0.0386129
0

opR K

ADL_ADM
-0.0749512
0. 00817796
0. 02393847

0

IS JEEIINYOT

PXCGRP
-0.1892972
0. 19264924
0. 10153557
0. 05572113

0

ORRRR A~

APCRP
0.14861731
-0. 1290859
-0. 1151691
0. 04160839
-0. 259719
-0. 2789015
0. 01258861

0

ORRrRFEPRRREPRE

DAY21C
-0. 007379
-0.1069163

0

O N

0. 2274762
0. 16360866
-0.19791

RC_ELS
RC_EMS
RC_SAH

e

A EXPENDITURES FOR 1& MONTHS AFTER HOSPITAL ADMISSICHN

Li fereg

Std Err ChiSquare

0. 27538

0. 129649
0.124119
0. 170073
0.123261

0

0. 089789
0. 087279
0. 125992

0

0. 060119
0

0.17478
0. 086613
0. 098545
0. 140401

0

0.18128
0

0. 128005
0.118023
0.138222

0

0. 125772
0.168187
0. 149961
0. 164631

0

0. 195883
0. 226405
0. 22058

0. 165337
0. 147226
0.19782

0. 223105
0

0. 100889
0. 099966
0

0. 23459
0. 227407
0.239133

Procedure

1818. 135

38. 15317
4.956705

23. 1416
2.247728
1. 350533

1.408337
0. 005305

0. 00461
1. 029278

0. 025721
0. 025721

. 910696
. 935806
. 083989
. 262216
. 005072

[oloNoNel

0. 04537
0. 04537

. 422442
. 342847
. 004801
. 029994

0Co0oOR

. 210725
. 265282
. 312048
. 458437
. 114556

OO FLN>,

. 687326
. 575632
. 325076
. 272609
. 063332
111983
. 987756
. 003184

ORP WO OO0

. 976174
. 005349
. 143878

R ON

. 940269
. 517614
. 684946

o OO

Pr>Chi

0

[eloloNe) [eleoloNoNe]

oo

oo

[eoleoloNo)

ool NoNo)

[eoNeoNe]

OO

coococoo

ocoococoooo

0001

. 0001
. 0260
. 0001
. 1338
. 2452

. 7036
. 9419
. 9459
. 3103

. 8726
. 8726

. 7522
. 3334

7720
6086

. 9432

. 8313
. 8313

. 7003

. 5582
. 9448
. 8625

. 2664

. 1323
.2520
. 4984
. 7350

. 2759

4480
5686
6016
8013
0777

. 1586
. 9550

. 2258
. 9417
. 2848

. 3322
. 4719
. 4079

19:41 Tuesday, March 19,

Label / Val ue

I nt ercept

Mayo

RMS

Si nai
Tenpl e

Z Mayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

Cv ONLY

ELECT. SURCERY
EMER. SURCERY
EXAC. COPD ONLY
M SSI NG

PNEUM. ONLY

SAH

TWO OF ¢V, PNEUM COPD

BAD
GO0D
M SSI NG

Zov

1996



MODEL 12.1v MEDI CARE PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 5t

Variable
C_ELS

C EMS
R-S

ELIG_GRP

SCALE
SHAPE

DF

(RGN

(=N N L)

1

Esti mat e

-0. 1591961
-0. 2581177
0.01761122

0.11461365
0. 10079155
-0. 0274961

0

0. 32344574
d- 72791933

O oo ooo

[eoNe]

Lifereg Procedure
Std Err ChiSquare Pr>Chi
.259423 0.376571 0.5394
. 247296 1.089435 0.2966
.220586 0.006374 0.9364
3.017061 0.3890
.128849 0.791247 0.3737
. 135162 0.556079 0.4558
.108442 0.063917 0.8004
0
. 034304
. 301373

19:41 Tuesday, March 19, 18¢

Label /Val ue

vl

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter

40 By

il gy



Moty L2.6V MBuldCARDE Fali A Larfancs sunld Tof 10 [ivevenid a0 2Ll LiuDI wa e Sat e DD w et - -

19:41 Tuesday, March 19, 1396

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SI TE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 211



MODEL 12.2v MEDI CARE PART A EXPENDJTURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Dat a Set =WORK. HAZ__VRU1
Dependent Variable=Log (MPA_18)
Censoring Variable=CENS18a

Censoring Value(s)= 1
Noncensored Val ues= 153 Right censcred Val ues=
Left Censored Val ues= 0 Interval Censored Values=

Log Likelihood for GAMVA -11%.6274154

58
0

19:41 Tuesday,

March 19

553
1996
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Mubtw L.V MEDICAKE PARKL A BRAPENLLIURED run 20 MUNIODS Al wLf. OUudLaedfin ANLOD 4wy

Vari abl e
| NTERCPT

SI TE

SCALE
SHAPE

DF

[ e [

[EEEN

Esti mat e

11. 517324

0.2668433
0. 54935358
0. 22030222
0.17108782

0

0. 37572164
0. 43071796

Lifereg Procedure
Std Err ChiSquare Pr>Chi
0.114029 10201.78 0.0001
41.68575 0.0001
0.125055 4.553149 0.0329
0.114945 22.84148 0.0001
0.145061 2.306397 0.1288
0.115169 2.206839 0.1374
0 :
0. 025297
0.16607

19:41 Tuesday, March 19.

Label / Val ue

I nt er cept

Mayo

RMS

Si na
Tenpl e

z Mayo P

Gamma scal e paraneter
Garmma shape paraneter

[N

1996



MODEL 13.1v MEDI CARE PART E EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADMISS " 22
10:43 Monday, March 25, 198

Lifereg Procedure

Class Level Infornation

d ass Level s Values

SITE 5 Mayo RMS Sinai Temple Z Mayo P

AGEGRP 4 65 to 74 7%-84 85 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA. 5 HOVE HEALTH: ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO

VENT__PRE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOAN

PXCGRE' 5 BCTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

APGRF 8 Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM. ONLY SAH TWO OF CV, PNEUM COPD

DAY21C 3 BAD GOOD MISSING

ELIG_GRP 4 MOST SOME: SWBSTANTIAL ZERO

Nunber of observations used = 193

A3l

ity



MODEL 13.1v MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 225
10:43 Monday, March 25, 1996

Lifereg Procedure

Dat a Set =WORK .HAZ_VRU2

Dependent Variable=Log(MPB_18L)

Dependent Variable=Log(MPB_18U)

Noncensored Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Likelihood for GamMa -211.9623413



Ak,
MODEL 13.1v MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADMISSI( 26

10:43 Monday, March 25, .996
Lifereg Procedure
Vari able DF Estimate Std Err ChiSguare Pr>Chi Label/ Val ue
INTERCPT 1 9.33556"' 757 0.417702 499.516 0.0001 Intercept
SI TE 4 36.87089 0.0001
1 0.26419'822 0.230105 1.318281 0.2509 Myo
1 0.26185828 0.213515 1.504099 0.2200 RMS
1 0.38656164 0.3157 1.499299 0.2208 Sinai
1 0.97277901 0.215585 20.36062 0.0001 Tenple
0 0 0 z Mayo P
AGEGRP 3 C.488084 0.9215
1 -0.0194058 0.147021 C.017422 0.8950 65 to 74
1 -0.0587' 437 0.155852 0.142068 0.7062 75-84
1 0.0734904 ¢.201251 0.133348 0.7150 85 and Over
0 0 0 . Less than 65
SEX 1 0. 050363 0.8224
1 0.0241874 0.107779 0.050363 0.8224 FEMALE
0 0 0 MALE
PREPARTA 4 2.517187 0.6416
1 0.01909776 0.338867 0.003176 0.9551 HOVE HEALTH ONLY AT,
1 -0.1887455 0.170168 1.230264 0.2674 HOSPI TAL ONLY
1 -0.0527991 0.191393 0.076103 0.7826 OTHER
1 -0.2249373 0.244537 0.846123 0.3577 SNF AND HCOSPI TAL
0 0 0 ZERO
VENT_PRE 1 0.088007 0.7667
1 -0.0834093 n.281162 0.088007 0.7667 DEPENDENT
0 0 0 NOT DEPENDENT
ADL_ADM 3 2.156049 0. 5407
1 0.0815842 0.239484 0.11605'4 0.7334 DEPENDENT
1 0.21731272 0.20315 1.144296 0.2847 | NDEPENDENT
1 0.24149754 0.248233 0.946466 0.3306 | NTERVEDI ATE
0 0 0 UNKNOWN
PXCGRP 4 6.914297 0. 1405
1 0.35361007 0.179831 3.866512 0.0493 BOTH
1 0.36513191 0.260683 1.961886 0.1613 CARDIOVASC
1 -0.2158859 0.298686 0.522418 0.4698 NONE OR UNKNOWN
1 -0.0116193 0.381651 0.000927 0.9757 OTHER
0 0 0 RESPI RATORY
APGRP 7 14. 4467 0.0438
1 -0.197569 0.308401 0.4104 0.5218 €V ONLY
1 0.29874544 0.421526 (0.502288 0.4785 ELECT. SURGERY
1 0.21568293 0.44727 0.232536 0.6296 EMER. SURGERY -
1 0.07279803 0.246756 0.087037 0.7680 EXAC. COPD ONLY
1 0.29419125 0.261487 1.265787 0.2606 M SSI NG
1 -0.4813872 0.253774 3.598289 0.0578 PNEUM. ONLY
1 0.18496569 0.320154 (.3337883 0.5634 saH
0 0 0 T™WO oOF CV, PNEUM, COPD
navoi1e 3 2.494495 0.2873



MODEL 13.1v MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 227

10:43 Monday, March 25, 1996

Lifereg Procedure
Variable DF Estimate Std Err ChiSquare Pr>Chi Label /Val ue

1 -0.2268946 0.158131 2.058796 0.1513 BAD

1 -0.2260698 0.152837 2.187889 0.1391 GOOD

0 0 0 M SSI NG
RC_ELS 1 -0.4237384 0.461902 0.841583 0.3589
RC_EMS 1 -0.2693822 0.504994 0.284555 0.5937
RC_SAH 1 -0.529555 0.355584 2.217879 0.1364
C_ELS 1 -0.3380713 0.432307 0. 61155 0.4342
C- EMS 1 -0.0540932 0.526317 0.010563 0.9181
R_S 1 0.08803674 0.430844 0.041753 0.8381
ELIG_GRP 3 6. 769105 0.0796

1 0.23481865 0.238151 0.972208 0.3241 MOST

1 0.36687465 0.208678 3.090884 0.0787 SOVE

1 0.01795388 0.18183 0.00975 0.9213 SUBSTANTI AL

0 0 0 : ZERO
SCALE 1 0.39146838 0.029331 Gamma scal e paraneter
SHAPE 0 2.49 0 Gama shape paraneter
Lagrange Multiplier ChiSguare for Shapel 8.8131 Pr>Chi is 0.0030



Ay
MODEL 13.2v MEDI CARE PART B EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADMISSIC..

Lifereg Procedure
Cl ass Level | nformation

d ass Levels Val ues
SITE 5 Mayo RMS Sinai Tenple Z Mayo »

Nunber of observations used = 1933

@ity

o,



MODEL 13.2v MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON
Lifereg Procedure

Dat a Set =WORK.HAZ_VRU2
Dependent variable=Log(MPB_18L)
Dependent Variable=Log(MPB_18U)
Noncensored Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Likelihood for GAWMMA -231.2796812
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MODEL 13.2v MEDI CARE PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADMISSIcay

Lifereg Procedure

variable DF

INTERCPT 1
SI TE 4
1
1
1
1
0
SCALE 1

SHAPE

[y

[oNeoNaoNe]

N O

Esti mat e

.71185981

.23461876
. 14332209
. 3343' 5688
. 80603466

0

. 47339628
.49172101

Std Err ChiSquare

0. 15002

0. 158692
0. 1470652
0.173334
0. 15252
0

0. 060085
0.416764

4190. r399

49.80393

2.18583
0.949' 787
3.720927
27.92908

Pr>Chi
0. 0001

0. 0001
0.11393
0. 3298
0.0537
0.0001

Label / Val ue
I ntercept
May o

RV

Si nai
Tenpl e

Z Mayo P

Gamma scal e paraneter
Gamma shape paraneter

Ay

g



Cl ass

AGEGRP
SEX
PREPARTA
VENT- PRE
ADL_ADM
PXCGRP
APGRP

DAY21C

ELIG_GRP

MODEL 14.1v TOTAL PART A EXPENDITURES FOR 13 MONTHS AFTER HOSPI TAL ADMISSION 2o«

Level s

19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY SAH
TWO OF CV, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 211



Cl ass

SI TE
AGEGRP
SEX
PREPARTA
VENT__PRE
ADL_ADM
PXCGRP

APGRP

DAY21C

ELIG_GRP

MODEL 14.1v TOTAL PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON P

Level s

17:04 Thursday, March 2& 99¢

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai ‘Temple Z Mayo P

65 to '74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPIRATORY

CV ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY saH
TWo oF CV, PNEUM, COPD

BAD GOOD M SSI NG
MOST SOME SUBSTANTIAL ZEFRO

Nunber of observations used = 211

A



MODEL 14.1v TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 63

Lifereg Procedure

Data Set =WORK.HAZ_VRU1

Dependent variable=Log(PA_18)

Censori ng Variable=CENS18A

Censoring Val ue(s)= 1

Noncensored Val ues= 153 Right Censored Val ues= 58
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -99.65612094

17:04 Thursday,

March 28, 1996



MODEL 14.1v TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI_TAL ADM SSI ON

Vari abl e
INTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

PXCGRP

APGRP

DF
1

RS

o

< 3

S R ETRE N

O Rk W o —

[ J S SN N

[ e N T S SNy PN |

Esti mate

11.4985712

0.41236966
0. 69513649
0. 51513802
0.31%41511

0

0.03556133
-0.0019903
-0. 0910697

0

0. 01626357
0

-0.1744784
-0.0037495
-0. 0897538
0.00235449

0

-0.1844938
0

0.01549934
0. 12434251
0. 16349704

0

-0.1687914
0.12134997
0.10152886
0. 03642377

0

0.12246513
-0. 1050722
-0.112312
0. 06902582
-0. 2547745
-0. 205771
0. 02304778
0

Li fereg

Pr ocedur e

Std Err Chiéquare

0. 250784

0.128199
0. 122886
0.157452
0. 115085

0

10.090805
10.091993
0. 133268

0

0. 061524
0

0. 174598
0. 086579
0. 100661
C1.143549

0

0.14456
0

0.122017

0.116211

0.13310'7
0

. 128215
. 164623
. 155122
. 176408

0

OO OO

. 193708
. 232717
. 235349
. 163732
. 152004
0.19239
0. 215431
0

QOO O0OO0O

2102. 268

38. 16487
10.34669
31. 99881
10. 70405
7.703253

1.339959
0. 153367
0. 000468

0. 46698

0. 069879
0. 069879

2. 1089951
0.998625
0.1001876
0. 795037
0. 000269

1.62879
1.62879

3.500238
0. 016136
1.14483
1.508747

. 438561
. 733109
. 543374
. 428384
. 042632

[oloNal V)

. 892375
. 399698
. 203854
227734
177729
. 809342
. 143936
.01144¢6

ORNOOOO®

Pr>Chi
. 0001

. 0001
. 0013
. 0001
. 0011
. 0055

[eNeoloNeoNe) o

. 7197
. 6953
. 9827
. 4944

OO OO0

. 7915
. 7915

[eNe]

. 7192
. 3176
. 9655
. 3726
. 9869

OO OO O

0.2019
0.2019

. 3207
. 8989
. 2846
. 2193

[eleoloNe)

. 4873
. 1880
. 4610
. 5128
. 8364

[eleoNeoleNe)

. 4402
. 5272
. 6516
. 6332
. 6733
. 0937
. 2848
. 9148

[eleololololoNoNel

17:04 Thursday, March

Label / Val ue

I ntercept

Mayo

RMS

Si na
Tenpl e

Z Nayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOME ~ HEALTH = ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWWN
OTHER

RESPI RATORY

Cv ONLY

ELECT. SURGERY
EMER. SURGERY
EXAC. COPD ONLY

M SSI NG
PNEUM. ONLY
SAH

TWO OF Cv, PNEUM COPD

64

28,

96



DAY21C

RC_ELS
RC_EMS
RC_SAH

— O N

(RGN

-0. 0298517
-0. 1452741
0

0. 14097875
0.10081553
- 0. 3015599

0. 102955
0.101776
0

0. 241857
0. 245516
0. 234284

4.373279
0. 08407
2. 037462

0.339773
0.168614
1. 656775

0
0
0

[ecleoNe]

. 1123
L7719
. 1535

. 5600
. 6813
. 1980

BAD
GOGD
M SSI NG



MODEL 14.1v TOTAL PART A EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON .
17:04 Thursday, March 28" 996

Lifereg

Pr ocedur e

Variable DF Estimate Std Err ChiSquare

C_ELS 1 -3.1338265 0.268066 O
C_EMS 1 -0.2654877 C.258265 1
R_S 1 -3.0053993 {.227798 O
ELIG_GRP 3 2
1 0.09294 0.129271 O
1 0.14646307 0.135204 1
1 0.03539393 0.110157 O
0 0 0
SCALE 1 D.3634512 0.021256
SHAPE 0 0.09128011 0

Lagrange Miultiplier chisquare for

. 249231
. 056716
. 000562

. 021339
. 516893
. 173481
. 103236

Pr>Chi Label / Val ue

0.6176
0.3040
0.9811

0.56813

0.47212 MOST

0.278'7 SOME

0.7480 SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter

Shapel 16.53125 Pr>Chi is 0.0001.

o

B0y

65



MODEL 14.2v TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 66
17:04 Thursday, March 28, 1996

Lifereg Procedure
Class Level Information

d ass Level s Val ues
SITE 5 Mayo RMS Sinai Tenple z Mayo P

Nunber of obse,vations used = 211



MODEL 14.2v TOTAL PART . A EXPENDITUERES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure

Dat a Set =WORK. HAZ_VRU1

Dependent variable=Log(PA_18}
Censoring variable=CENS18A

Censoring Val ue(s)= 1
Noncensor ed Val ues= 153 Right Censored Val ues=
Left Censored valuess 0 Interval Censored Values=

Log Likelihood for GAMVA -116.42472

58

17:04 Thursday,

March 28

396

67

iy



MODEL 14.2v TOTAL PART A EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADMISSION

Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

DF Esti mat e

1 11.4576094

0. 36489001
0. 65456108
0. 36708163
0. 26766106

0

(= e

1 0.3964636
1 0.09128011

0

QO OO

[eoNe]

Li fereg

Std Err ChiSquare

. 122977

. 131443
. 118216
. 150368
. 120739

0

. 025366
. 206701

Pr ocedur e

Pr>Chi

8680. 466 0.0001

48. 35194

7.70633
30. 65806
5. 959543
4.914474

0. 0001
0. 0055
0. 0001
0.0146
0. 0266

17:04 Thursday, March 28,

Label / Val ue

I nt er cept

Mayo

RMS

Si na
Tenpl e

zZ Mayo P

Gamma scal e par anet er
Gamma shape par anet er

68
1996



MODEL 15.1v TOTAL PAR :"

Li fereg

Cl ass Level

Cl ass
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
PXCCRI ?
APGRP

DAY21C
ELIG_GRP

Nunber of

Procedur e
I nformati on

Level s

5
4

3

4

A1

B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 22
10:43 Monday, March 25, 199:

Values

Mayo RMS Sinai Tenple Z Mayo P
65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NCOT DEPENDENT

DEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOVWN

' BOTH CARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM. ONLY SAH TWO OF Cv, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTI AL ZERO

observations used = 193

Sy

sty



MODEL 15.1v TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 229
10:43 Monday, March 25, 1996

Lifereg Procedure

Data Set =WORK .HAZ_VRU2

Dependent Variable=Log(PB_18L)

Dependent vVariable=Log(PB_18U)

Noncensor ed Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Likelihood for GAMVA -213. 2550785



M,
MODEL 15.1v TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPITAL ADM SS|I ON 23¢

Lifereg
Vari abl e
| NTERCPT
SITE

AGEGRP

SEX

PREPARTA

VENT- PRE

ADL_ADM

PXCGRP

APCRP

NAVI2IT

Pr ocedur e
DF Esti mat e
1 "3.58081954
4
1 0.25036725
1 0.24272611
1
1
0 0
3
1 -0.0201473
1 -0.0563626
1 0.07229934
0 0
1
1 0.02205171
0 0
4
1 0.017238"73
1 -0.1932058
1 -~0.0560684%
1 -0.23039"73
0 0
1
1 -0.08319¢c1
0 0
3
1 0.0819546
1 0.2192497%
1 0.24103472
0 O
4
1 d.35301341
1 C.36645641.
1 -0.21546541
1 -0.006723¢
0 [¢]
7
1 -0.195349
1 0.29774974
1 0.21158722
1 0.07692591
1 0.29652267
1 -0.4793223
1 0.18784413
0 0

Std Err

0.418813

0.231373

0. 214942

0.36480532 0.318012
0.95833341 0.217112

o}

0.147137

0.15642
0.201622
0

0.10794.1
0

.339649
.169557
.190482
.244536

0

(ol eNolNo]

0.284177
0

0.240.232
0.20346¢&

0.24937
C

0.180386
0.261532
0.30156¢
0.3883

a

0.309197
0.428336
0.452291
0.247711.
0.262742
0.253853
0. 320264

[»]

ChiSquare

523.3162

36.28665
1.170824
1.275123
1.315937
19.4834

0. 459649
0.018"75
0.129837
0.128585

0.041736
0.041736

.599114
.0025776
.298395
.086643
.887705

oo rHotw

0. 085709
0. 085709

2.175722

0.116382
1.1613.4

0.934265

. 893992
. 829798
. 963338
.510492
0.0003

ORrRrWo

.4.46837
.399166
.483208
).218849

0.09644
3..2736¢69
3.5652519
0.344017

o w

o

3 AOCT AN

Pr>Chi

0

0
0
0
0
0

0
0
0
0

o o

0

OO oo o

OO0 oo

©CoOoo0oOO00OOo

. 0001

. 0001
.2792
.25138
.2513
. 0001

92'77

.8911
.71136
. 7199

.83131
.8381

62770
. 9595
. 2545
.7685

. 3461

.7697
. 7697

.5367
.7330

. 2812
. 3338

.1416
.0503
.1612
. 4749
. 9862

.0435
.5275
.4870

6399

. 2591

.0590
.5575

s X=-T<%e]

.7561 EXAC.

10:43 Monday,

Label / Val ue

| nt ercept

Mayo

RMS

Si nai
Tenpl e

Z Mayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

CVv ONLY

ELECT. SURGERY
EMER. SURGERY
COPD ONLY
M SSI NG
PNEUM .
SaH

Two OF CV, PNEUM

ONLY

March 25,

COPD

199¢€

i

A



MODEL 15.1v TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Li fereg

Vari abl e

RC_ELS
RC_EMS
RC_SaH
C_ELS
C EMS
R_S

ELIG_GRP

SCALE
SHAPE

Lagrange Multiplier chisquare for

opR

4209643 0. 469885
2605662 0.513515

Std Err

2257383 0. 158309
2257415 0.152769

0

0. 35623

3444446 0.437053
0506564 0.531907

0. 08928056 0.435977

0.24179469 0.240895
0.37020782 0. 209644
0.01819296 0.183054

Pr ocedur e
DF Esti mat e
1 -0.
1 -0.
0 0
1 -0.
1 -0.
1 -0.5299429
1 -0
1 -0
1
3
1
1
1
0 0

0

0. 38949124 0. 029223

2.528

0

ChiSquare

2. 033294
2.183488

0. 802615
0. 257471
2.213077
0.621112

0. 00907
0. 041936

6.927248
1. 007482
3.118354
0. 009878

Pr>Chi

Cooo oooooo

. 1539
. 1395

. 3703
. 6119
. 1368

4306

. 9241

8377

0743
3155

. 0774
. 9208

10:43 Monday, March 25,

Label / Val ue

BAD
[€00D
M SSI NG

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter

Shapel 8. 801047 pr>Chi is 0.0030.

231
1996



MODEL 15.2V TOTAL PART B EXPENDITURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Lifereg Procedure
Cl ass Level Information

Cl ass Levels Val ues
SITE 5 Mayo RMS Sinai Tenple z Mayo P

Nunber of observations used = 193



MODEL 15.2v TOTAL PART B EXPENDI TURES FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON
Lifereg Procedure

Data Set =WORK.HAZ_VRU2

Dependent variable=Log{(PB_18L)

Dependent Variable=Log{PB_18U)

Noncensored Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Li kelihood for GAMVA -232. 8417852



MODEL 15
Lifereg
Variable
INTERCPT

SI TE

SCALE
SHAPE

.2v TOTAL PART B EXPENDI TURES FOrR 18 MONTHS AFTER HOSPI TAL ADM SSI ON

Pr ocedur e

DF Esti mat e
1 9.95898138
4
1 0.22238077
1 0.12651964
1 0.31677201
1 0.79489267
0 0
1 0.47222097
1 2.52792205

Std Erx

0.150059

0.158371
0. 146907
0.172959
0. 152158

0

0.06077
0.425973

ChiSquare
4404. 588

50.04097
1.971717
0.741709
13. 354335
127. 29161

Pr>Chi
0.0001

0. 0001
0.1603
0. 3891
0.06'70
0. 0001

Label / Val ue

I ntercept

Mayo

RMS

Si nai
Tenpl e

Z Mayo P

Gamma scale parameter
Gamma shape paraneter

A,



MODEL 16.1v MEDI CARE PART A EXPENDI TURES PER Day ALIVE forl b MONTHS AFTéﬂ HUSELTAL Auneoe s o

Cl ass
w [E
AGECRP
SEX
PREPARTA
VENT_PRE
ADL_ADM

PXCGRP
APGRP

DAaY21C

ELIG_GRP

Level s

19:41 Tuesday, March 19, 1996
Procedur e

I nformati on

Li fereg
Cl ass Level

Val ues

Mayo RMS Sinai Tenple Z Mayo P
65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOME HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMEDI ATE UNEKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY ExXAc. COPD ONLY M SSI NG PNEUM ONLY SAH
TWO OF CV, PNEUM COPD

BAD GOCOD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 211



MODEL 16.1v MEDI CARE PART A EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI
17:04 Thursday, March 28, 1¢

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues o

SITE 5 Mayo RMS Sinai Tenple Z Mayo P

AGEGRP 4 65 to 74 7584 85 and Over Less than 65

SEX 2 FEMALE MALE

PREPARTA 5 HOMVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO

VENT- PKE 2 DEPENDENT NOT DEPENDENT

ADL_ADM 4 DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOVWN

PXCCRP 5 BOTH CARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

APGRP 8 CVv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY s
"TWDO OF CV, PNEUM COPD

DAY21C 3 BAD GOOD M SSI NG

ELIG_GRP 4 MOST SOVE SUBSTANTIAL ZERO

Nunber of observations used = 211

P &



Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

MODEL 22.2v TOTAL PART A EXPENDITURES DURI NG VDU STAY

DF
1

Ok w

—_

Li fereg

Estimate Std Err ChiSguare

Pr ocedure

10. 2311458 0. 099004 10679. 33

0. 08353782 0.135093
0. 67651573 0.110066
0.52890829 0.179661

0 0

0. 61538469 0. 04197
0. 67705458 0.172909

46. 32651
0. 382387
37. 77892
8. 666672

Pr>Chi
0. 0001

0. 0001
0. 5363
0. 0001
0. 0032

19:41 Tuesday, March 19,

Label / Val ue

I ntercept

Mayo
RV

Si nai
Tenpl e

Gamma scal e par anet er
Gamma shape paraneter

35
199



MODEL 22.2v TO0TAL PART A EXPENDITURES DURING VDU STAY

Lifereg Procedure

Data Set =WORK. HAZ_VRU1
Dependent vVariable=Log (PA_VDU)
Censoring variable=IP_EXHV

Censoring value(s) = 1

Nencensored Val ues= 174 Right Censored Val ues=
Left Censored Values= 0 Interval Censored Values=
Observations with Mssing Values= 8

Log Li kelihood for GAMVA -201.2359023

19:41 Tuesday,

March 19,

353
1.996

iR

P

s



MODEL 16.1vV MEDI CARE PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADMISSI 37

Lifereg Procedure

Data Set =WORK. HAZ_VRU1
Dependent vVariable=Log (MPA_ALV)
w (Censoring Variable=CENS18A

Censoring Value(s)= 1
Noncensored Val ues= 153 Right Censored Val ues= 58
Left Censored Val ues= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -168.6131592

17:04 Thursday, March 28,

1996



MODEL 16.12v MEDI CARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI :
17:04 Thursday, March 28. 19:¢

Lifer=g Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label /Val ue

| NTERCPT 1 4.90453114 0.450786 118.3736 0.0001 Intercept -
SITE 4 74.10757 0.0001
1 0.88005254 0.230571 14.56821 0.0001 Mayo
1 1.68100244 0.221884 57.39632 0.0001 RMS
1 1.23214862 0.285632 18.60857 0.0001 Sinai
1 0.63930531 0.205834 9.646818 0.0019 Tenple
0 0 0 : ‘ Z Mayo P
AGEGRP 3 5.434001 0.1426
1 -0.0047437 0.163235 0.000845 0.9768 65 to 74
1 0.26475022 0.167916 2.485932 0.1149 75-84
1 -0.0559808 0.243344 0.052922 0.8181 85 and Over
0 0 0 ‘ ‘ Less than 65
SEX 1 3.607071 0.0575
1 -0.2148777 0.113139 3.607071 0.0575 FEMALE
0 0 0 ‘ ‘ MALE
PREPARTA 4 4.521673 0.3400
1 0.43148699 0.330309 1.706455 0.1914 HOME HEALTH ONLY
1 0.23777843 0.155346 2.342853 0.1259 HOSPI TAL ONLY
1 0.08757799 0.182314 0.230754 0.6310 OTHER
1 0.0064069 0.256067 0.000626 0.9800 SNF AND HOSPI TAL
0 0 0 ‘ . ZERO
VENT- PRE 1 0.725888 0.3942
1 -0.2397473 0.281397 0.725888 0.3942 DEPENDENT -
0 0 0 ‘ ‘ NOT DEPENDENT
ADL_ADM 3 0.336089 0.9531
1 -0.0933518 0.220992 0.178441 0.6727 DEPENDENT
1 -0.087824 0.212456 0.170878 0.6793 | NDEPENDENT
1 -0.0211488 0.244674 0.007471 0.9311 | NTERVEDI ATE
0 0 0 ‘ UNKNOWN
PXCGRP 4 1.375548 0.8484
1 0.18687342 0.239866 0.606958 0.4359 BOTH
1 0.27224701 0.316846 0.738293 0.3902 CARDI OVASC
1 0.19794861 0.297674 0.442206 0.5061 NONE OR UNKNOWN
1 0.28065022 0.322491 0.757348 0.3842 OTHER
0 0 0 ‘ ‘ RESPI RATORY
APGRP 7 3.096744 0.8759
1 0.01817335 0. 34469 0.00278 0.9580 cv ONLY
1 -0.2413568 0.433673 0.309738 0.5778 ELECT. SURGERY
1 -0.5974847 0.43369 1.897992 0.1683 EMER. SURGERY
1 0.09718354 0.298659 0.105885 0.7449 EXac. COPD ONLY
1 -0.0427391 0.287982 0.022025 0.8820 M SSI NG
1 -0.1144005 0.353925 0.10448 0.7465 PNEUM. ONLY
1 -0.1132004 0.392368 0.083236 0.7730 saH
0 0 0 ‘ ‘ TWO OF CV, PNEUM, COPD
payzic f 0.08088571 0.188707 10948388 68688 . -
1 -0.0774005 0.184283 0.176407 0.6745 GOOD
0 0 0 ‘ ‘ M SSI NG
RC_ELS 1 0.10899428 0.447433 0.05934 0.8075
RC_EMS 1 0.34909262 0.446541 0.611164 0.4343
RC_SAH 1 0.14204966 0.427948 0.110179 0.7399



MODEL 16.1v MEDI CARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI

Vari able DF

C_ELS 1
C- EMB 1
R_S 1
ELIG_GRP 3
1
1
1
0
SCALE 1
SHAPE 0

Estimate

-0. 1373465
0. 51488356
0. 52500014

0. 21329772
0. 59601937
0.41160699

0

0. 64725546
-0. 236

Lifereg Procedure
Std Err ChiSquare Pr>Chi
0.488177 0.079155 0.7784
0.47132 1.193401 0.2746
0.418205 1.575946 0.2093
7.115267 0.0683
0.232946 0.838421 0.3598
0.242725 6.029629 0.0141
0.199803 4.243852 0.0394
0 ‘
0. 036701

0

17:04 Thursday, March 28,

Label / Val ue

MOST
SOMVE
SUBSTANTI AL
ZERO

Garma scal e paraneter
Gamma shape par amet er

Lagrange Multiplier ChiSgquare for Shapel 9.365047 pr>Chi is 0.0022.

39
1996



MODEL 16.2v MEDI CARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADMISSI 1
17:04 Thursday, March 28, 199

Lifereg Procedure
Cl ass lLevel Information

Cl ass Level s Values iy
SI TE 5 Mayo RMS Sinai Tenple Z MayoP

Nurmber of observations used = 211

A,

P



MODEL 16.2v MEDI CARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI 20

Lifereg Procedure

Data Set =WORK .HAZ_VRU1
Dependent Vvariable=Log(MPA_ALV)
Censoring Variable=CENS18a

Censoring Value(s)= 1
Noncensor ed Val ues= 153 Right Censored Val ues= 58
Left Censored Val ues= O Interval Censored Values= 0

Log Likelihood for GAMVA -185.5061343

17:04 Thur sday,

March 28,

1996



MODEL 16.2V MEDICARE PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SS

Vari abl e
INTERCPT

SI TE

SCALE
SHAPE

DF

1

[ e il el S~

[EETEN

Esti mat e

5.41414284

' 3. 80954293
1.73185747
1. 08499434
0.62540798

0

0.71376473
-0. 2360162

Lifereg Procedure

Std Err ChiSquare

0. 245128

0.228903
0.227043
0.265321
0. 212674

0

0. 040478
0.317818

487.8356

B2.81022
12.507' 72

58. 1848
16. 72287
8.647659

Pr>Chi
0. 0001

0. 0001
0.0004
0. 0001
0. 0001
0. 0033

17:04 Thursday, March 28, 19¢

Label / Val ue
I ntercept
May o

RMS

Si nai
Templ e

Z Mayo P

Gamma Scal e paraneter
Gamma shape paraneter

A,

i



MODEL 17.1v MEDI CARE PART B EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSP 232

Lifereg

Cl ass Level

C ass
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
PXCCGRP
APGRP

DAY21C
ELIG_GRP

Nunber of

Pr ocedur e
| nformati on

Level s

5

3

4

observati ons used =

10:43 Monday, March 25, 1996

Val ues
Mayo RMS Sinai Tenple z Mayo P

65 to 74 7584 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVMVEDI ATE UNKNOVWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM ONLY SAH TWO OF CV, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTIAL ZERO
193



i

MODEL 17.12V MEDI CARE PART B EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HUp 23
10:43 Monday, March 25, 199

Lifereg Procedure

Dat a Set =WORK .HAZ_VRIJ2
Dependent variable=Log(MPB_ALVL)
Dependent variable=Log(MPE_ALViJ)

Noncensored Val ues::: 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Likelihood for camma -241.0164874

P

<l



MODEL 17.1v MEDI CARE PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSP 234
10:43 Monday, March 25, 1996

Lifereg Procedure

. Variable DF Estimate Std Err ChiSquare Pr>Chi Label/ Val ue

| NTERCPT 1 3.25185341 0.665671 23.86398 0.0001 Intercept
SITE 4 18. 14913 0.0012
1 0.61224824 0.327734 3.489903 0.0617 Myo
1 0.86263478 0.293489 8.63911 0.0033 RMS
1 0.73632634 0.408412 3.25045 0.0714 Sinai
1 1.13867906 0.293905 15.01028 0.0001 Tenple
0 0 0 ‘ Z Mayo P
AGEGRP 3 1.271241 0.7360
1 0.13581879 0.234802 0.334592 0.5630 65 to 74
1 0.226684 0.23024 0.969348 0.3248 75-84
1 0.30396649 0.306487 0.983617 0.3213 85 and Over
0 0 0 ‘ Less than 65
SEX 1 1.976318 0.1598
1 -0.2265848 0.161177 1.976318 0.1598 FEMALE
0 0 0 MALE
PREPARTA 4 3.110726 0.5395
1 0.82138051 0.504766 2.647942 0.1037 HOME HEALTH ONLY
1 0.16611059 0.249339 0.443827 0.5053 HOSPI TAL ONLY
1 0.2783723 0.260587 1.141161 0.2854 OTHER
1 0.04254164 0.350199 0.014757 0.9033 sNF AND HOSPI TAL
0 0 0 ZERO
VENT- PRE 1 0. 025039 0.8743
1 -0.0587984 0.371586 0.025039 0.8743 DEPENDENT
0 0 0 NOT DEPENDENT
ADL_ADM 3 0.768052 0.8571
1 0.16889641 0.357039 0.223774 0.6362 DEPENDENT
1 0.12957635 0.309325 0.175477 0.6753 | NDEPENDENT
1 0.28523644 0.357216 0.637601 0.4246 | NTERVEDI ATE
0 0 0 UNKNOWN
PXCGRP 4 6. 428977 0.1693
1 0.26070358 0.273116 0.911168 0.3398 BOTH
1 -0.3218426 0.390349 0.6798 0.4097 CARDI OVASC
1 -0.8517863 0.424615 4.024123 0.0449 NONE OR UNKNOWN
1 -0.2077754 0.529913 0.153737 0.6950 OTHER
0 0 0 RESPI RATORY
APGRP 7 10. 47697 0.1631
1 -0.4727599 0.390919 1.46254 0.2265 cv ONLY
1 0.34339855 0.657821 0.272509 0.6017 ELECT. SURGERY
1 0.06084228 0.703672 0.007476 0.9311 EMER. SURGERY
1 -0.3488168 0.365577 0.910408 0.3400 Exac. COPD ONLY
1 0.66157278 0.406536 2.648237 0.1037 M SSI NG
1 -0.0704606 0.466141 0.022848 0.8799 PNEUM. ONLY
1 0.42873827 0.475 0.814698 0.3667 saH
0 0 0 TWO ofF CV, PNEUM, COPD

DAY21C 2 1.506785 0.4708



ot

MODEL 17.1V MEDICARE PART B EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER H(..» 2=

Li fereg

Vari abl e

RC_ELS
RC_EMS
RC_SAH
C_ELS
C- EMS
R_S

ELIG_GRP

SCALE
SHAPE

Lagrange Multiplier

Pr ocedur e

DF

1
1

[N TN

O kW

1
0

Estimate

- 0. 2408605
-0.338423
0

-0.3894122
-0. 1257446
-0. 4006168
0. 033815' 73
1.23690726
0.31773048

0. 19505391.
-0. 0821826
0.333423' 79

0

0. 69908191
1.516

Std Err

0. 286513
0. 201484
0

0. 644891
0.715042
0.513349

0.740' 71
0.782427
0.627447

0.304991
0. 357506
0.245981

0

0.0480' 76
0

ChiSquare for

Chi Squar e

0. 754439
1. 445483

. 364625
. 030925
.609021
. 002084
. 499114
. 256427

ONOOoCOoOO

.850849
. 409012
. 052844
. 837338

ook~

Pr>Chi

0

0

. 3851
2293

. 5459
. 8604
. 4352
. 9636
. 1139
. 6126

. 1831
. 5225
8182
. 1753

10:43 Monday, March 25, 19°9

Label / Val ue

BAD
(€00 D)
M SSI NG

MOST
SOMVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape par anet er

Shapel 11.44214 pr>Chi is 0.0007.

il

A



MODEL 17.2v MEDI CARE PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SI TE 5 Mayo RMS Sinai Tenple Z Mayo P

Nunber of observations used = 193



MODEL, 17.2v MEDI CARE: PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER ¥

Lifereg Procedure

Dat a Set =WORK .HAZ_VRU2
Dependent Variable=Log(MPB_ALVL)
Dependent Variable=lLog(MPB_ALVU)
Noncensored Val ues::: 3.52 rRight Censored Val ues= 28
Left Censored Values= 13 1Interval Censored Values= 0

Log Likelihood for camMa -263.016246

A
tIT

A



MODEL 17.2v MEDI CARE PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL

Lifereg Procedure

Variable DF Estimate Std Err ChiSquare Pr>Chi Label / Val ue

| NTERCPT 1 3.83157769 0.270476 200. 677 0.0001 Intercept
SITE 4 18. 55563 0.0010
1 0.74778435 0.29133 6.58845 0.0103 Mayo
1 0.91838888 0.258997 12.57368 0.0004 RMS
1 0.85451935 0.30939 7.62838 0.0057 Sinai
1 1.16021594 0.278297 17.38043 0.0001 Tenple
0 0 0 Z Mayo P
SCALE 1 0.85174775 0.065247 Gamma scal e parameter
SHAPE 1 1.51556945 0.205237 Gamma shape paraneter



MODEL 1%.1iv ToTaL PART A EXPENDITURES PER DAY ALIVE FOR 138 MONTHS AFTER HOSPI TAL ADMIsSSic 5

C ass Level s
SI TE 5
AGEGRP 4
SEX 2
PREPARTA 5
VENT_PRE 2
ADL_ADM 4
PXCGRP 5
APGRP 8
CAY21C 3
ELIG_GRP 4

19:41 Tuesday, March 19, 1%%

Lifereg Procedure
Cl ass Level Information

Val ues -
Mayo rRMS Sinai Tenple z Mayo P

65 to 74 75-84 &5 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO

DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERMEDI ATE UNKNOWN

BOTH CARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY EXac. COPD ONLY M SSI NG PNEUM ONLY SA
TWO OF CV, PNEUM, COPD

BAD GOOD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Number of observations used = 211



MODEL 18.1v TOTAL PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 40

Cl ass Level s
SwrE 5
AGECRP 4
SEX 2
PREPARTA 5
VENT- PRE 2
ADL_ADM 4
PXCCRP 5
APGRP 8
DAY21C 3
ELIG_GRP 4
—

17:04 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Infornmation

Val ues

Mayo RMS Sinai Tenple Z Mayo P

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOVW

BOTH CARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

Cv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY SAH
TWO OF CV, PNEUM COPD

BAD GOCOD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Nunber of observations used = 211



MODEL 18.1V TOTAL PART A EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON
17:04 Thursday, March 28, 19

Lifereg Procedure

Data Set =WORK. HAZ _VRUL
Dependent Variable=Log(Pa_ALV)

Censoring Variable=CENS18A

Censoring Vvalue(s):= 31

Noncensored Val ues: = 153 Right Censored Val ues= 58
Left Censored Val ues= ¢ Interval Censored Values= 0

Log Likelihood for GAMVA -168.1843982

il



MODEL 18.1V TOTAL PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 42

Vari abl e
INTERCPT

SITE

ACEGRP

SEX

PREPARTA

VENT_PRE

ADL, ADM

PXCGRP

APGRP

DAY21C

RC_ELS
RC_EMS
RC_SAH

DF

SRR Rw oOR K (S ENFENFENFINES o OR Rk W SR RRRA

oORr R RPRAM

OrRrRRREPFPERE

OR =N

[EETETEN

Esti mat e

4.914316

1. 00110539
1.59775048
1. 14574884
0. 62969632

0

0. 03227872
0. 26851022
- 0. 0409533

0

-0.1795573
0

0. 29915455
0.21180581
0. 00699968
-0. 0673394

0

-0. 2756754
0

0. 0159186
-0. 0067641
0. 04445591

0

0. 20535778
0. 2926371
0. 25683421
0. 2198689

0

0. 06259995
-0.2607398
-0.6141628
0. 07145562
0. 03551326
-0.1110017
- 0. 0013809

0

0.19611752
0. 00876072
0

0. 18853777
0. 31789581
0. 0283072

Lifereg

Std Err ChiSquare

0.461751 113.2688

67.33106

0.230891 18. 79948

0.218827 53.31113

0.281959 16.51222

0.202262 9.692451
0

4.821319

0.164791 0.038368

0.166857 2.589587

0.239027 0.029355
0

2.528502

0.11292 2.528502
0

4.622886

0.330888 0.817389

0. 158122 1.794275

0.184089 0.001446

0. 259383 0.067399
0

0. 970497

0.279834 0.970497
0

0. 095332

0.221823 0. 00515

0.211981 0.001018

0. 240319 0.03422
0

1. 484699

0. 240355 0.729988

0. 320914 0.831539

0.2969 0.748318

0. 322407 0. 465069
0

3. 559765

0.347448 0.032462

0.432643 0.363208

0. 435481 1.98897

0.301426 0.056197

0. 300096 0.014004

0.352159 0. 099353

0.413498 0.000011

0 .

2.975695

0.186226 1.109047

0. 184271 0. 00226
0

0. 445756 0.178896

0. 449406 0.500372

0.441115 o.002118

Procedr are

Pr>Chi

oo

oo

ool

D200

coooo o

coooo cooo

oco0oo

coooo

cooooooo

. 0001

0001
0001
0001

. 0001
. 0019

. 1854

8447
1076

. 8640

. 1118
. 1118

3282
3659
1804

. 9697
. 7952

. 3246
. 3246

9924

. 9428
. 9745
. 8532

8293

3929
3618
3870
4953

.8289

8570
5467
1584
8126
9058

. 7526
. 9973

. 2259
. 2923
. 9621

. 6723
. 4793

Q4AaR

17:04 Thursday,

Label / Val ue

I ntercept

May o

RMS

Si nai
Temple

Z Mayo P

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERVEDI ATE
UNKNOWN

BOTH

CARDI OVASC

NONE OR UNKNOWN
OTHER

RESPI RATORY

Cv ONLY

ELECT. SURGERY
EMER. SURGERY
EXAC. COPD ONLY
M SSI NG

PNEUM ONLY

SAH

Mar ch 28,

TWO orF CV, PNEUM, COPD

BAD
[€00D
M SSI NG

1996



MODEL 18.1V TOTAL PART A EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 4

Vari able DF

C_ELS 1
C_EMS 1
R_S 1
ELIG_GRP 3
1
1
1
0
SCALE 1
SHAPE 0

Esti mat e

~0.1409213
0. 62940895
0. 50855179

0. 28309948
0. 66020382
0.47625824

0

0.63112615
0.22996

Lifereg

Pr ocedur e

Std Err ChiSquare

0. 492024
0.473983.
0. 41809

0.228482
0. 243171
0. 1940121

0

0.035421.
0

0.082031
1.763375
1.479553

8. 55227
1.53523¢6
'7.371099
6. 0259133

Lagrange Multiplier Chisguare for Shapel

Pr>Chi

7746
1842
2238

2153
0066

0
0.
0.
0. 0359
0.
0.
0. 0141

17:04 Thursday, March 28, 19¢

Label / Val ue iy

MOST
SOVE
SUBSTANTI AL
ZERO

Gamma scal e paraneter
Gamma shape paraneter

3.546516 Pr>Chi is 0.0597.

A,

i,



MODEL 18.2v TOTAL PART A EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON 33
17:04 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SITE 5 Mayo RMS Sinai Tenple Z Mayo P
Nunber of observations used = 211



MODEL 18.2V TOTAL PART A EXPENDI TURES PR DAY ALIVE FOR 18 MONTHS AFTER HOSPI TAL ADM SSI ON :
17:04 Thursday, March 28, 19¢

Lifereg Procedure
Dat a Set =WORK. HAZ_ _VRU1 il
Dependent Variable=Log (PA_ALV)
Censoring Variable=CENS18a

Censoring value(s)= L
Noncensored Val ues= 153 Right Censored Val ues= 58
Left Censored Values= 0 Interval Censored Values= 0

Log Likelihood for GAMVA -185.726857%

A

A



MODEL, 18.2v TOTAL PART A EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPITAL ADMISSION 35
17:04 Thursday, March 28, 1996

Lifereg Procedure
Vari able DF Estimate sStd Err chiSquare Pr>Chi Label/Val ue

| NTERCPT 1 5.72483888 0.309026 343.1914 0.0001 Intercept

SI TE 4 50. 00577 0.0001

1 0.8905938 0.226949 15.39943 0.0001 Mayo

1 1.58867331 0.280069 32.17653 0.0001 RMS

1 1.00752019 0.302002 11.12981 0.0008 Sinai

1 0.59637548 0.226473 6.934394 0.0085 Tenple

0 0 0 : ‘ Z Mayo P
SCALE 1 0.69384603 0.052069 Gamma scal e paraneter
SHAPE 1 0.22996456 0.389551 Gamma shape paraneter



MODEL 19.1v TOTAL PART B EXPENDITURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSE*™ 2:

Li fereg

Cl ass Level

C ass
SITE
AGEGRP
SEX
PREPARTA
VENT_FRE
ADL_ADM
PXCCRP
APGRP

DAYZ21C
ELIG_GRP

Nunber of

Pr ocedur e
| nformati on

Level s

5

3
4

10:43 Monday, March 2. 195

Val ues

Mayo RMS Sinai Tenple Z Mayo P
€5 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT INTERMEDI ATE UNKNOWN

BOTH CARDIOVASC NONE OR UNKNOWN OTHER RESPI RATORY

CVv ONLY ELECT. SURGERY EMER. SURGERY EXAC. COPD ONLY M SSI NG
PNEUM. ONLY SAH TWO OF CV, FNEUM COPD

BAD GOOD M SSI NG
MOsST SOME SUBSTANTI AL ZERO

observations used = 193

PN



-

MODEL 19.1v TOTAL PART B EXPENDI TURES PER DAY ALI VE FOR 18 MONTHS AFTER HOSPITA 237
10:43 Monday, March 25, 1996

Lifereg Procedure

Dat a Set =WORK .HAZ_VRU2

Dependent variable=Log{PB_ALVL)

Dependent vVariablesLog{PB_ALVU)

Noncensored Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 |Interval Censored Values= 0

Log Likelihood for GAMVA -242.1871402



MODEL 19.1v TOTAL PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOS A 2
10:43 Monday, March zes 19

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue

| NTERCPT 1 3.51040478 0.667378 27.6675 0.0001 Intercept
SI TE 4 17.61589 0.0015
1 0.59681201 0.328536 3.299969 0.0693 Myo
1 0.84298318 0.294028 8.21979 0.0041 RMsS
1 0.71197409 0.408734 3.034212 0.0815 Sinai
1 1.11809406 0.294018 14.46139 0.0001 Tenple
0 0 0 z Mayo P
AGEGRP 3 1.270868 0.7361
1 0.14249285 0.234701 0.3686 0.5438 65 to 74
1 0.22896568 0.230601 0.98587 0.3208 75-84
1 0.30301825 0.306661 0.976385 0.3231 85 and Over
0 0 0 Less than 65
SEX 1 1.924467 0.1654
1 -0.223813 0.161336 1.924467 0.1654 FEMALE
0 0 0 MALE
PREPARTA 4 3.061717 0.5476
1 0.81155146 0.507806 2.554092 0.1100 HOVE HEALTH ONLY
1 0.1557111 0.249694 0.388886 0.5329 HOSPI TAL ONLY
1 0.27626828 0.260892 1.121348 0.2896 OTHER -
1 0.03567254 0.351199 0.010317 0.9191 SNF AND HOSPI TAL
0 0 0 ZERO
VENT- PRE 1 0. 028414 0.8661
1 -0.0627284 0.372134 0.028414 0.8661 DEPENDENT
0 0 0 NOT DEPENDENT
ADL_ADM 3 0. 755251 0.8601
1 0.17002575 0.357504 0.226186 0.6344 DEPENDENT
1 0.13020354 0.309123 0.177412 0.6736 | NDEPENDENT
1 0.28406644 0.35743 0.631625 0.4268 | NTERMVEDI ATE
0 0 0 UNKNOWN
PXCGRP 4 6.516221 0.1638
1 0.25993168 0.272996 0.906582 0.3410 BOTH
1 -0.3160993 0.391035 0.653457 0.4189 CARDIOVASC
1 -0.8655787 0.425375 4.140663 0.0419 NONE OR UNKNOWN
1 -0.2053048 0.533433 0.148128 0.7003 OTHER
0 0 0 RESPI RATORY
APGRP 7 10. 62906 0. 1556
1 -0.4703836 0.390516 1.450867 0.2284 CV ONLY
1 0.33898177 0.662452 0.261844 0.6089 ELECT. SURGERY
1 0.05341665 0.707751 0.005696 0.9398 EMER. SURGERY
1 -0.3525277 0.365862 0.928438 0.3353 ExXac. COPD ONLY
1 0.67190499 0.407222 2.722404 0.0989 M SSI NG i
1 -0.065781 0.467202 0.019824 0.8880 pNEUM. ONLY
1 0.42613799 0.474985 0.804897 0.3696 sAH
0 0 0 : TWO OF CV, PNEUM COPD

DAY21C 2 1.519686 0.4677



MODEL 19.1v TOTAL PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPI TA 239
10:43 Monday, March 25, 1996

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label / Val ue

1 -0.2552539 0.287466 0.788445 0.3746 BAD
1 -0.3420625 0.28238 1.467376 0.2258 GOOD
0 0 0 : ‘ M SSI NG
RC_ELS 1 -0.3795581 0.648511 0.342549 0.5584
RC_EMS 1 -0.1198206 0.718955 0.027775 0.8676
RC_SAH 1 -0.3930333 0.513498 0.585843 0. 4440
C_ELS 1 0.04242572 0.745686 0.003237 0.9546
C_EMS 1 1.24082135 0.78682 2.486956 0.1148
R_S: 1 0.32134591 0.630671 0.259621 0.6104
ELIG_GRP 3 4.681431 0.1967
1 0.19435662 0.304756 0.406719 0.5236 MOST
1 -0.0813002 0.358424 0. 05145 0.8206 SOME
1 0.3274217 0.245943 1.772339 0.1831 SUBSTANTI AL
0 0 0 ‘ : ZERO
SCALE 1 0.69713929 0.048066 Gama scal e paraneter
SHAPE 0 1.539 0 Gamma shape paraneter

Lagrange Multiplier Chi Square for Shapel 11.54746 Pr>Chi is 0.0007.



A0,

MCDEL 15.2v TOTAL PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSP.

.al ?

Li:Eereg Procedure
Class Level Information
Cl ass Level s Val ues
SITE 5 Mayo EMS Sinai Temple Z Mayo P
Number of observations used = 193
Ay

ARy



MODEL 19.2v TOTAL PART B EXPENDI TURES PER DAY ALIVE FOR 18 MONTHS AFTER HOSPITAL AD

Lifereg Procedure

Dat a Set =WORK .HAZ_VRU2

Dependent vVariable=Log(PB_ALVL)

Dependent variable=Log (PB_ALVU)

Noncensored Val ues= 152 Right Censored Val ues= 28
Left Censored Values= 13 Interval Censored Values= 0

Log Li kelihood for GAMVA -264.2258234



g

MODEL 19.2v TOTAL PART B EXPENDI TURES pER DAY ALI VE FOR 18 MONTHS AFTER HOSPi. ... A

Lif'ereg Procedure

Variable DF Estimate Std Err ChiSquare Pr>Chi Label/Val ue

| NTERCPT 1 4.08638974 0.269878 229 .2682 0.0001 Intercept
SI TE 4 17.90383 0.0013
1 0.72702736 0.2910134 6.237855 0.0125 Mayo
1 0.89727485 0.25864 12.03535 0.0005 RrRMS
3 0.83113066 0©0.309144 7.228 0.0072 Sinai
1 1.13752458 0.278089 16.73226 0.0001 Tenple
0 0 0 ‘ ‘ z Mayo P
SCALE 3 0.85108817 0.065319 Ganma scal e paraneter
SHAPE 1 1.538651136 0.205964 Gamma shape paraneter

P

Ay
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Cl ass
«[E
AGECRP
SEX
PREPARTA
VENT_PRE
ADL_ADM

PXCGRP
APCRP

DAY21C

ELIG_GRP

Level s

MODEL 20.1v vbu LENGTH OF STAY 334
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai Tenpl e

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER sNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT | NDEPENDENT | NTERVEDI ATE UNKNOMN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CV ONLY ELECT. SURGERY EMER. SURGERY Exac. COPD ONLY M SSI NG PNEUM ONLY SAH
TWO orF CV, PNEUM COPD

BAD GOOD M SSI NG
MOST SOVE SUBSTANTI AL ZERO

Nunber of observations used = 196



MODEL 20. 1.V vpu LENGTH OF STAY 3z
19:41 Tuesday, March 19, 1ssg

Lifereg Procedure

Data Set =WORK. HAZ_VRUIL
Dependent Variable=Log (VDULOS) .
Noncensored Val ues=: 19¢ Fight Censored Values:= 0
Left Censored Values= C Interval Censored Values= 0
bservations with M ssing values= 15
Log Likelihood for GAMVA -177.152041
By

et

O N T IS M . A AT mm«nnmmmmmwmmmmnmnﬂ%rmmmmmmmw



Vari abl e
| NTERCPT
SI TE

ACEGRP

SEX

PREPARTA

VENT_PRE

ADL_ADM

LPRE_LOS

PXCGRP

APCRP

Dav21lcC

RC_ELS
RC_EMS
RC_SAH

DF
1

O R oORPRFPRFE RK O ORF R W OR R EFkw

- Ok w

OR R RRERRFPEE OR R RFPE,E N

O EFE N

Y

MODEL 20.1v VDU LENGTH OF STAY

Lifereg Procedure

Estimate Std Err ChiSgquare Pr>Chi

4.57641993 0.469501 95.01218 o0.0001

19.59364 0.0002

-0.260384 0.147209 3.128685 0.0769

0. 31648397 0.125253 6.384502 0.0115

0. 34424821 0.195145 3.11192 0.0777
0 0

2.263996 0.5195

0. 01521953 0.153919 0.009777 0.9212

0. 1566463 0.152334 1.057418 0.3038

0. 08621088 0.206381 0.174496 0.6761

0 0 :

4.538316 0.0331

-0.2009024 0.094306 4.538316 0.0331
0 0

1.942723 0.7463

0.12976636 0.260132 0.248849 0.6179

-0.0845518 0.133662 0.400156 0.5270

-0.116727 0.160228 0.530721 0.4663

0. 0663499 0.215686 0.094632 0.7584
0 0

0.068956 0.7929

0. 05802141 0.220955 0.068956 0.7929
0 0

2.254683 0.5213

-0.221573 0.200268 1.22408 0.2686

-0.0418951 0.193136 0.047054 0.8283

-0.0802252 0.204822 0.153415 0.6953
0 0

-0.0064568 0.072665 0.007896 0.9292

16. 42888 0.0025

-0.0679445 0.169861 0.160001 0.6892

- 0. 5987949 0.2236 7.171561 0.0074

0.49244842 0.223119 4.87133 0.0273

0. 14757918 0. 25329 0.33948 0.5601
0 0

18.87631 0.0086

-0.2310805 0.284159 0.661307 0.4161

-0.671047 0.331263 4.103544 0.0428

-0. 6489969 0.363367 3.190034 0.0741

-0.1843275 0.223438 0. 68056 0.4094

-0.8991861 0.217075 17.15851 0.0001

-0.5496131 0.268584 4.187495 0.0407

-0. 3507457 0.281951 1.54752 0.2135
0 0

3.941969 0.1393

-0.0729873 0.17092 0.182351 0.6694

-0.2289596 0.165038 1.924632 0.1653
0 0

0.10932621 0.344636 0.10063 0.7511

-0.0353921 0.381794 0.008593 0.9261

-0.3832601 0.312684 1.502364 0.2203

19:41 Tuesday, March 19

Label / Val ue

I ntercept

May o
RMS
Si na
Tenpl e

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH

CARDIOVASC

NONE OR UNKNOWWN
OTHER

RESPI RATORY

CV ONLY

ELECT. SURCERY

EMER. SURCERY

EXAC. COPD ONLY

M SSI NG

PNEUM ONLY

SAH

TWO orF CV, PNEUM COPD

BAD
M SSI NG

336

1996



MODEL 20.1v VDU LENGTH OF STAY 3:
19:41 Tuesday, March 19, 191

Lifereg Procedure

Vari able DF Estimate Std Err ChiSquare Pr>Chi Label /Val ue

Pl 2

C_ELS 1 0.6707524 0.415345 2.607997 0.1063
C_EMS 1 0.58254452 0.4096152 2.0221219 0. 1550
R_S | 0.07584398 0.3476%91 0.047583 0.8273
ELIG_GRP 3 3. 486855 0.3225
1 0.2186194 0.2149'79 1.034151 0.3092 MOST
3 0.17996886 0.207309 0.753631 0.3853 SOME
1 0.0047C¢258 0.171758 0.00075 0.9782 SUBSTANTI AL
0 0 0 . ZERO
SCALE 3. 0.54689539 0.034543 Gamma Scal e parameter
SHAPE 1 0.7347235 0.185962 Gamma shape parameter

Lol

A

R O O D O O S O O 0 N0 0 0 1 OO O N 0 O T 0 U000 O M MO s o



MODEL 20.2v vDUu LENGTH OF STAY 336
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Cl ass Level Information

Cl ass Level s Val ues
SITE 4 Mayo RMS Sinai Tenpl e

Nunber of observations used = 196



MODEL 20.2v VDU LENGTH OF STAY

]
19:41 Tuesday, March 19. 19

Lifereg Procedure
Dat a Set =WORK.HAZ _VRU1 N
Dependent . variable=Log (VDULOS) i
Noncensor ed values= 196 Right Censored values= 0
Left Censored Values= 0 Interval Censored <values= 0
Observations With M ssing values= 15
Log Likelihood for GaMma -2112.6' 729898
=t
el
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MODEL z0.zv VDU LENGTH OF STAY 540
19:41 Tuesday, March 19, 1996

Lifereg Procedure
Vari able DF Estimate Std Err chisgquare Pr>Chi Label/Val ue

| NTERCPT 1 3.70206387 0.103942 1268.537 0.0001 Intercept

SI TE 3 28.55826 0.0001

1 -0.2594847 0.137983 3.536512 0.0600 Mayo

1 0.35470467 0.11153 10. 1146 0.0015 RMS

1 0.3922569 0.175076 5.019846 0.0251 Sinai

0 0 0 ‘ : Tenpl e
SCALE 1 0.64148634 0.036115 Ganmea scal e paraneter
SHAPE 1 0.59778041 0.155492 Gamma shape par amnet er



Cl ass
SITE
AGEGRP
SEX
PREPARTA
VENT_PRE
ADL_ADM
PXCGRP

APGRP

DAY2 1cC

ELIG_GRP

Level s

Wi
MODEL, 21.1v MEDI CARE PART A EXPENDI TURES DURI NG vDU STAY M
17:04 Thursday, March 28, 199:

Lifereg Procedure
Cl ass Level Information

Val ues

Mayo RMS Sinai Tenple

65 to 74 75-84 85 and Over Less than 65

FEMALEMALE

HOVE HEALTH ONLY HOSPI TAL ONLY OTHER SNF AND HOSPI TAL ZERO
DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT | NTERMEDI ATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPIRATORY

CV onNLY ELECT. SURGERY EMER. SURGERY EXAc. COPD ONLY M SSI NG PNEUM ONLY sar
TWO oF CV, PNEUM coPpD

BAD GOOD M SSI NG
MOST SOME SUBSTANTI AL ZERO

Number of observations used = 192

i
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MODEL 21.1v MEDI CARE PART A EXPENDI TURES DUPI NG VDU STAY

Lifereg Procedure

Data Set =WORK. HAZ_VRU1
Dependent variable=Log (MPA_VDU)

Censoring vVariable=IP_EXHV

Censoring Value(s)= 1

Noncensored Val ues= 173 Right Censored Val ues= 19
Left Censored Values= 0 Interval Censored Values= 0
Cbservations with Mssing Val ues= 19

Log Li kelihood for GamMa - 158. 3545686

17:04 Thur sday,

March 28,

80
1996



A

MODEL 21.1V MEDICARE PART A EXPENDI TURES DURI NG VDU STAY
17:04 Thursday, March 28, 199

Li fereg Procedure
Vari able DF Estimate Std Err ChiScquare Pr>Chi Label /Val ue

INTERCPT 1 1¢.9683882 0. 330066 1104.29 0.0001 Intercept

SI TE: 3 30.04708 o0 . o001
1 0.22239276 0.1303019 2.912700 0 . 0879 Mayo
1 0.59300457 0.11158 28.24496 0.0001 RMS
1 10.4033844'7 0.17893 5.082419 0.0242 Sinai
0 o} 0 Templ e
AGEGRP 3 0.906979 0. 0237
1 -0.0262633% 0.14192 0.034248 0.8532 65 to 74
1 0.05179439 0.141731 0.133547 0.7148 75-84
1 0.06234919 0.186994 0.111175 0.7388 85 and Over
0 0 0 Less than 65
SEX 1 12. 624307 0.1052
1 ~0.1408512 0.086947 2.624307 0.1052 FEMALE
0 0 0 MALE
PREFARTA 4 2.042071 0.7280
1 0.06576699 0.234307 0.078785 0.7790 HOVE HEALTH ONLY
1 -0.1220496 0.117015 1.087894 0.29169 HOSPI TAL ONLY A
1 -0.0529987 0.14288 0.13759 0.7107 OTHER
1 0.01390275 0.196049 0.005029 0.9435 SNF AND HOSPI TAL
0 ¢ 0 ZERO
VENT__PRE 1 0.010357 0.91139
1 -0.018465 0.181437 0.010357 0.91139 DEPENDENT
0 0 0 NOT DEPENDENT
ADL_ADM 3 1.. 003916 0.8003
1 -0.0936398 0.174296 0.288634 0.593.1 DEPENDENT
1 -0.0572955 0.173511 0.10904 0.7412 | NDEPENDENT
1 0.03806843 0.184669 0.042495 0.8367 INTERMEDIATE
0 0 0 UNKNOWN
PXCGEP 4 11.17438 0. 0247
1 -0.2007242 0.158936 1.594975 0.2066 BOTH
1 -0.4230151 0.202316 4.37169 0.0365 CARDI OVASC
1 0.33012528 0.1953 2.857291 0.091.0 NONE OR UNKNOAN
1 -0.0022284 0.216015 0.000106 ©0991.8 OTHER
0 0 0 RESPI RATORY
APGRF 7 20.13081 0.0053
1 0.03110135 @. 2' 92721 0.011289 '0.9154 cv ONLY
1 -0.5964674 0.295375 4.07780'7 NO.0435 ELECT. SURGERY
1 -0.4662373 0.332335 1.96817 10.1606 EMER. SURGERY
1 -0.1291177 0.200657 0.41406.2 1D.5199 EXAC. COPD ONLY A
1 -0.7900262 0.197607 15.98369 ~0.0001 M SSI NG
1 -0.4095688 0.260761 2.466994 0.1163 PNEUM. ONLY
1 -0.5659578 0.253405 4.98814'7 0. 0255 SAH
0 0 0 T™™W OF CV, PNEUM COPD

—————————————————— T L e



DAY21C

RC_ELS
RC_EMS
RC_SAH
C_ELS

I J SN Y

[EEEENEE N

-0. 0622608
-0.1993438
0

0. 29300057
-0.1167547
-0.0471278
0.53186163

[eXe]

Qoo o

. 149443
. 147423

0

. 305254
. 347653
. 280052
. 355055

3
0.
1

NOOO

605457
173572
828406

. 921328
. 112787
. 028319
. 243908

oo

Cooo

. 1648
. 6770
. 1763

. 3371
. 7370
. 8664
. 1341

BAD
M SSI NG



MODEL 21.171 MEDI CARE PART A. EXPENDITURES DURI NG vbU STAY
17:04 Thursday, March 20, 19¢

Lifereg Procedure

Vari able bDF Estimate Std Err ChiSquare Pr>Chi Label / Val ue

C- EM5 1 0.28178554 0.367544 0.587'786 0.4433
R_S 1 -0.0081"701 13.30096 0.000'737 0.9783
ELIG_GRP 3 2.435161 0.4871
1 0.0815833 0.190166 0.18405 0.6679 MOST
1 0.02892788 0.185765 0.02425 0.8 763 SOVE
1 -¢.0858416 0.154655 0.308083 0.5'789 SUBSTANTI AL
0 0 0 . ‘ ZERO
SCALE 1 0.46185931 0.028204 Gamma scal e paraneter
SHAPE' 0 0©.8860408 0 Ganma. shape paranet er

Lagrange Multiplier chisquare for Shapel 1.151153 Pr>Chi is 0.2833.

G I O OSSN M O S A It 0 O O OO VOO RN 14 OO0 OO WO 3 OO 5 O T OO OO O 0 0 OO0 O A1



MODEL 21.2v MEDI CARE PART A EXPENDI TURES DURI NG VDU STAY 76
17:04 Thursday, March 28, 1996

Lifereg Procedure
Cl ass Level Information

d ass Level s Val ues
SITE 4 Mayo RMS Sinai Tenpl e

Nunber of observations used = 192



MODEL 2.2V MEDI CARE PART A EXPENDITURES DURI NG VDU STAY

Lifereg Procedure

Dat a Set WORK.HAZ _VRU1L
Dependent variable=Log(MPA_VDU)
Censoring variable=IP_EXHV

Censoring Val ue(s)=: 1
Noncensor ed Val ues= 173 Right Censored Val ues= 19
Left Censored Val ues= 0 Interwal Censored Values= 0

Cbservations with Missing values= 19

Log Likelihood for GAMVA -182.6591291

N 1 R N O L G EOO N

17:04 Thursday,

i,

March 28, 19%:

A

Bl

O i



Vari abl e
| NTERCPT
SI TE

SCALE
SHAPE

MODEL 21.2v MEDI CARE PART A EXPENDITURES DURI NG VDU STAY

DF Esti mate

1

O PP W

[EEGEN

10. 1230504

0.17739173
0. 61288087
0. 44677551

0

0.52891792
0. 8860408

Li fereg

Std Err chiSquare

0. 08816

0.117835
0. 095968
0. 157575

0

0. 039047
0. 181424

Pr ocedur e

13184. 98

44. 34354
2.266312
40. 78459
8. 039005

Pr>Chi
0. 0001

0. 0001
0. 1322
0. 0001
0. 0046

17:04 Thursday, March 28,

Label / Val ue

I ntercept

Mayo
RV
Si na
Tenpl e

Gamma scal e paraneter
Gamma shape par anet er

78
1996



Cl ass
SITE
AGECRP
SEX
PKEPARTA
VENT_PRE
ADL_ADM
PXCCRP
APGRP

DAY21C

ELIG_GRP

R | W PO S N 000 O S P SOOOAIE N T O | I

Levels

MODEL Zz.1v TOTAL PART a EXPENDRITURES DURI NG vbu STAY 3
19:41 Tuesday, March 19, 19

Lifereg Procedure
Class Level Information

Values ity
Mayo RMS sinai Tenpl e

65 to 74 75-84 85 and Over Less than 65

FEMALE MALE

HOVE: HEALTH onrLy HOSPI TAL ONLY OTHER SNF AND HOSPITAL ZERO

DEPENDENT NOT DEPENDENT

DEPENDENT INDEPENDENT INTERMEDIATE UNKNOWN

BOTH CARDI OVASC NONE OR UNKNOWN OTHER RESPI RATORY

CV ONLY ELECT. SURCERY EMER. SURGERY EXAC. COPD ONLY M SSI NG PNEUM ONLY s:
TWO OF CV, PpNEUM, COPD

BAD GOOD MISSING
MOST SOME SUBSTANTIAL ZERO

Number Of ocbservations used = 193

e



MODEL 22.1v TOTAL PART A EXPENDI TURES DURI NG vDU STAY 349
19:41 Tuesday, March 19, 1996

Lifereg Procedure

Data Set =WORK .HAZ_VRU1
Dependent variable=Log(PA_VDU)

Censoring Variable=IP_EXHV

Censoring Value(s)= 1

Noncensored Val ues= 174 Right Censored Val ues= 19
Left Censored Values= 0 Interval Censored Values= 0

Observations with M ssing Values= 18

Log Likelihood for GAMMA -176.2585046



Variable
INTERCPT

SITE

AGEGRP

SEX

PREPARTA

VENT- PRE

ADL__ADM

PXCGRP

APCRP

DAY21C

RC_ELS
C__EMS

RC_SAH

C__ELS

MU

DE
1

O [ N S o ok PEPw o PP PP W

(= )

OR R PR EFEE R = L

or kN

R e e

<4 . 1LV TOTAL

PART A EXPENDITURES DURI NG VDU STAY

Lifereg Procedure
Estimte std Err Chisgquare Pr>Chi
11.1110423 o0.365224 925.5305 0.0001
31.31686 0.0001
0.11597694 0.14647 0.626966 0.4.285
0.63709' 763 0.127103 25.12469 0.0001
0.5210135 0 . 201839 6.663296 0.01098
0 0 ‘ ‘
1.564661 0.6674
0. 00005711 ©0.159701 1.279E-7 0.9997
0.11997636 0.160705 0.557353 0.41553
0 . 0958628 0 . 209654 0.20907 0.6475
0 0 ‘ ‘
2.73976 0.0979
-0.1595134 0 . 09637 2.73976 0.0979
0 0
2 240273 0.6917
0. 08430525 0.262545 0:1031.1.1 0.7481
-0.1012516 0.132671 o0.582438 0.4454
-0.0808321 0.159637 0.2563'89 0.6126
0.13079526 0.219444 0.355253 0.5512
0 0 ‘
0.070989 0.7899
0. 05399746 0.202665 0.070989 0.7899
0 0 ‘ ‘
1-92389 0.5884
-0.1359188 0.194308 0.489302 0.4842
-0.0360382 0.192926 0.034893 0.8518
0 . 06878751 0.20657°9 0.110878 0.73'91
0 0 . ‘
10.84939 0.0283
-0.15598313 0.1801 0.750117 0.3864
-0.4718393 0.227722 4.293189 0.0383
0.38244061 0.220668 3.003661. 0.0831
0.0055997°7 0.246465 0.000516 0.9819
0 0 ‘ .
20.403°79 0.0048
0.054275'73 0.327638 0.027442 0.8684
-0.580939 0.330541 3.088944 0.0788
-0.4498094 0O 1365065 1.518158 0.2179
-0.1172427 0.225599 0.270083 0.6033
-0.8670525 0.3217213 15.933'72  0.0001
-0.4143544 0.293052 1.99919 0.1574
-0.5676265 0.1281993 4.051815 0.0441
0 0 .
3.843441 0.1464
-0.1062358 0.172895 0.377552 0.5389
-0.2558279 0.170961 2.239233 0.1345
o] a ‘
C. 17558126 0.343725 0.260936 0.60195
-0.1741941 0.38523 0.204469 0.6511
-0.1093814 1D. 312497 0.12251.6 0.7263
0.50504252 0.4104897 1.555849 0.2123

19:41 Tuesday, March 19, 19

Label / Val ue

Pt
| nt er cept "

Mayo
RMS

Si nai
Tenpl e

65 to 74
75-84

85 and Over
Less than 65

FEMALE
MALE

HOVE HEALTH ONLY
HOSPI TAL ONLY
OTHER

SNF AND HOSPI TAL
ZERO

DEPENDENT
NOT DEPENDENT

A

DEPENDENT

| NDEPENDENT
| NTERMEDI ATE
UNKNOWN

BOTH
CARDIOVASC

NONE OR UNKNCWN
OTHER

RESPI RATORY

Cv ONLY

ELECT. SURGERY

EMER. SURCERY

EXAC. COPD ONLY

M SSI NG

PNEUM ONLY

SAH

T™WO OF Cv, PNEUM COPD

i

BAD
GOOD
M SSI NG

————— TR Ll L e et



Vari abl e

C_EMS
R_S

ELIG_GRP

SCALE
SHAPE

MODEL

DF

1
1

Esti mat e

0. 22629796
-0. 0320167

0. 13494975
0. 07536473
-0. 04902

0

0.51768999
0. 84657709

0

0.

OO

Lifereg

Std Err chiSquare

. 408106
344172

. 211966
. 209427
. 175112

0

. 044587
. 235526

o oN [eXe]

Pr ocedur e

. 307478
. 008654

. 204817
. 405332

0.1295

. 078363

Pr>Chi

0.5792
0. 9259

0. 5310
0. 5243
0.7190
0.7795

22.1v TOTAL PART A EXPENDI TURES DURI NG VDU STAY

19:41 Tuesday, March 19,

Label / Val ue

MOST
SOVE
SUBSTANTIAL
ZERO

Ganma scal e paraneter
Ganma shape par anet er

351
1996



MODEL 2z.2v TOTAL pART A EXPENDITURES DURING VDU STAY 3
19:41 Tuesday, March 19, 19

Liferey Procedure
Cl ass Level Information

Cl ass Level s ' Val ues
Ay,
SITE il Mayo RMS Sinai Tenpl e
Number of observations used = 193
.
ARG
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