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ABSTRACT

Us1ng data from the Preadmission Screen1ng Program in the
Commonwealtb of V1rg1n1a, results of tabular and log1st1c
regression analyses are used to discuss expiéiatary models for
recommended care settings in an elder]y Medi ;1d populat1on
S1gn1ficant explanatory var1a51es for recommendat1ons in an
1nst1tut1onal sett ng were consistent with a need for long term
superV1s1on and care. Intermed1ate care recommendat1ons were
more often assoc1ated with individuals who were not mentally
competent or had no one to prov1de 1nforma1 support while

skilled care individuals gen 'ﬁiiy had specific nursing needs

(dressings, decub1t1s ulcers, medication adm1n1strat1on) and
increased mob111ty restr1ct1ons while rece1v1ng rehabilitative

care and serv1ces;

Key Words: LTC Recommendat1ons, Medicaid, D1scharge Plann1ng,

Preadm1ss10n Screen1ng
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in past years; a popular statistic regarding the

Instltutlonallzatlon of older adults has been that only 5 percent

of those over 65 years of age are in long term care (LTC)
facxltties. This has been dlsputed in the past decade by
evidence 1ndlcat1ng that approxlmately one in four older adults
w1ll die in a LTC fac111ty (Kastenbaum & Candy, 1973, Lesnoff-

Caravag11a 1978). lt is now clear that an elder s llfe-tlme risk
of institutiofialization may be approx1mately 36 percent (Liamg &
Tu, 1986).

For the past decade, V1rg1n1a has been in the forefront of
efforts to ensure approprlafe placement of 1nd1v1duals in long
term care settings. V1rgln1a has had a state-wide nurs1ng home
preadm1ss1on screening program since 1977. In May, 1983 thé

screentng requlrements were changed to 1nclude acute care as well

as communlty appllcants to nurs1ng homes. At the same tlme, the
DMAS also changed the assessment process to utlllzation of the

Long -Term eare Informatlon System (LTCIS) developed at Cornell

BnIvers1ty cFalcone, 1979). In a maJor effort to divert certain
1nd1viduals from 1nst1tutrona1 care, the DMAS also prov1des a
personal care optxon. Thxs Med1ca1d waiver from the Health care
Financ1ng Admlnlstratlon prov1des a communlty care optton to
certa1n members of the long term care populatxon. However, these
supportive services are offered only if the applicant meets the
admission criteria for care in a nurslng home.

Consensus on the factors associated with
1nst1tutlonallzatlon has been lacking. Branch (1984) snggested

that this lack of consensus appears to be an effect of

4

-



méthdddieéieei differences and inadequacies rather than contrary " -

findxngs from comparable methods. Tﬁe feeﬁit ﬁéé Seéﬁ that
as eoc1ated w1th risk of or actual 1nst1tutlonallzatlon w1th few
variables con51stent1y found to be significaﬁt éi@iéﬁétéfy
variables.

Among the major methodological differences in the literature
are gefgraphic differences in the samples, samples with
restricted genereiizebiiity; and the nafure of comparisons used
in the studies between community elders and institutional care
éiaéi—s (éiaﬁéﬁ,— 1984). One Eéﬁtribution that the bi‘éseﬁt p’i-éjééé

at the t1m° of appllcatlon for LTC rather than examlnlng various
populatlons that are only theoretlcally at risk of 1ong term
care.

METHODOLOGY
The Sample

051ng data from the Preadmlssion Screenxng Progfam (PAS) of

the Vlrglnla Department of Medical A551stance Services (DMAS),

the pro;ect used a computer selected random sample of cases drawn

—from the statew1de populatlon of elderly Medicaid ellglble

applicents for long term care in Virginia between July 1, 19§§_

and December 21, 1984. Medicaid eligible applicants refers to
individuals who are current Medicaid recipiénts or who would be
eligible for Medicaid within 180 days of admission to a ﬁﬁrsing

home.

Ut




We requested cases from each of six authori zatlong

.
-

ééééééfiésg 1ntermed1ate care, skllled care, personal care

optlon, home heaith, personal care and home health, and "other".
When fewer than 1200 cases existed in a category, the total
number of cases w1th1n the category were requested. fhe
categorles of personai care optlon, home health, personal care
and home health, and other were suff1c1ent1y small to necessitate
combining them intora singlé catégdry of community based care.
The category of "other“ represented no formal Medlcald supported
care recommendations. However, we defined these 1ndiv1dua1s as
communrty care reclpients by v1rture of their 1mp11c1t need for
services in undergoing a séreeﬁiné {:Eoéésé for iong term care.
commlttees of local health departments (PSLH\ and acute care
fac111t1es (PSAC) as well as authorlzatlon dec1s1ons for
1nst1tutlona1 care and communlty based care. Our sample also
1nc1uded only those cases Whlch represented f1rst screenlng
assessments for long term care. In additi on, the sampling
crlterla excluded 1nd1v1dua1s whose usual 11V1ng arrangements
were in a domiéiilary/personal care facility or health care
fac11ity; Therefore, the sample represented 1nd1vlduals who were
not currently res1d1ng in a formal long term care environment
prior to screening. After deletlng cases that were younger than
59 years of age, the final study sample included 1133 cases
recommended for intermediate care, 1088 cases for skilled care,

and 1390 cases for community based care:
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Demographiceeharacter;stlcs of the Sample

The demographic characterlstics of the sample reflected the
unlque nature of a long term care elderly populatlon. As
expected, a large proportlon of the sample were female (68 7%)
and most were w1dowed (59 13,, There was; however,_an
unexpectedly large percentage (37%) of nonwhlte cases in the
sample, perhaps because nonwhltes in V1rgln1a are more ltkely to
meet flnancxai cr1ter1a for MédlCéid.

The ma;ority of the cases were age 75 years and over. Fuiiy

40% of the total sampie were in the 75 to 84 years of age

category, whtie a strlking 28% were age 85 years and over. In
addition; nearly 72% of the women were 75 years of age and over
while only 59% of the men fell into this age group.

ComparisoneWIthfvlrg1n1a and nat1onal popuiatlon,data

Table 1 shows the comparisons of the 1983-84 sample Wlth 1“85

projcctions of noninstitutionalized elders 60 years of age and

over. Differences between the sample characteristics and state

data could be found in each of the three reported categories.
ifﬁééff Table 1 here)

Elderly Virglnlans in the sample differed from the elderly

population of the state most dramatlcally in the age
éistributions. The proportlon of sample elders in the oldest age
category was almost flve tlmes greater than the comparable state

statistic. Conversely, the proportion of sample elders in the

youngest age category was al ost one- f1fth of the state
proportlon of the youngest old. Comparlsons of the sample w1th

the national populat1on 1nd1cated there were substant1al

(3, 1]




differences in all four demographic categories. Clearly, Eﬁé“
indibiduals in tne study population who were entering a iong term
care system were a unique subset of the general older adult

ﬁaﬁaiééisa; The **”pl“ 7epresented hlgher percentages of
femalcs, nonwhltes, and the wrdowed than the general populatlon.
These ’lders were a1so considerably older than the national
population.

Ihe Study Varlables. Drawxng from the literature of both

1nst1tut1onalized and Instltutlonally vulnerable elders, three
categortes of explanatory variables (background, s”’i*l
envxronmental, and phy51ca1 Impalrment) were 1dent1f1ed as
potentlally useful for the analyses of recommended care settlng.

Signtflcant background vartahies assoc1ated‘w1th

tnstxtutlonalizatlon from a véé'éiy of studles have 1nc1uded
advanced age (Branch, l9§4i Branch and Jette, 1982, Pavis &
G1bb1n, 1971- Kraus, et al., 1975, L1u & Manton, 1983, McCoy &
Edwards, 1981; Vincente, Wlley, & earrlngton, 1979), marital
status (not married) (Butler & Newacheck, 1981, DaVIS & Glbbln,
1971; Greenberg & Ginn, 1979; Liu & Manton; l983§ Palmore, 1976;
Vincente et al., 1979), sex ifemaié) (bavis E Gibbin, 1971.
Greenberg'& Ginn, 1979, Kraus et al., 1976; Liu & Manton, 1983),

and race iwhlte) (Kart & Beckham, 1976, McCoy & Edwards, 1981.

Palmore, 1976).

Important soc1a1 env1ronmentalm¥ar4ab1es associated w1th

Instltutional placement Included none or few 11v1ng children
(Greenberq & Ginn, 1979; Palmore, 1976; Townsend, 1965; Wan &
Weissert, l981}; living arrangements (iiulﬁé alone) (Branch,

1984; Branch & Jette, 1982; Brody, 1977; Brody, Poulshock &
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Masciocchi, 1978; Butler & Newacheck, 1981; Kraus et al., 1976;
McCoy & Bdwards, 1981; Neilisen, Blenkner, Bloom, Downs; & Beggs,
1972; Palmore, 1976; Vincente et al., 1979), and lack of
available social support (Brody et al., 1978; Greenberg & Ginn,
l979' McCoy and Edwards, 1981- TownSénd, 1965).

The group of varlables Categortzed as Eg251calf;mpairment

yarlables for thlS study have had selected effects on

1nst1tut1onaltzation. For example, problems w1th behavior

.allﬁaﬁxerns and or1entat10n kave sharply delineated elders requlrlng

Instltutlonal care for those who can be malntalned in the

communlty (Branch & Jette, 1982; Waﬁ & Welssert, 1981) With

regard to personal care needs and assfstance in dally 11v1ng, it
appeérs that famllles seek 1nstitutxonal care for the older adult
when care needs become contlnuous such as 1ncont1nence problems
(Dunlop, 1986) and feedlng and t01let1ng needs (Nasﬁ 1966)
51nce approx1mately one—third of all nur51ng home adm1551ons
are from hospltals (U.S. Department of Health, Educatlon, and
Welfare, 1979), gerontologlsts recently have become interested in
exa mlning the characterlstlcs of 1nst1tutlonally vulnerable
hospitalized older adults. Few studies have been reported to
ésfe on factors fhflﬁehéihé care settiné recommendations

folloﬁihg hospital diQCHarge. Background variables have,

however, emerged as the more consxstéﬁt ﬁr d ctors of nur51ng
home care after hospltalizatron than either social env1ronmental
or phy51cal 1mpa1rmeht varlables. ThlS is somewhat surprlsxng in
view of the fact that hospltallzation 1mp11es health related,
physical 1mpa1rment problems that should aéffy over in needs for

long term care.




Background var1ables Influenclng recommended long-term care :-
placement followxng hospltal dlscharge have 1nc1uded advanced age
(Kane & Matthlas, 1985 kane, Matthias, & Sampson, 1983, Lamont
Sampson, Mattlas, & Kane, 1983; McAuley, Travis, & Paylor, in
press), and sex (female) (Rané; et a1., l§é§lf Of the social
environmental vséiééies, only avallable 11v1ng space (McAuley, et
al.; in press), hospltal admission from a nursing home (Kane, et
ai., l983), and famxly's w1111ngness to prov1de care in the home
(Prohaska & ﬁéﬂﬁié?; 1983) have dlfferentiated 1nst1tutlonal
versus communlty based cére.

Impalrment has, for the most part, been a poor prédxctor for
1nstitutlonal care. The exception is mental Impatrment which has
been reported as a s1gn1f1cant predlctor varlable in thlS sparse
11terature (Dav1s, Shapiro, & Kane, 1984, Kane, et al:; 1983;
Lamont, et al., 1983). Recently, sensory 1mpalrment was reported
by McAuley, Trav1s and Taylor {(in press) in dlfferentlatlng
recommendatlons for 1nst1tuttonal versus community based care.

The operatlonaltzatxon of the rehabllxtatlve trajectory and
serlousness of Iliness variables warrant further descrlptlon
since we created these varlables from the data set. Fortunately,
we did not have to tr; to determlne rehab lltatlve potenttal per
se. Rather the dtscharge plannlng teams and screenrng comm1ttees
composed of phys1c1ans, nurses, and soc1a1 workers had alréady
made assessments about the status of rehabllltatlve traJectorIes
for the ind1v1duals in the Vlrglnla Medlcal Assxstance Program.
We used these data recorded on the standardlzed screenlng

instrument to class1fy 1nd1v1duals in rehabllltatlve or non-

rehabll1tativé/mainténaﬁcé tracks. The procedure used for
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establishxng whether an 1nd1v1dua1 was on a rehab111tat1ve
frajectory is d1agrammed in thure 1. We felt tha a
explanatory variable reflecting 1ncreas1ng, static, or decrea51ng

care needs;

izﬁéééé Fiéafé 1 ﬁéfé)

guanttfy the muxtlple problems of illﬁéss that beset older
éééifé; Most often researchers have used counts of d1agnoses to
measure health or have 1ncluded only a few maJor dxsease
categorxes in thelr analysés Wyler; Masuda; and Holmes (1968

1970) developed a weighttng scheme for 126 common medlcag

dlagno es through ranklng procedures. Th1s methodology prov1ded

diseases in the same nleIdual;

McAuley et al:. (in press) used the Seriousness of Illness
Index as a determlnant of long term care placement decisions for
acute care screen1ngs. We1ghts for health problems whlch were
not 1ncluded in the 126 medical d1agnoses of the Wyler
methodology were est1mated by members (both Registered Nurses) of
the research team. We used the same method to compute

seriousness of 111ness scores from the medical d1agnos S (ICD-9—
CM) documented for each individual. Table 2 provldes a brief
descrtption of the explanatory var1ab1es used in the analyses.
(Insert Table 2 here)
The dependent study varlable for the analyses was

recommended care setting. The objective assessment data from the

0
f—y
HM



LTCIS is translated to a single recommended care éettiﬁé By the
screening committee in the case of a community applicant or by a
soc1a1 worker for acute care appllcants. We chose to
operationalize recommended care setting two different ways for
two separate analyses: i)commuhfty versus ihstitutioﬁai éafé
recommendatlons and, for the subsample of instltutlonal
récomméﬁdatioﬁs; 2)sk111ed versus 1nterme61ate care
recommendations.

Statlstlcal analyses. Data analysls con51sted of extens1ve

tabular analysrs and loglstlc regressxon to attempt to explain
recommended care settlng. While the geﬁérai linear modéi is
varlables, use of a d1chotcmous variable (communtty versus
institutional care and 1ntermed1ate versus skriled care) violates
the assumptlon that the errors are normally dlstrlbuted. Maxlmum
11ke11hood loglstlc ré§re551on was our statistical proceédure of
choice (eleary & Angel; 19834) .
RESULTS

Approxlmately 73% of the acute care cases were recommended
for institutional care compared to only 35% of the community
scféénlngs. However, of those communrty cases recommended for
care while less than half of the acwte care cases were
recommended for 1ntermed1ate care.

The majorlty of those screened had an avallable communlty
11v1ng spaCé and did not 11ve alone: Well over one-half of the

sample had only one 11v1ng daughter or no 11v1ng daughters.

Almost SO% of the elders had on]y one available soc1al support or

EKCm, S e
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no avallable social supports. Approxrmately 81% of the elders

w1thout avaiiabie llving space were recommended for rnstrtutlonal

space;

There was an inconsistent trend in the assaéiétiaﬁ between
number of 11ving daughters and institutronal versus community
éare recommendatlons. Elders with fewer than three or more than
six 11v1ng' daughters were most often recommended for
1nst1tutlonal care whlle elders w1th frve or six Irvrng daughters

were llkely to be recommended for communlty care.

The 'ple represented a low to moderately 1ll group with
55.3% of thi lders placed at the two lower categorles of
serrousness of illness. oOver half of the sample had none or only
one spec1f1c phystcal Impalrment Almost two th1rds of the

ample had behav1or or orlentatlon problems. Three or ééfé
moblirty problems were r'ported in over 50% of the sample.
Current service use was low w'éﬁ approx1matley one-half of the
elders reportrng recelpt of none or only oné Service. Recerpt of
nutrrtronal serv1ces was l so low with over two-thirds of the
elders receiving o services or only one nutritional service.
fhé majority of the éaéés had no decuhitis ulcérs ié?;Qil or
éresgiﬁés (86.3%): Physical care services were remarkably under-
utlllzed with 85. 2% of the elders rece1v1ng only one service or
no serviCés at all. The majorlty of the cases (57%) needed
as stance w1th medlcatlon admlnlstratlon by a lrcensed person or

a Reglstered Nurse.

There was a 50-50 chance of institutional care



recommendatlons for 1nd1v1duals w1th very low or very hxgh

numbers of physrcal 1mpa1rments and an 1ncrea51ng likelihood of

1nst1tutxona1 care for e1ders w1th one to fxve Impalrments.In
the instltutlonal subsample, the ixkellhood of skilled care
recommendatlons also 1ncreased w1th number of phy51ca1

impairments.

Ind1V1duals with more severe behav1or/or1entatlon problems

were most often recommended for 1nst1tutlonal, 1ntermed1ate care

ettings. The éi&ééﬁtioﬁ is the comatose cétééory of elders where

se
éé% of the cases received sk111ed care recommendatlons.

'11v1ng generaliy recelved recommendatlons for 1nst1tutiona1 care.

This was not totally surprlslng in view of the adm1551on cr1ter1a

care settlngs;

Ii&éiétié rég’rssian modeis; Wﬁen éﬁé iﬁétitijtionai versus

backgroun 7 social env1ronmenta1, and physxcal Impalrment

varxabies, eleven varlables were sxgnifxcant contrlbutors to the

regre551on mode; (Table 3) "d1v1duals recommended for
1nst1tut1ona1 care were more 11ke1y to be older, white, and

screenlng. The elders had more ADL dependencles, no available

communlty 11v1ng space; fewer living daughters, and fewer
available informal soc1a1 supports. Tﬁe LTC aséiicants

recommended for 1nst1tut1ona1 care were also more 11ke1y to have

greater degrees of behavior/orientation problems, need more

12 14



assl tance w1th medication adm1n1stratlon, have less nutéitiaﬁéi
service needs, and to be in a réhasiiitativé trajectory at the
time of screening. Together the eleven variables explalned 22.4%
of the variance in 1nltit;ti;nal versus community care
recommendations.

ol (insert Table 3 here)

The second regression procedure used the 1nstitu+1onal care
subsampl;.to regréss 1ntermediate versus skilled care
recommendations on the same set of e’ip’iéiiaéééy variables (Table
4). Ind1v1duals recommended for skilled care were more llkely

to be younger, nonwhxte females. These elders Were more l1ke1y

screenlng and to have fEWér ADL dependencies while reportinq more
avallable 1nformal socxal supports. These elders were also more
llkely to have more phy51cal 1mpa1rments, géééééf ﬁééa for
assxstance w1th medlcatlon adm1n1stratlon, more dre551ngs and
more decubltls ulcers than elders rece1v1ng 1ntermed1ate care
recommendations. They also had more mob111ty restr1ct1ons while
being on a rehabilitative traJectory. Toééthér the twelve
varlables explalned 24 3% of the varlance in skilled versus
intermediate care recommendations.
(Insert Table 4 here)
' DISCUSSION

It appears from these analyses that the hosbltal to nufsiﬁg
home llnkage is very strong. The fears of older éeoﬁié that
the1r hospltallzatlon will result in Instltutlonallzatlon appear
to be 3ust1f1ed. With almost three fourths of the acute care

cases recetvxng 1nst1tutlonal care recommendations, one miéhw

13 15



expect the physical impairment variables to be significant. Five " -
of the eleven significant variables were, in fact, physical
1mpa1rment varlables.

We f1nd from the anaiysis that these elders (generally

older, thte women) were phy51ca11y and mentally 1mpa1red at the

tlme of hospltal dlscharge and laek fam11y or friends and

available 11v1ng space to remain in the communlty, even 1f they

were wxllxng and able to do so. With a need for assistance with
ADL, medication administration, and rehabtlxtative care and
services as well as sapéfviéiéa of behavior/orientation prohiems
the cost of maintaining these elders in the community would
probably be cost prohihitiv* as well.

There d1d not appear to be any surprlses in the explanatory

model for 1nst1tut10na1 care recommendatlons. One cannot help
where would the person go upon nursxng home dlscharge wrth such
reported low levels or absence of avallable soc1a1 support in
this group of elders. The incentive for 1mproved level of
functlonlng and nur51ng home dlscharge are, perhaps, two of the
greatest d11emmas in 1nst1tut10na1 care:

The eilglblilty categorles for 1ntermed1ate and sk111ed care
under the Vlrglnla DMAS con51der cr1ter1a for both the functional
capacity of an individual and his/heér nursing needs. Skilled
care is ﬁiai—é aafésm aéfiné& and inciudes the additionai need

and nasogastrlc tubes.

The logrstxc regression procedure for skilled versus

14 16



iﬁéééﬁééiézé care presents an interesting picture of the eider.ﬁ

recommended for skilled care. These 1nd1v1duals appear to be
Severly 1mpa1red at the tlme of screenlng in the hospttal.
However, the fact that these elders are younger females with more
informal social supports than the intérmedlate care
recommendatlons may suggest that thls group of elders has the
greatest potent1a1 for nur51ng home dlscharge foliowxng post-

hospltal recuperation in a nursxng home. The presence of more

dre551ngs and decubitis ulcers also suggests a prolonged majbr

to LTe.Slnce our sample 1nc1uded only ftrst time appllcants to
LTC these e1ders may refiect home 51tuat1ons in which the elder
has been ma1nta1ned by thP famlly unt11 the med1ca1 condttion
andior care requ1rements of the elder exceeded the aﬁlllty and
resources of the caregiver to prov1de contlnued care.
CONCLUSIONS

in géﬁéféif the explanatory var1ab1es for recommended care
*éééiﬁés for med1ca1d e1ders do not dtffer from the variables
suggested by the review of the literature for institutionalized
and inStituéiaﬁéiiy vulnerable elders. %0ld, alone, and
1mpa1red" in an acute care settlng seem to summarize the plcture
of elders recommended for tnstltutlonal care settlngs. In thé
1nst1tut10na1 subsample, sk111ed care recommendations are
consistent with, as the name applies, the need for more than
custodial types of care including medication administration and
rehabilitative care and services:
The analyses explained 22.4% of the variance in

1nst1tutlona1 versus communlty care recommendatlons and 21. 3% of
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the varlance in skllled versus 1ntermed1ate care recommendatlons.:“
Desplte a large number of variables reflectlng background, soc1a1
env1ronmenta1 and physlcal 1mpalrmént categories, the amount of
explatnéd variance remainéé ibw. Tﬁéré are 656iaa§1§ other

factors operatlng in the LTC decision maklng process than those



Rehab111tative Trajectory

Rehab11{tation not completed fors
fractures/dislocations with onset & 1 year
paralysis/paresis with onset< 1 year

speech impairments with onset < 6 months

missing 1imbs with unspecified oﬁ;ef

' J;;f | nL

— e ,,,,77,,,,’,:,:, _ —
Receiving at least one of the following:

speech therapy
physical iiaéraisi/

bowel and bladder trafning

range of motion

other restorative nursing

L ]
N

Rehab111tative Nonrehab 111tative/

Track ~ Maintenance Track




‘i’aﬁ'ié 1

Demograbhic Characteristics of the Sadp1e
Compared to State and National Census Data

Compar{sons
Var*lab'les SampleS Statex Hational%
Sex
Male 31.3 41.9 43.5
Female 68.7 58.1 56.5
Race
White 62.8 83.3 90.0
Nonwhite : 37.2 | 16.7 10.0
Marital Status
Married 20.7 - 54.0
Widowed 59.1 - 36.0
A1l other 20.2 - 10.0
Age
60 - 64 6.2 30:0 26.4
65 ~ 74 25.3 43.5 44.2
75 - 84 40.0 | 21.0 22.6
85 plus 29.0 6:0 6.8

th§3 Percentages are Based on the population 66 years of age and

older. State data are from
Virginia Dapartment of Planning and Budget; | és arch. Section. o
Richmond, Virginia. Nat1on31 data are from rent

Retired Persons and the U.S. Senate Specia1 Cbmmittee -on Agfng.
Marital status data by _age was not available for the. State, a
dash represents the unava{lable data. Due to missing data on 4l

cases in the total sample, N = 3570 60 years of age and olaer.
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Table 2

Explanatory Variables Used in the Analysis

Variable

Description Mean

Sex Owuae, 1-female

Race O=nonwh ite; l=white —

Age | 0=59, 1=60-69, 2.44
2=70-79, 3=80-89
4=90 and above

O=preadmission screen- —_—
- 1ng acute care
1=preadmission screen-

ing community

Locatfon of Patient

Marital Status

O=not married, 1=married —_

Married
W idowed O=not widowed 1l=widowed —_

0=not available —
1=available

Available Living Space

O=does_not_1ive alones _

Living irrangéhéhf 7
1=11ves alone

Daughters number of 11ving daugh- 1.14

count of number of avail-  2.34
able informal supports for
activities of dafly 11ving,
housekeeping, 11ving space,

Informal Support

transporation, and other
support: 0-7

ﬁumﬁér p?ﬁAﬁL dependencies 4.91
Range: 0-6

ADL Count
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Table 2 (continued)

Variable Description Mean s.D.

Physical Impair—  count of areas of impairment 1.54 1.21

ments

Behavior/
_Orfentation

ﬁédféation -
Administration
Dressings

b1ty

Nutrition Services

Receiving

Decubitis Ulcers

§ér§ousness of
I1ness

Rehabilitative

Trajectory

for speech, sight, hearing,
Joint motion, fractures/
and paralysis/paresis,

the highest score on-separate
behavior and orientation
measures with-each measure
ranging from O (appropriate

or orfented) to 5 (comatose);
0-5

riﬁgiﬁﬁ from © (uses no medi=
catifon) to 4 (some or all
medication administered by
professional nurse): 0-4
ranging from 0 (no dressings)
to 2 (dressings on two or more
sites): 0-2

ab11{ty to go outside walking,

wheeling, or stair climbing:
0-4

count of number of nutritifon

services currently receiving

including diet, food/fluid
intake, supplement, and dining
Jocation: 0-4

ranging form 0 (no -decubitis
ulcers to 2 (decubitis ulcers
two or more sites): 0-2
based on-Wyler, Masuda, and
Holmes (1968) 5 categories:
1=0-999, 2=1,000~-1,999;3=2, 000~
2,999, 4=3,000~3,999,5=4,000

O=nonrehabilitative
l1=rehabilitative/
maintenance

2.61

2.42

1.1

.16

2.34

1.55

1.01

1.10

Note: Means and standard deviations of dichotomous variables

are not reported.
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Table 3

Results of Log1st1c Regress1on of _
Institutional Versus Commun1tx Care On
Explanatory Variables

R o Standard
Variables Beta Error p
Race 0.42 .09 .000
Age 0.10 .05 .034
Location of Patient -1.04 12 .000
ADL Count | 0.46 .08 /000
Available living space <1.24 12 .000
Daughters -0.07 .03 .036
Informal support ~0.12 .02 .000
Behavior/Orientation 0.15 .03 .000
Medication Administration 0.22 .05 .000
Nutr1t1 on Serv1ces -0.11 .04 .017
Rehabilitative Trajectory 0.32 .10 .001

Model Chi-square=981.60 with 20 D.F. p=.000 R2= .224

N=3147___ Community cases=1221 _ Institutional cases=1926

464 observations deleted due to m1ss1ng data
Only those variables s1gn1f1cant at .05 level or below are shown




Table 4

-Results of Logistic Regression of
Intermediate Versus. Skilled.Care On
Explanatory Variables

- Standard

Variables _ Beta _ Error p
Sex 0.31 .13 .016
Race =0.53 .12 .000
Age -0.16 .06 .015
Location of Pat1ent -1.78 .23 .000
ADL Count -0.17 .07 .024
Informal Support 0.09 .03 002
Phys1ca1 Impa1rments 6;1i .05 .006
Medication Administration 0.15 07 025
Dressings 0.62 17 000
Mobility 0.52 .06 .000
Decub1t1s Ulcers 0.35 14 013
Rehabilitative Trajectory 1.08 12 .000
" Model Chi-=square=687.85 with 20 D. F. p=.000 R%: .73
N=1926 . Intermediate Care=980 Skilled Care=946
295 observations deleted due to m1ss1ng data
Only those variables significant at .05 level or below are shown.
. 24
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