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DRG e la valutazione dei costi nel paziente anziano

Il Diagnosis-related group o piu semplicemente DRG e
I'equivalente in italiano Raggruppamenti Omogenei di
Diagnosi oppure ROD.

Il DRG e un sistema che permette di classificare tutti i
pazienti dimessi da un ospedale (ricoverati in regime
ordinario o day hospital) in gruppi omogenei per
assorbimento di risorse impegnate. Tale aspetto permette di
qguantificare economicamente tale assorbimento di risorse e
quindi di remunerare ciascun episodio di ricovero.

Una delle finalita del sistema e quella di controllare e
contenere la spesa sanitaria.
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Il DRG viene attribuito ad ogni paziente dimesso da una
struttura ospedaliera tramite un software chiamato DRG-
grouper mediante l'utilizzo di poche variabili specifiche del
paziente: eta, sesso, tipo di dimissione, diagnosi principale,
diagnosi secondarie (comorbilita), procedure/interventi
chirurgici. Tali variabili sono utilizzate dal software "DRG-
grouper" a seguito della compilazione, da parte del medico
responsabile della dimissione, della scheda di dimissione
ospedaliera (SDO) presente in tutte le cartelle cliniche dei
dimessi dalla struttura ospedaliera e inserita in un tracciato
informatizzato.
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Il sistema dei DRG si basa fondamentalmente su un sistema
di diagnosi, omogenee per assorbimento di risorse. A loro
volta i DRG sono ragguppati in MDC (Major Diagnostic
Category - Categorie diagnostiche Maggiori) in numero di 25
individuate e suddivise con un criterio clinico-anatomico.
Ognuno dei 538 DRG é ricompreso nella sua MDC (ad
esempio, i DRG da 001 a 035 che caratterizzano patologie e
interventi riguardanti il sistema nervoso sono ricompresi
nella MDC 1).

Le diagnosi e le procedure/interventi chirurgici sono
codificati attraverso il sistema ICD9-CM versione 2007
(traduzione italiana) che consta di 12.432 codici di diagnosi e
3.733 codici di procedure/interventi chirurgici per un totale di
16.165 codici.
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DRG e la valutazione dei costi nel paziente anziano

All'interno del processo di trasformazione in senso aziendale
del SSN (inziato alla fine degli anni 80), il sistema di
finanziamento a prestazione dei DRG entrato formalmente in
vigore in Italia al 1° gennaio 1995 e stato insistentemente
associato alla deriva economicistica del sistema (per I'origine
statunitense del metodo?) l'inizio della degenerazione dell’
assistenza sanitaria. | DRG sono dunque stati subito considerati
dai critici, nel nostro paese, quali killer impietosi del sistema di
tutela sanitaria, senza considerare che, piu propriamente,
meritavano di essere valutati quali strumento di misurazione e
finanziamento dell’attivita ospedaliera, il cui effetto poteva
essere orientato e determinato dai decisori responsabili.
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...the single most influential postwar innovation in medical
financing. Inexorably rising medical inflation and deep
economic deterioration forced policymakers in the late 1970s
to pursue radical reform of Medicare to keep the program
from insolvency. Congress and the Reagan administration
eventually turned to the one alternative reimbursement
system that analysts and academics had studied more than
any other and had even tested with apparent success in New
Jersey: prospective payment with diagnosis-related groups
(DRGs). Rather than simply reimbursing hospitals whatever
costs they charged to treat Medicare patients, the new model
paid hospitals a predetermined, set rate based on the
patient's diagnosis. The most significant change in health
policy since Medicare and Medicaid's passage in 1965 went
virtually unnoticed by the general public.
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Il sistema fu ampiamente collaudato, la sua
implementazione non dimostro un peggioramento della
salute dei pazienti dimessi dall’ospedale.
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Comparing outcomes of care before and after implementation of the

DRG-based prospective payment system.

Kahn KL, Keeler EB, Sherwood MJ, et al. JAMA. 1990;264:1984-8

We compared patient outcomes before and after the introduction of the
diagnosis related groups (DRG)-based prospective payment system (PPS) in a
nationally representative sample of 14,012 Medicare patients hospitalized in
1981 through 1982 and 1985 through 1986 (heart failure, acute myocardial
infarction, pneumonia, cerebrovascular diseases, hip fracture).

For the five diseases combined after the PPS was introduced:

-Length of stay dropped 24% and in-hospital mortality declined from 16.1% to
12.6.

-Thirty-day mortality was 1.1% lower than before (16.5% pre-PPS, 15.4% post-
PPS);

-180-day adjusted mortality was unchanged at 29.6% pre-vs 29.0% post-PPS.
-For patients admitted to the hospital from home, 4% more patients were not
discharged home post-PPS than pre-PPS (P <.05), and an additional 1% of
patients had prolonged nursing home stays (P <.05).

The introduction of the PPS was not associated with a worsening of outcome
for hospitalized Medicare patients.

L'introduzione dei DRG non risulta associata a un peggioramento degli outcome
dei pazienti ospedalizzati.




Age, Resource Consumption, and Outcome for Medical Patients at an

Academic Medical Center

Eric Mufioz, Fred Rosner, Don Chalfin, et al. Arch Intern Med. 1989;149:1946-1950.

At the national level debate is growing about the effects of the diagnosis related
group (DRG) hospital payment system on patient access and quality of care.
Recent changes to the DRG system have dropped any stratification by age and
have delayed any other major change to improve payment equity. We
characterized hospital resource consumption and outcome by age for all medical
admissions (N = 31 838) to a large academic medical center (January 1,1985,
through December 31, 1987) using the DRG format. Mean hospital cost per
patient, hospital length of stay, percentage of outliers, and mortality increased
with age. The mean DRG case-mix index and the number of diagnostic codes per
patient also rose with age. The DRG payment for all patients would have
produced an aggregate profit of $34 426 951 ($1081 profit per patient);
however, patients aged 71 years or older generated loses (the highest with
patients aged 85 years or older—a $2177 loss per patient).

As the financial position of American hospitals continues to deteriorate, these
data suggest that the current DRG payment scheme may be inequitable for the
medical patient aged 71 years or older, thus providing financial disincentives to
treat the elderly medical patient and perhaps limiting their access and quality of
care in the future.




Do Older Medicare Patients Cost Hospitals More? Evidence From an

Academic Medical Center
Gary E. Rosenthal & C. Seth Landefeld Arch Intern Med. 1993; 153:89-96.

Background. It is uncertain, under prospective payment, if hospitals face financial disincentives to treat older
Medicare patients. Therefore, we studied associations between age and hospital charges and length of stay for
Medicare patients and the impact on hospital reimbursement of Medicare's decision in October 1987 to
eliminate older age (70 years) as a criterion for stratifying diagnosis related groups (DRGs).

Methods. The 23 179 medical and surgical admissions to one academic medical center in 1985 through 1989 who
were aged 65 years or more were studied using a retrospective cohort design. Clinical and financial data were
obtained from hospital databases; charges and length of stay for each patient were adjusted for DRG weight, the
measure used to determine reimbursement. Admission severity of illness was measured for 11 060 patients using
the Nursing Severity Index, a previously validated method.

Results. Compared with patients aged 65 to 69 years, DRG-adjusted charges were 1%, 5%, 5%, and 6% higher and
DRG-adjusted length of stay was 4%, 11%, 16%, and 18% greater for patients aged 70 to 74 years, 75 to 79 years,
80 to 84 years and 85 years or more, respectively. In multivariate analyses, these estimates were similar, even
after controlling for sex, race, socioeconomic status, and other variables associated with charges and length of
stay. However, further controlling for severity of illness revealed that nearly all of the differences in charges and
a large proportion of the differences in length of stay in older patients could be explained by their higher severity
of iliness. In separate stratified analyses, the association with age was stronger and more consistent in patients
admitted after October 1987 and in medical patients.

Conclusions. These findings suggest that currently hospitals may face financial disincentives to care for older
Medicare patients and that the equitability of DRG-based hospital payments, with respect to age, may have been
adversely affected by Medicare's decision to eliminate older age (70 years) as a criterion for classifying DRGs. The
inclusion of patient age in prospective payment formulas may make hospital reimbursement more equitable.
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Noi abbiamo da subito accolto positivamente la sua attuazione
(anche andando contro corrente nei confronti della geriatria
ufficiale che ha sempre osteggiato i DRG giudicandoli
penalizzanti per gli anziani) considerando il peso DRG come una
sorta di pace-maker (il metronomo dell’attivita di reparto) che
da il ritmo all’attivita ospedaliera e sprona a riconsiderare il
sistema in presenza di outlier (errori di gestione o necessita).



DRG in Geriatria

Studio retrospettivo, effettuato su 4094 pazienti anziani (femmine
61.5 %, eta media 79.4+ 7.8 anni) ricoverati consecutivamente
nell’Unita di Geriatria e nell’Unita di Cura Sub-Intensiva
Geriatrica dell’Ospedale Poliambulanza Brescia.

| pazienti per 78 % provengono dal Dipartimento d’Emergenza.
In tutti e stata effettuata una valutazione multidimensionale, in
prima giornata di ricovero che comprendeva: eta, sesso,
diagnosi d’ingresso, stato mentale (Mini Mental State
Examination-MMSE e Geriatric Depression Scale-GDS). La
gravita della condizione clinica veniva valutata con I’ APACHE Il
score che valuta il grado di “deragenment” fisiopatologico, I'eta
e la presenza di patologie croniche (malattie cardiache, BPCO,
cirrosi epatica, insufficienza renale e neoplasie).

La disabilita e stata valutata mediante il Barthel Index (B); i
pazienti sono stati suddivisi in 7 differenti gruppi di disabilita
crescente.
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patients according to their Barthel Index value on admission.



Conclusioni

| dati suggeriscono che il valore del DRG tiene implicitamente
in considerazione lo stato funzionale del paziente anziano, in
linea con la ben nota relazione tra patologia e disabilita.

| dati dimostrano che la disabilita e correlata al’APACHE Il
score, indicatore di severita di malattia, suggerendo un
possibile percorso “severita della malattia-disabilita-peso
DRG”, in cui la disabilita collega le alterazioni biologiche
indotte da eventi patologici e il sistema di pagamento.

In questo modello I'aumento del peso del DRG, che
corrisponde ad una maggiore disabilita e severita della
malattia riflette anche I’appropriatezza dei ricoveri
ospedalieri.



Characteristics of medical patients admitted to a Geriatric or to a General
Internal Medical Ward in a six months period (January, 1 to June 30, 2004).

Geriatric Ward General Internal Medical Ward
Standard SICU* Age>65 Age<65
N=455 (77%) N=139 (23%) N=580 (64%) N=330 (36%)
Age (years) 78.0+9.9 79.1+5.3 78.1+8.2 47.7+11.7
Charlson Index 6.9+2.7 6.6+2.2 6.8+2.7 2.8+1.4
Length of stay (days) 6.4+4.8 7.1+5.3 6.5+4.3 6.7+6.8
DRG** weight 1.25+0.8 1.84+1.9 1.15+0.7 1.16+0.8

*SICU: Sub Intensive Care Unit
*DRG: Diagnoses Related Group

Rozzini &Trabucchi, J Gerontol, 2005



In un’area geografica con una rete assistenziale integrata
funzionante I'implementazione del sistema DRG non ha prodotto
effetti negativi sugli outcome clinici né su quelli economici.
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Diagnosis-Related Group—Adjusted Hospital Costs Are Higher in
Older Medical Patients with Lower Functional Status

Kenneth H. Chuang, MD, *'“"HK(mnerb E. Covinsky, MD, MPH " Laura P. Sands, PhD.* |
Richard H. Fortinsky, PhD.,® Robert M. Palmer, MD, MPH," and C. Seth Landefeld, MD*'

OBJECTIVES: To determine whether hospital costs are
higher in patients with lower functional status at admission,
defined as dependence in one or more activities of daily
living (ADLs), after adjustment for Medicare Diagnosis-
Related Group (DRG) payments.

DESIGN: Prospective study.

SETTING: General medical service at a teaching hospital.
PARTICIPANTS: One thousand six hundred
patients aged 70 and older.

MEASUREMENTS: The hospital cost of care for each
patient was determined using a cost management informa-
tion system, which allocates all hospital costs to individual
patients.

twelve

RESULTS: Hospital costs were higher in patients depen-
dent in ADLs on admission than in patients independent in
ADLs on admission ($5,300 vs $4,060, P<.01). Mean
hospital costs remained higher in ADL-dependent patients
than in ADL-independent patients in an analysis that
adjusted for DRG weight ($5,240 vs $4,140, P<.01), and
in multivariate analyses adjusting for age, race, sex,
Charlson comorbidity score, acute physiology and chronic
health evaluation score, and admission from a nursing
home as well as for DRG weight ($5,200 vs $4,220,
P<.01). This difference represents a 23% (95% confidence

interval = 15-32%) higher cost to take care of older
dependent patients.

CONCLUSION: Hospital cost is higher in patients with
worse ADL function, even after adjusting for DRG
payments. If this finding is true in other hospitals, DRG-
based payments provide hospitals a financial incentive
to avoid patients dependent in ADLs and disadvantage
hospitals with more patients dependent in ADLs. ] Am
Geriatr Soc 51:1729-1734, 2003.

Key words: diagnosis-related groups; functional status;
healthcare costs; Medicare; reimbursement methods

Mcd[carc’s Prospective Payment System (PPS) is de-
signed to pay hospitals fairly and to provide similar
financial incentives for admitting different types of patients
so that no group of patients is systematically a financial
winner or loser for the hospital.' To accomplish this,
Medicare bases its payments on the diagnosis-related group
(DRG), which is based on patients’ discharge diagnosis.*
Although there has been concern that the DRG system may



Table 1 Patient Characteristics According to Activity of Daily Living (ADL) Function on Admission to Hospital

ADL Function on Admission

Dependent Independent
Characteristic (n=1,0386) (n=576) P-value

Age, mean+SD 81.6+7.6 78.8+6.7 <.001
Women, % 71 60 <.001
Race, %

White 57 65 .001

Black 42 34 .001

Other 1 1 667
Admission from nursing home, % 18 1 <.001
APACHE Il score, mean +SD 12.7+4.9 10.4+3.4 <.001
Charlson Comorbidity score, mean+ SD 2.0+1.7 1.5+1.7 <.001
Chief reason for admission, %

Acute dyspnea or other pulmonary problem 19.9 234 .010

Gl bleeding or other Gl problem 15.0 27.9 <.001

Congestive heart failure or other cardiac problem 13.3 15.6 .198

Fever, pneumonia, or other infection 14.7 9.9 .0086

Change in mental status or neurologic abnormality 12.9 5.7 <.001

Dehydration or other metabolic problem 12.1 5.9 <.001

Failure to thrive or other problem 12.1 11.6 .846

5D = standard deviation; Gl = gastrointestinal; APACHE = Acure Physiology and Chronic Health.
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Figure 1. Hospital costs according to activity of daily living
(ADL) function on admission, in all patients and in each quartile
of patients determined by diagnosis-related group (DRG)
weight.
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Average Cost per Patient

Figure 2. Estimates of average cost per patient and net annual
loss for a hospital with 2,500 annual Medicare discharges,
according to the proportion of patients dependent in activities of
daily living (ADLs) on admission. The net annual revenue for the
hospiral is calculared assuming a base payment of $4,100 and
2,500 discharges of Medicare beneficiaries from the general
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Table 2. Coefficients from a General Linear Model of Possible Predictors of Costs

Standardized Unstandardized

Independent Variable Regression Coefficient™ Regression Coefficient! P-value
Diagnosis-related group weight 0.4454 0.3235 <.001
APACHE 1l score 0.1589 0.0254 <.001
Functional status 0.1381 0.2069 <.001
Admission from nursing home —0.0320 —0.0705 171
Charlson Comorbidity score —0.0257 —0.0108 251
Men 0.0198 0.0302 373
Age —0.0088 —0.0055 698
Black —0.0037 —0.0055 867

Note: The adjusted R* for the model is 0.26.

- - - - - -
Derived by transforming variables to have a mean of 00 and a standard deviation of 1.

t - - - - - - - I b - B - )
Indicares the change in cost for each unit change in the independent variable, according to the formula e” =1, where 7 is the unstandardized regression coefficient.

APACHE = Acute Physiology and Chronic Health.
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ALL PATIENT REFINED DIAGNOSIS RELATED

GROUPS: A NEW ADMINISTRATIVE TOOL FOR

IDENTIFYING ELDERLY PATIENTS AT RISK OF

HIGH RESOURCE CONSUMPTION

Alberto Pilotto, PbhD

Carlo Scarcelli, MD

Luigi Piero D’Ambrosio, MD
Leandro Cascavilla, MD
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Table 1. Comprehensive Geriatric Assessment, Number of Drugs Taken by Patients, and Length of Stay (LOS) in the Three
All Patient Refined-Severity Index (APR-SI) Groups

Variable

APR-SI
Mild Moderate Severe-Extreme
(n=65) (n=111) (n=235)

Mean + Standard Deviation (95% Confidence Interval)

Activities of daily living

Instrumental activities of daily living
Cumulative lliness Rating Scale
Mini-Mental State Examination score
Number of drugs

LOS, days

5.2 4+ 1.5 (4.8-5.5)
5.8 + 2.8 (5.1-6.5)
2.1+ 1.3(1.8-2.4)
2.1+ 2.3(1.6-2.7)
2.9 + 2.4 (2.3-3.5)
6.4 + 3.1 (5.7-7.2)

4.3 + 2.0 (3.9-4.6)
4.6 + 2.9 (4.0-5.1)
2.9+ 22 (2.5-3.3)
2.9 + 2.4 (2.4-3.3)
3.9 + 2.8 (3.4-4.4)
7.4 + 3.4 (6.5-7.8)

P
3.9 + 3.4 (3.0-4.7) <.01
4.5 + 3.2 (3.4-5.6) <.05
3.1 + 2.2 (2.3-3.9) <.05
3.9 + 3.6 (2.7-5.2) <.05
3.3 + 2.5 (2.4-4.1) <.05
8.8 + 8.6 (6.7-10.8) <.05




DIAGNOSIS RELATED GROUPS AND HOSPITAL

COSTS IN ELDERLY DEPENDENT PATIENTS

JANUARY 2005-VOL. 53, NO. 1

JAGS

Table 1. Characteristics of 2,850 Elderly Patients Admitted to a Geriatric Ward According to Activity of Daily Living

(Barthel Index) Function on Admission to Hospirtal

Barthel Index on Admission

100 40-95 0-35
Characteristic (n=2921) (n=1,496) (n=434) P-value

Age, mean £+ SD 724 = 9.7 80.3 £ 8.0 82.4+7.0 <.001
Female, % 58.4 72.2 70.3 <.001
Mini-Mental State Examination score, mean + SD (0-30) 27.2 + 5.1 23.3+ 7.8 14.6 + 10.1 =.001
Geriatric Depression Scale score, mean = SD (0-15) 3.9 £33 55+ 3.6 5.6+ 3.6 <.001
Number of instrumental activities of daily living lost, mean + SD* 0.8 +1.86 3.6+L26 55128 <.001
Barthel Index on admission, mean + SD 100 76.9 + 16.5 11.6 121 <.001
Charlson Comorbidity Index, mean + SD (0-33) 56 +2.2 71+25 8.4+ 27 =.001
Number of drugs, mean + SD 40+1.9 43+1.8 45+ 2.0 .005
Acute Physiology and Chronic Health Evaluation Il score, 6.5 £ 3.1 8.2+ 4.1 114 +59 <.001

mean + SD (0-71)
Serum albumin <3.5 g/dL, % 14.2 21.8 58.1 <.001
Chief reason for admission, %

Acute dyspnea/other pulmonary problem 16.7 19.5 34.6 <.001

Gl bleeding or other Gl problem 15.7 12.2 14.4 NS

Congestive heart failure or other cardiac problem 24.8 16.2 8.1 <.001
Length of stay, mean + SD 59+28 6.6 3.2 7.1 +486 <.001

Analysis of variance.
"Detected 2 weeks before admission.
SD = standard deviation; Gl = gastrointestinal; NS = nonsignificant.

Rozzini et al. JAGS, 2005



E necessaria una valorizzazione del peso DRG per i
pazienti non autosufficienti al fine di non favorire
I’esclusione dall’ospedale di pazienti disabili né
penalizzare gli ospedali con un numero elevato di
pazienti non autosufficienti.
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Characteristics of a population of 4232 hospitalized elderly patients according to

their DRG weight.

Age

Gender (males) %
MMSE

GDS

APACHE Il Score
APS subscore
Diseases (number)
Charlson Index
GIC Il (%)

GICIV (%)

Drugs

Barthel Index (on ad)
IADL (premorbid)
Serum albumin

LOS (days) (mean)

Total
N=4232

79.118.0
38.6
21.918.4
4.613.5
10.5%5.4
4.3+5.1
5.1+2.2
5.2¢1.8
30.5
32.7
5.712.9
60.3137.9
3.212.9
3.710.7

6.5%4.1

<0.8
25.3%

77.918.0
28.6
24.1+6.5
4.913.6
7.113.3
1.7+2.9
4.6+1.9
4.5%1.4
28.4
13.4
4.4+2.2
80.2+27.6
2.412.7
4.010.6

5.8%2.9

DRG weight

0.8-1.02
26.7%

79.317.7
37.6
22.4+7.7
4.713.6
9.214.6
2.913.4
5.312.0
4.8%11.5
36.9
28.9
5.112.4
69.6133.6
3.212.8
3.910.6

6.213.1

1.02-1.3
23.6%

77.918.0
39.5
21.518.4
4.7+3.4
10.5%5.3
3.614.2
5.412.1
5.412.0
29.8
46.7
5.21+2.2
60.5%£36.5
3.412.8
3.710.6

7.013.8

>1.3
24.4%

77.918.0
48.0
19.2+10.1
3.913.1
15.2+6.4
8.916.0
5.0+2.1
6.212.0
26.2
45.1
7.613.0
31.2134.6
3.9%+2.9
3.310.6

7.415.6



Relationships between clinical characteristics and DRG weight in 4232

elderly patients admitted to a Geriatric Ward

Crude Adj. (A) Ad;. (B)

B SE p B SE p B SE p
Age -.024 .003 .128 -.062 .003 .004 -.072 .003 .001
Gender (males) % .092 .043 .000 .044 .045 .033 .042 .045 .043
MMSE -.141  .002 .000 -.015 .006 .515 -.012 .006 .585
GDS .053 .005 .003 -.014 .006 .472 -.013 .006 .510
APACHE Il Score .320 .003 .000 222 .005 .000 .217 .005 .000
Drugs .276 .009 .000 .106 .009 .000 .099 .009 .000
Barthel Index (onad) -.304 .001 .000 -.230 .001 .000 -.226 .001 .000
IADL (premorbid) .069 .007 .000 -041 .010 .096 -.039.010 .120
Serum albumin -.264 .029 .000 -.075 .036 .001 -.071.036 .001
(A) Charlson Index .149 .011 .000 -038 .014 .100 - - ---
(B) GIC .092 .024 .000 --- —— - -.011 .025 .581

P=estimated coefficient from regression models; SE=standard error



Three month survival in 3427 hospitalized elderly patients

according to DRG weight value strata
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Che cosa ha comportato l'introduzione dei

DRG in una Azienda come I’Ospedale Civile di
Brescia

e Una gestione del paziente orientata non solo sugli
aspetti clinici

e Una maggiore responsabilizzazione sull’uso delle risorse
e Una inevitabile ricaduta sulla organizzazione interna

(L.Mastromatteo, 2005)



Il DRG puo essere inteso:

e Un banale metodo di retribuzioni di prestazioni

e Una prerogativa del sistema per coniugare efficacia ed
efficienza in un settore a costi crescenti ma a risorse
limitate

(L.Mastromatteo, 2005)



La responsabilizzazione del medico

e La compilazione della Scheda di Dimissione Ospedaliera
(SDO) implica la valutazione della patologia che ha
comportato il massimo consumo di risorse

e La scelta delle patologie secondarie che effettivamente
hanno avuto un ruolo nell’episodio ricovero

e La descrizione e codifica di tutte le procedure
significative

(L.Mastromatteo, 2005)



Gli scenari che si sono venuti a creare

e La possibilita di confronti (peso medio, case mix, ricoveri
brevi)

e La analisi del modello organizzativo (ricovero ordinario,
ricovero breve, DH medico e Day Surgery) e la
conseguente riduzione dei posti letto

e L’'introduzione della appropriatezza dei ricoveri e delle
giornate di degenza

* |l monitoraggio continuo delle attivita di ricoveri

(L.Mastromatteo, 2005)



Le opportunita

e Gli archivi dei ricoveri effettuati con le codifiche delle
patologie e prestazioni rappresentano una banca dati di
enorme utilita per:

— Valutazioni epidemiologiche
— Valutazioni di economia sanitaria
— Informazioni ai fini organizzativi e gestionali

(L.Mastromatteo, 2005)



| DRG ed il Budget

e La contrattazione del budget fra Aziende produttrici di
prestazione e la ASL non ha diminuito I'importanza dei
DRG

e L’Azienda e partita dai DRG e da altri indicatori (peso
medio, DRG inappropriati, aumento ricorso al D.H) per
costruire le schede di budget da negoziare con i
Dipartimenti nelle ultime campagne (anno 2003 e 2004)

(L.Mastromatteo, 2005)



Dalla logica dei DRG ci siamo orientati per:

Indirizzarci verso un Ospedale per acuti ad alta complessita
Governare la domanda di salute con strumenti adeguati al
bisogno

— Ricovero ordinario

— Day Hospital

— Week Hospital

— Ambulatorio

Sviluppare i Percorsi Diagnostico Terapeutici per la gestione
delle patologie croniche in accordo con il territorio

(L.Mastromatteo, 2005)



| DRG nell’organizzazione

*Ogni Unita Operativa con posti letto ha un medico
referente per i DRG

eEsiste un ufficio preposto, con risorse proprie per il
controllo e la valutazione delle SDO e dei DRG

ePeriodicamente I’Azienda organizza corsi interni di
aggiornamento in tema di SDO e DRG

(L.Mastromatteo, 2005)



Comparison of Hospitalists and Nonhospitalists in Inpatient
Length of Stay Adjusting for Patient and Physician

Characteristics

William D. Rifkin, MD, Eric Hoimboe, MD, Hannah Scherer, R-PA, Hernan Sierra, BA

OBJECTIVE: To determine the independent effect of hospital-
ist status upon inpatient length of stay after controlling for
case mix, as well as patient-level and provider-level variables
such as age, years since physician medical school graduation,
and volume status of provider.

DESIGN: Observational retrospective cohort study employing
a hierarchical random intercept logistic regression model.

SETTING: Tertiary-care teaching hospital.

PATIENTS: All admissions during 2001 to the department of
medicine not sent initially to the medical intensive care unit
or coronary care unit.

MEASUREMENTS: Observed length of stay (LOS) compared to
principle diagnosis related group (DRG)-specific mean LOS for
hospitalist and nonhospitalist patients adjusting for patient
age, gender, years since physician graduation from medical
school, and physician volume status.

MAIN RESULTS: The 9 hospitalists discharged 2,027 patients
while the nonhospitalists discharged 9,361 patients. On aver-
age, hospitalist patients were younger, 63.3 versus 73.3 years
(P < .0001). Hospitalists were more recently graduated from
medical school, 13.8 versus 22.5 years (P = .02). Each year of
patient age was found to increase the likelihood of an above
average LOS (odds ratio [OR], 1.01; 95% confidence interval
[CI], 1.01 te 1.02; P < .001). In unadjusted analysis, hospitalists
were less likely to have an above average LOS (OR, 0.51; 95%
CI, 0.28 to 0.93; P = .03). Adjustment for effects of patient age
and gender, physician gender, years since medical school
graduation, and quintile of physician admission velume did
not appreciably change the point estimate that hospitalist
patients remained less likely to have above average LOS (OR,
0.60; 95% CI, 0.32 to 1.11; P = .11).

CONCLUSIONS: For a given principle DRG, hospitalist patients
were less likely to exceed the average LOS than were nonhos-
pitalist patients. This effect was rather large, in that hospital-
ist status reduced the likelihood of above average LOS by about
49%. Adjustment for patient age, years since physician gradu-
ation, and admission volume did not significantly alter this
finding. Further research should focus on identifying specific
practices that account for hospitalism's effects.

KEY WORDS: hospitalist; length of stay; patient-level vari-
ables; provider-level variables; provider volume.
J GEN INTERN MED 2004;19:1127-1132.

P revious studies have concluded that use of hospitalists
to care for inpatients yields efficiencies, mostly in
terms of shorter length of stay (LOS) for hospitalist patients
as compared to nonhospitalist palienls.l 1t is not clear
which characteristics of hospitalists or their specific patient
care practices that drive this shorter LOS. It has been
proposed that some intrinsic variables of hospitalism, such
as being onsite, being able to round multiple times each
day. familiarity with hospital systems. or comfort with
common inpatient diagnoses, are the "active ingredients”
in h(_h&;piLalit;111.2'1!5 v

Limiting variables in earlier studies have included
differing clinical characteristics between hospitalist and
nonhospitalist patients requiring statistical adjustment,
measurement of small numbers of hospitalists, use of only
historical controls, or examination of a limited number of
diagnostic entities.'™'*

Previous studies have also not adequately accounted for
the effects of physician-specific characteristics, most notably
the observation that the majority of hospitalists are recent
graduates of residency training programs. Stein et al. noted
that the hospitalists they examined were of a mean age of
40 while the nonhospitalists’ mean age was 48.% Davis et al.
noted that the hospitalists were younger and more recently
trained, without quamiﬁuaﬂion.ﬁ Palmer et al. stated that all
the hospitalists were within 3 years of residency l.‘uu‘lpleli&)n.m
Although not discussed in their report, Rifkin et al. studied
hospitalists who were within 5.1 years of medical school
graduation on average, while the nonhospitalists were on
average 20.6 years out'? (postpublication analysis). Meltzer
et al. noted that the two hospitalists they examined were
2 and 10 years postresidency, while the nonhospitalists
were on average 9 years out.”” Finally, Auerbach et al.



In conclusion, we present evidence that care supervised
by hospitalists results in shorter principle DRG-specific
inpatient LOS, after accounting for patient- and physician-
level variables. Proximity to postgraduate training does not
appear to have a significant impact on hospitalists’ skills
in reducing LOS. These conclusions would seem to hold
with respect to comparisons with both high- and low-
volume nonhospitalists. Further research will be needed
to clarify whether a shorter LOS is indeed a valid proxy
for efficiency or quality, that is: are costs shifted to the out-
patient arena? Are patients more satisfied? In addition,
future examinations of hospitalism should focus on specific
practices employed, that is: what are hospitalists doing that
results in shorter inpatient LOS?

J GEN INTERN MED 2004;19:1127-1132.
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A new concept for DRG-based reimbursement
of services in German intensive care units:

results of a pilot study

Abstract Objective: To evaluate
LOS in developing a concept of
borderline ICU LOS for a realistic
reimbursement of intensive care.
Design: Retrospective analysis of
LOS and cost data extracted from
patients’ electronic records. Setting:
Surgical ICU of the University Hos-
pital Géttingen, Germany. Patients
and participants: All adult ICU ad-
missions with LOS =24 h over a
24-month period (1 January 2000

to 31 December 2001; n=1631.)
Interventions: None. Measurements
and results: Cluster analysis parti-
tioned the ICU population into three
homogenous groups based on ICU
LOS and total direct costs: cluster 1
(n=1405; mean LOS=2.8; mean
cost=€2399); cluster 2 (n=190; mean
LOS=13.4; mean cost=€12,754);
cluster 3 (n=36; mean LOS=34.9;
mean cost=€34.173). Cost distribu-
tion between cluster 1 and clusters 2

and 3 combined was 48 vs 52%.
Upper 95 percentile LOS of 6.7
allowed cluster 1 to be replaced by an
LOS profile population of < 7 days
population (n=1355; 96% population
and 91% total ICU cost overlap with
cluster 1) representing 83% of total
ICU population and 44% of total ICU
costs. Stratification of >7 day popu-
lation into LOS less than or >20 days
(n=220; n=56) were further differen-
tiated by mortality (11 vs 23%)

and sepsis incidence (33 vs 79%).
Conclusions: It may be feasible to
formulate a LOS-based reimburse-
ment scheme for ICU services in
Gemmany based on the selection of
(appropriate) patients” ICU LOS
profiles.

Kevwords Intensive care - Direct
costs - LOS - DRG - Reimbursement -
Cluster analysis



Table 1 Population LOS and cost profiles (in Euros) applying a borderline ICU LOS of 7 days

LOS <7 days

LOS >7 <20 days

LOS =20 days

Significance (p value)

n (% total 1CU population)

Male (%)

Non-survivors (96)

Mean age (years)

Ventilation support (%)

Total ICU LOS, days (% total)
Mean total per patient (SD)
Median total per patient (1CU)
Minimum, maximum

5th and 95th percentiles

Mean LOS non-survivors (5D)
Total ICU costs (% total)

Mean daily cost

Mean total per patient (SD)
Median total per patient
Minimum, maximum

5th and 95th percentiles

Mean total per patient (5D) for non-survivors
Mean daily cost per non-survivors

1355 (83)
41.0
3.5
a1
(5]

3,507.3 (45)
26014
1.9 (1.6)
1.0, 7.0
1.2,5.9
2R (LT

3,061,336 (44)
873
2,259 (1.406)
1,722 (1. 460)
a6, 17,260
931, 5177
3,024 (2280)
1,080

220 (14)
a8 (40.0)
24 (10.9)
37.2
91
2,5309.67 (33)
11.4(3.5)
10,6 (5.5)
7.02, 1977
T.28, 18.48
1.8 (3.4)
2,347,778 (33)
935
10,672 (3,924)
9,812 (5,284)
3,194, 25,221
6,044, 18,308
13,698 (5,893)
1,161

5603
19 (33.9)
13 (23.2)
6.1
100
1,703.49 (22)
304 (11.1)
27.6 (14.4)
20,0, 64.9
20.2, 589
24.4 (7.4)
1,615,354 (23)
948

28,846 (10,229)
27,591 (14,085)

16,890, 63,498

17,319, 52,033

25,601 (4,740
1,049

0.5992
<(.001*
0.197°
=(.001*
F=3534, p<0.001¢

F=3332, p<.001°

4 Pearson chi-square test

P Kruskal-Wallis test

* Based on analysis of variance F statistics
Statistical significance was defined as p<(1.005

Intensive Care Med (2004) 30:1220-1223
DOT 101007/ 5001 34-004-2168-x
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Table 1. Factors related to 6 months hospital re-admission

RR 95% CI

Drugs (5+) 1.6 1.2-2.3
Heart faillure NYHA III-1V) 1.6 1.0-2.7
Cor pulmonale 3.4 1.4-8.1
Peripheral vascular diseases 2.5 1.3-4.9
Metastatic cancer 2.9 1.7-5.8
Chronic renal tailure (creatinine > 3.0 mg/dl) 3.1 1.4-7.1
LOS (7+) 1.4 0.9-1.9

Adjusted for age, sex; variables not entered in the equation were living
alone, BADL (B.I <80), serum albumin <3.5 ¢g/dl, APACHE score <10,
coronary heart disease, diabetes mellitus, COPD, gastro-intestinal and

hepatobiliary diseases (Cox regression analysis).

Age and Ageing 2003; 32: 356363



SPECIAL ARTICLE

Rehospitalizations among Patients
in the Medicare Fee-for-Service Program

Stephen F. Jencks, M.D., M.P.H., Mark V. Williams, M.D.,
and Eric A. Coleman, M.D., M.P.H.

ABSTRACT

BACKGROUND
Reducing rates of rehospitalization has attracted attention from policymakers as a
way to improve quality of care and reduce costs. However, we have limited informa-
tion on the frequency and patterns of rehospitalization in the United States to aid
in planning the necessary changes.

N Engl ] Med 2009;360:1418-28.
Copyright © 2009 Massachusetts Medical Society.



RESULTS

Almost one fifth (19.6%) of the 11,855,702 Medicare beneficiaries who had been
discharged from a hospital were rehospitalized within 30 days, and 34.0% were
rehospitalized within 90 days; 67.1% of patients who had been discharged with
medical conditions and 51.5% of those who had been discharged after surgical
procedures were rehospitalized or died within the first year after discharge. In the

CONCLUSIONS
Rehospitalizations among Medicare beneficiaries are prevalent and costly.

N Engl ] Med 2009;360:1418-28.
Copyright @ 2009 Massachusetts Medical Society.



Table 2. Highest Rates of Rehospitalization and Most Frequent Reasons for Rehospitalization, According to Condition at

Condition at Index 30-Day Proportion of All
Discharge Rehospitalization Rate  Rehospitalizations
Most Frequent 2nd Most Frequent
percent
Medical
All 21.0 77.6 Heart failure (8.6) Pneumonia (7.3)
Heart failure 26.9 7.6 Heart failure (37.0) Prneumonia (5.1)
Pneumonia 20.1 6.3 Preumonia (29.1) Heart failure (7.4)
COPD 22.6 4.0 COPD (36.2) Pheumonia (11.4)
Psychoses 24.6 3.5 Psychoses (67.3) Drug toxicity (1.9)
Gl problems 19.2 3.1 Gl problems (21.1) Nutrition-related
or metabolic
issues (4.9)
Surgical
All 15.6 22.4 Heart failure (6.0) Pneumonia (4.5)

N Engl ] Med 2009;360:1418-28.
Copyright © 2009 Massachusetts Medical Society.



Table 3. Predictors of Rehospitalization within 30 Days after Discharge.*

Variable

Hospital's ratio of observed to expected hospital-
izationsT

National rehospitalization rate for DRG{
No. of rehospitalizations since October 1, 2003
0
1
2
=3
Length of stay
>2 times that expected for DRG
0.5-2 times that expected for DRG
<0.5 times that expected for DRG
Raced:
Black
Other
Disability

Hazard Ratio
(95% Confidence
Interval)

1.097 (1.096-1.098)

1.268 (1.267-1.270)

1.00
1.378 (1.374-1.383)
1.752 (1.746-1.759)
2.504 (2.495-2.513)

1.266 (1.261-1.272)
1.00
0.875 (0.872-0.877)

1.057 (1.053-1.061)
1.00
1.130(1.119-1.141)

End-stage renal disease

Receipt of Supplemental Security Income

1.417 (1.409-1.425)
1.117(1.113-1.122)

Male sex
Age
<55yr
55-64 yr
65-69 yr

1.056 (1.053-1.059)

1.00
0.983 (0.978-0.988
0.999 (0.989-1.009

70-74 yr
75-79yr
80-84 yr
85-89 yr
=89 yr

1.023 (1.012-1.035
1.071 (1.059-1.084
1.101 (1.089-1.113
1.123 (1.111-1.136
1118 (1.105-1.131)

)
)
)
)
)
)

N Engl ] Med 2009;360:1418-28.
Copyright @ 2009 Massachusetts Medical Society.



PATIENTS

The average hospital stay for rehospitalized pa-
tients was 0.6 day (13.2%) longer than the stay for
patients in the same DRG who had not been hos-
pitalized within the previous 6 months (2,962,208
pauents} (D<0.001). The average Medicare payment
weight is 1.41 for index hospitalizations and 1.35
for rehospitalizations. Table 3 shows the relative
risk of rehospitalization within 30 days after dis-
charge that was associated with each of the vari-
ables we analyzed. The reason for the index hos-
pitalization (1.e., the DRG), the number of previous
hospitalizations, and the length of stay had more
influence on the risk of rehospitalization than
demographic factors such as age, sex, black race,
SSI status, and presence or absence of disability.

N Engl ] Med 2009;360:1418-28.
Copyright @ 2009 Massachusetts Medlical Society.



Although the care that prevents rehospitaliza-
tion occurs largely outside hospitals, it starts in
hospitals. In a quarter of the hospitals, about 25%
‘of the admissions are rehospitalizations that oc-
cur within 30 days after discharge. Cynics may
suggest that preventing rehospitalization is not in
the financial interest of hospitals, but our analy-
sis suggests a more complex picture. Rehospital-
izations may not be profitable for many hospitals.
Although the average length of stay for rehospi-
talized patients was 0.6 day more than that for
patients in the same DRG whose most recent
hospitalization had been at least 6 months previ-
ously, DRG-based payments would be largely the
same. For a hospital with excess capacity, there
may be as much financial benefit from rehospi-
talizations as from first-time admissions, but for
a hospital that manages its capacity more care-
fully, there may not.

N Engl ] Med 2009;360:1418-28.
Copyright © 2009 Massachusetts Medical Society.



DRG e la valutazione dei costi nel paziente anziano

e DRG e qualita dell’assistenza dopo la dimissione



he vast majority of health
care is delivered in ambula-
tory settings, yet we are only just
beginning to understand the safe-
ty risks that exist outside of hos-

N ENGL ) MED 3631

Patient Safety beyond the Hospital

Tejal K. Gandhi, M.D., M.P.H., and Thomas H. Lee, M.D.

pital walls. There are 900 mil-
lion visits to physicians’ offices
in the United States each year,
as compared with 35 million hos-
pital discharges,* and spending

NEJM.ORG

SEPTEMEBER g, 2010

on outpatient care is the fastest
growing segment of health care
spending.? Yet most patient-safety
research and safety-improvement
work have been done in inpatient

1001



In the pay-for-performance era,
robust safety-related metrics may
help to improve the safety of
ambulatory care. Potential exam-
ples of such metrics include the
percentage of medication lists
that accurately reflect what drugs
the patient is actually taking or
the percentage of prostate-spe-
cific-antigen tests or colon-polyp
findings for which appropriate
follow-up has been performed.
Further work needs to be done
to define appropriate measures
and create better systems for
capturing these kinds of data.

Perhaps the greatest immedi-
ate challenge in addressing these
safety issues is that of creating a
culture of safety in the outpa-
tient setting, which is so often
fragmented and disorganized and
lacking in clear leadership. In con-
trast, many hospitals have made
large investments in patient-safe-
ty teams, safety “walk rounds,”
safety-reporting systems, root-
cause analysis, and culture surveys.

N ENGLJ MED 363;11

NMEJM.ORG

SEPTEMBER g, 2010



DRG e la valutazione dei costi nel paziente anziano

e La valutazione dei costi nei setting
extraospedalieri per la cura dell’anziano



Sistemi di Analisi del Case-Mix in RSA

RUG Il (Resource Utilization Groups) USA e Canada (e Italia)
FRED (Functionally Ranked Explanatory Designations) California anni’80
CMAR (Case Mix Assessment Reimbursement System) UK

RCS (Resident Classification Scale) Australia

ARCS (Alberta Residents Classification System) Alberta anni ‘90
AGGIR (Autonomie Gerontologique Groupes Iso-Resources) Francia e ITA Liguria
SOSIA (Sistema Case-mix Lombardo) ITA Lombardia
SVAMA (Sistema VMD + casemix) ITA Veneto

- Brizioll E, Bernabei R, Grechi F, etal. Nursing home case-mix instruments: validation of the RUG-IIl system in Italy. Aging Clin Exp Res. 15(3):243-53, 2003.
- Trabucchi M, Brizioli E, Pesaresi F. Residenze Sanitarie per Anziani. Edizioni il Mulino, Bologna 2002.
- Brizioli E, Ferrucci L, Bernabei R, et al. Criticita e prospettive per il trasferimento dei “RUGs” alle Regioni.

Bollettino delle Ricerche del Ministero della Sanita 1:45-55, 2001.




Consenta di valutare l'effettivo carico assistenziale
degli ospiti presenti nella struttura

Sia scientificamente validato

Permetta di differenziare le tariffe in rapporto
all’effettivo carico assistenziale

Consenta la verifica dei livelli assistenziali
effettivamente erogati

Sia effettivamente integrato con uno strumento di
VMD, essenziale per la programmazione
dell’assistenza



Strumenti di Case-mix in uso in Italia Mattone 12 - Anziani

< Analisi dei principali strumenti regionali per |la
valutazione degli ospiti in strutture residenziali.

B RUG
H SOSIA
H SVAMA
m AGGIR (AGED)
% Valutazione comparativa degli items che

caratterizzano ogni strumento: 128 items analizzati
solo 22 sovrapponibili in tutti e tre gli strumenti

“* Modalita di integrazione attraverso strumento di
transcodifica (FAR)



Mattone 12 - Anziani

Effetti della pluralita degli strumenti

La necessita di adottare diversi strumenti di analisi del Case-
mix ci impedisce di utilizzare un unico modello VMD-Casemix.

Poiche i diversi strumenti non sono sovrapponibili, non e
possibile definire la prestazione a partire dai bisogni, ma e
necessario riprodurre continuamente il modello “bisogni-
tipologia di assistenza” per rendere confrontabili gli
strumenti e quindi i dati.

E’ inoltre necessario costruire un Flusso Informativo
Nazionale alimentato su un data-base comune limitato.
Per questo abbiamo realizzato la SCHEDA FAR



Implementazione degli Strumenti di Case-mix Mattone 12 - Anziani

% Gli strumenti testati sono 4 e tra questi le Regione dovranno scegliere quello
da implementare.

“*Per il Sosia manca un ulteriore revisione dei parametri di transcodifica, che
realizzera la Regione Lombardia.

“*Vista la varieta delle opzioni & necessario scongiurare la nascita spontanea di
altri strumenti.

“L’'implementazione dei diversi strumenti dovra avvenire in maniera autonoma,
garantendo l'individuazione di un ente che svolga funzioni di “agenzia” per
I'aggiornamento, I'analisi dei dati, la definizione di standard di qualita :

Strumento “Agenzia”

B RUG INRCA (Irccs) Regione Marche

m SOSIA Ass Famiglia Regione Lombardia

m SVAMA Ass. Sanita - Regione Veneto

B AGGIR (AGED) Agenzia Sanitaria — Regione Liguria



Sistema
RUG

(44 gruppi)

SCHEMA DI DISTRIBUZIONE DEI GRUPPI RUG

Main Groups

Rehabilitation

Extensive Special Care 3

Special Care

Clinically Complex

Code

Description

ADL

Rehabilitafion Uira High

ADL

18-18

| BEehabilitation Ulkrg High

A0

015

Rehabilitation Ukra High

Rehabilitation YYery High

ADL
ADL

4-8
18-18

ADL

9-15

Rehabilitation ey High
Rehabilitation Ve i

ADL

18-18

| Rehabilitztion Medium

A0

18-18

Rehabilitation Medium

ADL

8-15

Rehabilitation Low

ADL

Rehabilitation Low
T

ADL

4-8

SE3

Safensive Spacial Cars

A0

=5

Exensive Special Care 2

ADL

=8

E xte nsive Sﬁecial Care 1
I

ADL

= 6

SS5C

SpecialCare

LD

17-18

SpecialCare

ADL

15-16

Special Care

ADL

4-14

C ognitive impairment

Behaviour Problem

CC2 | Cliniealhy Comglex with depression A0L17-18
1CC4 | Clinically Complex ADL 17-18
CB2 | Cliniealhy Comalex with depression A0L 12-18
Clini eally Comgle: ADL 12-18

ADL 4-11

Clini eally Comalex with de pression

Cognitive impairment + Nursing Rehabil.

Caognitive impaime nt

ADL

Cognitive impgimmemt+ Mursing Rehabi

Behaviour Problem + Mursing Rehabil

Behaviour Problem

Behaviour Problem + Mursing Rehakbil.

Behaviour Problem

Physical Function Reduced

Phy=ical Function Red. + Mursing Rehabil ADL 18-18
Physical Function Reduced ADL 18-18
Physical Function Bed, + Mursing Rebabil ADL 10-15
Dhusicgl Fupction Bedyced A0 10-15
Physical Function Red. + MNursing Rehabil ADL 9-10
Physical Function Reduced ADL 810
Physical Function Red. + Mursing Behabil AR B
Physical Function Redyced AL B
ADL 4-5

Physical Function Red. + Mursing Rehabil

RUGMNr.

W = H O Wk =



LA SCHEDA RUG

Aree di valutazione (sezioni) ed items della scheda RUG.

sezione descrizione items
Sezione B Stato Cognitivo 3
Sezione C Comunicazione 1
Sezione E Umore e comportamento 26
Sezione G | Autonomia 7
Sezione H Continenza 2
Sezione I Diagnosi di malattia 8
Sezione J Condiziom cliniche 7
Sezione K Stato nutrizionale 5
Sezione M | Condiziom della cute 20
Sezione N | Attivita |
Sezione O Farmaci 1
Sezione P Trattamenti e terapie speciali 25
Sezione T Sezione supplementare 3

Totale 109




—y= i I RAGGRUPPAMENTI
Rehabilitation ) RUG

Extensive Sp Care )
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Il RUG Grouper

Il RUG Grouper e un software che consente I'attribuzione al Gruppo RUG di
tutti i pazienti di cui sia stata compilata la scheda.

E’ scaricabile da internet in versione DOS, ed e disponibile sul sito della
Regione Marche (www.Marcheinsalute.it).

Il collegamento del RUG grouper all’'MDS da un lato , a programmi di
gestione organizzativa della RSA dall’altro, consente il governo clinico,
assistenziale, organizzativo e fiscale di tutta la RSA.

Il Grouper puo essere utilizzato in de modalita:

- Hierachical : il paziente viene assegnato al primo gruppo RUG di
cui soddisfa i requisiti secondo la progressione gerarchica dall’alto

- Maximizing : il paziente viene assegnato al gruppo a cui
corrisponde il maggior "peso” assistenziale, tra quelli di cui
soddisfa i requisiti



» Dagli indici di case-mix e possibile
calcolare tariffe differenziate, tarate sullo
staff impegnato



» La tariffa viene costruita direttamente a
partire dal “"peso”, che opera come
fattore di moltiplicazione dei costi di
assistenza e come fattore indiretto di
variazione di alcuni costi generali



Costi Costi Costi
Fissi semivariabili Variabili

Non Variano al Variare Sono marginalmente Sono direttamente
Del Case-Mix assistenziale Influenzati dal cas-mix Modulati dal cas-mix
Costi Aree alberghiere Costi Aree sanitarie Assistenza diretta

Attrezzature Farmaci e presidi



Ann Ig 2006; 18: 439-451

La Classificazione SOSIA degli anziani ospiti delle residenze
sanitario-assistenziali lombarde

Parole chiave: Anziani, fragilita, residenza sanitaria-assistenziale, disabilita, comorbilita
Kev word: Elderly, frailty, nursing home, disability, comorbidity

Summary

SOSIA classification of the frail elderly in nursing homes of region of Lombardy.

Since 2001, the region of Lombardy has accreditated nursing homes named R.S.A. “Residenza Sanitario-Assisten-
ziale”, which make up Italy’s principal RSA network with the annual turnover of approximately 60,000 people. The
most noteworthy element of the reform introduced is a concentration on resident’s frailty rather than disabiliry. This
is assessed by using SOSIA, a form for intermediate observation of assistance. Residents are classified into eight
classes of frailry, called isofrailty classes of SOSIA, which are differentiated by how compromised their motor and
cognitive skills are, and by the presence of comorbidity. The study presents the methodology used to identify and
estimate cut-offs of three indicators employed in SOSIA classification. It also discusses their characteristics versus
other evaluation systems, such as Resource Utilization Group RUG-III and Autonomie Gerontologique — Groupes
Iso-Resources AGGIR.



Tabella 3 - Classificazione SOSIA della fragilita

Classe  Mobilita  Capacita cognitiva Severita
comportamento comorbilita
1 Grave Grave Grave
2 Grave Grave Lieve
3 Grave Lieve Grave
4 Grave Lieve Lieve
3 Lieve Grave Grave
6 Lieve Grave Lieve
7 Lieve Lieve Grave
h Lieve Lieve Lieve




LIVELLI DI AUTOSUFFICIENZA
(BARTHEL INDEX)

Classe | Classe Il Classe Il

(80-100) (30-75) (0-25)
INDICE DI
COMORBILITA
CLASSE | 112 |3| 4|5 /|6 /|7]|8]89
CLASSE /| 10 | 1112|1314 [ 15[ 16 | 17 | 18
CLASSE Jl| 19 | 20 | 21 | 22 | 23 | 24 | 25 | 26 | 27
CLASSE |V 28 | 29 | 30 | 31 [ 32333435/ 36

AIB|C|A|B|C|A|B|C

INDICE DI
FRAGILITA

NOTE:
1. L'INDICE DI COMORBILITA (Burden of comorbidity) si costruisce in quatto classi come segue:
Classe | Patologie con IDS uguale a 1
Classe Il Una o piti patologie con IDS uguale a 2 (e altre inferiori)
Classe lll  Una patologia con IDS uguale a 3 (e altre inferiori)
Classe IV Pil patologie con IDS uguale a 3 e/o una o piti patologie con IDS uguale a 4.

2IL LIVELLO DI FRAILTY (INDICE DI FRAGILITA) viene costruito sulla base di valori arbitrari attribuiti a: eta,
funzione cognitiva (MMSE), indice prognosfico nutrizionale (IPN) e presenza di piaghe da decubito.
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Building FCF (Function, Comorbidity, Frailty): a case mix-system to
Classify Patients Admitted to Geriatric Rehabilitation Wards

M.Trabucchi, S.Franzoni, S.Maggi, R.Rozzini. GERU, P.Richiedei Hospital, 25064 Gussago-Brescia (Italy) and
Geriatric Research Group.

Objective : To propose clinical criteria allowing to classify elderly patients admitted to Geriatric and Rehabilitation
Wards into homogeneous groups as to cost of care.

Setting : GERU, P.Richiedei Hospital, Gussago, Brescia.

Patients : 811 elderly patients (M=237; m.age 78.9+7.7 yrs) newly consecutively admitted to the ward.

Methods : Patients are classified according to domain actually routinely assessed in a geriatric setting: a) Functional
status: 3 classes built on BADL (Katz) and IADL (Lawton&Brody) impairment; b) Comorbidity: 4 comorbidity
classes (Geriatric Index of Comorbidity) built attributing a severity score to the 15 more prevalent somatic chronic
diseases; c) Frailty: 2 classes built according to age, being female, cognitively impaired, depressed, malnourished,
and having pressure sores. Function, Comorbidity, and Frailty are incorporated into 3 classes (Class 1=23.3%; Class
2=37.4%; Class 3=39.3%).

Results : The 3 FCF classes are associated to different length of stay (LOS): Class 1: LOS=21.6+9.7; Class 2:
LOS=27.8+15.8; Class 3: LOS=32.4+19.8. The FCF is capable of explaining 15.2% of the variability of LOS. The
pattern of patients outcomes (clinical and functional in-hospital improvement, NH placing) differed significantly in
the three classes. The FCF is also associated to different survival (p<.001 for FCF classes on log-rank test).



