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A, WFFEHE

In Japan, a universal health insurance system
and long-term care insurance system cover al
|1 the population of senior citizens with a rela
tively wide range of service coverage [8]. Ho
wever, coordination between acute care, sub-a
cute care, or home and community-based car
e is not easy, especially during the initial per
iods after hospital discharge [9]. As continuit
y of care and related discharge planning beca
me more important, the coverage for multidis
ciplinary conference has been added to the or
iginal service of “cooperative discharge instru
ctions at hospital” since 2008 [10]. This fee
schedule incentivizes a “discharge conference”
that includes the participation of more than
3 professionals, like community physicians or
nurses, dentists, pharmacists, home visiting n
urses, etc. [10]. In addition, for appropriate tr
ansfer to long-term care services, coordination
between acute care physicians and communit
y long-term care providers has been newly c
overed by health insurance as of 2010 [11].

Despite the fee schedule for discharge
conferences has been implemented under national
health insurance (NHI) system, empirical studies
have not yet been performed to evaluate the
effectiveness of this policy in Japan. It has been
scarce of evidences about how many people
receive a discharge conference, and whether it is
related to a lower rates or delayed readmission to
hospital, amount of length of stay (LOS) or costs
on hospital readmission.

The purpose of this study was to show
the utilization of discharge conferences, and to
evaluate the impact of the discharge conference on
probability of readmission and readmission costs
among senior citizens, using one city’s health and

long-term care claims data.

B. W9
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1. T — 2 RO RE

This study used NHI administrative claims data,
diagnosis procedure combination (DPC) claims
data, and long-term care insurance (LTCI) claims
data from a suburban city in Japan, from April
2012 to September 2013. We included 8,096
patients who were 75 years of age or older, and
admitted to an acute hospital during the study
period.

2. BRUER

1) Explanatory variable: The main explanatory
variable was whether or not a person received a
discharge conference. A discharge conference
was defined by the NHI fee schedule of 2012 [12].
It by

“collaboration professionals

included  discharge instructions
of  healthcare

(B005)”, “supporting the linkage with long-term

LR ENTY
B

care services (B005-1)”, “care plan for linkage
with community healthcare services or long-term
care services (B005-2 or B005-3) [12, 19, 20].
Because each services are alternatively provided,
if a patient received one of those services, that
case was defined as discharge conference.

2) Outcome variable: In this study, the outcome
variables were hospital readmission within 360
days after discharge, LOS of hospital readmission,
total costs and cost per day of hospital
readmission.

3. T iE

To reduce the confounding effect when we
estimate the impact of discharge conference on
readmission, we used propensity score matching
(PSM) to adjust the significant differences in the
baseline characteristics among the patient with
discharge conference and those without [4, 32].
In before and after matching groups respectively,
the

readmission rates, and the readmission related

we  compared basic  characteristics,
outcomes according to patients that received a
discharge conference or not, using the chi-squared

test for categorical variables and the t-test for



continuous variables. To identify the relationship
between discharge conference and hospital
readmission, we estimated the probability of
hospital readmission using a multiple logistic
regression, and among those who readmitted to
hospital within 360 days, we applied multiple
linear regression analysis or negative binomial

regression.

C. WR7ERR

1. *IRHE DR

The PSM allows one control group (patients
who did not receive a discharge conference,
n=304) to be matched to one treatment group
(patients who received a discharge conferenc
e, n=304). We defined the full participants as
“before matching” (n=8,096) and the matche
d sample as “after matching” (n=608).

In the before matching sample, among the 80
96 patients, 367 (4.5%) patients received a di
scharge conference, and 7729 (95.5%) patient
s did not. Patients who received a discharge
conference showed higher proportion of wom
en, older age group, severer care-needs level,
and utilization of facility services or home se
rvices before the index hospitalization.

In the after matching sample, the propensity
score matching seems to significantly reduce
the imbalances between the two groups in th
e original study sample, although there were
still differences in prior utilization of LTCI h
ome services, and LOS of the index hospitali
zation.

2. FABER, ABEE MOk

Before matching, it was not different between
patients who received a discharge conference
(21.0%) and those that did not (22.0%). In the
group of after matching pairs, 21.1% readmitted
among discharge conference group and 23%
among the counterpart. There was no difference in

the average value of LOS, but the significant
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difference in cost per day for the readmission still
remained (see Table). In the regression model,
although there was no significant effect of
of

readmission or total costs for readmission, a lower

discharge conference on probability
cost per day was identified in those with discharge

conference, in the matched sample.

D. &%

The effect of discharge conference on the
probability of readmission was not consistent
between before and after matching sample. Only
at before marching, it showed a reduced odds ratio
of readmission, which is accordance with previous
studies [3, 17], but the estimates of after matching
group concluded no significant effect.

Discharge conference did not have significant
effect on total costs for readmission, but it reduced
a cost per day of readmission. It might decrease
the intensity of care rather than the volume of
services for readmission. In other words,
discharge conference might have preventive role
of becoming severer case until patients are
readmitted, by helping the integration between
acute and community-based care. Despite this,
there has been a low implementation rate of

discharge conferences with limited evidences.

E. #&im

This study examined the effect of a discharge
conference on readmission among older patients
in a suburban city in Japan. Those who received a
discharge conference showed lower cost per day
of readmission after adjusting for effect of
confounding. National level studies and clear
guidelines of the discharge conference will be

necessary for active policy implementation.

F. WFgesE
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Table. Comparisons of readmission rates, LOS, and costs of hospital readmission by whether a patient received a discharge

conference or not

Before matching (n=8096)

After matching (n=608)

Discharge Discharge P Discharge Discharge p values
conference: Yes  conference: No  values  conference: Yes conference: No
(2=367) (@=7729) (1=304) (1=304)
Mean£8D (interquartile range) Mean+SD (interquartile range)
Readmission within 360 d'dyS/N (%)! 771367 (21.0%) 1699/7729  0.651 64/304 (21.1) 70/304 (23.0) 0.557
(22.0%)
Among the patients who readmitted to hospital within 360 days?
LOS of readmission? [unit: days] 35.9+33.9 246373 0.009 35.3£33.7 32.7+40.7 0.688
(8.0, 52.0) (6.0,20.0) (8.0,53.0) 9.0,50.0)
Total costs of readmission? [unit: 100 JPY] 14848.0£16402.2  12356.0£17156.9  0.212 14290.6+16276.9  14849.6+21932.2 0.867
(35522, 184385)  (2920.1, 14810.7) (31658, 18604.1)  (4234.8, 17700.4)
Cost per day of readmission? [unit: 100 JPY] 452.1£166.9 591.8£395.1  <.0001 441.7£165.4 514.84253.2 0.048

(313.7,556.3) (442.3,634.9)

(311.2,555.0) (406.6, 557.3)

Note. LOS means length of stay. SD means standard deviation, JPY means Japanese yen.
! The number of participants was 8096 at the group of before matching, and 608 at the group of after matching.

21n this analysis, only the patients who readmitted to hospital within 360 days were included. The number of participants was 1776 at the group of before matching,

and 134 at the group of after matching.
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