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For illustrative purposes, examples of conditions for each status rel­
evant for rehabilitation are provided in Figures 1-6. The examples follow 
the patient example provided above. In the same table, one can see that 
mortality has a fairly unambiguous positive relationship with severity level. 
The differences between different levels combinations of different dis­
eases is particularly interesting. The six levels ofthe combination reflects 
the collapsing ofsixteen possible cells. The lower levels of the combina­
tion roughly correspond to the lower levels of the single groups and the 
higher levels to the higher levels ofthe single groups. 

Directions for Future Research 

The research that developed this risk adjustment system is pursuing 
several different lines ofresearch: 
•  Retrospective analyses are being perfonned. The data presented in this 

paper only pertain to future consumption ofresources or mortality. It is 
important to validate the classification system for retrospective analyses 

•  Mini-episodes of illness need to be identified. Thus, while year long 

4# of Patients % of Death Dep Yr. AvgPaid RAC Description 
279 6.81 7,909 DC Single Chronic 

Acquired Hemiplegia 
472 8.90 9,572 DC Single Chronic 

: Acquired Hemiplegia 
113 12.39 11,205 DC Single Chronic 

I Acquired Hemiplegia 
133 9.77 

! 
12,695 DC Single Chronic 

Acquired Hemiplegia I 

Figure 1. 

episodes of care for hemiplegia are important, providers will also find 

'::::;-­

# of Patients % of Death Del' Yr. Avg Paid PRAC Description 
1,041 5.38 6,151 DC Single Chronic-

history of CVA 
1,271 9.91 7,792 DC Single Chronic 

I history of CVA 
364 9.89 8,402 DC Single Chronic 

r--- ­
451 

I 
19.96 I 

I 
11,515 

history of CVA 
DC Single Chronic 

history of CVA 
Figure 2. 

useful a classification system which includes mini -episodes such as a 
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# of Patients % of Dealth Dep Avg Paid PRAC Description 
Yr i 

15,945 2.90 5,215 DC Single Chronic 
Diabetes 

,5,066 2.70 6,546 DC Single Chronic 
Diabetes 

4,060 3.84 8,242 DC Single Chronic 
Diabetes I 

2,718 5.26 10,679 ! 
FIgure 3. 

1 
# of Patients I % of Death Dep Yr. AvgPaid PRAC Description I 

317 8.20 8,859 CVA&DM I 
746 8.18 11,541 CVA&DM ! 

694 9.51 14,082 CVA&DM i 
736 13.04 I 15,095 I CVA&DM I 
697 15.64 16,860 CVA&DM 1 

1,123 21.10 26,257 CVA&DM I 
Figure 4. 

I # ofPaDents % of Death Dep Yr I AvgPald PRAC DescrlpDon i 
I 164 12.20 I 11,628 CHF-DM-CVA 

-1- 450- 17.78 I 
I ----.!Z,157 CHF-DM-CVA 

439 18.68 1 21,300 CHF-DM-CVA 

I 521 24.18 I 26,252 CHF-DM-CVA 
I 507 24.26 I 31,398 CHF-DM-CVA 
! 909 28.60 I 39,710 CHF-DM-CVA 

I 

FIgure 5. 

# of Patients 0/0 of Death Dep YrT Avg Paid I PRAC Descritpion 
461 5.64 I 13,389 I Acquired Quad 
255 6.67 I 22,997 I Acquired Quad 

----:--­

L- 154 13.64 I 35,914 I Acquired Quad 
, 

398 16.33 i 47,509 i Acquired Quad ,I 
Figure 6. 

hospitalization for a eVA together with 90 days post discharge. This 
would include the vast majority of resources consumed for rehabilita­
tion. 

New data elements need to be included in the risk classification system. 
The risk adjustment system described in this paper uses only informa­
tion present on the claims form. The data elements most easily incorpo­
rated in the next five years include the name ofthe pharmaceutical and 
outpatient laboratory results. The reason for the inclusion ofthese two 
variables is that phannaceuticals and labomtory results are often capitated 
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out by the insurance or MCO. The phannacy benefit management firm 
and laboratory company typically have this data on file. The reader is 
likely interested in knowing when functional health status will be readily 
available. In part the answer is political. That is, ifand when this infor­
mation is routinely collected by federal and/or state government for 
coverage of inpatient rehabilitation, home care and/or nursing home 
facilities, it will be linkable to claims data and other data elements. 
Otherwise, it will be up to providers to insist that functional health 
status be routinely collected on patients. 

Conclusion 

This preliminary analysis shows that severity levels vary considerably 
with illnesses and that disease interaction is disease or disease combina­
tion specific. While further analysis is in order, it is reasonable to state 
that ifprospective rate adjustment methodologies are to improve their pre­
dictive power they need to be sensitive to disease specific relationships. 
Methodologies, such as the Clinical Risk Groups System, which take this 
into account will do as well, and probably better than alternative method­
ologies, which fail to address disease specific relationships. Taking sever­
ity and disease specific relationships, as described in this paper, is particularly 
important in the understanding ofepisodes of illnesses important for reha­
bilitation medicine. 
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