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The aim of this study was to evaluate the impact of Disease Management in the setting of Medicare
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Sample Size: 722 dialysis patients in DMO A, 268 dialysis patients in DMO B, and

Patients Referred for Transplant, by DMO

1. Objective 4. Results

Patients Transplanted, Adjusted, by DMO or FFS
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*The demonstration evaluates three ESRD-specific DMOs (A, B and C) operating in nineteen
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*The most common reason for non-referral was patient refusal, followed
by medical contraindication.

In all DMOs the percent of patients transplanted was lower than FFS; however,

geographic areas. Each DMO developed its own DM programs with different clinical interventions and 3 All DMOs Predictors of Transplant Referral the difference at one year was only significant for DMO C and the difference at
focus areas. g 60% bMo € DMO A DMO C All DMOs two years was only significant in DMO B and DMO C.
£ s0%] Odds p- Odds p- Odds p-
3_ Meth (@) d S § 40%] Ratio value Ratio value Ratio value 5 SU mmar
Daltla sm:jr;:es: Fﬁr ocl:el\slnsolr\l/lstragloanatu?nt_s, enl:;ollrgent datda, r(]JIer(r;cl\)/lgzjsragc;glg Io\l/latgl_, and date (()jf death_(\j/v%re 30%] ,ZgSeégls-M Y%a}:js old g.gi :8.81 1.22 <006%1 i,gg :8_81 «The results provide evidence that Disease Management may improve
collecte rom ¢ c ember Beneticiary ".’lta ase and t e - viedicare records provide 20% Y rears ' ' ' ' ' ' survival and both all-cause and cardiovascular hospitalization.
most data including state of residence and patient characteristics. Transplant referral data (and o 60-69 Years Old ref ref ref _ _ _
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the percentage of patients who survived at one and two years, the percentage of patients
transplanted at one and two years, and the percent of patients on the transplant wait-list in the
Demonstration versus FFS.

Methods:
*Adjusted survival, hospitalization, and transplantation percentages were calculated using stratified
Cox proportional hazards models.
»Adjusted for patient age, sex, race, Hispanic ethnicity, diabetes as cause of ESRD, time with
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=Patients who were younger were more likely to be referred for transplant.

»Additionally in DMO C, patients with the following characteristics were more
likely to be referred for transplantation: less time with ESRD, diabetes as cause of
ESRD, other race (than white or black), Hispanic or Latino ethnicity, and less
comorbidity as measured by the CMS-HCC risk score.

Patients Wait-Listed, Unadjusted, by DMO or FFS

change on clinical outcomes.

3) Differences in degree of interaction between patients and members
of the health care team may influence the effectiveness of Disease
Management.

=L imitations:
» The DMO populations for some analyses were relatively small.
This can lead to insufficient statistical power to detect differences.
» There was no random assignment of patients to DMO treatment,

ESRD, modality, previous failed transplant, state of residence, and CMS-HCC risk score. 70%1 _ _ DMOA DMOB DMOC FFS so while these analyses adjust for a wide set of demographic and
«For Demonstration patients, follow-up time started at DMO enrollment and for FFS patients, this Wait-Listed at Any Point (%) 4. 77 229" 43.67 301 clinical variables, unmeasured variables due to the lack of
started on January 1, 2006 or the date of the first dialysis claim for patients new to ESRD and/or FFS Wait-Listed in Demonstration (%) _ 26.1* 0.9" 167 147 available data always represent a potential limitation in

Medicare. Patient time at risk ended at the first of Demonstration disenrollment, death, three days
prior to transplant (so as not to include the hospitalization for transplantation), or December 31,
2008.

*Analyses presented in the Results section contain all FFS patients. Additional analyses were also
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sAdjusted analyses demonstrated that a larger percentage of patients in DMO B
and DMO C survived to these time points.

* Red font indicates significant difference from FFS (p < 0.05).

*DMO A had significantly higher percentages of patients wait-listed at any point
compared with FFS.

*DMO C had a significantly higher percentage of patients wait-listed when the
periods before or during the Demonstration were combined. This percentage wait-

observational studies.

» DMO patients who disenrolled may have had a higher mortality
rate, leaving healthier patients and impacting observed clinical
outcomes.
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performed restricting the FFS population to FFS patients in the same geographic areas where the

L. : ; listed was no longer significant when limited to the Demonstration period.
DMOs operated. The results of these additional analyses are consistent with results presented here. ! W gersigntt W ' on per

»Although unadjusted analyses demonstrated significantly improved survival

among patients in DMO A, this was no longer apparent after statistical adjustment. =DMO B had significantly lower percentages of patients wait-listed compared to FFS.
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