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Abstract

BACKGROUND: Older adults with limited mobility are at an increased risk of adverse 

health outcomes, an outcome inadequately investigated in older Mexican Americans. We 

explored whether pre-admission life-space mobility predicts post-hospitalization outcomes among 

hospitalized Mexican American Medicare beneficiaries.

METHODS: Life-space mobility, using the Life-Space Assessment (LSA), was analyzed using 

quartiles and 5-point intervals. Using the Hispanic Established Populations for the Epidemiologic 

Study of the Elderly (HEPESE) Waves 7 and 8 data linked to Medicare claims data, 426 older 

Mexican Americans with at least two months of Medicare coverage and who were hospitalized 

within two years of completing the LSA were included. Logistic and Cox Proportional regression 

analyses estimated the association of pre-admission LSA with post-hospitalization outcomes.

RESULTS: Prior to hospitalization, 85.4% reported limited life-space mobility. Most patients 

(n=322, 75.6%) were hospitalized for medical reasons. About 65% were discharged to the 

community. Pre-admission LSA scores were not associated with community discharge (Odds 

Ratio [OR]=1.02, 0.95-1.10). Higher pre-admission LSA scores were associated with 30-day 

readmission (OR=1.11, 1.01-1.22). Patients in the highest pre-admission LSA quartile (i.e., 

greatest life-space mobility) were less likely to die within two years after hospital discharge 

(OR=0.61, 0.39-0.97) compared to those with lower pre-admission LSA scores.
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CONCLUSIONS: Among older Mexican American Medicare beneficiaries, greater pre-

admission LSA scores were associated with increased risk of 30-day readmission and decreased 

risk of mortality within two years following hospitalization. Future work should further investigate 

the relationship of LSA and post-hospitalization outcomes in a larger sample of Mexican 

American older adults.
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INTRODUCTION

Hispanic individuals are the largest US ethnic minority group, with Mexican American 

adults accounting for 62% of the Hispanic population in 2017.1 Older Hispanics are living 

longer with disability and comorbid conditions.2 The Hispanic Paradox or Immigrant Health 

Paradox suggests that, despite disparities in income, education, and access to care, Hispanic 

mortality is comparable to that of Non-Hispanic White (NHW) older adults.3

Life-space mobility measures how older adults move through their community, accounting 

for the level of assistance needed.4 Biological, cultural, cognitive, physical, environmental, 

and psychosocial factors are key determinants of mobility in older adults.5 Decreased 

levels of life-space mobility are associated with poorer physical/mental health, lower 

physical functioning,4,6 cognitive decline,7,8 greater depressive symptoms,4 frailty,9 and 

the risk of hospital and nursing home admission9–11 and of mortality.9,12 Among a 

population-based cohort of community-dwelling older adults with heart failure, a decrease 

in life-space mobility was associated with a 14% increase in emergency department use 

or hospitalization.13 The assessment of life-space mobility among older adults may help 

identify those at risk of adverse outcomes, but most studies have included only Black and 

NHW cohorts.14–17

Limited studies have assessed life-space mobility among Hispanic older adults.18–22 

Decreased life-space mobility was associated with lower educational and income levels, 

greater depression, and decreased cognitive function among older Latin American adults.18 

In a sample of older adults in Mexico, depression indirectly and directly mediated the 

relationship of chronic diseases and comorbidities with perceived health and life-space 

mobility.20 In a study using data from the Hispanic Established Population for the 

Epidemiologic Study of the Elderly survey (HEPESE), nearly 80% of the sample of 

Mexican American older adults reported restricted life-space, which was related to older 

age, female sex, stroke, high depressive symptoms, obesity, and disability in Activities of 

Daily Living (ADL).22 Greater life-space mobility was also a significant predictor of a 

slower rate of cognitive decline over 5 years in the HEPESE sample.21 In the US, an array 

of factors can influence mobility limitations among community-dwelling Hispanic older 

adults.23

In the aging literature, life-space mobility is known to decline following 

hospitalization10,24,25 and is associated with both increased readmission within 90 days26 

and mortality;27 however, we do not know whether life-space mobility is associated with 
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post-hospitalization outcomes among Mexican American older adults. Therefore, we aimed 

to explore the relationship between pre-admission life-space mobility, using the Life-Space 

Assessment (LSA), and community discharge, 30-day all-cause readmission, and all-cause 

mortality after hospitalization. We hypothesized that lower pre-admission LSA scores are 

associated with an increased likelihood of non-community discharge, hospital readmission, 

and mortality following acute hospital discharge among a cohort of community-dwelling 

Mexican American older adults.

METHODS

Study Design

This is a retrospective cohort study using survey data from Waves 7 (2010-11) and 

8 (2012-13) of the HEPESE study. The HEPESE is an ongoing longitudinal study of 

community-dwelling Mexican American older adults aged ≥65 years, first interviewed in 

1993/94.28 The study cohort includes English- and Spanish-speaking Mexican American 

older adults residing in Arizona, California, Colorado, New Mexico, and Texas. Information 

and data for the HEPESE are available at the National Archive of Computerized Data on 

Aging.29 Waves 7 and 8 included survey data from 1,078 and 743 participants or their 

proxies/informants, respectively. Survey data were linked with Medicare Beneficiary claims 

data (Part A) to identify the study cohort and determine their hospital-related outcomes. 

The University of Texas Medical Branch at Galveston (UTMB) Institutional Review Board 

approved the study.

Sample Cohort Selection

Included individuals completed Waves 7 or 8 surveys (n = 1,119), which were linked 

with the Medicare Beneficiary Summary File (MBSF) and the Medicare Provider Analysis 

and Review (MedPAR) files.30 The Centers for Medicare and Medicaid Services (CMS) 

used the HEPESE personal identifiers along with a Medicare beneficiary ID number to 

successfully match participants (n = 767, 68.5%) to the Medicare data files. Of these, 

558 were hospitalized within two years of survey completion. Subjects without Medicare 

Advantage (MA) coverage were required to be enrolled continuously in Part A for at least 

two months after the index hospitalization. Beneficiaries enrolled in MA were excluded 

because they may have information-only claims submitted and incomplete data. Using the 

MedPAR, we identified acute hospitalizations. Two months of coverage (the month of 

discharge and the following month) was required to assess 30-day readmissions. We used the 

first hospitalization within two years after the HEPESE interview as the index stay. If the 

participant completed both Wave 7 and Wave 8 surveys and had several hospitalizations, the 

most recent LSA score was selected. The final sample included 426 HEPESE participants. 

Figure 1 depicts the cohort selection.

Measures

Reasons for hospitalization.—The Medicare Severity-Diagnosis Related Groups (MS-

DRG) were recorded in the MedPAR file for each hospital stay. MS-DRG was mapped to 

Major Diagnostic Category (MDC) according to the CMS-released DRG table. The DRG 

table was downloaded from the website: https://www.cms.gov/Medicare/Medicare-Fee-for-
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Service-Payment/AcuteInpatientPPS/Acute-Inpatient-Files-for-Download. One of 25 MDCs 

was used to identify each hospitalization. Within each MDC, MS-DRGs were defined by 

the principal diagnosis, secondary diagnoses, procedures, sex, and discharge status. Using 

the MDCs, we were able to determine the reasons for medical (e.g., chest pain, stroke) or 

surgical (e.g., pacemaker or stent placement) hospitalizations.

Post-hospitalization outcomes.—Using the patient discharge status codes, we 

identified the discharge destination for each subject. A dichotomized variable was created 

to distinguish patients discharged to the community (e.g., home with/without services) from 

those transferred to another hospital/facility (e.g., inpatient rehabilitation, nursing home, 

other facility). Readmission was defined as an all-cause acute hospital admission within 30 

days from the acute hospital discharge. Survival status was determined by cross-verifying 

the date of death from the National Death Index and Medicare data. The follow-up of 

survival status was followed from hospital discharge to December 31, 2016, and the follow-

up period was up to 6.5 years (from 2010 to 2016). Date of death is included in the MBSF 

Base segment.

Life-space mobility.—Life-space mobility was assessed using the University of Alabama 

at Birmingham (UAB) LSA.4,31 The LSA measures community mobility in older adults 

during the prior four weeks. The composite measure accounts for specific locations where 

an individual goes (e.g., beyond bedroom, outside of home or town), how often (e.g., less 

than once per week, daily), and whether assistance from an assistive device or person is 

needed. Sub-scores are calculated for each of the five life-space levels (bedroom, home, 

neighborhood, town, beyond town) by multiplying the life-space level by frequency and 

level of independence. The level sub-scores are summed to obtain the composite score, 

which ranges from 0 to 120, where higher scores indicate greater life-space mobility. LSA 

mobility was analyzed as an ordinal variable with 5-point intervals and as quartiles: quartile 

1 (0–15, n = 105), quartile 2 (16–28, n = 110), quartile 3 (28.5–44, n = 104), and quartile 

4 (45–92, n = 107). The experiences of individuals from two different quartiles can be quite 

different. For example, a subject who can move freely around their home without assistance 

and go outside on their porch a few times a week with a cane, but not go to places in 

their neighborhood, would have a score of 12 (quartile 1). A subject with a score of 92 

(quartile 4) is able to freely move around their home without assistance but needs a cane 

when leaving their home and can travel daily beyond their home, neighborhood, within their 

town, and outside of their town. For each subject, we selected the pre-hospitalization LSA 

score closest to the first hospitalization within two years after the interview. If participants 

completed a LSA score for both Waves 7 and 8, then the closest LSA score prior to the index 

hospitalization was chosen.

Covariates.—Demographic variables (i.e., age, sex, nativity, marital status, and years of 

education), self-reported comorbid conditions (i.e., diabetes, hypertension, acute myocardial 

infarction, and stroke), and hospitalization type (i.e., medical, surgical) and length of stay 

(days from discharge date to admission date) were included. Disability was determined 

using the Katz ADL scale,32 which was dichotomized to differentiate participants who 

required no assistance from those who needed assistance or were unable to perform one or 
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more ADLs. Cognitive status was based on the Mini-Mental State Examination (MMSE) 

scores,33 where scores ≤ 21 indicated cognitive impairment.34 Lastly, high depressive 

symptoms was determined using the 20-item Center for Epidemiologic Studies Depression 

Scale (CES-D ≥ 16).35

Statistical Analyses

Descriptive statistics were used to summarize participant characteristics by baseline LSA 

quartiles. Logistic regression models were used to estimate the odds ratio (OR) and 95% 

confidence interval of discharge to the community and 30-day all-cause hospital readmission 

after hospital discharge as a function of LSA scores, after controlling for all covariates. 

Cox proportional regression analysis was used to estimate the hazard of death at 2 years of 

follow up as a function of LSA, after controlling for all covariates. The Cox proportional 

hazard regression assumption was confirmed. Survival curves were estimated according to 

the Kaplan Meier method and quartiles of LSA scores were compared using the log-rank 

test. All analyses were performed using the SAS System for Windows, version 9.4 (SAS 

Institute, Inc., Cary, NC).

RESULTS

Sample Characteristics

Mexican American older adults (n=426) were hospitalized within two years of completing 

their Wave 7 (2010 to 2011) or 8 (2012 to 2013) HEPESE interview. The study cohort 

includes English- (17%) and Spanish-speaking (83%) Mexican American older adults who 

resided in Arizona (4%), California (26%), Colorado (1%), New Mexico (3%), and Texas 

(66%).Table 1 presents the descriptive characteristics of the sample by pre-hospitalization 

LSA score in quartiles. Mexican American older adults with the greatest life-space mobility 

before hospitalization were younger on average, and those quartiles with the most limited 

life-space mobility had a greater proportion of females and those with stroke, high 

depressive symptoms, cognitive impairment, and ADL disability. Most were hospitalized 

for medical reasons (n=322, 75.6%), while the remainder were hospitalized for surgical 

reasons. Figure 2 shows the distribution of reasons for medical and surgical hospitalizations. 

The two most common types of medical hospitalizations were for circulatory or respiratory 

illness. Reasons for surgical hospitalization included joint replacement, pacemaker or stent 

placement, bowel procedures, and laparoscopic cholecystectomy.

For the multivariable models, we excluded 41 individuals who had missing MMSE and 

CES-D scores. The final sample included 385 Mexican American older adults with 

Medicare Fee-for-Service who were hospitalized.

Life-space Mobility and Community Discharge

We used the full model to determine if pre-hospital LSA, as an ordinal variable with 5-point 

intervals, had a significant association with community discharge (Table 2). LSA was not 

a significant predictor of community discharge. Stroke history, length of stay, and medical 

hospitalization were significant predictors of community discharge. Having a history of 

stroke was associated with a 56% decrease in the odds of community discharge (OR: 0.44; 
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95% Confidence Interval [CI]: 0.20-0.96). For each day increase in stay, there was a 20% 

decrease in the odds of being discharged to the community (OR: 0.80; 95% CI: 0.74-0.86). 

Medical hospitalization, compared to surgical hospitalization, was associated with a 69% 

increase in community discharge (OR: 1.69; 95% CI: 1.01-2.86).

Life-space Mobility and 30-day Readmission

We applied the full model to determine if pre-hospital life-space mobility had a significant 

association with 30-day readmission using the LSA score in 5-point intervals (Table 

2). Interestingly, greater LSA scores were associated with increased odds of being 

readmitted within 30 days from discharge, after accounting for length of stay, demographics, 

comorbidities, cognition, depression, disability, and hospitalization type.

Life-space Mobility and Mortality

Pre-admission LSA scores by 5-point intervals had no significant effect on mortality 

following hospitalization (Table 2, Hazard Ratio [HR]: 0.97; 95% CI: 0.93–1.01). Older 

age, history of hypertension, increased length of stay, medical hospitalization, and 30-day 

readmission were factors associated with increased 2-year mortality. Participants with 

hypertension had a decreased risk of death (HR: 0.71; 95% CI: 0.52-0.96). When we 

estimated mortality using LSA in quartiles, Mexican American older adults who were in 

the fourth quartile (i.e., greatest life-space mobility) were most likely to survive following 

discharge from the hospital (HR: 0.61; 95% CI: 0.39-0.97) compared to those in the first 

quartile. Figure 3 shows the Kaplan–Meier survival curve for each LSA quartile.

DISCUSSION

This study aimed to explore the relationship between pre-admission life-space mobility 

using the LSA and post-hospital outcomes (i.e., community discharge, 30-day readmission, 

and mortality). Pre-admission LSA scores were not associated with being discharged to 

the community following hospitalization. However, among HEPESE participants, having 

a history of stroke and each additional day spent in the hospital were associated with a 

decreased likelihood of being discharged to the community. Hospitalization for medical 

reasons compared to surgical reasons was associated with an increased likelihood of 

community discharge. Interestingly, greater pre-admission LSA scores, as measured in 5-

point intervals, were associated with an increased odds of 30-day readmission. In contrast, 

being in the highest pre-admission LSA quartile was associated with a decreased likelihood 

of mortality within two years following hospital discharge, but this association was non-

significant when measured using the LSA score by 5-point intervals. As expected, older 

age, spending more days in the hospital, hospitalization for medical reasons, and being 

re-admitted within 30 days increased the participants’ odds of mortality.

Prior to hospitalization, Mexican American older adults reported significant comorbidities, 

such as stroke, depressive symptoms, ADL disability, and restricted life-space mobility. 

Of those who were hospitalized, most were hospitalized due to respiratory and circulatory 

medical reasons and musculoskeletal surgical reasons. Older age, female sex, stroke, high 

depressive symptoms, cognitive impairment, and ADL disability were associated with 
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having the most limited life-space mobility among hospitalized Mexican American older 

adults. Previous studies have found similar results among community-dwelling and clinical 

patient populations.36

We did not find a significant relationship between pre-admission LSA and community 

discharge. However, its relationship was in the expected direction: those less limited in 

their life-space mobility were more likely to return to the community. Limited mobility 

could be the result of a number of health conditions and physical limitations that would 

place individuals at increased risk for continued care following acute hospitalization. We 

did find that each one-day increase in a patient’s hospital length of stay decreased the 

odds of community discharge by 20%, whereas stroke history was associated with a 

nearly 60% decrease in odds. These findings were not surprising, as length of stay is 

a critical factor during acute hospital discharge planning, because functional status and 

illness complexity can inform discharge destination choices. In addition, it is common for 

patients to be discharged to a post-acute setting following a stroke.37 In a previous study of 

Medicare beneficiaries, longer length of acute hospital stay was significantly associated with 

decreased odds of successful community discharge,38 results similar to those for patients 

hospitalized in a skilled nursing facility.39 Length of stay may also be associated with 

nursing home placement, because patients may have to wait an extra day or two to get 

nursing home clearance and a bed.

When LSA was measured by 5-point intervals, greater pre-admission life-space mobility 

was associated with an increased odds for readmission. These results differ from those of 

previous studies. In a sample of older adults with heart failure, a 10-point decrease in LSA 

was associated with an increased risk of an emergency room visit or admission within 6 

months.13 Another study found that pre-hospital restricted life-space mobility was associated 

with increased odds of 90-day readmission following hospitalization for chronic obstructive 

pulmonary disease or congestive heart failure.26 More recently, in a study including only 

non-Hispanic Black and NHW older adults, a decrease in LSA was associated with 

increased health care utilization (i.e., emergency department visit or hospitalization) as early 

as one month following assessment.17 It is unclear why individuals with greater mobility 

were more likely to be readmitted after hospitalization. It is possible that they experienced 

a significant change in their health status that placed them at greater risk for readmission, 

while those with less mobility prior to hospitalization were at greater risk of mortality 

following hospitalization. The positive relationship between LSA and readmission needs to 

be further investigated in a larger sample to determine if indeed this relationship maintains.

We found that Mexican American older adults in the greatest life-space mobility category 

compared to other categories were more likely to be alive at two years following hospital 

discharge. In a previous study of 1,445 community-dwelling older adults without dementia, 

a restricted life-space mobility was associated with an increase in odds for death over an 

8-year period.12 Based on data from 1,000 Medicare beneficiaries in the UAB Study of 

Aging, a 10-point decrease in LSA over a 6-month period was associated with a 72% 

increased odds of not surviving the following 6 months.27 In a sample of men aged 71-92 

years, only a LSA score < 20 was significantly associated with an increased risk of death.40 

Another study found that older women with LSA scores < 60 were at an increased risk 
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of death compared to women with LSA scores 81-120, with those scoring 0-20 having the 

greatest risk of death.41 One study found that leaving the house daily is associated with 

a reduced risk of mortality in older adults.42 Therefore, our findings suggest that even 

pre-hospital life-space mobility may be an indicator of mortality within two years following 

an illness or surgery resulting in hospitalization. All the factors associated with poor health 

status — such as longer length of stay, medical hospitalization (versus surgical), and 30-day 

readmission — are significant factors increasing mortality risk. This finding suggests the 

importance of clinically monitoring patient mobility to identify when individuals may be at 

risk of death.

Among our sample, in which nearly 75% reported hypertension, hypertension was 

associated with a decreased risk of mortality within two years of hospital discharge. Possible 

reasons for the decreased mortality risk could be aggressive blood pressure management 

and other complex comorbidities among a population of older adults whose mean age is 

85 years. A recent study found that older adults aged 85 and older with hypertension 

and moderate-to-severe frailty were at lower risk of mortality.43 More work is needed to 

explore blood pressure management and associated outcomes among Mexican American 

older adults.

In summary, pre-admission LSA was not a reliable indicator of potential for post-

hospitalization community discharge nor could it identify individuals at an increased 

risk of 30-day readmission. However, it may be useful in identifying those at lower 

risk of mortality after hospital discharge. In other studies including mostly non-Hispanic 

Black and NHW older adults, the LSA has served as a proxy measure of health status 

and functional disability. However, this measure have underlying social and geographical 

components . Given that our sample of Mexican American older adults had more limited 

life-space mobility compared to other older adult datasets, the LSA may be not be capturing 

the familial, environmental, and psychosocial factors, such as multi-generational homes, 

environmental barriers, and structural factors, that may lower life-space mobility capacity. 

Further investigation is needed to examine the appropriateness of using the LSA in Mexican 

American older adults, identify better monitoring tools to prevent non-community discharge 

and 30-day readmission, and distinguish those older adults at greater risk of dying after 

hospital discharge.

Limitations.

There are some considerations to remember when interpreting our findings. We must 

acknowledge that only one pre-hospital LSA was used for our analysis, which was assessed 

up to two years prior to the hospitalization. Therefore, we could not capture changes in 

LSA that could have occurred prior to admission, nor the variability in recovery following 

a hospitalization that might affect post-hospitalization outcomes. Another consideration is 

the potentially low power of the study; therefore, this study should be replicated in a 

larger sample of Hispanic older adults. We are also not able to generalize our findings to 

other Hispanic populations in the US, as our study included only Mexican American older 

adults residing in one of the five southwestern states. We included only Mexican American 

Medicare-Fee-for-Service beneficiaries aged 65 and older with two-month continuous 
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enrollment; therefore, our results may not be generalizable to individuals with Medicare 

Advantage or those who had disruptions in their Medicare coverage.

In light of these considerations, we were able to link successfully longitudinal survey 

data from the HEPESE with Medicare claims Part A data to study hospitalization and 

post-hospitalization outcomes among Mexican American older adults. This study contributes 

to the literature on life-space mobility and post-hospitalization outcomes among Mexican 

American Medicare Fee-for-Service beneficiaries, which is limited due to previous studies 

including only non-Hispanic Black and NHW older adult populations.

CONCLUSION

Older Mexican American Medicare Fee-for-Service beneficiaries report a restricted life-

space mobility and a number of comorbidities prior to hospitalization. Pre-hospital life-

space mobility was not associated with community discharge following hospitalization, but 

was associated with the risk of 30-day all-cause readmission. Mexican American older 

adults in the greatest life-space mobility quartile (i.e., 45-92) had the greatest decrease in 

risk of death compared to those with more restricted mobility. Continued monitoring of 

life-space mobility following discharge is needed to determine when to intervene following 

hospitalization. Future work should evaluate the impact of life-space mobility trajectories on 

post-hospital outcomes among older Mexican American beneficiaries.
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Key Points

• Prior to hospitalization, 85.4% of older Mexican American Medicare 

beneficiaries reported limited life-space mobility.

• Pre-admission Life-Space Assessment (LSA) scores were associated with 30-

day readmission and mortality, but not community discharge, among Mexican 

American older adults.
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Why Does this Paper Matter?

The assessment of life-space mobility may help identify older Medicare beneficiaries 

who are at decreased risk of mortality.
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Figure 1. 
Flowchart of Cohort Selection
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Figure 2. 
Percent Distribution of Reasons for Hospitalization
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Figure 3. Kaplan-Meier Estimates for Survival Probability Stratified by Life-Space Assessment 
(LSA) Quartiles
Note. LSA scores by quartiles: Quartile 1 (0–15), quartile 2 (16–28), quartile 3 (28.5–44), 

and quartile 4 (45–92); Greater LSA scores indicate greater life-space mobility.
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Table 1.

Participant Pre- and Post-Hospital Characteristics by Life-Space Assessment (LSA) Quartiles

Variables All (N=426) Quartile 1 
(N=105)

Quartile 2 
(N=110)

Quartile 3 
(N=104)

Quartile 4 
(N=107)

p-value

LSA-continuous score, 
mean ± SD

31.40 ± 20.78 7.38 ± 4.81 21.67 ± 3.72 36.08 ± 4.71 60.44 ± 11.31
<0.001

*

LSA-continuous score, 
min-max

0-92 0-15 16-28 28.5-44 45-92

Age, mean ± SD 87.09 ± 3.96 87.64 ± 4.38 87.65 ± 3.93 87.38 ± 3.85 85.70 ± 3.32
<0.001

*

Sex (female) 263 (61.7) 79 (75.2) 76 (69.1) 64 (61.5) 44 (41.1)
<0.001

*

Interview at wave 7 250 (58.7) 56 (53.3) 67 (60.9) 64 (61.5) 63 (58.9) 0.612

US Born 234 (54.9) 59 (56.2) 61 (55.5) 61 (58.7) 53 (49.5) 0.589

Married 128 (30.0) 32 (30.5) 28 (25.5) 27 (26.0) 41 (38.3) 0.143

Diabetes 161 (37.8) 45 (42.9) 38 (34.5) 36 (34.6) 42 (39.3) 0.535

Hypertension 312 (73.2) 79 (75.2) 80 (72.7) 82 (78.8) 71 (66.4) 0.214

Acute Myocardial 
Infarction

42 (9.9) 12 (11.4) N<11 N<11 12 (11.2) 0.718

Stroke 52 (12.2) 21 (20.0) 11 (10.0) N<11 N<11
0.048

*

Depressive symptoms 

(CES-D ≥ 16)
†

113 (29.2) 41 (50.6) 36 (35.6) 28 (28.0) N<11
<0.001

*

Cognitive Impairment 

(MMSE<21)
†

191 (48.8) 57 (71.3) 58 (55.2) 47 (46.5) 29 (27.6)
<0.001

*

ADL disability 277 (65.0) 96 (91.4) 86 (78.2) 66 (63.5) 29 (27.1)
<0.001

*

Length of stay, mean ± SD 4.95 ± 3.94 5.24 ± 3.56 5.05 ± 3.83 5.48 ± 4.98 4.04 ± 3.09
0.041

*

Community discharge 275 (64.6) 63 (60.0) 64 (58.2) 71 (68.3) 77 (72.0) 0.107

30-Day Readmission 54 (12.7) 12 (11.4) 16 (14.5) 10 (9.6) 16 (15.0) 0.599

2-year Mortality 113 (26.5) 40 (38.1) 27 (24.5) 27 (26.0) 19 (17.8)
0.009

*

Note: CES-D= Center for Epidemiologic Studies Depression Scale, MMSE= Mini Mental State Examination, ADL= Activities of Daily Living.

*
P<0.05 for group comparison.

†
There was missing data for CES-D or MMSE.
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Table 2.

Effect of Life-Space Assessment (LSA) by 5-point Intervals on Community Discharge, Readmission, and 

Mortality (N=385)

Variables Discharge to community 30-day readmission Mortality
§

OR (95% CI) OR (95% CI) HR (95% CI)

LSA 5-point intervals 1.02 (0.95- 1.10) 1.11 (1.01- 1.22)* 0.97 (0.93- 1.01)

Age (years) 0.99 (0.93- 1.05) 0.92 (0.84- 1.02) 1.06 (1.03- 1.11)*

Sex (female) 1.21 (0.69- 2.12) 1.42 (0.66- 3.06) 0.86 (0.63- 1.18)

US Born 1.04 (0.65- 1.68) 1.15 (0.60- 2.23) 1.04 (0.80- 1.37)

Married 1.20 (0.67- 2.15) 0.80 (0.36- 1.77) 1.06 (0.77- 1.46)

Diabetes 1.17 (0.71- 1.93) 1.39 (0.71- 2.72) 1.23 (0.92- 1.65)

Hypertension 1.32 (0.77- 2.27) 1.36 (0.60- 3.07) 0.71 (0.52- 0.96)*

Acute Myocardial Infarction 0.60 (0.27- 1.35) 0.97 (0.32- 3.00) 1.04 (0.64- 1.69)

Stroke 0.44 (0.20- 0.96)* 1.19 (0.45- 3.18) 1.21 (0.77- 1.90)

Depressive symptoms (CES-D ≥ 16) 0.66 (0.38- 1.14) 0.77 (0.35- 1.71) 1.20 (0.89- 1.62)

Cognitive Impairment (MMSE <21) 1.37 (0.81- 2.32) 1.06 (0.52- 2.16) 0.93 (0.69- 1.25)

Any ADL limitations 1.04 (0.60- 1.81) 2.15 (0.96- 4.85) 1.32 (0.95- 1.83)

Length of stay (days) 0.81 (0.75- 0.87)* 1.07 (0.99- 1.16)
1.08 (1.04- 1.12)

**

Hospitalization type (medical) 1.69 (1.01 – 2.86)* 1.36 (0.617-3.00)
1.43 (1.03-2.01) 

**

30-day readmission NA NA
2.57 (1.79- 3.70)

**

Note. OR= Odds Ratio, CI= confident interval, HR= Hazard Ratio, LSA= Life-space Assessment, ADL= Activities of Daily Living, CES-D= 
Center for Epidemiologic Studies Depression Scale, MMSE= Mini Mental State Examination, NA= not available.

*
P<0.05;

**
P<.001

§
Mortality was observed from hospital discharge to end of study (December 31st, 2016).
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