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Abstract

Background: End-of-life spending and health care utilization in older adults with COPD have
not been previously described.

Methods: We examined data from Medicare beneficiaries =65 years with COPD who died
between 2013-2014. End-of-life measures were retrospectively reviewed for two years prior to
death. Hospital referral regions (HRRS) were categorized into quintiles of age-sex-race-adjusted
overall spending during the last two years of life. We examined geographic and spending quintile
variation in spending and health care utilization across the continuum.

Results: We investigated data from 146,240 decedents with COPD from 306 HRRs. Age-sex-
race-adjusted overall spending per-decedent during the last two years of life varied significantly
nationwide ($61,271+$11,639 per decedent; range: $48,288+$3,665 to $79,453+$9,242). Inpatient
care accounted for 40.2% of spending ($24,626+$6,192 per decedent). Overall, 82%+4% of
decedents were admitted to the hospital for 13.7+3.1 days and 55%=11% to an intensive care unit
for 5.4+2.5 days. Compared to HRRs in the lowest spending quintile, HRRs in the highest
spending quintile had 1.5-fold longer hospital length of stay. Skilled nursing facilities accounted
for 11.6% of spending ($7101+$2403 per decedent) and were used by 38%+7% of decedents for
18.7+4.9 days. Hospice accounted for 10.3% of spending ($6,307+%$2,201 per decedent) and was
used by 47%+9% of decedents for 39.7+£14.8 days. Significant geographic variation in hospice use
existed nationwide.

Conclusions: End-of-life spending and healthcare utilization in older adults with COPD varied
substantially nationwide. Decedents with COPD frequently used acute and post-acute care near the
end of life. Hospice use was higher than expected, with significant geographic disparities.

Keywords
COPD; hospice; palliative care; healthcare utilization; cost

INTRODUCTION

Chronic obstructive pulmonary disease (COPD) is the fourth leading cause of death in the
United States (US), and adults aged 75 years and older will account for half of the COPD
population in the coming decade.12 Total direct costs attributable to COPD in the US will
reach an estimated $50 billion dollars by 2020, half of which are paid for by Medicare.3 A
significant portion of spending for the care of older adults is devoted to acute care at the end
of life, and in cancer, this spending exhibits significant geographic variation.#> Compared to
cancer, COPD patients often have greater symptom burden.® Older COPD patients are at
greater risk for hospitalizations due to severe exacerbations of COPD compared to their
younger counterparts, and hospitalizations are associated with higher mortality and reduced
quality of life in COPD.” Access to hospice has demonstrated improvement in patient-
centered outcomes in the terminal phase of illness in advanced cancer and heart failure.8-10
However, hospice and palliative care are rare in COPD.1112 To guide policies that improve
patient-centered care at the end of life for a rapidly growing population of older adults with
COPD, studies examining end-of-life spending, health care utilization, and hospice use are
needed.
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We examined the spectrum of end-of-life spending and utilization in COPD by conducting a
descriptive study of a nationwide decedent cohort of Medicare beneficiaries with COPD and
exploring end-of-life measures going back to two years before death. We analyzed data from
the Dartmouth Atlas Project, which includes regional and nationwide data from the Centers
for Medicare and Medicaid Services (CMS).13.14 We examined the following in older
decedents with COPD: 1) overall and category-specific end-of-life spending; 2) health care
utilization across a continuum of services; and, 3) hospice use. We hypothesized that despite
having high end-of-life spending and high health care utilization, hospice use in COPD
would be proportionately low at the end of life and would vary nationwide.

METHODS
Study Population

Outcomes

The methods of the Dartmouth Atlas Project have been described in detail.13:15 The
Dartmouth Atlas Project does not include data from beneficiaries who are members of
Health Maintenance Organizations. The primary database was derived using 100% of the
beneficiaries from CMS, including the following research files: 1) denominator; 2) MedPar;
3) inpatient; 4) physician/supplier Part-B; 5) outpatient; 6) home health agency (HHA); 7)
hospice; and, 8) durable medical equipment (DME). We reviewed a cohort of patients who
died between fiscal years 2013-2014 with primary and secondary discharge diagnoses for
COPD by the following International Classification of Diseases, Ninth Revision (ICD-9)
codes: 491xx, 492xx, 494xx, 496xX, 466.0x, and 466.0x only combined with secondary
diagnoses 491xx, 492xx, 494xx, and 496xx. We reviewed end-of-life measures going back
to two years prior to death. Decedents were restricted to those with full Part-A and Part-B
entitlement whose age on the date of death was between 67-99 years. Data were assigned to
the hospital referral region (HRR) most often used during the last two years of life. The
databases used to generate performance measures included a complete sample of hospital
admissions and hospice enrollments and 20% of claims from physicians and laboratories.

Spending—We used age-sex-race (ASR)-adjusted claims to estimate spending in the last
two years of life, which is consistent with the Dartmouth Atlas Project. We reviewed overall
spending per-decedent and categorical spending for inpatient, Part-B, outpatient facility,
outpatient physician, medical equipment, home health, skilled nursing facility (SNF), long-
term care, and hospice. We sub-classified Part-B spending into emergency room, imaging,
procedures, tests, ambulance use, and other.

Healthcare Utilization—We categorized health care utilization into frequency of
encounters, number of visits, and length of stay (LOS) per decedent. We measured encounter
frequency as the percent of the cohort who experienced any of the following events in the
last two years of life: hospital admission, ICU admission, SNF admission, receipt of medical
equipment, home health aide, long-term care, hospice, and Part-B encounters. Visit data
included the following: inpatient physician, emergency room, ambulatory physician
(primary care and specialist), Rural and Federally Qualified Health Clinic, and home health.
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LOS was calculated as the number of days spent in the hospital, in the intensive care unit
(ICU), in a SNF, or in hospice.

Statistical Analysis

We conducted the data analysis between January 1, 2018 to May 1, 2019. We reported
overall and categorical expenditures as mean = standard deviation (SD) dollars spent per
decedent going back to the last two years of life. Encounters per decedent were reported as
mean frequency (%) = SD, and number of visits and LOS were reported as mean + SD. For
health care utilization, we used the full two years of observation before death as the
denominator. We calculated crude hospital-specific rates by using the number of cohort
members assigned to the hospital as the denominator. We categorized spending over the last
two years of life into quintiles, with the first quintile representing the lowest mean ASR-
adjusted spending per decedent. To reduce variability caused by low HRR volumes, we
excluded HRRs with fewer than twenty COPD decedents. We investigated variation in
spending, encounters, visits, and LOS across spending quintiles and generated turnip plots to
examine dispersion within and across spending quintiles. We used Mapinfo (version 8.0) to
generate nationwide maps of HRRs stratified by spending quintiles. We used SAS software
(version 9.4) and Stata (version 15.1) to complete all statistical analyses. Data analysis and
results were reported in accordance with the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) Statement.16

SOURCES OF FUNDING

RESULTS

Cohort

The data was created and obtained from The Dartmouth Atlas of Health Care, which is
funded by the Robert Wood Johnson Foundation and The Dartmouth Clinical and
Translational Science Institute, under award number UL1TR001086 from the National
Center for Advancing Translational Sciences (NCATS) of the National Institutes of Health
(NIH). The sponsoring agencies were not involved in the study.

Our cohort included 146,240 older decedents with COPD from 306 HRRs who died between
2013-2014. Two-year retrospective data covered a time period from 2011-2014. Table 1
includes data on the overall population. HRRs in higher spending quintiles were generally
more populated and urban on average (Table 1).

End-of-Life Spending in COPD

As shown in Figure 1a, significant geographic variation existed in overall end-of-life
spending. High spending HRRs existed in highly-populated and major metropolitan areas.
As shown in Table 2, the average ASR-adjusted overall spending per decedent with COPD
during the last two years of life was $61,271+$11,639. Reimbursement for inpatient care
accounted for 40.2% of overall spending ($24,626+%$6,192 per decedent; Appendix Figure
1). Part-B accounted for 16.8% of overall spending ($10,309+$3,001 per decedent), with the
greatest proportion allocated to emergency room reimbursement ($4,883+$1,720 per
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decedent). SNF spending accounted for 11.6% of overall spending ($7,101+$2,403 per
decedent), and hospice spending accounted for 10.3% ($6,307+$2,201 per decedent).
Outpatient spending accounted for less than 10% of overall spending (Table 2 and Appendix
Figure 1).

As shown in Figure 1b, substantial variation in overall spending existed across spending
quintiles, with some HRRs in the highest spending quintile exceeding $100,000 on average
per decedent. We observed a nearly two-fold variation in overall spending across spending
quintiles ($48,288+$3,665 to $79,453+$9,242; Table 2), with HRRs in higher spending
quintiles spending more on average in all categories except for ambulatory care (Figure 2).
Hospice spending varied within but not across spending quintiles.

End-of-Life Healthcare Utilization in COPD

As shown in Table 3, 82%+4% of decedents with COPD were admitted to a hospital on
average for 13.7+3.1 days, 55%+11% to an intensive care unit for 5.4+2.5 days, and 38%
+7% to a SNF for 18.7+4.9 days on average in the last two years of life. Nearly all (99%)
decedents had emergency care during that timeframe, 49%9% used home health, and 12%
+7% were admitted to a long-term care facility. HRRs in the highest spending quintiles
compared to HRRs in the lowest quintiles exhibited a 1.5-fold longer LOS for the ICU
(Table 3). Substantial geographic and spending quintile variation existed in hospital and ICU
admissions, with some HRRs in the highest spending quintiles exceeding 20 inpatient days
and 10 ICU days for COPD in the last two years of life (Appendix Figure 2).

Hospice Use in COPD

Overall, 47%+9% of decedents with COPD used hospice for 39.7+14.8 days during the last
two years of life (Table 3). There was substantial geographic variation in hospice use, with
no clear patterns emerging (Figure 3a). HRRs in Oregon, Nevada, Texas, lowa, Georgia, and
Florida frequently used hospice, while those in the central northwest had HRRs with rare
hospice use. Similar to hospice spending, hospice use varied within but not across spending
quintiles (Figure 3b).

DISCUSSION

In a decedent cohort of older Medicare beneficiaries with COPD who died between 2013—
2014, end-of-life spending and health care utilization exhibited substantial variation
nationwide. HRRs in higher spending quintiles compared to lowest spending quintiles spent
nearly two-fold more on acute and post-acute care during the terminal phase of illness,
which is consistent with data from the oncology literature.*1” Though nearly half of the
cohort used hospice, disparities in hospice use existed nationwide, and LOS in hospice was
limited to one month on average. In some geographic areas, fewer than one in five decedents
with COPD used hospice in the terminal phase of illness. Policy and clinical efforts
addressing high end-of-life utilization of acute and post-acute care and nationwide
disparities in hospice use in COPD are desperately needed.

Our data echo previous analyses of general populations of older adults with serious illness
that also illustrated significant geographic and spending variability in end-of-life care.13.15
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Older decedents with COPD in our cohort had high utilization of high-intensity acute care
during the last two years of life, including hospitalizations (82%), ICU admissions (55%),
emergency room visits (99%), imaging (97%), procedures (89%), and tests (96%). The acute
care utilization in our cohort appears higher than a comparison population of older Medicare
beneficiaries with dementia, only half of whom were hospitalized and visited the emergency
room in the last year of life.18

Hospitalizations represent critical events in COPD that are associated with poor outcomes.
719 With limited and variable access to pulmonologists in the US, primary care clinicians
deliver the majority of care for COPD patients.2° In our cohort, HRRs in higher spending
quintiles used more subspecialists overall yet also had more inpatient and ICU encounters
per decedent and nearly two-fold longer LOS for acute care. The mean hospital LOS of 14
days in our study was longer than data from European populations of 8 days on average.?!
Data demonstrate that older age, multimorbidity, mechanical ventilation, and COPD severity
are associated with longer hospitalizations.2223 However, many of these factors are non-
modifiable, and few systems have yet to implement interventions that address the social
determinants of health which also impact COPD hospitalizations.?* In the meantime,
retrospective data indicate potential quality improvement initiatives which may be associated
with reduced LOS and warrant further prospective research.25-27

Policies could also focus on standardizing COPD management in the post-acute care setting
for older adults with COPD, which is often not guideline-directed?8-30 and is challenging
due to multiple transitions of care to home. In our cohort, 38% used SNF with the number of
visits and LOS increasing across spending quintiles. Data have demonstrated that COPD
patients discharged to SNF have increased risk for mortality and readmissions,3! and COPD-
specific care delivered at SNFs is often not guideline-directed.32 In addition to improving
the standardization of COPD care in acute and post-acute care facilities, policies focused on
improving transitions of care from the hospital to the home and dissemination of COPD
management guidelines to SNFs, long-term care facilities, and home health agencies may
also be needed

Finally, we were surprised by the high frequency of hospice use (47%) in our cohort,
especially with prior data demonstrating limited access in COPD and a low frequency (6%)
of hospice deaths attributable to COPD in contrast to its nationwide rank.1! Despite the
relatively high utilization of hospice in our cohort compared to prior studies, hospice was the
only category that did not demonstrate an association with overall spending (Figure 2f). This
could be due to multiple factors. First, significant geographic disparities in hospice use
existed, with some HRRs exhibiting very low hospice use. This geographic variation has
previously been demonstrated in the general population but not in a COPD cohort
specifically.33 Second, significant variation in hospice spending and use existed within
spending quintiles as demonstrated by the wide dispersions in Figure 2f and Figure 3b,
respectively. Third, hospice spending did not show a proportionate increase across spending
quintiles as would be expected with illness severity (Appendix Figure 1). Veterans with
advanced cancer who received hospice had better quality of end-of-life care and less
aggressive interventions at the end of life.8 However, length of time in hospice in our cohort
was limited to roughly one month on average. To impact end-of-life care in COPD will
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require policies that enact palliative care proactively in the COPD trajectory before the
terminal phase of illness to treat comprehensive symptoms, to engage in proactive outlook
plan, and to transition to hospice earlier. Early specialist and nurse-led palliative care
improved outcomes in cancer.343% However, several barriers exist to implementing early
palliative care in COPD, including misconceptions among pulmonologists that palliative
care is only end-of-life care and a lack of consensus specialist palliative care referral criteria
in COPD.36 Efforts to address these barriers must be considered during policy
implementation.

Several limitations exist in this study. We did not have access to data on spirometry to
determine COPD severity, and inaccuracy of ICD coding can be a concern. However, this
was a decedent cohort in the terminal phase of illness who were likely to have had more
severe COPD, and claims-based diagnoses identify COPD with reasonable accuracy.3”
Additionally, our analysis of Medicare beneficiaries limits generalizability across payer
status and to those with Medicare Advantage or who may have paid out of pocket for
services. However, Medicare spending accounts for the greatest proportion of COPD
spending across payers in older adults.3 Furthermore, we were unable to differentiate the
type of hospice care within our data set (e.g. home-based versus facility-based), which may
limit analyses of spending gaps and hospice use. Finally, we recognize that the analysis
included decedents from 2013-2014. Since this time, COPD was added as a diagnosis to the
Hospital Readmission Reduction Program and palliative care has expanded overall, so
further analyses will be needed in the context of these changes.38 Nonetheless, our results
and conclusions are relevant now as there have been no major changes in the interim
regarding COPD treatment near the end of life nor updates to guidelines specifically focused
on end-of-life care in COPD that could substantially alter the results or conclusions.39:40
Despite these limitations, our analysis is the first to target the variation in COPD-specific
spending, health care utilization, and hospice use during the last two years of life for a large
cohort of decedents with COPD.

CONCLUSION

In a cohort of older Medicare beneficiaries who died with COPD between 2013-2014, end-
of-life spending and health care utilization during the last two years of life varied
substantially nationwide. HRRs in the highest spending quintiles spent nearly two-fold more
on acute care and post-acute care. While hospice use was higher than expected, significant
geographic disparities in use existed nationwide. These data can guide policies to improve
the delivery of patient-centered end-of-life care for older adults with COPD. Future analyses
should examine HRR- and patient-level characteristics associated with higher spending and
utilization and examine rural-urban disparities in end-of-life care in COPD.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights
End-of-life spending in decedents with COPD varies nationwide.
Acute care drives the majority of end-of-life spending in COPD.

82% of decedents with COPD were hospitalized and half to an ICU at the end
of life.

One-third of decedents with COPD used a skilled nursing facility at the end of
life.

Half of COPD decedents used hospice, though geographic variation existed.
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Figure 1. Variation in Overall Medicare Spending Among Older Adults with COPD During the
Last Two Years of Life.

(a) This map illustrates geographic variation across the US in Medicare spending per
decedent during the last two years of life. HRRs are color-coded across quintiles of
increasing spending. (b) This turnip plot demonstrates the distribution in mean overall
spending per decedent within and across spending quintiles.
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Figure 2. Variation in Categorical Spending Across Spending Quintiles for Older Adults with
COPD.

This graph demonstrates the variation in mean spending per decedent across spending
quintiles during the last two years of life for the following categories: a) Part B; b) skilled
nursing facility; c) long-term care; d) home health agency; e) outpatient facility; and f)
hospice.

Am J Med. Author manuscript; available in PMC 2021 July 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

lyer et al. Page 14

. 75% -
ot 2
' & 3 B A A
& e P 3
i o g =
T ot e T FFIT
Y ey 35% - T e s =
(ST, g T 8
5 S 25% 1 o o
E 15% L= =
. 1 2 3 4 5
' '1‘/3’:.7 : 7"“, Percent of Beneficiaries Under Hotpice 0 Spendlng Quintiles
""" . rlskec R € Lower Higher>
B e i
| § i
LE;L‘.F:J‘D
(a) (b)

Figure 3. Hospice Use During the Last Two Years of Life for Older Adults with COPD.
(a) This map illustrates the variation in hospice use in the last two years for older adults with

COPD across the US. (b) This turnip plot demonstrates the variation in hospice use within
and across spending quintiles.
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Table 1.

Characteristics of the Overall * Population by End-of-Life Spending Quintiles

Variables Overall Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5
Number of HRRs N=306 n=62 n=61 n=61 n=61 n=61
Mean (+SD) population inthe HHR | 478 (416) | 278 (186) | 407 (311) | 535(463) | 508(395) | 665 (539)
Range, Beneficiary HRR Population 61-2275 61-962 71-1514 88-2275 87-2123 167-2158
Rural (%) 32% (26%) | 51% (27%) | 46% (20%) | 32% (21%) | 23% (24%) | 6% (10%)
Age (years) 75 (1) 76 (1) 75 (1) 75 (1) 75 (1) 76 (1)
Gender

Female (%) 56% (2%) | 55% (2%) | 55% (1%) | 56% (1%) | /56% (1%) | 57% (2%)

Male (%) 24% (2%) | 45% (%) | 45% (1%) | 44% (1%) | ‘4% (1%) | 43% (2%)
Race

Non-Hispanic White (%) 85% (13%) | 91% (10%) | 89% (9%) | 86% (9%) | 84% (12%) | 75% (15%)

African American (%) 6% (8%) 3% (6%) 5% (7%) 8% (8%) 7% (7%) 9% (8%)

Hispanic (%) 5% (9%) 1% (1%) 3% (5%) 3% (5%) | 7% (12%) | 10% (12%)

Other Unknown 4% (5%) 4% (8%) 3% (3%) 3% (2%) 3% (2%) 7% (6%)

Notes: Data is presented as n (%) or mean (standard deviation).

*
This table presents data from the entire population.

Abbreviations: HRR = Hospital Referral Region
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Page 16

COPD-Specific Spending per Decedent in the Last Two years of Life by Spending Quintiles, Adjusted for

Age, Sex, and Race (n=

146,240)

| Overall | Quintile 1 | Quintile 2 | Quintile 3 | Quintile 4 | Quintile 5

Spending Categories

s | i | B | o | o |l | e
Inpatient 24626 | 20137 22198 22782 25001 33084
Reimbursement ($) 6192) | (2469) (2620) (1781) (3446) (7980)
Skilled Nursing Facility ($) (;zltgé) &31& (ﬂgg) (gggg) (Zgg) (120315535)
Outpatient Facility ($) (gé(l)) (igg) (ig;g) (Lllgg%) (igig) és2723§
Outpatient Physician ($) égg) ég% égg) (}gg) (130(3 (16666)
Medical Equipment (%) (1386196; (1375891) (1288%‘; (1485806) (137672% (137674(;
Home Health Aide ($) (i%) (2926464) é’gg% (iggé) (1112%) (iggg)
Long T erm Care (8) (gggsla) (197621% (ﬁ;g) (ig%) (‘2‘22?) (ggig)
Hospice ($) (gg% (gggg) é’iﬁ% (ggég) (gggg) (g%%
Part-B Spending

Overall Part-B Spending (8) (13003601% (ﬁgg) (?gé;) (ﬁég) (121442510) (124138588)
s | % | @ | 05 | @ | &5 | i
Imaging () (Z;) &SS) (6134513) (Eg) (ggsla) (1108313)
s |G| B | B 8w | o | o
Tests (%) (gig) (‘11‘3%) (igg) ((15421% (Zg% (%8)
R T IR TR R R
Other ($) (2721543 (157518% (260542?3 (262060?3 (257133 (267feg

Notes: Data is presented as mean (standard deviation).
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Table 3.

COPD-Specific Healthcare Utilization per Decedent in the Last Two Years of Life, Adjusted for Age, Sex, and
Race (n=146,240)
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Variables Overall Quintile 1 Quintile 2 Quintile 3 | Quintile4 | Quintile5
Frequency of Encounters Per-Decedent

Inpatient 82% (4%) | 78% (5%) | 81% (4%) | 82% (4%) | 83% (3%) | 85% (3%)
ICU Admission 55% (11%) | 44% (9%) | 50% (8%) | 56% (7%) | 58% (8%) | 64% (10%)
Skilled Nursing Facility 38% (7%) | 34% (7%) | 35% (6%) | 39% (6%) | 39% (5%) | 43% (6%)
Medical Equipment 73% (4%) | 72% (5%) | 74% (4%) | 74% (4%) | 74% (4%) | 72% (3%)
Home Health Aide 49% (9%) | 40% (9%) | 47% (8%) | 49% (7%) | 54% (6%) | 54% (5%)
Long-Term Care 12% (7%) | 7% (5%) 9% (5%) | 11% (4%) | 15% (8%) | 15% (8%)
Hospice Enrollment 47% (9%) | 44% (10%) | 46% (9%) | 48% (7%) | 50% (7%) | 45% (9%)
Part-B Durable Medical Equipment 4% (2%) 4% (1%) 4% (2%) 4% (2%) 4% (2%) 5% (2%)

Part-B Emergency 99% (1%) | 99% (1%) | 99% (1%) | 100% (‘%) | 99% (1%) | 99% (1%)
Part-B Imaging 97% (2%) | 96% (2%) | 97% (2%) | 98% (1%) | 98% (1%) | 98% (1%)
Part-B Procedures 89% (5%) | 85% (5%) | 87% (4%) | 90°(3%) | 91% (3%) | 92% (3%)
Part-B Ambulance 75% (10%) | 70% (10%) | 72% (12%) | 75% (10%) | 79% (8%) | 80% (5%)
Part-B Tests 96% (3%) | 94% (3%) | 96% (2%) | 97% (2%) | 97% (2%) | 97% (1%)
Part-B Other 93% (5%) | 89% (6%) 92% (5 94% (2%) | 95% (3%) | 96% (2%)
Number of Visits Per-Decedent

Inpatient Physician 30.7(134) | 193(.4) | 22.9(5.8) | 28.6(6.5 | 35.0(10.0) | 47.9(13.7)
Emergency Room 29(0.5) 2.5(0.6) 2.9(0.5) 3.1(0.4) 3.1(0.4) 3.0(0.3)

Home Health 244(137) | 144@73) | 23.7(11.7) | 23.9(11.9) | 30.1(13.7) | 29.7 (16.3)
Primary Care Physician 241(49) | 20034) | 21931 | 234(26) | 25.7(36) | 29.2(5.4)
Specialist Physician 22.9(106) | 139(@4.3) | 16345 | 212@48) | 26.7(86) | 36.5(10.0)
Rural and Federally Qualified Health Clinics | 1.4 (1.4) 2.0 (1.6) 1.8 (L.7) 15 (1.2) 1.1 (1.0) 0.6 (1.3)

Length of Stay Per-Decedent (Days)

Inpatient 137(36) | 11.2(24) | 12520) | 134(19) | 144(19) | 17132
ICU 5.4 (2.5) 3.3(1.4) 4.3 (L5) 5.3 (1.6) 6.0 (1.8) 8.1(2.7)

Skilled Nursing Failit. 187(49) | 148(@38) | 16937 | 191(42) | 200(46) | 22.8(4.3)
Hospice 30.7(14.8) | 37.1(17.8) | 42.7(15.6) | 41.0(13.0) | 42.8(12.4) | 35.1(13.2)

Notes: Data is presented as n (%) or mean (standard deviation).
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