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Comorbidity index used for

Introduction

* Comorbidity indices have been widely
used for desc g a patient’s comorbidity
burden, predicting outcomes, and for

djusting as a conf in

The baseline period was defined from
month 4 to month 9 of dialysis for incident
patients, and from January to June for

involving end-stage renal disease (ESRD)
patients.

> Comorbidlty indices in use, however, were

d for general i oron
small samples‘

® These indices were not formally validated
or were validated based only on predictive
ability or significance as a predictor.

* Validation of an index should be goal-
driven and in terms of goals, compared
with the individual comorbid conditions
the index represents.

® This study developed and validated a new
comorbidity index as a comorbidity burden
indicator, predictor, and adjustor for
mortality analyses of dialysis patients.

*  The 2000 US incident dialysis cohort was
used as the training population.

* The 1999 and 2001 incident and 2000
prevalent cohorts were used as testing
populations, separately.

p patients.

The follow-up period was from the 1st day
after the baseline period to death,
transplant, loss-to-follow-up, change of
primary payor, or the end of 2005.
Comorbidities were defined using the ESRD
Medical Evidence form and medical claims
in the baseline period.

A Cox proportional hazard model was used
for the index development and validation.
Age, race, gender, and primary ESRD cause
were included in the model.

The index score for each comorbidity was
defined based on the coefficient estimates,
and the index score of each patient was the
sum of the coefficients of the comorbidities
of each patient.

Model fit statistics: Akaike’s Information
Criteria (AIC), Schwartz Bayesian Criteria
(SBC), and -2* log Likelihood; model
predictive statistics: Kent-O’ Quigley
R-square and c-statistic; parameter
estimates and standard errors of the
estimates were compared between the
model with the individual comor|
and the one with the new index.

* 102,134 incident and 142,517 prevalent
patients were included (Table 1).
* Mean follow-up time was 2.3 years for the
incident cohort and 2.5 years for the
prevalent cohort.
* Patient comorbidity increased over years
(Table 2).
® Prevalent patients were younger, had a
smaller proportion of whites, and less
comorbidities (Tables 1,2).
* Comorbidity score was assigned: 0 if
coeff.<0.05, 1 for 0.05-<0.15, 2 for 0.15-
<0.25, and 3 for >=0.25 (Table 2)
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CHF had the highest score, 3 and liver disease had
the lowest score, 0 (Table 2).

The comorbidity score worked almost the same as
the individual comorbidities in terms of model fit,
prediction, and effect on inference (table 3).

Standard errors for the estimates from the two
models were almost the same.

The new score was also compared with the
Charlson comorbidity Index (CCl); it outperforms
the CCI.

Conclusions

The new comorbidity score system works well for
mortality analysis among dialysis patients.

This score system is designed for analyses using
administrative data.

Diabetes has a lower score than expected because
diabetes as a primary cause of ESRD was also in
the model when the score system was developed;
they are highly correlated. It is necessary to
include diabetes as ESRD primary cause in the
model when using this score.

For similar reasons, age should also be included in
the analysis when this score system is used.

The score depends on how the comorbi
defined” in the claims data.

The liver disease definition will be modified and th ysis will be
re-run based on the new definition.
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