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INQUIRY

What do we already know about this topic?

Gkountouras, Fitzpatrick & Stanciole (2018).

How does your research contribute to the field?

Mukamal, 2018: Chen, et al 2014).

to waiting for a guardian.

outcomes

* Medically unnecessary days due to waiting for guardianship increases the cost of care in academic medical centers.
 In 2014, the national average cost for a hospital “hotel” day was calculated to be $1093.51 by Stenberg, Lauer,

* The onus of finding a guardian is frequently placed upon the hospital and is a challenging process.

* The study advances 2 previous studies conducted in single, academic medical centers (Ricotta, Parris, Parris, Sontag, &

« It expands the financial analysis to different hospital types and across a state’s acute hospital system.
* This study provides insight into the number of guardianships sought by different hospital types and the excess days due

* The study provides a means to calculate the daily cost of a hospital hotel day for an individual hospital which may be
used to assess the impact of a variety of causes for medically unnecessary days

What are your research’s implications towards theory, practice, or policy?
* The study provides one source of potential cost savings for acute hospitals and payers.
* It highlights the need to address medically unnecessary days in order to increase efficiency as well as improve patient

Introduction

All adults are assumed to have the capacity to make decisions
about their life, including whether to accept or decline
medical treatment. When an individual’s decision-making
ability is impaired the person may be unable to access
necessary services. To protect these individuals, a substitute
may be given authority to make decisions on their behalf.

Some people plan for potential incapacity by completing
advance directives, including a Health Care Proxy (also
known as a Power of Attorney for Health Care) which allows
a person to choose a decision maker in advance. However,
they require advance planning and completion rates remain
low." Tompkins® found differences in age, race, wealth and
educational status associated with completion rates. Addi-
tionally, some people may not have a person to nominate as a
healthcare agent. These people, sometimes referred to as
“unbefriended” lack family or friends to call upon in the case
of incapacity.

To address low completion rates for advance directives,
many states allow for a default surrogate process in which a
person is selected as decision-maker based on their relationship
to the individual. DeMartino et al* explain that a state law may
dictate a “surrogacy ladder” consisting of spouses, other family
members and in some cases friends or even hospital staff. State
laws differ on the conditions for which a default surrogate may
be appointed, the powers delegated to a default surrogate, the
standard to use when making a decision and the process for
resolving disputes between potential decision makers.”® While
the default surrogacy mechanism can be of value to individuals
who have not completed an advance directive, as of 2017, there
were 4 states without this legal mechanism.’

When there is no surrogate decision-maker, the Court may
appoint a guardian. A guardian is given authority to make
decisions in many areas of an individual’s life, including,
health, housing, and educational or vocational services. In the
hospital setting, a guardian is required to provide consent for
medical treatment, discharge from the hospital or completion
of benefit applications, such as Medicaid. However, a recent
qualitative study found that on average it took 17 days and 6
attempts before a guardian was found.”

When the person is both unbefriended and cannot pay pri-
vately for a guardian, public guardianship must be considered.
Most states lack an adequately funded public guardian program
to serve as a safety net.® To address funding deficiencies, state
guardianship programs rely on eligibility categories, including
age, disability status, income/assets, and eligibility for a pro-
gram such as the Department of Mental Health or the De-
partment of Disabilities.” In lieu of other options, judges may
revert to what Moye et al’ refer to as an “informal pro bono”
process in which attorneys serve at the behest of a judge.

Once identified, an entity must petition the Court to ap-
point a guardian. In some cases, the petitioner is the hospital,
while in others a family member. Once a guardian is ap-
pointed by the Court, they must determine a discharge plan
for the individual, including identifying a setting and com-
pleting eligibility paperwork, such as a Medicaid application.
Each of these steps may cause hospital discharge delays.

Much guardianship literature focuses on the impact to the
individual when a decision-maker is necessary but not avail-
able,'” less literature focuses on the financial impact.'"'* Every
medically unnecessary day poses risks to the individual,
such as secondary infection and delay of rehabilitation, and
costs to the hospital system. This study advances 2 previous
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. . . . . 13,14
studies conducted in single, academic medical centers'™

by expanding the analysis of medically unnecessary hospital
days due to waiting for a guardian to different hospital types
and across a state’s acute hospital system.

Methods

In order to explore the financial burden to hospitals and the
revenues required to support excess days in 1 state’s hospital
system, 2 models are built. The first calculates the revenues
required to support excess days. The second calculates the
expense to hospitals for medically unnecessary days while
waiting for a guardian.

Data

Two data sources are used. One is publicly available, sec-
ondary data on Massachusetts hospitals maintained by the
Center for Health Information and Analysis (CHIA). CHIA
publishes periodic Massachusetts hospital profiles from
which its databook is publicly available. The CHIA dataset
includes self-reported hospital revenues, occupancy rates,
payer sources and expenses, among other information. The
other source is an unpublished hospital survey by the Uni-
versity of Massachusetts Donahue Institute'” that includes
information regarding annual guardianship petitions.

Guardianship Survey

In order to calculate the financial impact to hospitals, it is
necessary to know the number of individuals who experience
discharge delays due to a petition. Currently, there is no public
dataset on guardianship petitions or guardians, despite the 2018
United States Senate Special Committee on Aging report rec-
ommendation.'® Therefore, a Massachusetts hospital survey
administered between December 2017 and March 2018 is used.
The survey includes all acute and non-acute hospitals, hospital
inpatient satellites, and 1 satellite emergency facility with in-
patient beds. Respondents report how many adult guardianship
petitions were filed and granted during the most recent
12 months, whether the numbers provided are exact or esti-
mates, and on what 12-month period the numbers are based.

Study Sample

The sample is comprised of the survey respondents. The
survey was sent to 67 hospitals in Massachusetts with a 66%
response rate. For the purposes of this study, it is further
cleansed to be representative of only acute inpatient hospitals
who provide primarily medical services, thus eliminating 13 of
the respondents, resulting in 31 cases; 5 academic medical
centers (AMC), 2 teaching hospitals, 10 community hospitals,
and 14 high public payer community hospitals (HPP com-
munity). Each type of hospital provides a different type and
intensity of services and has a different rate structure.

Therefore, in this study we calculate cost by hospital type. Of
the 31 sampled acute hospitals, 17 (55%) estimated the number
of petitions granted and 14 (45%) provided an exact count.

Model |: Revenues Supporting Medically
Unnecessary Days

The following model estimates the government gross patient
service revenues (GPSR) associated with excess days while
waiting for guardianship. GPSR is used since net patient
service revenues is not available through publicly available
sources.

1. Calculate the percentage of total revenue provided by
government to each hospital via Gross Patient Service
Revenues (GPSR). Government GPSR included
Medicare, Medicaid, Health Safety Net, ConnectCare,
and Other Government Revenues. The Health Safety
Net revenues are included as government funds but not
state funds. The safety net pool is comprised of
Disproportionate Share Hospital (DSH) funds, hos-
pital contributions and insurance contributions. While
Massachusetts is supposed to contribute each year, the
state had not done so since 2015. (Referred to in
formulas as percent government funded or %GF).

This step provides the total revenues each hospital received in
FY17 associated with patient services from government sources.

2. Calculate the government GPSR associated with the
excess occupied bed days (OBDS) while waiting for a
guardianship petition being granted for each hospital

This step provides the government GPSR that each hos-
pital requires to support the days an individual remains in the
hospital after medical clearance. To do this the following
calculations were completed for each hospital:

a. Calculate the total staffed bed days per year (BDS)
(total staffed beds X number of days per year)

b. Calculate the total occupied staffed bed days for each
hospital in the sample (OBDS) (BDS X hospital oc-
cupancy rate)

c. Calculate the number of occupied staffed bed days
supported by government GPSR (OBDS GF) (OBDS
X %GF (%GF was determined in step 1)).

This provides an estimate of the number of days paid
through government GPSR.

d. Calculate the government GPSR required for one
OBDS GF (total government funding X OBDS GF)

This provides a daily rate supported through government
GPSR for one bed day.
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e. Calculate the number of excess bed days associated with
waiting for guardianship (OBDS PG) (number of an-
nualized petitions granted for each hospital X 12 days)

In this step, excess days (12) are derived from the Ricotta
et al study completed at an AMC in Massachusetts.'* It is a
retrospective study which conducted a case review of all
instances of delayed discharge secondary to waiting for a
guardian. The study calculated the average length of excess days
while waiting for guardianship to be 12 days: ranging of 2 to
20 days. Other studies found more excess days including Moye,
Caitlin, Connors, Wood & Teaser 17 days, and Chen et al,"’
27.8 days. The Ricotta et al'* estimate is the lowest, offering
confidence that the final results are a conservative estimate.

3. Calculate the government GPSR that are required to
support staffed occupied bed days associated with
waiting for guardianship (OBDS PG) for each hospital
(OBDS PG GF) (OBDS PG X GPSR for 1 OBDS GF)

This provides the government GPSR required to support
one excess bed day while waiting for guardianship if all
services were being provided. Since the excess bed days are
after medical clearance it is assumed that there is a reduction
in expense associated with reduced health care services and
only room and board is required.

a. Calculate the cost of room and board only for gov-
ernment funded staffed occupied bed days associated
with waiting for guardianship (OBDS PG GF (OBDS
PG GF X .1))

The revenues to support room and board costs for each
hospital are assumed to be approximately 10% of the total.
This assumption is supported by the World Health Organi-
zation’s 20137 calculation of national hospital hoteling rates.
The authors found that acute inpatient hospital hoteling rates
in the United States were on average $1,093.51 a day. This
rate was adjusted for inflation and the Massachusetts cost-of-
living index (127.2) to derive an estimated FY17 rate. This
number was used as a check on our calculations of the room
and board rate derived from this model and data set. This is
further explored in the discussion.

b. Sum each hospital’s room and board rates to find an
estimate of total government GPSR required to support
the excess bed days while waiting for guardianship.

4. Determine the state vs other government contributions
to the required GPSR. (% total government GPSR X
proportion of total state GPSR)

The result of this model is an estimation of the revenues
required from government to support the days waiting for

guardianship after medical clearance. It assumes that all days
are supported through government funds. Since govern-
ment rates are the lowest, an additional model is built to
explore the revenues required from commercial payers.
The same calculations are made with one exception. After
calculating the revenues required from commercial payers
for 1 day, the rate is adjusted by applying the FY17
statewide relative price index (SRP).'®

The SRP is a metric developed by the CHIA to reflect each
hospital’s commercial rates in comparison to the statewide
average rates.'” Therefore, a hospital with a SRP of .90 has
rates which are 10% lower than the average statewide rates.
This difference is applied to the daily revenue required for an
occupied staffed bed day for each hospital before calculating
the total cost of the excess days associated with waiting for
guardianship.

Model 2: Hospital Expense for Medically
Unnecessary Days

The following model estimates the hospital expense asso-
ciated with excess days while waiting for guardianship.

1. Calculating the cost of excess bed days to each hospital
a. Calculate the total staffed bed days per year for
each hospital in the sample (BDS) (fotal staffed

beds X number of days per year)

b. Calculate the total occupied staffed BDS for each
hospital in the sample (OBDS) (BDS X hospital
occupancy rate)

c. Calculate the daily cost of occupied staffed bed
days (OBDS) to the hospital (OBDS divided by the

hospital s total expenses)

The reduction in expenses reflects Stenberg et al finding
hotel costs include factors such as personnel, operational and
administrative costs, food and infrastructure.

d. Calculate the total number of occupied staffed bed
days (OBDS) that are excess days due to petitioning
for guardianship (OBDS PQG) (number of annualized
petitions granted for each hospital X 12)

e. Calculate the cost to the hospital for OBDS PG
(CHED) (OBDS PG * the daily cost of OBDS to the
hospital)

2. Determine room and board costs for each hospital to
accommodate the reduction in expense associated
with reduced health care services (CHED*0.1)

The reduction of 10% reflects the assumptions made in
Model 1.

3. Calculate the total cost of excess bed days due to
delays secondary to guardianship petitions for the
sample (sum all hospitals room and board costs)
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Total Medically Unnecessary Days Waiting for Guardianship =
10,824

m Academic Medical
Center

Teaching
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High Public Payer
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Figure |. Percentage of total medically unnecessary days while waiting for guardianship by hospital type.

This reflects the relative expenses associated with char-
acteristics unique to different hospital types, such as occu-
pancy rate, CMI, services.

Results

This study focuses upon FY17 Massachusetts acute hospitals to
understand the financial impact of people waiting for guardianship
after medical clearance. Two financial models provide insight into
the revenues required and the expense of supporting those
individuals.

Sampled Hospitals

Of the 56 acute hospitals in Massachusetts, the sample
comprises 31 or 55%. The proportion of hospitals in the
sample includes 16% AMC, 6% teaching hospitals, 32%
community hospitals, and 45% HPP community hospitals,
contrasted to the proportion of each hospital type in the state
population which is 11% AMC, 13% teaching, 25% com-
munity, and 52% HPP community. This suggests that our
sample is representative of the population and increases our
confidence in the generalizability of our estimates.

The survey found 994 annualized petitions for the sampled
hospitals. Of those, 902 were granted (91%). Of those
granted, AMC’s report 576 (64% of the sample), HPP
community hospitals 229 (25%), community hospital 55
(6%) and teaching hospitals report 42 (4%). The per-
centage of petitions filed to granted, 91%, is consistent
with the findings of Ricotta et al'* who found a 90%
conversion rate. Additionally, there are some small vari-
ations in conversion rates between hospitals, with teaching
hospitals having the highest at 98% and AMC’s having the
lowest at 89.8%.

There are 2,405,587 occupied staffed bed days in a year,
when adjusting for individual hospital occupancy rates and
their staffed bed days. This number is further refined to cal-
culate the number of excess days while waiting for guard-
ianship at each hospital. Using the conservative estimated
number of excess days reported in Ricotta et al,'* 12 days, the
sample hospitals provided 10,824 staffed bed days for indi-
viduals waiting for guardianship after medical clearance
(0.45% of all occupied staffed bed days in the sample). The
majority of these days are reported in AMCs (6,912, 63%) with
HPP community hospitals reporting the second most (3,096,
29%). See Figure 1.

Model |: Revenues Required

The total FY17 GPSR across all sample hospitals is
$42,882,789,758. Of those revenues, $26,684,830,590
come from public payer sources such as Medicaid and Medi-
care. These public payer revenues represent 63% of the total
sample GPSR. Another $14,771,399,819 in GPSR is generated
from commercial payers or 33% of the total sample GPSR. The
remaining 4% of revenues are self-payment and other sources.

The model calculates $1,860.61 in public payer GPSR
must be generated to support / medically unnecessary day
while waiting for a guardian, or a total of $20,139,189 in
public payer GPSR across all sampled hospitals. Closer in-
spection shows that 16% or $3,201,970 of public payer
revenues are state funds. The remaining 84% or $16,937,219
is other governmental funding such as federal funds or special
funds such as the Health Safety Net.

Additionally, the model calculates $2,221.66 in commercial
GPSR must be generated to support / medically unnecessary
day waiting for a guardian. Therefore, a total of $24,047,250 in
commercial revenues must be generated.
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However, it is not likely that the payer-mix for people waiting
for guardianship is either all public or all commercial. Ricotta
et al'* reported that in their 1-year sample, at one AMC, 16% of
the cases had commercial insurance, 44% Medicare, 21%
Medicaid, and 8% other. However, payer-mix is likely hospital
and time bound. Therefore, a range of $20M to $24M in GPSR
is suggested. See Table 1 below for summary of results.

Model 2: Hospital Expense

Another way to approach the burden to the hospital system is
through calculating the expense associated with excess days
due to waiting for guardianship. The total FY17 expenses
reported across the acute hospital sample s
$18,572,444,400. This results in an average cost per oc-
cupied staffed bed day of $7,587. This is an average daily
expense for all services and supports required across all
services and hospital types. The total expense to the
sampled hospitals to support excess days is $18,079,212 or
an average of $1,670.29 a day for hoteling.

Further inquiry shows that the cost is variable by hospital
type. AMCs, who have the most petitions granted, have an
expense of $13,681,112 or an average of $1,979.33 per
hoteling day. The next most costly are the community hos-
pitals whose expense is $1,126,068 or an average of
$1,706.16 per hotel day. Teaching hospitals’ expense is
$175,531 or an average of $1,125.20 per excess day. Lastly,
HPP community hospitals report an expense of $3,096,501 or
an average of $1,000.16 per day. The hospital type with the
lowest daily rate, HPP community, is also the hospital type
most struggling to meet financial margins and has the second
largest number of petitions granted in our sample. See Table 2
for summary of results.

Discussion

While the United States has one of the most expensive health
care systems in the world, acute hospitals often struggle fi-
nancially.?® Over the years, hospitals have met this challenge
through finding efficiencies, including limiting services
provided and merging with other hospitals. One potential cost
savings is to reduce the number of excess days due to waiting
for a guardian. Previous studies explore the burden of excess
days in a single AMC.?*?' These studies find that the burden
to the hospital is significant and that the individual is at a
heightened risk for secondary infections. However, AMC’s
are not representative of the entire hospital system. AMC’s
frequently enjoy a higher occupancy rate, increased negoti-
ated rates, and treat higher severity cases. Therefore, this
study expands upon these studies to better understand the
burden to a state hospital system and in particular to different
hospital types and payers.

Impact

The models demonstrate that in order to support medically
unnecessary days while waiting for a guardian, sampled
hospitals require a GPSR of between $20 and $24 million to
support an expense of approximately $18 million annually.
The difference between GPSR required and expense is
partially accounted for by revenues being captured before bad
debt and discounts are taken into account.

AMC’s and HPP community hospitals support the most
guardianship petitions, with expenses of approximately $16
million in FY17. Additionally, HPP community hospitals are
more likely than other hospital types to report a loss. In some
cases, not incurring the expense of supporting excess days
may have eased that burden. For example, one HPP

Table 1. Summary of Model | Results: Gross Patient Service Revenues Required.

Public Payers Commercial Payers

Revenue required for | medically unnecessary day waiting for guardianship $1,861 $2,222

Total revenue required for hotel medically unnecessary day
Amount and percent from state funds
Amount and percent from other gov’t sources
By hospital type

Academic Medical Center

Teaching

Community

High Public Payer Community

Percent of total GPSR by hospital type
Academic Medical Center

Teaching

Community

High Public Payer Community

Total GPSR

Percent of all GPSR

$20,139,189 $24,047,250
$3,201,970 (15.9%) -
$16,937,219 (84.1%) -
$14,759,596 $18,584,142
$217,108 $206,193
$1,167,698 $1,506,408
$3,994,787 $3,750,507
35.2% 21.0%
4.4% 2.5%
5.4% 4.6%
17.2% 6.3%
$26,684,830,590 $14,771,399,819
62.2% 34.4%
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Table 2. Summary of Model 2 Results: Expense to Hospitals.

Average Daily Hotel Expense for Medically Unnecessary days while
Waiting for a Guardian

All hospitals $1,670
Academic Medical Center $1,979
Teaching $1,125
Community $1,706
High Public Payer Community $1,000
Total expense for medically unnecessary days
while waiting for a guardian
All hospitals $18,079,212
Academic Medical Center $13,681,112
Teaching $175,531
Community $1,126,068
High Public Payer Community $3,096,501

community hospital reports a $332,050 loss in FY17. It also
reports 17 excess days which through the study’s model
results in a $17,616 expense or 5% of the financial loss.
Another example is a community hospital which reports a
$9,035,000 loss in FY17. It reports 60 excess days due to
waiting for guardianship, which through the study’s model
results in a $270,345 expense or 3% of the FY17 loss. In
FY 18, more hospitals report a loss and the margins are tighter,
for example, a loss of $159,000 is reported by a community
hospital. Using FY 17 annualized petitions granted, the hospital
may recover 55% of that loss.

This lost opportunity is compounded by impacts upon
quality measures and ultimately rate setting. People who remain
in the hospital after medical clearance are more susceptible to
secondary infections, experience delays in rehabilitation ser-
vices which may have a deleterious impact upon recovery, and
suffer the impacts of separation from family and home, all of
which impact quality measures.

Other studies have written about the lost opportunity to fill
beds*® however, since hospital occupancy rates typically
range from 63% to 84%, this is most likely not a driving
factor. For this to be true, occupancy rates must vary by
service, and individuals in need of guardianship must be
uniquely maintained in those beds, and are unable to be
moved to beds under less demand. Unfortunately, this study
does not provide insight into such person specific and
hospital specific factors.

One way to reduce the burden is to address the underlying
cause of the delays to guardianship. Most hospitals initiate
guardianship petitions as soon as possible, even upon ad-
mission. Massachusetts does not have default surrogate
decision-making, causing guardianship or health care proxies
to be a necessity for comprehensive, quality care. In this
study, 90% of the petitions filed are granted, suggesting that
once a petition is filed, most likely a guardian is appointed.
This study does not provide insight into why some petitions
are not granted. It is possible that some are withdrawn when
the person’s capacity improves or other medical or social

factors intervene (poor medical outcome, health care proxy
found, etc). Also, some petitions may have been initiated
prematurely and then withdrawn. It is not known when in the
process petitions are withdrawn, thus, limiting insight into the
impact non-converted petitions have upon the individual,
hospitals, Courts and families. Further exploration into the
causes of delays will offer insight into how to best reduce the
burden to the people and the system.

The study’s results reflect the impact to a hospital system
supported by a robust public payer system and in a state with
one of the highest insured rates. The 2017 uninsured rate in
Massachusetts is 2.8% compared to a national average of
8.8%. Of those insured in Massachusetts, 36.1% are bene-
ficiaries of government insurance programs such as Medicare
and Medicaid.'” Therefore, the Massachusetts hospital sys-
tem is more protected from bad debt than a state system that
must accommodate larger numbers of uninsured. States that
did not expand Medicaid are particularly vulnerable to this
issue as the DSH funds are systematically reduced. Tight-
ening margins due to such challenges, leave hospitals more
vulnerable to the impact of excess days.

The models are built upon typical hospital services and
occupancy rates. The COVID-19 pandemic has altered how
hospitals must function and their ability to meet margins. A
recent CHIA?® analysis shows that during the first quarter of
the pandemic all reporting Massachusetts hospitals had a loss.
With government support, they have been able to close much
of that gap.”’ However, the pandemic has also impacted
uninsured rates. One report by the National Center of Cov-
erage Innovation®* found that the percent of Massachusetts
residents uninsured has increased by 93% bringing it to 8% as
of May. Indeed, most states are experiencing a similar rise in
uninsured. As the pandemic subsides, hospitals will be left to
determine how to recover.”” Therefore, hospitals will need to
capitalize on all efficiencies, including reducing medically
unnecessary days.

Limitations

There are a few factors that may increase the precision of the
results. One factor is the number of days used to calculate the
excess days due to waiting for a guardian. Ricotta et al'*
average is applied, which was derived from a Massachusetts
AMC. As discussed earlier, AMCs are not necessarily a good
representative of all hospitals in an entire state system. In this
study, the majority of petitions granted are from AMC’s, the
second largest is HPP community hospitals. Given the differ-
ences in financial performance, types of services, occupancy
rates and other very pertinent factors there may be significant
differences in the number of excess days between hospital types.

Another factor is that the number of annualized petitions
granted is based on a survey that requests respondents to
provide estimates or exact numbers. Of the respondents used in
this study a small majority (55%) estimated the number of
petitions granted. Since the number of excess days is an
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Figure 2. Daily cost by hospital type, adjusted Stenberg hospitaling cost, and revenues required for medically unnecessary days.

estimate, the final financial burden must also be considered an
estimate. This is taken into account by offering a range for both
required revenue generation and the expense to the hospitals.

Finally, the estimation of deductions for hoteling impacts
precision. The first model estimates revenues required for
hoteling to be 10% of service cost. The majority of the
revenues are directly tied to services rendered which vary by
service type and negotiated rate. In the expense model the
expense of hoteling is calculated to be 20% of the service
cost. This includes personnel, food, administrative costs,
room maintenance/housekeeping, and other fixed costs such
as utilities. As a check on the validity of these calculations the
models’ daily rates are compared with those calculated with
2010 data and published in 2018 in a study conducted by
Stenberg et al.'” They calculate national averages for hospital
hotel costs based on internationally uniform hospital types.
For the United States one Level 5 hospital hotel day is
calculated to cost on average $1,093.51 with a range of
$415.16 to $2,426.98. To compare this with our findings, this
hospital hotel rate is adjusted for inflation and Massachusetts’
cost-of-living index resulting in the adjusted average of
$1,672.02 with a range of $634.79 to $3,710.95. Since
healthcare costs have outstripped inflation, these adjusted
rates are a conservative figure. The models find that re-
quired daily hoteling revenues from commercial payers is
$2,221.66 and from public payer sources is $1,860.61, and
the expense by hospital type ranges from $1,000.16 to
$1,979.33. The average expense across all hospital types is
$1,670.29. Therefore, the calculated daily revenues and
expenses associated with medically unnecessary days
waiting for guardianship conform to Stenberg et al'’ hotel

rate, lending validity to the study results. See Figure 2
below.

Conclusion

This study contributes to literature by offering a model for
calculating the cost of medically unnecessary days that may
be applied a plethora of causes for those excess days, waiting
for guardianship is only one. It is validated against the
Stenberg et al'’ study which provided a national average.

The study found that for a sample of acute hospitals an
estimated $20M to $24M in GPSR must be generated, dependent
upon payer mix, to support an estimated expense of $18M in
medically unnecessary days while waiting for a guardian. AMCs
and HPP community hospitals had the majority of guardianship
petitions granted. For hospitals struggling to survive, the expense
of excess days could have an important impact, especially in
states with a high number of uninsured. As hospitals recover
from the pandemic, hospitals will need to find efficiencies such as
reducing excess days after medical clearance. It is unlikely that
by eliminating these days there will be newfound funds. It is an
allocation of funds that could be used more productively within
the hospital and the hospital system to support the health and
well-being of people in need of medical care or to address the
cause of delays due to waiting for guardianship.
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