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Table 5. Multiple Linear and Logistic Regression Results: Association of MCC with PCS, MCS, ADL, IADL?
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Table 2. Statistical Analysis Characteristics | Coefficient Coefficient

Descriptive Statistics

0 Ref Ref Ref Ref
Proportions, mean + standard deviation; chi-square and 1 -2.76 (0.18)* -3.27 (018* 2.29 (1.64-3.18) 2.85 (216-3.75)
Sl R 2 -5.23 (0.23)" -4.01 (0.23)* 4.64 (3.23-6.69) | Fhonegyl.919.5416@183 ¢ g
Identify top 5 dyads and triads with lowest PCS and MCS 3 -8.32 (0.34)" -4.96 (0.27)" 5.94 (409-861) | . 669 1= (505-887)
(136 possible dyads) 5 1573 (0.55)* -8.94 (0.57)* 15.20 (10.22-22.58) 19.36 (13.55-27.66)
. Triads: Combinations of three chronic conditions 26 -18.67 (0.64)" -11.40 (0.79)* 26.74 (18.08-39.52) 27.32 (18.72-39.87)
(680 possible triads) Cl = confidence interval. *p < 0.0001.

2Adjusted for age, gender, race/ethnicity, marital status, education, income, region, metropolitan statistical area, insurance status, usual source of care, smoking status, and body mass index.
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MCS = mental component score; PCS = physical component score.

The power of knowledge. .
-The value of understanding. Presented at: ISPOR 20th Annual European Congress, November 4-8, 2017, Glasgow, Scotland



