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 9 
Operator: Good afternoon everyone.  My name is (Sara).  I’ll be the conference operator 10 

today.   11 
 12 
 At this time, I’d like to welcome you all to the Inpatient Psychiatric Quality 13 

Management Listening Session.  All lines have been placed on mute to 14 
prevent any background noise.  After the speaker’s remarks, there will be a 15 
comment session.  If you would like to make a comment during this time, 16 
simply press star, then the number one on your telephone keypad.  If you 17 
would like to withdraw your comment, please press the pound key. 18 

 19 
 Thank you.  Miss Cebuhar, you may begin your conference. 20 
 21 
Barbara Cebuhar: Good afternoon everyone.  My name is Barbara Cebuhar.  I work in the Office 22 

of Public Engagement here at CMS.  I just want to make sure folks know I am 23 
not an expert on inpatient psychiatric facilities or quality measurements but 24 
have been asked by my colleagues in the Office of Clinical Standards and 25 
Quality to help moderate this session in order to get maximum input from the 26 
advocacy community about the best way to implement quality reporting 27 
program in inpatient psychiatric facilities. 28 

 29 
 The law requires CMS to establish a Quality Reporting Program otherwise 30 

known as the Paper Reporting Program for inpatient psychiatric hospitals for 31 
fiscal year 2014 and each subsequent year.  There is a 2 percent payment 32 
linked to reporting quality data for inpatient psychiatric facilities.  CMS is 33 
required to publish the measures no later than October 1, 2012. 34 

 35 
 Psychiatric hospitals and psychiatric units shall submit data on quality 36 

measures in a form and manner and at a time specified by the secretary.  37 



Measure rate data submitted will be made publicly available.  In an effort to 38 
align this program with other CMS quality reporting and value-based 39 
purchasing programs, CMS aims are to include a mix of standards, process, 40 
outcomes and patient experience of care alignment across Medicare and 41 
Medicaid programs, minimize burden and seek national endorsement. 42 

 43 
 Through these listening sessions, CMS seeks input from the advocacy 44 

community.  This listening session is not limited to quality measures alone.  In 45 
addition, CMS is interested in learning about your experiences with public 46 
reporting, data infrastructure and storage, and protection of patient privacy.  47 
We would like to know what measures stakeholders in psychiatric community 48 
and the advocacy community have use to drive meaningful improvement in 49 
patient care. 50 

 51 
 Areas for consideration include but are not limited to clinical processes, 52 

outcomes, standards and patient experiences of care satisfaction.  We also 53 
seek your feedback on the program’s benefits and opportunities to improve 54 
quality and reduce cost relative to the impact of collecting data on facilities.  55 
Your thoughts and insights about the implementation of this program will be 56 
considered as part of our effort to further our public reporting program.   57 

 58 
 I just want to make sure that folks know that I included an attachment in the 59 

invitation to the forum which lists the psychiatric measures under 60 
consideration.  But, just in case you don’t have that in front of you, you can 61 
get off your computer at 62 
https://www.cms.gov/hospitalqualityinits/05_hospitalhighlights.asp#topofpag63 
e and you can find it under the download sessions.   64 

 65 
 CMS will be unable to answer questions during this listening session.  We are 66 

requesting that there’ll be one representative per organization on the call as 67 
there are a limited number of lines available.  If more than one representative 68 
is interested in joining, please do so in a group and please identify yourselves 69 
by your organization when you speak.  Our operator will instruct you how to 70 
access the queue so that you can get in line to provide some feedback after I 71 
read each question. 72 

 73 



 I just want to make sure that folks know that a transcript and a recording of 74 
this call will be available in approximately two weeks at 75 
www.cms.hhs.gov/center/quality.asp.  You can listen to the various thoughts 76 
offered later by dialing 1-800-642-1687 up until June 6, 2011 at midnight.  77 
And you need to ask for the call number 66779237.  78 

 79 
 I’m going to go ahead and start the question.  So, if you could — we 80 

appreciate your insights about the proposed quality measures.  And, if you 81 
could pull those up and look at them again and give us your opinions about 82 
the measures currently under consideration that would be helpful.  (Sara) do 83 
you want to tell people how to get into the queue again? 84 

 85 
Operator: Again a reminder, if you would like to make a comment, please press star then 86 

the number one on your telephone keypads. 87 
 88 
 There is no one queuing up at this time. 89 
 90 
Barbara Cebuhar: Do I need to repeat the location of the proposed measure?  It was attached to 91 

your invitation but you can also get it at 92 
https://www.cms.gov/hospitalqualityinits/05_hospitalhighlights.asp#topofpag93 
e and it’s under the download section. 94 

 95 
 So, (Sara) if you could ask people to queue up again, I’d appreciate it. 96 
 97 
Operator: Again, if you would like to make a comment, please press star one on your 98 

telephone keypad. 99 
 100 
 The line has queued up.  Karin Buscher of San Mateo Medical Center, your 101 

line is now open. 102 
 103 
Karin Buscher: Hi.  Thank you.  All these indicators are good.  And we’re usually measuring 104 

all these except for the alcohol screening.  I think we just assess for that on 105 
admittance.   106 

 107 
 But I have a comment mostly about number seven medication reconciliation.  108 

We’re doing that now for everybody that comes into our psych emergency 109 
services.  However, there have been problems with either inaccurate list or 110 



rewriting the list transcription errors.  So, we were just wondering if it’s OK to 111 
get a printed out list from the facility the patient is coming from if they’re 112 
coming from a facility and use that attached to the medication reconciliation 113 
record rather than rewriting everything again and introducing another chance 114 
for error. 115 

 116 
Barbara Cebuhar: Karin, I don’t have answers for you right now.  But I do appreciate the insight 117 

into the potential for error.  But I think that — and, Karin, you are with again?  118 
I’m sorry. 119 

 120 
Karin Buscher: San Mateo Medical Center. 121 
 122 
Barbara Cebuhar: All right.  So, this is not Liz Evans.  Right? 123 
 124 
Karin Buscher: No.  No.  She couldn’t be here today. 125 
 126 
Barbara Cebuhar: Karin, your last name? 127 
 128 
Karin Buscher: Buscher.  I’m the nurse manager for (GES) and our acute unit. 129 
 130 
Barbara Cebuhar: Great.  Thank you very much.  We really do appreciate your help.   131 
 132 
 Are there any other questions, (Sara), or comments, (Sara)? 133 
 134 
Operator: There are no other lines queued up at this time.   135 
 136 
Barbara Cebuhar: OK.  I don’t know if it would be helpful for me to read the psychiatric 137 

measures under considerations.  But we have, number one, metabolic 138 
screening for patients on antipsychotics.  Number two is discharged with 139 
continuing care plan and discharged with a continuing care plan 140 
communicated to the next level.  Number three is alcohol screening.  Number 141 
four is screening within three days of inpatient admission.  Number five is 142 
hours of seclusion and hours of restraint.  Number six are patients discharged 143 
with two or more antipsychotics and patients discharged with two or more 144 
antipsychotics with justification.  And seven is medication reconciliation. 145 

 146 
 Any other insight?  (Sara)? 147 
 148 



Operator: No other line queued up at this time. 149 
 150 
Barbara Cebuhar: All right.  I think we have our next question which is which quality measures 151 

have been effective in driving quality improvement?  Which quality measures 152 
have been effective in driving quality improvement? 153 

 154 
 (Sara), if you could ask people to queue up, I’d appreciate it. 155 
 156 
Operator: Again, if you would like to make a comment, press star one on your telephone 157 

keypad.   158 
 159 
 There are no lines queuing up at this time. 160 
 161 
Barbara Cebuhar: I would really appreciate insight.  We are — CMS is very dependent on your 162 

insight in the advocacy community to learn more about what measures seem 163 
to make best sense.  If anybody could help us here with which quality measure 164 
have been effective in driving quality improvement that would be most 165 
helpful. 166 

 167 
 (Sara), if you could ask them to queue up again please. 168 
 169 
Operator: To queue up your lines so you can make a comment, please press star then the 170 

number one on your telephone keypad. 171 
 172 
 The line queued up from Karin Buscher of San Mateo Medical Center.  Your 173 

line is now open. 174 
 175 
Karin Buscher: OK.  Thanks again.  You asked about quality measures driving.  Obviously, 176 

hours of seclusion and hours of restraint are always good to try to measure and 177 
lower.  But one of the problems, it doesn’t always get to the root of things 178 
which is how do you measure your rate of assault in comparison to other like 179 
hospitals.   So, it’s hard to know how well you’re doing when there is no 180 
standard measure to measure yourself against. 181 

 182 
Barbara Cebuhar: No.  Rate of assault? 183 
 184 
Karin Buscher: Yes.  The rate of assault; patients to patients and patients to staff.  There is no 185 

standard of care there.  And it’s, you know, like fall rate.  There is a way to 186 



compare per patients base.  How many falls the facility should have?  But we 187 
don’t have any way of judging how we’re doing in our assault rates and 188 
presenting assault — so — because there is no standard; National standard or 189 
statewide standard. 190 

 191 
 And, obviously, you know, different variables would have to come into play 192 

like, you know, your type of population, the people you serve and etc, etc.  193 
But still there’s just no way to kind of judge where you are in the continuum 194 
there if you are at an extremely high amount or extremely low amount 195 
considering your patient base.  We know within our own facility because we 196 
measure from month to month and year to year.  But we don’t have any way 197 
to compare that in the community or in the larger States. 198 

 199 
Barbara Cebuhar: That’s very helpful Karin.  Thank you very much.  Do we have any other calls 200 

queued up? 201 
 202 
Operator: There are no other lines queued up at this time. 203 
 204 
Barbara Cebuhar: OK.  We’ll move on to the next question.  Which measures do you feel are 205 

meaningful to public reporting?  Which measure do you feel are meaningful to 206 
public reporting? 207 

 208 
 (Sara), if you could help people queue up again please? 209 
 210 
Operator: OK.  If you would like to make a comment, press star one on your telephone 211 

keypad. 212 
 213 
 The line queued up of Alfred Chiplin from the Center for Medicare Advocacy.  214 

Your line is now open. 215 
 216 
Alfred Chiplin: I was thinking perhaps number six and the number four.  This is patients 217 

discharged with two or more antipsychotic and patients discharged with two 218 
or more antipsychotic with justification.  And four is screening within three 219 
days of inpatient admission. 220 

 221 
Barbara Cebuhar: That would be useful to public reporting? 222 
 223 
Alfred Chiplin: I think so. 224 



 225 
Barbara Cebuhar: Thank you.  Alfred, do you have any other insights about the measures 226 

themselves? 227 
 228 
Alfred Chiplin: No.  Not at this time.  Maybe I could send you something off. 229 
 230 
Barbara Cebuhar: All right.  That would be very helpful.  Thank you very much.   231 
 232 
 Is there anybody else that would like to offer comment about which measures 233 

do you feel are meaningful to public reporting? 234 
 235 
Operator: The first line queued up from Ray Bridge of Mental Health America.  Your 236 

line is now open. 237 
 238 
Ray Bridge: (Inaudible).  Thank you.  I’m looking at this from a patient perspective and I 239 

think that number five is certainly very important as an indicator; hours of 240 
seclusion and hours of restraint. 241 

 242 
Barbara Cebuhar: That’s very helpful.  And I’m sorry.  This is who again please? 243 
 244 
Ray Bridge: This is Ray Bridge with Mental Health America.  I’m sitting in for Dr. Shern.   245 
 246 
Barbara Cebuhar: Ray Bridge. 247 
 248 
Ray Bridge: Yes. 249 
 250 
Barbara Cebuhar: All right.  Great.  Thank you very much.   251 
 252 
Ray Bridge: You’re welcome. 253 
 254 
Barbara Cebuhar: I really appreciate your comment.  Any other insights in terms of the measures 255 

themselves that are proposed? 256 
 257 
Ray Bridge: (Inaudible) and what I’m not seeing in this group of measures are measures of 258 

patient experience and patient satisfaction. 259 
 260 
Barbara Cebuhar: OK. 261 
 262 
Ray Bridge: Which I think are very important.   263 



 264 
Barbara Cebuhar: Thank you very much.   265 
 266 
Ray Bridge: You’re welcome. 267 
 268 
Barbara Cebuhar: Any other comments. 269 
 270 
Operator: There are no other lines queued up at this time. 271 
 272 
Barbara Cebuhar: OK.  What measures do you feel are meaningful for inclusion in the inpatient 273 

psychiatric facility quality reporting program?  What measures do you feel are 274 
meaningful for inclusion in the inpatient psychiatric facility quality reporting 275 
program?  And, if there are others that you have identified in the past that 276 
would be very helpful to know about, we are grateful for your insight. 277 

 278 
 (Sara), if you could tell people how to queue up again, I’d be grateful. 279 
 280 
Operator: If you would like to queue up for comment, please press star one on your 281 

telephone keypad. 282 
 283 
Barbara Cebuhar: And, just so people know, the public reporting is public reporting at the 284 

facility level.  So, any insights about that would be very helpful. 285 
 286 
Operator: First line queued up comes from (Katie Bess) from NACBHDD.  Your line is 287 

now open.   288 
 289 
(Katie Bess): Hi.  I’m Katie Bess and I’m sitting in for Ron Manderscheid today with the 290 

National Association of County Behavioral Health and Developmental 291 
Disabilities. 292 

 293 
 And, so, I just wanted to comment on a few things that we’ve talked about 294 

together.  And one of them is that an act that supports all these performance 295 
measures through the psychiatric hospitals.  And they think that they match 296 
with the appropriate measures for the population of concern.  There were two 297 
different areas that we just threw out there.  And one of them was involvement 298 
in the health-related quality of life (HRQOL) measures as developed through 299 
the CDC.  And then the other one was the consumer assessment of health care 300 
providers and systems (CAHPS) which is used in primary care settings to 301 



bring a consumer point of view in quality care.  So, those were just some ideas 302 
that we brought forward. 303 

 304 
Barbara Cebuhar: (Katie), thank you very much.  Any other insights into the measures that we 305 

have proposed and using them a reporting for a facility at the facility level? 306 
 307 
(Katie Beth): No.  I think that is all it, right now.   308 
 309 
Barbara Cebuhar: Right.  Great. 310 
 311 
(Katie Beth): Thank you. 312 
 313 
Barbara Cebuhar: Thank you very much.  Any other comments. 314 
 315 
Operator: There are no other lines queued up at this time. 316 
 317 
Barbara Cebuhar: OK.  We will move on to the next question which is how can CMS efficiently 318 

collect data from all psychiatric facilities including freestanding facilities.  319 
How can CMS efficiently collect data from all psychiatric facilities including 320 
freestanding facilities?   321 

 322 
 (Sara), if you could help people queue up again, I’d appreciate it. 323 
 324 
Operator: Thank you.  For comments, press star one on your telephone keypad. 325 
 326 
 There are no lines queuing up. 327 
 328 
Barbara Cebuhar: This is a very quiet group today.  We were hoping to get a whole lot more 329 

feedback from you all about your experience with quality measures in the 330 
psychiatric community.  And I am hopeful that people might queue up to help 331 
us understand how to more effectively collect data so that it’s not burdensome 332 
or problematic.  If people could queue, again, it’s star one.  And it would be 333 
very helpful to get your insights today. 334 

 335 
 CMS is very interested in your thoughts.  And we are really trying to tap into 336 

your expertise about the sessions that make sense.  So, if, (Sara), you could 337 
tell people how to queue up again, I’d appreciate it. 338 

 339 



Operator: I’ve got a few lines who have queued up.  The first one is (Sally Wise) of 340 
Riverside County.   Your line is now open. 341 

 342 
Kim Baumgarten: Not (Sally Wise).  Kim Baumgarten from Riverside County Regional Medical 343 

Center.  And we were talking amongst our group here.  And we feel that 344 
similar to what the Joint Commission does with their (Inaudible) common 345 
access to electronic depository of information being able to be streamlined 346 
into your — you know, to CMS I think would probably be the best in this day 347 
and age.  It’s really hard otherwise if you have any other way of trying to get 348 
information quickly and streamlining it. 349 

 350 
Barbara Cebuhar: Could you please elaborate for me. 351 
 352 
Kim Baumgarten: Well, for instance, if we’re gathering, we select our quality indicators and the 353 

specific data that we’re going to collect.  We would have somebody in the 354 
facility, usually in our quality department, that would then be the data 355 
collectors that would then have access and, you know, submit the information 356 
to you directly.  And that all other facilities would do the same.  357 

 358 
Barbara Cebuhar: All right.  So, streamline the system. 359 
 360 
Kim Baumgarten: Yes.  I mean you would have — we have — you’d give an access.  You 361 

would develop — you know, you would have this developed and then give us 362 
access.  And then you would be then able to identify us, you know, so you 363 
would be able to identify where the information was coming from — the data 364 
was coming from.  And each other facility would be given the same access 365 
and the same data indicators.  And, so, we would have like — you know, 366 
common data, like data being deposited into one program. 367 

 368 
Barbara Cebuhar: Common database.   369 
 370 
Kim Baumgarten: Correct.   371 
 372 
Barbara Cebuhar: All right.  And I’m sorry.  Your name again pleas? 373 
 374 
Kim Baumgarten: Kim Baumgarten.  B-A-U-M-G-A-R-T-E-N. 375 
 376 
Barbara Cebuhar: Thank you very much. 377 



 378 
Kim Baumgarten: Sure. 379 
 380 
Barbara Cebuhar: I appreciate it.  How can CMS effectively collect data from all psychiatric 381 

facilities including freestanding facilities?  Our next comment please. 382 
 383 
Operator: Our next comment comes from Karin Buscher of San Mateo Medical Center.  384 

Your line is now open. 385 
 386 
Lawrence Cualoping: No.  I’m Lawrence Cualoping with Quality Management Department at 387 

San Mateo Medical Center.  388 
 389 
 We — I was just thinking that it’s very time consuming to abstract each chart 390 

individually to send it in sort of like a core measure format.  So, I was 391 
wondering if we could just use secondary data; things like — data that’s 392 
already been collected for other reasons already.  So, you would look at — if 393 
there was a ICD code for, you know, certain diagnosis, you could slice it by 394 
number of patient base. 395 

 396 
 And, so, you’d have data that is like more statistical and aggravated rather 397 

than very individualized.  Because — I mean abstracting each chart 398 
individually takes a lot of FTEs.  And maybe a more creative use of secondary 399 
data for data that’s already been collected for other reasons might be the way 400 
to go forward. 401 

 402 
Barbara Cebuhar: Lawrence, it would be really helpful if you could give us an idea of other 403 

measures that you’re currently reporting so that we can get a sense of what 404 
you’re already doing. 405 

 406 
Lawrence Cualoping: Say like falls for example.  It’s a data that already been collected through 407 

our IT — through our incident reporting system.  Like the falls per 1000 408 
patient base might relate to psychiatry in some way.  Assault, it might relate to 409 
psychiatry in some way.  Assault per 1000 patient base is a proxy measure for 410 
how safe a psychiatry unit is.   411 

 412 
 If you have a psych unit that is very acute, you theoretically would have a 413 

much larger number of assault per 1000 patient base versus a psychiatric unit 414 



that is, you know, less acute.  And I think there is also case mix data.  So, you 415 
could correlate case mix with number of assaults per 1000 patient base.  So, a 416 
psych unit that has a high case mix of a acuity but for some reason low assault 417 
per 1000 patient base would indicate that this psych unit is actually very safe.  418 
(Inaudible) that are able to control their high acuity patients. 419 

 420 
Barbara Cebuhar: That’s very helpful.  Thank you very much.  Any other comments please. 421 
 422 
Operator: There’s a line queued up of Alfred Chiplin fromCenter for Medicare 423 

Advocacy.  Your line is now open. 424 
 425 
Alfred Chiplin: The one comment is just a general one that these issues about assaults and so 426 

forth raise a question of whether we need some measures that look at staffing 427 
and staff training.   428 

 429 
Barbara Cebuhar: And how would that work? 430 
 431 
Alfred Chiplin: I’m not sure.  But it’s just in my mind when I hear issues of assaults.  It’s in 432 

my view — I always want to look at what the staffing is in the unit and the 433 
level of training.  Staffing relationship to the ratio of people. 434 

 435 
Barbara Cebuhar: That’s helpful.  Thank you very much, Al.  Any other comments.   436 
 437 
Operator: There are no other lines queued up at this time. 438 
 439 
Barbara Cebuhar: OK.  Great.  Thank you very much, (Sara).  Our next question is what do you 440 

think are current measures in protecting the privacy and security of patient 441 
information.  It’s just going to be very difficult to balance the need for public 442 
reporting and the privacy and security of information on individual patients. 443 

 444 
 (Sara), could you help people queue up again please? 445 
 446 
Operator: To queue up for comments, press star one on your telephone keypad. 447 
 448 
 The first line who queued up is Alfred Chiplin from Center for Medicare 449 

Advoacy.  Your line is now open. 450 
 451 



Alfred Chiplin: The — I guess my first comment is question.  Where do you see the pitfall in 452 
patient privacy occurring? 453 

 454 
Barbara Cebuhar: I don’t know, Alfred.  You could just brainstorm with me for a little about 455 

where you think the problems rest? 456 
 457 
Alfred Chiplin: Well, I think the main thing when this has come up in other kinds of measures 458 

discussions is to make sure that you use patient identifiers that are not name 459 
specific or, you know, that kind of thing.  And I think that provides a level of 460 
protection.  Also, you have to be clear about what level of information is 461 
publicly reported and also providing some of ability for people to drill down if 462 
they want more in-depth information about a particular piece.  But I think now 463 
it’s possible to collect the key data pieces to go into your data set without — 464 
data sets without having a personally identifying element in the information. 465 

 466 
Barbara Cebuhar: Any other obstacles or problems, Al. 467 
 468 
Alfred Chiplin: Well, of course, there’s always the issue of how you gather the data — you 469 

know, in terms of, you know, if it’s being collected through a — by the patient 470 
or what proxy person is preparing the data.  That’s also an important piece to 471 
look.  It also excuse what people report to. 472 

 473 
 So, I would be attentive — in general, there are a certain kinds of data — for 474 

example in other settings, if you’re reporting on pain.  If you ask a patient 475 
about pain, the report tend to mean — tend to indicate that there is more pain.  476 
If it’s — if the paint measure is being recorded and reported by a staff, it’s 477 
also less pain.  So, you got that at times going on.  So, who is the reporter? 478 

 479 
Barbara Cebuhar: So, would you suggest that the reporter be someone that is a person on the unit 480 

itself or what would you propose? 481 
 482 
Alfred Chiplin: Well, I think it probably needs to have maybe two reports; one from someone 483 

who’s on the unit and maybe some kind of way to get some outside — 484 
 485 
Barbara Cebuhar: Validation. 486 
 487 
Alfred Chiplin: Validation. 488 
 489 



Barbara Cebuhar: All right.  Thank you.  Do we have another comment? 490 
 491 
Operator: The next comment comes from Karin Buscher of San Mateo Medical Center.  492 

Your line is now open. 493 
 494 
Karin Buscher: I had — we both had a little bit of comment about the privacy and actually 495 

reporting measure.  I think, when we make rules about how much information 496 
needs to be sent to the next provider, they to be very clear.  Obviously, the 497 
more things that we have to pass on, the more risk of jeopardizing HIPAA.  498 
Not all of the counties and hospitals have the same electronic system so that 499 
you can just, you know, go in electronically from provider to provider and 500 
look at the record.  So, a lot of stuff is still in the day and age being faxed.  501 
The more we faxed, the more we put the patients and ourselves at risk for 502 
HIPAA. 503 

 504 
 So, for number two, I just kind of would like — I’m just curious what you’re 505 

thinking about the discharged with continuing care plan — kind of just be a 506 
doctor summary of, you know, this is the plan for the patient or do you want 507 
like every single treatment plan that we make during the inpatient stay to be 508 
carried forward for the patient.  And I think, you know, we just kind of have 509 
to look at this.  Like what is the exact, necessary information for adequate 510 
handoff to the next provider and not be adding too much to that that places a 511 
risk for HIPAA.   512 

 513 
Lawrence Cualoping: Also, faxing is an issue.  It’s very difficult to fax like stacks and stacks of 514 

paper.  And like this whole issue around emailing.  If we could email PDFs of 515 
patient documents, that would make — I think that would make things so 516 
much easier.  There’s an easy way to email encrypted files that — Yes.  517 
That’s just another issue that we’re coming across.   518 

 519 
Barbara Cebuhar: What would be the ideal scenario for you all that would protect privacy and 520 

security of patient information but still allow sharing of necessary information 521 
so that the care continuum is — or the continuing care plan is communicated 522 
to the next level? 523 

 524 
Lawrence Cualoping: They have — the way we email confidential stuff is we have to set up a 525 

rather cumbersome process where the receiver has to have a password in 526 



coming to our own email system and retrieve that document.  And that’s 527 
cumbersome because some people don’t — some of these outside entities 528 
don’t want to go through the process of setting up their own password and 529 
things like that. 530 

 531 
 If there were some sort of hub, some sort of like a federal government hub 532 

where there is this like paper faxed or safe email system, we can easily, 533 
electronically send our like a patient information.  That might really help 534 
streamline emailing and move away from 1980’s technology of faxing. 535 

 536 
Barbara Cebuhar: Got it.  Other issues that you all should consider are security problems in 537 

transmission and storage of electronic data.  Transmission like emails, fax and 538 
couriers of paper copies of medical records to validate accuracy of electronic 539 
data and existing legal requirements protecting privacy of specific patient 540 
types, i.e., HIV patient status or other.  Now, does that help elaborate a little 541 
bit more? 542 

 543 
Lawrence Cualoping: Yes.  Sure.   544 
 545 
Barbara Cebuhar: What would you suggest? 546 
 547 
Karin Buscher: The less faxing the better.  But we need better computer.  You know, we need 548 

better electronic medical record that are all connected so that — so that they 549 
can have a high level of security.  Because everybody’s got their own 550 
programs, their own records, and they’re not all interconnected.  And, so, you 551 
know, it makes reaching very easy.   552 

 553 
Lawrence Cualoping: Are we not understanding the question? 554 
 555 
Barbara Cebuhar: No.  I think you are.  I just think that what I’m trying to do is understand the 556 

very best way that we might propose.  So, a hub might be a place where we 557 
can park data and use it and validate it. 558 

 559 
Lawrence Cualoping: Or, maybe simply updating.  I mean this might be beyond CMS’ scope but 560 

an updating of the HIPAA law to allow email perhaps. 561 
 562 
Barbara Cebuhar: All right.  (Sara), do we have another comment? 563 
 564 



Operator: Your next comment comes from (Sally Wise), Riverside County.  Your line is 565 
now open. 566 

 567 
Kim Baumgarten: Hi.  It’s Kim Baumgarten again.  Sally is our great secretary who set this all 568 

up. 569 
 570 
 I just want to comment kind of on the first part of this.  And we were 571 

discussing amongst our group here.  And really our — the data being — the 572 
public data that will be out there — I don’t personally see just with having 573 
CMS report data as a HIPAA thing.  We report that without patient 574 
information.  Right?  So, I don’t see that as an issue. 575 

 576 
 The issue that we have internally and I kind of go through quite a lot with 577 

what the people have been saying which I agree with the speaker before last 578 
that, you know, having everybody feel comfortable with and when and how to 579 
give information when we actually often times that because of the worries of 580 
the HIPAA, maybe the unclear understanding of our health care provider 581 
along the way feeling uncomfortable because there’s such worries, they 582 
actually fail to give pertinent information or fail to receive information. 583 

 584 
 And then an example would be a patient goes from a psychiatric facility to the 585 

emergency department and the psychiatric department then is trying to get 586 
information maybe outside of what was returned with the patient as far as 587 
paperwork that arrive.  So, they’re seeking more information about the 588 
patient’s status or the care that was provided.  And there is hesitance from the 589 
emergency department to share that information for fear — you know, not 590 
understanding the need to know aspect of HIPAA and under the law and 591 
understanding that there is a need to know to give that psychiatrist the 592 
information or that nurse or what have you that is involved in the care of the 593 
patient.   594 

 595 
 And, so, having all of our staff — all along the way, when you talk about the 596 

whole care continuum, understanding the need to know; when can I give 597 
information, when do I not give information is a real challenge for all of us I 598 
think.  And we particularly have it here. 599 

 600 
Barbara Cebuhar: Is there a preferred way to approach this and what would be your suggestion? 601 



 602 
Kim Baumgarten: Well, I know internally — I mean we’re constantly giving education to our 603 

staff and do stepping — you know, doing case scenario-type thing.  So, that is 604 
not a logistical approach nationally or what have you.  So, from a CMS 605 
standpoint, I would say I think we do need to look at the law and maybe look 606 
at some of the wording.  I’m not in agreement with the emailing of 607 
information.  That’s unsecured way of doing it.  But kind of what the previous 608 
speaker was speaking to.  Sometimes the law gets us kind of bundled up in a 609 
bunch of yarn and then we’re afraid to stick our arms out or we can’t get the 610 
knots out because it’s so cumbersome to see our way through. 611 

 612 
 You know, I wish I had the answers.  Maybe I would have a different job.  613 

But, at the end of the day, I know that we have challenges that are — this is 614 
one of the many challenges that HIPAA has — you know, for instance, 615 
emergency department.  And I’ll just kind of use this.  We have an emergency 616 
treatment services for our psychiatric facility.  And, even in our main ED, you 617 
have those incidents — you’re discussing with a patient behind the curtain 618 
their care and the people next door and the visitors are hearing what’s being 619 
said.  You know, there is not an intent for anybody to hear information but 620 
they hear information. 621 

 622 
 And, so, sometimes the law sets a standard that is impossible to meet 100 623 

percent of the time.  And, so, it’s just a constant awareness and challenge that 624 
we really struggle with.  I think patient privacy of information is of the 625 
extreme importance.  And, so, I think the intent of the law is very valuable.  626 
But I think — I think we need to look at what is our intent and what are we 627 
getting.  Because I don’t think the intent of the law is being captured at the 628 
end point because of those — of the problems that are infused with just the 629 
standard itself.   630 

 631 
 It’s really hard for the health care providers to provide.  And, of course, we, in 632 

leadership, are just constantly pounding it, you know, to our staff.  Not 633 
literally.  But, you know, saying, “Hey.”  You got — you have this constant 634 
situational awareness of patient privacy and their information.  And, so, staff 635 
then becomes somewhat paranoid and, you know, like no way to give the 636 
information whenever the appropriate time to give it because they’re so 637 



worried that they’re going to breach out HIPAA.  And it’s become a huge 638 
issue with I think all health care — large topic amongst my colleagues.  And 639 
it’s something that we’re talking about every day actually.  640 

 641 
Barbara Cebuhar: Kim, that’s very helpful.  Thank you.  Any other insights about transmission 642 

and storage of electronic data and the best way to share information.   643 
 644 
Operator: There another line on queue and that’s from Alfred Chiplin from the Center 645 

for Medicare Advoacy.  Your line is now open. 646 
 647 
Alfred Chiplin: My comment goes back a few turns in the conversation.  One is I think 648 

privacy should be privacy.  And what I mean by that is that we should 649 
necessarily have — you know, I think we’ve never come up about a person 650 
with HIV or AIDS and privacy around that.  We should really consider 651 
whether the same level of privacy should apply across the board in 652 
discussions.  I don’t know the real answer to that.  But I am concern that we 653 
look at that.   654 

 655 
Barbara Cebuhar: How might that work?  If you can just elaborate a little bit for me about what 656 

would it look like?   657 
 658 
Alfred Chiplin: I think if we have a privacy standard, it should apply to that patient in total.  659 

Not just certain elements of the person’s medical record or types of services. 660 
 661 
Barbara Cebuhar: Then how would we share data with the psychiatrist or other people who need 662 

to know who might be in the next step of care. 663 
 664 
Alfred Chiplin: Well, that’s why I think more training needs to be done around what really 665 

HIPAA says to really clarify what is permissible under HIPAA and its 666 
application to the electronic transmission of medical information as opposed 667 
to oral transmissions —  668 

 669 
Barbara Cebuhar: All right.   670 
 671 
Alfred Chiplin: And the like.  So, I think those clarifications needs to be explored.  And, of 672 

course, you want adequate information given to the people who will be 673 
treating the person next.  I have no — that, you know, is something that is 674 



very, very important.  But I do wonder about the reasonableness of having 675 
levels of privacy depending on the type of information it is. 676 

 677 
Barbara Cebuhar: Thank you, Alfred.  Do we have another comment? 678 
 679 
Operator: There are no other comments queued up at this time.   680 
 681 
Barbara Cebuhar: OK.  Our next line of inquiry is about public reporting.  How often do you 682 

visit the data website such as Hospital Compare or the CMS website?  How 683 
often do you visit the data website such as Hospital Compare or the CMS 684 
website?  And how do you use it? 685 

 686 
 If you could, (Sara), instruct people how to queue up again please. 687 
 688 
Operator: To queue up for comment, press star one on your telephone keypad. 689 
 690 
 There are no lines queuing up at this time. 691 
 692 
Barbara Cebuhar: All right.  What I’m trying to get to is understanding how you all might use 693 

existing data set that CMS is currently working on and how often or if you use 694 
it at all and why not.  If you could please queue up by hitting star one and 695 
letting me know, that would be very helpful. 696 

 697 
Operator: First line queued up is (Sally Wise) of Riverside County.  Your line is now 698 

open. 699 
 700 
Kim Baumgarten: Hi.  It’s Kim Baumgarten again.  And we use — just to answer your question 701 

and I’m sure the other hospitals do this.  We compare under HCAPS.  We 702 
look at that — I look at that weekly to see where we’re at and at least 703 
quarterly I would think most hospitals look at it.  But I usually am going back 704 
and checking on different measures.  It kind of let us know how to 705 
benchmark: What are other like facilities, where are they at on different 706 
things. 707 

 708 
 And I’ll just use the example of — we were happy to be number one for quite 709 

some time on pain managements at our hospital.  And, so, that was something 710 
that we actually looked at very closely and wanted to know, really kind of 711 
look at what are we doing right, what are we doing wrong, how can we 712 



improve.  If we look at local hospitals, where do we stand compared to the 713 
other — for instance in our case as an academic teaching facility trauma 714 
center, where do we stand in comparison to the others.  And it gives us goals.  715 
And I know there’s a lot of hospitals that run in competition.  So, it really kind 716 
of sets the standard and helps us know where we’re at.  And, so, it’s very 717 
valuable from that angle. 718 

 719 
Barbara Cebuhar: That’s very helpful, Kim.  Thank you.  Any other insights from the 720 

commenters please. 721 
 722 
Operator: The next line queued up is Alfred Chiplin fromthe Center for Medicare 723 

Advocacy.  Your line is now open. 724 
 725 
Alfred Chiplin: We use Hospital Compare and the other services regularly.  And we try to 726 

refer families and patients to them when they’re making decisions about 727 
facilities and different kinds of treatment and services.  We think it’s a useful 728 
tool.  I like that you can drill down for more in-depth information about 729 
specific things.  The one thing is to continue to look at ways on how to make 730 
the data reliable and verifiable.  But I think it’s a good system on the whole. 731 

 732 
Barbara Cebuhar: How else do you use the data on the website? 733 
 734 
Alfred Chiplin: You mean Hospital Compare? 735 
 736 
Barbara Cebuhar: Or any of the other CMS data sets. 737 
 738 
Alfred Chiplin: Oh, well, we look at everything from a PO to — we use — we use the site 739 

quite a lot.  It’s a very important resource.  You know, we always grumble 740 
about we’d like to have it more user friendly.  But we use the site a lot.  And 741 
there are all kinds of research issues, trying to figure out how to pull together 742 
informational pieces about a particular service or access to service.  So, we 743 
use it quite a bit especially the Nursing Home Compare.  We use that a lot 744 
with families who are trying to figure out what nursing homes in their 745 
communities might meet their needs. 746 

 747 
Barbara Cebuhar: Thank you very much.  Do we have any other comments, (Sara)? 748 
 749 



Operator: There are no other comments queued up at this time. 750 
 751 
Barbara Cebuhar: All right.  How do you use or how would you propose to use data on the 752 

website that might deal with psychiatric facilities?  If you all could let me 753 
know, that would be very helpful. 754 

 755 
 (Sara)? 756 
 757 
Operator: Alfred Chiplin is queued back up from the Center for Medicare Advocacy.  758 

Your line is now open. 759 
 760 
Alfred Chiplin: One of the things that I run into a lot as I work with — and I’m a part of the 761 

National Academy of Elder Law Attorneys.  And we often run into people 762 
who are trying to figure out psychiatric facilities for their clients.  And they 763 
use Hospital Compare and other resources to do that.  So, that kind of try and 764 
define facilities and services that match particular conditions of patients and 765 
clients with a key piece.   766 

 767 
Barbara Cebuhar: Thank you very, Al.  Any other comments. 768 
 769 
Operator: No other comments queued up at this time. 770 
 771 
Barbara Cebuhar: OK.  Our next question is what should be publicly reported in addition to 772 

quality measures.  What should be publicly reported in addition to the quality 773 
measures?  774 

 775 
 (Sara), if you could help people queue up again please. 776 
 777 
Operator: To queue up for comment, press star one on your telephone keypad. 778 
 779 
 There are no lines queuing up at this time. 780 
 781 
Barbara Cebuhar: What I’m trying to understand is what other information do you think should 782 

be publicly shared about inpatient psychiatric facilities.  If you could press 783 
star one and let me know what you think would be useful for public reporting, 784 
that would be very helpful. 785 

 786 



Operator: First line queued up is (Sally Wise) for Riverside Country.  Your line is now 787 
open. 788 

 789 
Kim Baumgarten: Hi.  It’s Kim Baumgarten again.  You know, I would like to just say — 790 

somebody mentioned it before — patient experience.  I think that’s a really 791 
good thing to look at, you know, as a compare, as a benchmark.  And I think 792 
also things such as length of stay.  You’ve already got the return — you know, 793 
readmissions within three days.  Those kinds of things that — I think so that 794 
there could be valuable data one hospital to look at the other of, you know, 795 
how are we doing — you know, and we really don’t have those things to 796 
benchmark against. 797 

 798 
 I mean we have some loose standards that we look at as we do our own 799 

investigation with fellow hospitals and psychiatric facilities but I don’t think 800 
there’s — I think it would be nice to have it come from this angle and really 801 
have a benchmark that we can all look to kind of compare ourselves against 802 
and set higher standards, quite frankly, within the group. 803 

 804 
Barbara Cebuhar: Kim, that’s most helpful.  Thank you very much.  Do we have any other 805 

comments? 806 
 807 
Operator: The next comment comes from Karin Buscher of San Mateo Medical Center.  808 

Your line is now open. 809 
 810 
Karin Buscher: I agree also that the patient experience needs to be publicly reported and 811 

further defined.  The idea about recidivism I think if there’s also an obligation 812 
for services in the outpatient area that takes the patient and provide housing, I 813 
think there should be a way to measure, you know, how often you discharge a 814 
patient to actual place; a board and care with an actual appointment.  How 815 
does that affect recidivism rate versus hospital that, you know, don’t really 816 
make sure has a place to live when they leave because that affects your length 817 
of stay too and how hard you try them a place to live when they leave.  818 

 819 
 So, I’m fine with measuring length of stay with recidivism but I’d like to 820 

know, you know, where is that patient going and how did they fair afterwards.  821 
Because I think that’s a more — that’s a better outcome for the patient.   822 

 823 



Barbara Cebuhar: Thank you, Kim. 824 
 825 
Kim Baumgarten: I think that’s really what we’re after. 826 
 827 
Barbara Cebuhar: I appreciate it.  Some other items that might be included that include for 828 

public reporting purposes would include cost per patient, patient volume by 829 
diagnosis, serving and certification status, and freestanding versus hospital 830 
psychiatric department — other things that would be useful to be reported.   831 

 832 
 If you could hit star one and let me know, I will be grateful. 833 
 834 
Operator: First line queued up from Ray Bridge, Mental Health America.  Your line is 835 

now open. 836 
 837 
Ray Bridge: My question was and you may have mentioned this because you mentioned 838 

certification status. 839 
 840 
Barbara Cebuhar: Right. 841 
 842 
Ray Bridge: OK.  Yes.  I think that’s — that is very important because I know on a public 843 

hospital system — I assume this would cover public psychiatric hospitals as 844 
well as private. 845 

 846 
Barbara Cebuhar: Yes.  It would. 847 
 848 
Ray Bridge: It would.  Sometimes when staffing rates fall, hospitals are decertified by 849 

federal agencies.  So, that is a very important thing to know. 850 
 851 
Barbara Cebuhar: What about the cost per patient, patient volume by diagnosis, and 852 

differentiated between freestanding and hospital psychiatric department?  Are 853 
those issues that would be most useful to know about? 854 

 855 
Ray Bridge: Absolutely.  That would be very helpful. 856 
 857 
Barbara Cebuhar: Thank you very much.  Do we have any other commenters? 858 
 859 
Operator: The next comment comes from Karin Buscher, San Mateo Medical Center.  860 

Your line is now open. 861 
 862 



Karin Buscher: Hi.  Thanks.  Regarding the freestanding versus the acute, if you’re going to 863 
compare, it would be nice to have some comparison rates on the staffing ratios 864 
and the medical.  You know, how many — how often the doctor is there and 865 
is it 24/7 or not, you know, who’s providing the care. 866 

 867 
 I think especially, if you’re going to put cost per patient in there, you have to 868 

add those considerations in there and possibly compare them to, you know, 869 
some of the quality outcomes or seclusion restraint rates or assault rates if you 870 
would measure those.  And, so, I just think if — it can’t just be about cost.   871 

 872 
Barbara Cebuhar: Thank you, Karin.  I appreciate it.  Any other comments? 873 
 874 
Operator: The next comment comes from the line of (Sally Wise), Riverside County.  875 

Your line is now open. 876 
 877 
Kim Baumgarten: Hi.  It’s Kim Baumgarten again.  We were discussing amongst us.  I’m not 878 

sure if you mentioned in your first comments about demographics, in other 879 
words, the patient population, financial status, or, you know, where they stand 880 
in the community, or, you know, as we compare different sites.  Somebody 881 
had mentioned staffing which I — we would be very interested in as well. 882 

 883 
 We discussed the voluntary versus involuntary admissions would be helpful.  884 

It’s something that we would like to know.  And, also, dual diagnosis I think 885 
would be a good thing to be looking at that will cover psychiatric populations. 886 

 887 
Barbara Cebuhar: Thank you, Kim.  I appreciate it.  Any other comments. 888 
 889 
Operator: No other comments queued up at this time. 890 
 891 
Barbara Cebuhar: OK.  Our second to the last question is do you have concerns or 892 

considerations that you would like to share with CMS regarding the 893 
implementation of psychiatric hospital quality reporting programs.  Do you 894 
have concerns or considerations that you would like to share with CMS 895 
regarding the implementation of psychiatric hospital quality reporting 896 
programs? 897 

 898 
 Star one if you have a comment and I would appreciate your insights. 899 
 900 



Operator: Again, if you would like to queue up for a comment, that’s star one on your 901 
telephone keypad.   902 

 903 
 There are no lines queuing up at this time.   904 
 905 
Barbara Cebuhar: I think that we have an opportunity to talk to the regulators about situations 906 

that would make sense in terms of public reporting, data infrastructure, and 907 
quality measurements for the psychiatric inpatient or freestanding 908 
communities.  I am interested in hearing what else you might have to share 909 
with CMS, any thoughts about how this should be implemented and best case 910 
scenarios would be great to understand. 911 

 912 
 So, if you could hit star one, I would appreciate it.  Thank you. 913 
 914 
Operator: First line queued up is from (Sally Wise) of the Riverside County.  Your line 915 

is now open. 916 
 917 
Kim Baumgarten: Hi.  You know, we’re talking here.  And I think I heard from one of the 918 

previous speakers that there is always a large concern with the resource — the 919 
amount of resources it takes to accomplish all these data collection and so 920 
forth when you don’t have sophisticated electronic systems to be able to do a 921 
lot — catch a lot of these data easily.  922 

 923 
 But I can say, in our facility, things that are in line with what is already being 924 

collected.  And that really is the first — let’s see.  It’s from two to seven.  925 
These are already suggested by the Joint Commission.  And, so, we’re already 926 
collecting a lot of that data.  So, I think streamlining the data collection should 927 
not have extra inclusions in it that would require us to go back to the drawing 928 
board and then rethink how we’re collecting the data.  You know, because 929 
we’re already — we’re already collecting data already for the regulatory body. 930 

 931 
 I don’t know if I’m making sense because — 932 
 933 
Barbara Cebuhar: No.  You are, Kim. 934 
 935 
Kim Baumgarten: Because it really makes it — it really is labor intensive.  And, like I say, a lot 936 

of these — we recognize the importance of the data collection that helps us 937 



and helps other entities as well.  And we appreciate the data that other entities 938 
are collecting that we can benchmark.  And, so, I see it as a win/win but 939 
sometimes, when it becomes so daunting and so intricate, it becomes a 940 
daunting task for facilities to really keep up with and to meet the mandates. 941 

 942 
 And, so, that’s the one worry I would have.  And cost — I think CMS I would 943 

hope is looking at — are having an understanding of the cost to individual 944 
facilities that these activities really cost.  And is ultimately to health care cost 945 
at the end of the day. 946 

 947 
Barbara Cebuhar: Thank you, Kim.  I appreciate your insight.  Lawrence, did you have anything 948 

to add? 949 
 950 
 I’m sorry.  Our next comment please. 951 
 952 
Operator: There are no other comments queued up at this time. 953 
 954 
Barbara Cebuhar: Nobody has any other insights to add to the idea of which quality measures — 955 

by the way, medication reconciliation is a concept for future measure 956 
consideration.  It is not a JACHO measure that has been proposed and that has 957 
already been reported.  So, any other insights. 958 

 959 
 Star one if you have a comment or would like to share your perspective with 960 

the office of clinical standards and quality that would be very helpful. 961 
 962 
Operator: There is a comment queued up from Ray Bridge, Mental Health America.  963 

Your line is now open. 964 
 965 
Ray Bridge: Yes.  I’m going to return from a naïve perspective.  But, looking at those 966 

quality indicators as a consumer, it doesn’t — it doesn’t give me a lot to go on 967 
in terms of knowing how significant those are and how — whether I’m going 968 
to get a good quality hospital which depends on a number of things.  I think 969 
also that I know that the government has involved — in past years, has 970 
involved the consumer community in defining quality measures, getting a lot 971 
of consumer input on what are quality measures of care particularly outpatient 972 
treatment not in inpatient treatment that I am aware of. 973 

 974 



 So, I think this a wonderful opportunity to really think all that through with a 975 
lot of consumer input.  And that’s a chore I realize.  And what — what really 976 
makes for a satisfactory inpatient experience and what are measurable 977 
outcomes in terms of — because we haven’t really talked about outcomes.   978 

 979 
Barbara Cebuhar: If you could elaborate a little bit more, Ray, I would be grateful about 980 

outcomes. 981 
 982 
Ray Bridge: I am — you know, I’m thinking many years ago we had a daughter who went 983 

through a quite a series of hospitalizations.  And there were without — and it 984 
took years to find answers.  So, I think — I think there are some patients who 985 
get help in the course of the hospitalizations and some for who outcomes are 986 
measured in a long period of time.  So, I’m not quite sure how to measure 987 
those. 988 

 989 
 I mean I think there are negative outcomes.  There are deaths at hospitals.  990 

Our daughter was suicidal and we couldn’t get anyone to listen.  And she tried 991 
to kill herself.  So, there are — you know, there are very negative outcomes.  992 
And I’m not sure in terms of resolving the problems that people come in for 993 
exactly what constitute good concrete outcomes for inpatient hospitalization.  994 
So, I’m raising the question without knowing the answer. 995 

 996 
Barbara Cebuhar: All right.  I’m grateful for the insight.  And any best case scenarios that you 997 

can offer would be very useful.   998 
 999 
Ray Bridge: I think that in public hospitals there has been such a long history and care of 1000 

custodial and care that involves a lot of coercion and little patient input.  And 1001 
I’m — the question is how one gets at care of a person where there is room for 1002 
input from the person and from their family that informs the decisions that are 1003 
made and helps the person move on after the hospitalization — helps them 1004 
have some insight into their own condition.  And I’m — again, these are needs 1005 
that people have. 1006 

 1007 
 I think, you know, in rating the many hospitals that I’ve been inside of, I think 1008 

the degree of listening to the patient and the degree of communicating and the 1009 
degree of access to doctors in trying to communicate from the family or the 1010 
patient’s perspective, often times, they have very important information what 1011 



has worked for them in the past, what doesn’t work, and what their 1012 
preferences are.  Sometimes, those are listened to and sometimes not.  In 1013 
which case, it becomes a very frustrating experience and there may not be — 1014 
they maybe reinventing the wheel when it need not happen. 1015 

 1016 
Barbara Cebuhar: So, the patient experience of care or maybe even family experience of care 1017 

would be useful to have measured. 1018 
 1019 
Ray Bridge: Yes.  Very much so.   1020 
 1021 
Barbara Cebuhar: All right.  (Sara), do you have any other comments? 1022 
 1023 
Operator: The next comment queued up is Karin Buscher of San Mateo Medical Center.  1024 

Your line is now open. 1025 
 1026 
Lawrence Cualoping: We would like to echo the outcomes measure to — I think that’s simply 1027 

something that we really need to focus on.  We are thinking of things — more 1028 
concrete things like the goal of psychiatry is really to make patients high 1029 
functioning enough to function without psychiatric care.  So, maybe in the 1030 
vein as like cancer survival, what is the five-year survival rate, or what is the 1031 
five-year rate of patient who make, you know, $20,000 per year, or what is the 1032 
five-year rate of patients who make 40,000, or what is the five-year rate of 1033 
patients who make above the — 1034 

 1035 
Karin Buscher: Poverty level. 1036 
 1037 
Lawrence Cualoping: Federal poverty level.  Right.  So, outcome measures like that or 20-year 1038 

survival rate or 20-year $40,000 annual income rates — things like that might 1039 
be really interesting to see but also probably extremely difficult to collect as 1040 
well unless you can cross reference the IRS or something like that. 1041 

 1042 
Barbara Cebuhar: That’s very helpful, Lawrence.  Thank you.   1043 
 1044 
Operator: The next comment queued up comes from the line of (Sally Wise), Riverside 1045 

County.  Your line is now open. 1046 
 1047 
Dr. Patel: Hi.  This is Dr. Patel.  I’m just making comments on comment previous to the 1048 

last one.  They comment about the coercion of treatment in public setting and 1049 



I challenge that that’s not true.  Actually, in public, there is more scrutiny by 1050 
the patient right and other entities than the private psychiatric hospital.  So, 1051 
there’s little coercion for the treatment. 1052 

 1053 
 Regarding the outcome measure, I think the real outcome would be preventing 1054 

the re-hospitalization on 30 days or a year if you can collect the data about 1055 
how many patients who did not get back with the chronic emphasis on mental 1056 
illness.  That would be a real outcome measure for the hospital setting.  But 1057 
that also includes the how good the outpatient services that are available.  1058 
Because, a lot of times especially in the last year or so, we have more re-1059 
hospitalization because the patient did not have any services outside the 1060 
hospital. 1061 

 1062 
Barbara Cebuhar: That’s very helpful, Dr. Patel.  Any other insights that you would like CMS to 1063 

know and understand as we look at this whole issue of measurement, public 1064 
reporting, and program and data infrastructure.   1065 

 1066 
Kim Baumgarten: Is that question for Dr. Patel specifically? 1067 
 1068 
Barbara Cebuhar: It is.  I just — I — 1069 
 1070 
Kim Baumgarten: We were thinking that it was a general question.  So — 1071 
 1072 
Barbara Cebuhar: It’s a general question but if you could — Dr. Patel, if you have some insights 1073 

about what can be publicly reported and what is useful for CMS to understand 1074 
about how we should look at this whole issue of quality measurements. 1075 

 1076 
Dr. Patel: I think what the public thinks would be more important is the patient 1077 

satisfaction or patient experience.  That would tell the other patients or general 1078 
public how good care the patient get or at least how satisfactory care they get. 1079 

 1080 
 The other measurement more important for the — including the quality that 1081 

are the hospital do or participating hospitals but for the public I think it is 1082 
more important.  The other factor would be the re-hospitalization rate 1083 
especially within shorter period of time because that shows that the patient did 1084 
not get well before they were discharged.  Those are the two important 1085 
measures that the public might be interested in.  1086 



 1087 
Barbara Cebuhar: Thank you very, Dr. Patel.  Do we have anybody else on the queue for 1088 

comments, (Sara)? 1089 
 1090 
Operator: The next comment comes from Alfred Chiplin,the Center for Medicare 1091 

Advocacy.  Your line is now open.   1092 
 1093 
Alfred Chiplin: My comment is to ask you all to think about the measures that look at the 1094 

conditions of confinement in the facility both public and private.   1095 
 1096 
Barbara Cebuhar: Could you elaborate just a little bit, Alfred?  That would be very helpful. 1097 
 1098 
Alfred Chiplin: For example, how much space people have, single room, double room, the 1099 

cleanliness, the food, access to recreation, other services, etc.   1100 
 1101 
Barbara Cebuhar: OK.  That’s very helpful.  Thank you.  (Sara), any other comments in the 1102 

queue? 1103 
 1104 
Operator: There are no other comments queued up at this time. 1105 
 1106 
Barbara Cebuhar: OK.  Great.  We are very grateful for your insights and hope this session has 1107 

provided an opportunity to further illustrate what the advocacy community has 1108 
done thus far to increase the quality of care received by psychiatric patients.  1109 
Remember that you will be able to review the transcript of this call and listen 1110 
to an MP3 file by going to www.cms.hhs.gov/center/quality.asp after about 1111 
two weeks. 1112 

 1113 
 If you know someone who wasn’t able to make a call, they can listen to it 1114 

until midnight on June 6 by calling 1-800-642-1687 and asking for call 1115 
number 66779237.  You can also provide insights and ideas about the 1116 
measures, or data reporting, or data infrastructure, or anything that you all 1117 
think would be useful for CMS to know and understand as we tackle this task.  1118 
You can send information to the following email addresses: 1119 
barbara.choo@cms.hhs.gov or james.poyer@cms.hhs.gov.   1120 

 1121 
 And, if we could get your comments by June 30, 2011 by close of business, 1122 

that would be very helpful.  We are very grateful for everybody’s insights and 1123 
ideas and would appreciate receiving them by June 30th if you have additional 1124 



written comments.  Thank you again for your time and thoughts.  We can now 1125 
disconnect. 1126 

 1127 
Operator: This concludes today’s conference call.  You can now disconnect. 1128 
 1129 

END 1130 
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