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commenced at 1:00 p. m

(The Post-Acute Care Commttee neeting

Comm ttee's agenda commenced as follows:)

DR GRIFFEN: So the first thing
that we have to do is -- hopefully everybody
| ooked at the mnutes. And we just need to
approve the mnutes fromthe | ast neeting.
Anyone have any suggestions for changes or

anything to this neeting?

COW TTEE MEMBER: Very detail ed
mnutes. | think we should at | east nake
clear in the areas where peopl e vol unt eered
to be liaisons to the -- it just says
comm ttee nenber.

It doesn't identify who
vol unteered for what. But | think we need
to, again, in this neeting to -- to say --
think it was Chad that volunteered for Acute
Care. Jimwas going to be on Energency

Prepar edness and Response.

DR. GRI FFEN: So was Donna.

A quorum was present and the

COMMONWEALTH REPORTERS, LLC 804-859-2051
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COW TTEE NMEMBER: Donna?

MS. ROTONDO. Yeah. | believe it's

happeni ng over two days in --

COMW TTEE MEMBER: Ckay.

MS. ROTONDG | think it's the sane

as this commttee.

COW TTEE MEMBER  Anne was goi ng

to be System | nprovenent.

MS. MCDONNELL: Mm hnmm

COW TTEE MEMBER: | s that correct

to people's nenory? So if we can just --

DR GRIFFEN: W'IIl add in those

nanmes.
COMW TTEE MEMBER: Ckay.
DR. GRIFFEN. So just on that note,
before we -- |'ve been given this note |

COMMONWEALTH REPORTERS, LLC 804-859-2051
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have to read. Al trauma systemconmttee
meetings are audio recorded. So that's part
of why they're so detail ed because they're
actual ly audio recording it.

Because not every neeting has
Wanda sitting here doing things. The record
-- these recordings are used for neeting
transcripts. Because of this, all
participants nmust do the foll ow ng.

W were supposed to hang these
up. We don't have anywhere to hang them
So speak clearly, identify yourself when
you' re speaki ng and speak one at a tine.
Ckay.

So as nuch as you can, please
try to say who you are before you give us
your run down and speak as clearly as
possi bl e.

The ent husi asm for
participation in the trauma system strategic
process i s both understandabl e and wel cone,
but follow ng the above rules will assist in
accurate transcription. So if everyone can
pl ease renenber that, we'd appreciate it.

So I"'mMaggie Giffen. |'mspeaking. [I'm

COMMONWEALTH REPORTERS, LLC 804-859-2051
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asking for approval of the mnutes fromthe

| ast neeti ng.

COMW TTEE MEMBER: So noved.

M5. GARRETT: | have a correction.

DR GRI FFEN: (Go ahead.

M5. GARRETT: Under ny introduction
It says IVLR It should say |IPR

DR. GRI FFEN:  Ckay.

M5. STREET: | PR

DR @RI FFEN: That's Renee Garrett

speaki ng. So under her introduction --

MS5. GARRETT: It's ne.

DR GRIFFEN: R ght. | know we got

to get used to it. [I'mnot used to it,

el t her.

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 8

M5. GARRETT: Thank you.

DR. GRIFFEN: Anyone el se with any

corrections? All right. Everyone in favor?

COW TTEE MEMBERS: Aye.

DR. GRIFFEN. Al opposed? The
mnutes are carried. Very good. And then
t he approval for the agenda for today's
neeting. Again, you all should have the
agenda in front of you with the nice green
banner up top.

Tal ks about our May 2nd agenda

neeting. Anyone with any questions or
corrections or additions for the agenda? |If

not, | need a notion to approve.

M5. GARRETT: So noved. Renee
Garrett.

DR. GRI FFEN: Second?

COW TTEE MEMBER: Second.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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DR GRIFFEN: Al right. Al in

favor?

COW TTEE MEMBERS: Aye.

DR GRIFFEN: Al right. No one's
opposed. We're -- agenda approved. Have to

do all this. Those are all those technical
things | have to do. Al right. So did
everybody basically -- all right.

Before we start and dive in,
did |l give this to you? | made copies of --
essentially, some people did sone digging
and then sent nme forward web site kind of --
| don't know what the technical conputer
termis for those little thingies.

But addresses for various
pl aces for data collection. So | nade a
copy for -- | nmade 12 copies, so I'lIl get it
to whoever | can.

And then we can electronically
get it to anybody after that if need be.
And then Janmes has sent nme sone ot her things
that are going to be easier for ne to

el ectronically get to you all. So I wll

COMMONWEALTH REPORTERS, LLC 804-859-2051
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get themto you electronically as | can.
"1l either send themto Wanda and have
Wanda get themout to you all or 1'll do it
at ny office, which probably won't be "till
-- | don't know when.

But | promse I'lIl get themto
you. So the first things that -- and
Wanda's going to send around the sign-in
sheet. So if you can sign in for today,

t hat woul d be great.

| don't have a whole lot to
report at this neeting because there hasn't
been -- we've done -- | appreciate
everybody's feedback with everything.

| apol ogi ze for the neeting in

bet ween not being able to happen. | have no
| dea -- are your offices still being worked
on --

M5. STREET: Yes. Still doing

renovati ons.

DR. GRIFFEN: | have no idea how
| ong the renovation issues is going to go at

CEMS. Wien -- when they're done renovating,

COMMONWEALTH REPORTERS, LLC 804-859-2051
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we can -- if we're far enough ahead, we can
use their offices free of charge to cone
have a neeting. Anywhere else, the Ofice
woul d have to pay for a neeting space.

And so that's kind of hard.
And | could probably get space at ny pl ace,
but I don't think everybody wants to drive
to Fairfax. | wouldn't. | don't like
driving in Fairfax, so | don't expect that
you guys all want to drive there.

So we may be a little bit
confined until then. And we'll try to do as
much as we can. And as | said, we do have
the limtations of the State laws as to how
we can communi cate with each other.

That | basically can only send
it to one of you at a tine. W can't do a
group thing. That isn't how the | aws of
Virginia work. It's not allowed. |It's
t hought to be a neeting.

And that's not whatever the
ruleis. So l'mfollowng the rules this
time. GCkay. So the first part of the
agenda after that was feedback fromthe

comm ttee nenbers for crossovers. | don't

COMMONWEALTH REPORTERS, LLC 804-859-2051
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know whet her everybody was able to go to the
crossover neeting. Because | think some of
t hem nmay have not happened yet, or they were
-- the last tine we net, you were nmade the
crossover person and that neeting had
al ready happened.

So I'mnot sure everybody's
been able to attend. But if you have, for
t hose peopl e who went to the crossover

neeting, are there reports?

M5. MCDONNELL: So | did neke the

Systens | nprovenent Conm ttee neeting.

DR GRIFFEN: So this is Anne

speaki ng.

M5. MCDONNELL: This is Anne
speaki ng. That was held the Friday norning
after the last neeting that we had. And we
had a -- a pretty good turnout.

There's sone extensive
representation fromboth sort of -- you
know, intra-specific |ike burn center and

pediatric centers. But there's also a |ot

COMMONWEALTH REPORTERS, LLC 804-859-2051
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of , you know, data geeks on that committee
as well. So we had sone fun tal ki ng about

that. The Commttee has identified four --
five specific goals.

One is an integrated trauna
data system How can we figure out who's
got the data, where is it, how can we get
our hands on it, what can we learn fromit.

Another one is to -- where are
the institutions and providers to optim ze
care, iInplenent best practice, see what we
can do about preventing injury and
opti m zi ng outcones.

Anot her one is around
benchmarking within the trauna systemas a
whole. Both regionally -- with a regional
focus as well as statew de.

Anot her goal is to see if al
this stuff that we're collecting, what of it
| ends itself to research and publication and
best practice devel opnent.

And then another one is just
continuing to advise VDH on perfornmance
| nprovenent processes that need to happen.

It was a very geeky conversati on.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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DR. GRIFFEN: And | think that ties
in -- sorry, this is Maggie Giffen talking.
This -- this ties in to what we tal ked about
| ast tinme is one of the biggest projects for
every conmttee is this whole data thing.

And we won't be the only one
bringing things to them sayi ng, hey, we need
the data. And we know that even with
everything that everybody's sent -- and
we'll go -- we're going to go through all of
that and try to figure out sonme answers to
sone questi ons.

But that's what, | think,
everybody's going to have to bring to the
data geeks is, hey, we can get this anount
of information here.

And we can get this anount of
i nformation here. But then ultimately, roll
to the, well, okay -- that's a volunteer-y
[sp] thing. And if soneone keeps it up,
that's great.

And that agency keeps it up,
that's great. But if that agency all of a
sudden decides that's not worth their tine

and they drop it, then we're going to | ose

COMMONWEALTH REPORTERS, LLC 804-859-2051
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t hat whol e host of information. And then,
how can that information be nade to match to
a patient so we can actually follow the

pati ent.

So sonewhere along the line
there's going to have to be a thought for
regul ating the data. And -- and denandi ng
and making it a requirenent. And that's

going to be a different focus altogether,

so. ..
M5. MCDONNELL: One of the things

that I'll add, Maggie -- this is Anne

again -- is that there was a di scussion

about consuner representation of all of the
wor kK gr oups.

So there were a few nanes that
were floated. They're | ooking for fol ks who
have received services through the traum
systemthat feel |ike they have sonething
that they can offer and woul d be interested
I n having these sorts of conversations. So
i f you know sonebody, the System | nprovenent
Commttee, | think, is |Iooking for

suggestions. And | don't know if that's

COMMONWEALTH REPORTERS, LLC 804-859-2051
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sonething that's going to be suggested to

all of the commttees eventually or not.

DR. GRI FFEN: Yeah, okay. Yeah, |
don't how that would -- I don't know how
that work with the consuner representation
with the State focus. | nean, | know a | ot
of the centers and the hospitals collaborate
wi th consuner -- yeah, | don't know. W can

ask.

M5. MCDONNELL:  Mm hmm

DR. GRIFFEN. W can certainly ask
about consuner representation. Gay. Good.
Was anyone el se able to attend a neeting.

Ch, yes, sir.

MR G EBFRIED: This is Jim | did
attend the Energency Preparedness and
Response Commttee. And was pleased to
hear all of the various regions in the State
and how they are preparing. The types of
resources that they have -- or actually, the

resources that they're planning on having.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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You may want to tell us nore readily and
essential to the public conmunities. Sone
particul ar areas, the western and the

sout hwestern, had nore issues in response
time and the capabilities of having

equi pnent that they needed.

And we tal ked a great deal
about sone of the unique needs in each of
the communities that exist there. Wether
it's a nuclear power plant or whether it's
the -- the hurricane, so whether it's the
t ornadoes or nountai ns i ssues.

And that -- that was shared
anong the group. So it was a -- basically
an overview of where we are and what we have
presently and what people are projecting
t hat may be.

And t hen | ooking at other
resources that may be out there, whether
it's Honel and Security, whether it's
mlitary, whether it's Medical Reserve
Corps, other things -- other resources that
may be able to help us out [inaudible] if we

have a response.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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DR. GRIFFEN: | think -- sorry,
Maggi e tal king again. That's going to be --
that -- there's going to be so nuch
undertaking for that commttee that's going
to go beyond just the systemin -- in all
honesty.

But it's -- | think there is a
| ot of potential for that across the
Commonweal th to hel p bring what peopl e have
been doing in their pockets together.

Which is going to be a nmjor
successes. W all know you can't plan for
t he di saster that can cone any way, any
time. So all right. Anyone el se?

W had the Acute Care -- |
mean, what ot her one? There was one other
so |l filled these on. There was anot her

rep. Sorry, Macon, what did you say?

VR. S| ZEMORE: | was on Acute Care,

but | was not -- | was --

DR. GRIFFEN. Right, right, right.
Because they were neeting the sane tine we

wer e.

COMMONWEALTH REPORTERS, LLC 804-859-2051
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MR, SIZEMORE: Right.

DR. GRIFFEN: Now do they neet

t onor r ow?

MR, SI ZEMORE: They neet today at
3: 00.

MS. STREET: Today.

MR SIZEMORE: So | was going to
go.

DR. GRIFFEN. Ch, today. GCkay,
yeah. So that was the other thing. Tim--
when he was | ooking at |ike who went where,
he al so realized that he made sone
inabilities for that.

So they had to adj ust
everything around so that people who were --
the commttees didn't neet at the sane tine
so that they could get through that. So --
so that we -- good. Good. So we'll just
| ook for your report the next tinme around
kind of thing, which is --

COMMONWEALTH REPORTERS, LLC 804-859-2051
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MR. G EBFRIED: Madane Chair, if |
just may. | also understand that this is
what cane out of -- as a liaison conmttee
report that was there. So | followed this.
But they are avail able online. And maybe

you coul d just indicate where.

M5. STREET: Yes. They're on the
Virginia Townhall. Virginia Regul atory

Townhal | .

DR. GRIFFEN: Al right. Geat.
Ckay. So everybody went back, | know, and
| ooked at a variety of things. And I
basically, like |I said, | put together the
-- the -- people sent ne lists of those
addr esses.

And | think that the thing

that we have to figure out -- so again,
we're -- we want to -- in order for us to --
what our original issue -- one of our

original issues becane is that we have no
way of knowi ng where anybody goes after
di scharge, for the nost part. W can get a

report froma registry out of our individual

COMMONWEALTH REPORTERS, LLC 804-859-2051
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hospitals. But we can't get any data beyond
that for the nobst part in any consistent
manner. And so this is the black hol e that
we're trying to figure out a way to fill.
And try to figure out what's
out there wwth the intent that in the |ong
term we can provide back a plan to the data
committee, to the System planning conmttee
in general of the -- these are the bull et
points that we need -- that we would Iike.
These are places where we can
get sone of them but it's -- and it's
regul ated. These are places where we can't
-- we can get sone of them And it's not
regul ated, so it could go away at any tine.
So this is a proposal for what
you're going to need to really track these
people. Now it's not going to be incunbent
upon us to say, sSo now you got to match and
tell us how you can follow themw th that
particul ar patient.
That's -- that's going to be
the data commttee people that -- that --
they got to figure out how t hey can nake

t hem communi cate to one another. But we've

COMMONWEALTH REPORTERS, LLC 804-859-2051
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got to cone up with what we think are the
basi cs of what we would need so that the

I nformati on can be useful for us to then be
able to do sone sort of quality review on
where these patients go after the fact.

Because this truly is the
bl ack hol e of trauma across the country, is
really not knowi ng -- you know, we think we
all do a great job. |'msure we do.

| got no proof that in the
long term you know, and for these -- these
t hi ngs that cone out saying only this many
of the people go back to work ever and this,
that and the other thing.

We don't know the answer to
that either. Because we just don't have the
nunbers and the data. So -- and ultimately,
soneone's going to have to spend sone noney
sonewhere along the line to -- to agree to
do this.

And agencies, particularly --
probably in my opinion, the nursing hones
who have never -- | don't know that it's not
wanted -- but never had the demand to do

this are going to have to be in sone way

COMMONWEALTH REPORTERS, LLC 804-859-2051
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encouraged to participate in this process.
So that we can truly have an assessnent of
where do fol ks go and how they turn out,
dependi ng on where they go.

And everybody gets a little
nervous when they start tal king about that
because it's an assessnent of their quality
of care and they get freaky.

And it has to do with noney
and the governnent wll get involved and who

knows. But anyway, you know - -

MR. SIZEMORE: Maggie, this is
Macon. |I'mjust as -- follow ng up on your
governnment and the noney. CMS continues to
send a | ot of nessages out that they want to
continue to treat all post-acute care,
| npati ent rehab, |long termcare, hospitals,
honme health and -- who did | |eave out?

It's four of them

COM TTEE MEMBER:  Skil | ed nursing?

MR, SI ZEMORE: Skilled nursing.
Thank you. That they are -- they want to

COMMONWEALTH REPORTERS, LLC 804-859-2051
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try to bundle services. They want to have
simlar data collection across those four
areas. They -- CMS put out its final rule

for inpatient rehab proposal for 2020 this

year.
And one of the things they

saidis, well, we're thinking about

requiring all inpatient rehab facilities to

collect and submt data on all patients that
they treat regardl ess of payor source.

And nost people do this
anyway. And nost IRF's are 60% or nore
Medi care anyway, but -- so the governnent is
continuing to take sone efforts to -- in all
of the post-acute arena.

That won't get us outpatient
therapy. It won't go to that degree yet.
But it'll -- they're trying to standardi ze
and as bundling and ot her things becone
possi bl e, there m ght be sone resources that

make that easier to --

DR GRIFFEN: From a federal |evel.

MR SIZEMORE: From a federa

COMMONWEALTH REPORTERS, LLC 804-859-2051
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| evel .

DR. GRI FFEN: Ckay.

DR. DI LLARD: But again, that
woul dn't necessarily touch the pediatric

popul ati on.

DR. GRIFFEN: Correct.

VR. S| ZEMORE: True, true.

DR. DI LLARD: Because Medicare is
not a payor source for pediatrics. W're --
our inpatient rehab doesn't necessarily
follow the -- you know, we don't have the
WeeFI MS, or Pfizer [phonetic], you know,
earth pies or any of things. W're the only

pediatric rehab in the State.

DR. GRIFFEN: Right.

DR DI LLARD: And as far as skilled

nursing, you know, the -- the few pediatric

skilled nursing facilities around, they're

COMMONWEALTH REPORTERS, LLC 804-859-2051
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all Medicaid --

DR. GRI FFEN: Right.

DR DI LLARD: -- not Medicare. So

DR GR FFEN R ght.

DR. DI LLARD: -- that, you know,

woul d be a gap of the pediatric popul ation.

COW TTEE MEMBER:  Yes.

DR. GRI FFEN: Whol e reason why --
that was Charles tal king. The whol e reason
why - -

DR. DI LLARD: Sorry.

DR. GRIFFEN. That's okay. | know
we're all getting used to it. The whole
reason why -- that's the whol e poi nt of
having a pediatric representative on this is

that so many of us -- no, so nmany of us --

COMMONWEALTH REPORTERS, LLC 804-859-2051
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DR. DI LLARD: Just keep pointing

out where we -- where we are --

DR. GRIFFEN: No, we're thinking
adult. W -- so many of us all we work with
Is adults, so we think adult all the tine
and we don't recognize that.

So there may be sone federal
help for all of that. So getting those --
maki ng the CMS guidelines for that, you just
get off the CMS web site, | take it.

MR SI ZEMORE: Yeah.

COW TTEE MEMBER: That's correct.

DR. GRIFFEN. Ckay. Because that's
probably a good thing for us to get. And
then that'll at |east give us sone
gui delines as to what they think -- where
they think they m ght be going.

And where it m ght get us sone
help for sone portion of it. It's still
isn't necessarily -- | don't know that --

enough about it to know how we can marry
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that to a patient fromour state --

COW TTEE MEMBER: Ri ght.

DR. GRIFFEN. -- kind of thing.
Yeah. This is where | just get nuts and
w sh that |ike Amazon and FedEx coul d cone
i n and go, |ook, here's patient one. And
t hey go here.

And | ook, we can -- here's

your tracking nunber for patient 17. And --
but that's not what I1'll get. So anyway --
all right.

COW TTEE MEMBER  One question if
| may, mster -- Ms. Chair in regards to
t he federal governnent | ooking at bundling
and -- and those groups, | was just
wonderi ng whet her or not there was sonething
where they were al so considering those
people that go to a psychiatric facilities
as well, that post-traumatic traunma that
exi sts. And whether or not, if we m ght
mss that if we -- we don't |ook at the

psychiatric units for children, but also for
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adul ts.

DR. GRI FFEN:  Yeah.

COW TTEE MEMBER: It's very hard
to find for children a psychiatric unit that
has any beds. And that's speaking for

adul ts.

DR. GRIFFEN: Yeah, | know. That's
true, because we have those -- unfortunately
in traunma is where we get sone of these
fol ks that do bad things to thensel ves and
end up needing the psychiatric support for
ever or part tine.

So if they got discharged
there, they nmay not get caught in that
gl obal sort of thing. So that's true. So
anything -- the unusual, that's part of what
we have to think of is peds, psychiatric,
anything that's not sonething that's going
to fit in that acute rehab or nursing care
facility type unbrella, where we think we're

going go find these people go to.
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DR. DI LLARD: And Macon, 'l --
this is Charles Dillard again. Macon, 1"l
ask you. |Is there a -- a population on the
Veterans mlitary side where patients m ght
end up in the poly-trauma unit. CQoviously
they're injured.

They're not -- there's no --
you know, they're not going to go to MCGuire
for an ER But if they end up needing rehab
and they do have Veterans' benefits, wll
they end up on the poly-trauma units? And

t hat woul d again be sort of outside the --

MR. SI ZEMORE: Yeah. That's
sonet hi ng we' ve considered in our realm of

all within the Commonweal th, whether it's a

federal or a -- or a public -- public
institution. That's sonething that -- it's
under the purview of this plan, | believe.

DR. GRI FFEN: Yeah. The
I nteresting thing about the -- sorry, it's
Maggi e again. The interesting thing about
the Veterans is -- because we have a bunch

of facilities up by us. But when we try to
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get themin for rehab, they tell us they

ship themto the civilian centers for rehab.

The non -- the non-active duty. They can be
servi ce connected and everything wll be
paid for.

But if they're non-active
duty, they send -- they don't send it --
they don't send themto |ike Walter Reed
right there by us or -- or the -- or
Bet hesda or any of that.

They don't -- they -- they
want them -- active duty, they ask for them
the second they arrive at the hospital. W
want them back. Get themup, transferred
over here or whatever.

And we'll do whatever. But if
they're non-active duty but service
connected, they send themto a civilian

center.

MR G EBFRIED: This -- this is Jim
again, just to followup on that. | know
t hat when we get individuals who have
mlitary service, the mlitary does all ow

for 60 days of skilled nursing facilities.
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And that's on top of what Medicare may
provide, they're covered for as well. And
again, there may be sone information by the

nursing facilities that they'd have to

submt back in order to get -- for billing
purposes. It -- it mght be a question to
ask.

DR. GRIFFEN. Ckay. So | guess
maybe one of the things is figuring out
where we want to start. There's a ot of
t hi ngs here, but do we think that we can
sort of identify those things that we think
woul d be inportant to know about an
I ndi vi dual who was | eaving a hospital and
going to a facility.

What is it that we woul d want
to know back fromthat facility about that

person. R ght? | nean --

COW TTEE MEMBER: We're -- wel |,

how [ ong their length of stay --

DR GRIFFEN: Right. So | nean,
pretend that -- yeah.
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COW TTEE MEMBER: Sone sort of

record [inaudi bl e].

DR GRIFFEN: Al right. So things
we woul d want to know. Because that's going
to allow us to do sone sort of quality
review, right, to figure out. So their

| ength of stay at the facility.

COW TTEE MEMBER  Where they |eft

and went after that facility.

M5. KATZMAN:  Their nedical -- if
they were -- had a nedical re-admt while

they were at the facility.

DR GRIFFEN. |f they had what?

MS. KATZMAN: This is Lisa. | f

t hey had a nedi cal re-adm ssion.

DR. GRI FFEN: Ckay.

COW TTEE MEMBER: Acute care

re-admt.

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 34

DR GRIFFEN: Yeah, that's it.

Yeah, that's good. Acute care re-adnmt.

COW TTEE MEMBER  d asgow.

DR. GRI FFEN: Okay. And so we want

It at adm ssion and at di scharge probably?

M5. MCDONNELL: But you woul d not
-- wouldn't get it necessarily at discharge.
You mght get it fromthe field and on

adm ssi on.

DR. GRI FFEN:  Yeah.

M5. MCDONNELL: But what that --

COW TTEE MEMBER  Post -- post,

|'"'msorry, Anne. The post-acute probably a

rancho | evel from a TBI

MS. MCDONNELL: Well, that's true.

DR. GRIFFEN: So woul d you want
rancho rat her than GCS probably? Maybe they
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can give us a nore conprehensive --

COW TTEE MEMBER: At the -- at the

post-acute, | think the rancho would --

DR GRIFFEN:. |s a nursing hone

going to do a rancho?

COW TTEE MEMBER: No, but it's the

rehab unit --

DR GRI FFEN:. Yeah, they'Il --
right. So -- so ranchos for inpatient
rehab. But is there a surrogate that can

use for a nursing care facility, for --

COW TTEE NMEMBER: How about a

gl obal functioning | evel --

DR. GRI FFEN: Ckay.

COW TTEE MEMBER: -- is what we're

really | ooking for.

COMW TTEE MEMBER: That's a good
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I dea. Just word it that way.

MS. KATZMAN: New or worse -- this

Is Lisa. New or worseni ng pressure ulcers.

DR. GRI FFEN: Yeah. Any hospital -
acquired -- oh, what do they call it?

COW TTEE MEMBER  Not j ust

hospi tal -acquired any nore.

COW TTEE MEMBER: Not hospital -

acquired, yeah.

DR. GRIFFEN. Any -- | wonder what
they call thenf? Because |'m sure -- because
we woul d want to know nore than pressure

ulcers. W'd want to know pneunonia, UTIl --

COMWM TTEE MEMBER: Absol utely.

DR. GRIFFEN. So what -- what are
they calling them the facility-acquired --

COMW TTEE MEMBER: Acquired --
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COW TTEE MEMBER Is it acquired

-- conplication --

COW TTEE MEMBER  Conplication at
the facility.

DR. GRI FFEN:  Yeah.

COMWM TTEE MEMBER: Falls. | think
sonebody said falls. Meant to tell you also

about the facility.

COW TTEE MEMBER: Payor source.

DR GRI FFEN: Yeah. That woul d be
getting this -- that would be good.

COW TTEE MEMBER  Support services
that are provided in the conunity.

Nursing, therapies, that sort of thing.

DR. GRIFFEN: So getting those in
-- for the individuals, or in other words,
this one went there and got an hour a day of

PT. And this individual went there and got
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not hi ng ki nd of thing.

COW TTEE MEMBER: O got it at

hone.

COMWM TTEE MEMBER: |'d want to know
what was the discharge plan. A succinct --
did they go to outpatient? D d they do
this? D d they --

COW TTEE MEMBER  Maybe conti nuum

of care --

COW TTEE MEMBER:  Yeah.

COW TTEE MEMBER: -- |like at the
end. So what did it look |ike there.

DR. GRIFFEN. So a discharge status
pl an, continuum of care sort of all
t oget her? Because sone of this stuff, | --
| have no idea what |I'mtal king about. Feel

|like the -- | don't know what you're --

DR. DILLARD: Fromthe pediatric
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perspective, what school |ooks like. So --

DR. GRI FFEN: Ckay.

DR. DI LLARD: -- special education,

return to school. And obviously, the flip

side of that or whatever the adult point

woul d be --

DR. GRI FFEN: Yeah.

DR. DILLARD: -- return to work for
the patient --

DR. GRI FFEN. School, work and --

DR. DI LLARD: Yeah.

DR GRI FFEN:. Yeah, but -- but --

DR. DI LLARD: But specifically --
-- 1 -- thisis Dillard again. | think
there's a small chance that we m ght --
there's -- there mght be a through line to
track. Kids who return get special -- would
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need speci al education services, AEP s,
504's that they will require after an
acci dent .

Because there is -- there --
that -- special education services is
tracked from-- in the school systemat the
Departnment of Education, | -- you know, how
we're going to get a patient's nanme and then
a -- you know, a student's nane.

"' mnot sure how we're going
to do that. But | think there's a snall
possibility there m ght be a throughput we
could track through that.

DR. GRIFFEN. Right. That if we
knew t hat they were com ng out and they were
com ng out of whatever special thing, that
woul d get themtracked then in the school

after that even.

DR DI LLARD: Yes.

DR GRI FFEN: Ckay.

DR. DILLARD: In -- in theory.
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DR. GRIFFEN: Right, right. Yeah,
| know. Everything -- this is all theory

ri ght now.

M5. MCDONNELL: Well, you know,
It's not necessarily post-discharge, but it
sort of tracks what Chad is saying. And
this is Anne. You know, the nodel systens
program at VCU tracks individuals who are,
you know, in that program

And a | ot of themare traunms,
but they track themover 30 years. So you
know, that is another source of, you know,
| ong term data on what sone of these folks
end up needi ng.

Whet her or not we can attach
soneone, you know, over the course of tine
-- that probably happened through sone of
t he nodel systens data.

But it would al so give us just
a -- just a set of individuals who've
experienced treatnent in the trauma system
and what, you know, those individuals |ook

| i ke | ater on.
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COW TTEE MEMBER:  Yeabh.

DR. ASTHAG RI: This is Heather
Asthagiri. That's only for TBI patients,

right?

COMWM TTEE MEMBER. Right. W don't
have it --

M5. MCDONNELL: [It's final.
They're going -- they're going to create
one, you know, with a -- with a joint
venture -- VCUis --

(At this tinme, several commttee nenbers

began speaking all at once.)

DR. GRI FFEN:  Yeah.

COW TTEE MEMBER: There's a new - -

DR. GRIFFEN. But this is for your
patients at VCU.

DR ASTHAGRI: Right. Soit's a
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small -- it's a small group, but it would

only contain sonme. But that is a long term

DR. GRIFFEN: Right.

DR. ASTHAG RI: -- and they -- they
all track, you know, their patients for

quite sone tine.

COMWM TTEE MEMBER: Ri ght.

DR. ASTHAG RI: And all the data
and over spinal cord injury goes back to
UAB. |'mnot sure where the TBI data goes,
but --

DR GRIFFEN. Craig. That's just

t hrough the acute rehab.

DR. ASTHAG RI: That's just through

nodel systens.

DR. DI LLARD: Yeah. Specific nodel
systens, |ike VCU --

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 44

DR. ASTHAG RI: The problemis --

do you --

COMW TTEE MEMBER: It does --

DR. ASTHAG RI: -- 14 spinal and

brain injury --

DR. GRIFFEN: Right, right. So
t hat - -

M5. GARRETT: This is Renee. The
EOCE tracks special education with a variety
of codes. So say, you know, autismis
pretty clear. But say you don't fall under
TBl, but it's still a trauma. There's other

heal t h out --

DR. GRIFFEN: Right.

MS. GARRETT: -- which doesn't
i dentify --

DR. DI LLARD: Ri ght.
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M5. GARRETT:

- a specific -- you

know, if it's traunm.

DR. DI LLARD: Yeah, that's what --

there's -- that's what | nmean, small chance.

DR. GRI FFEN:  Yeah.

DR. DI LLARD. There -- there's a
| ot of problenms with trying to do it. But |

-- | -- you know.

COW TTEE MEMBER It's either
going to be classified, you know, under

enoti onal --

DR. DI LLARD: Sure. But there's
al so, fromthat perspective, if you don't --
i f you've had a trauma, you don't
necessarily -- that -- you only get an IP if

it affects you academ cally.

COW TTEE MEMBER: Ri ght.

DR. DILLARD: So even if you have
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t he need for accommodati ons and
nodi fi cati ons, you would have to get a 504
pl an, which does not necessarily fall under
the -- so you can not have any of the 13
magi ¢ definitions that fall under an I P and
still get a 504. That's -- that's what |

mean. There's -- | -- yeah.

COW TTEE MEMBER: This is -- this

s --

COW TTEE MEMBER: |'m sorry.

COMW TTEE MEMBER. No, go ahead.

COW TTEE MEMBER: No, you were
finishing --

COW TTEE MEMBER | was j ust
asking -- this is -- these are things we're

asking the facilities to report to us?

DR. GRIFFEN:. R ght. So this is
the idea to try to pull this off. So the

patient, right? So right now what we -- the

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 47

way we're thinking this long. So we have a
patient. They get to EMS, they get to acute
care. Then they go up -- up -- post-acute
care, right?

They can go any nunber of
places. R ght? Rehab in all of its stuff.
Skilled nursing facility, home wth
outpatient -- | nean, they can go to all
these different places. | nean, jail --

we' ve tal ked about it. They can go to --

COW TTEE MEMBER: St ate nent al
hospi t al .

DR. GRIFFEN: -- the psych
facility. Al these places they can go.
And -- | nean, our ultimate desire is that
we have EMS data stuff. W have a fair
anount of it.

It's pretty robust throughout
the state. But it doesn't -- we have no ER
dat abases, just so you know. There are --
the ER s are not required to, which boggles
nmy mnd. But -- so we get this initial

stuff through trauma registries, right? So
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we get initial information about it. There
are EMS dat abases, and they're trying to get
themto work to communi cat e.

Sorry, the trauma registry
cones here, so we get a |lot of our
I nformation about the patients fromthe
trauma registry fromall the acute care
hospi tal s.

Because that's what we have to
do is think trauma hospitals. W're
desi gnated as these hospitals, we have to do
this. This is the black hole that we really
have.

And that's where those
addresses cone from is people just | ooking
out there, where in Virginia can we get
information? But there is no requirenent
specifically for any information.

The hospitals get certain
I nformation. Sone of the rehabs provide
information. The nursing care facilities
provide information to Medicare. There are
sonme i nsurance conpanies that get -- but
it's like a junble of crap everywhere that

doesn't talk to anybody and nothing. So the
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guestion is, these -- this patient that
cones to here and goes to one of these
places, if we're ultimately going to say
that all these places -- if they've been

i nvol ved with sonebody here, we want themto

provide us with 'x' when that patient |eaves
their facility.

So that we can then go back
and plug this information into that patient
to be able to say, guess what? 50% of

people who go to this and this, if they go

here and they get 'x', they do better and
becone | ess a burden to society for the
fi nance peopl e.

And have a greater quality of
|life for the touchy-feely side of the world
or whatever it is we're trying to prove,
right? That -- that's what we want to be
abl e to do.

And in this day and age, |ike
| said, when Amazon knows whi ch package is
70,000 mles away, | don't know why we can't
do this yet, but we can't. It's because it

requi res noney.
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DR D LLARD: Well, it also is
H PAA and - -

COMW TTEE MEMBER:  Yeah.

DR. GRI FFEN: | know.

COW TTEE MEMBER: That's true.

DR. DI LLARD:. Jeff Bezos doesn't
have to play by those --

DR GRIFFEN: Well, | know. He
doesn't have state taxes, either. So we can

start on that.

M5. KATZMAN: This is Lisa, again.
One of the other things, too, that needs to
be reported is when a patient discharges
fromthe acute care, how |l ong does it take
them at hone -- how many days | apse before
t he hone health agency cones in? O how
many days does | apse -- does it | apse before
they are in to outpatient? Because that can

affect their --
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DR. GRIFFEN: So you nean for those

who go hone?

M5. KATZMAN.  Uh-huh. [|f they have

honme health services, or if they go hone and

have outpatient that -- how nmany days does
it take for -- for themto receive those
servi ces?

COW TTEE MEMBER: There have been
studies that -- where a discharge, say wth
strokes. And |like 50% di scovered those
servi ces.

For the stroke, we have -- and
|"msure there's probably a |ot of fol ks who
are prescribed, you know, for outpatient --

or services --

DR. GRIFFEN: And it never happens.

COW TTEE MEMBER: Ri ght.

M5. KATZMAN: But that can affect

their nedical --

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 52

DR GRIFFEN: So we -- so we need
potentially two things. One, wth those
that get discharged to -- better not wite
-- no, this one. Better watch nyself here.

|'"'mgoing to wite the wong
thing and get in trouble. Do we say that
sonet hing along the lines of these two where
it's a -- sone sort of an inpatient type

di scharge --

COW TTEE MEMBER: And - -

DR. GRI FFEN: Do we want

different --

COW TTEE MEMBER. And LTAC

COW TTEE MEMBER: Oh, LTAC

DR. GRIFFEN. Oh, yeah. That's
true. So that's the first -- you know, we

want different information that soneone who
goes honme. And | have no idea if there are
| aws for sonebody who goes to prison or jail

that they have to keep track of.
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COMWM TTEE MEMBER: Well, | would
say they probably need -- | would Ilike nore
information fromall the folks. For the --
for the folks that go hone, | think we
probably need the sanme infornmation as those
who we -- you know, post-discharge.

| think there's this pool of
I nformation we need from everybody that --
for what we're requiring for the facilities
to give us, it's got to be -- they're not
going to know about half of this stuff that
we' ve |i st ed.

They' || have |l ength of stay.
They' Il have, you know, the services they

recei ved while there.

COW TTEE MEMBER:  Yeabh.

COW TTEE MEMBER: They' Il have the

services that they set themup wth. But

t hey probably won't know about work. And

t hey probably won't know about school
necessarily upon check out at the facility.

So | think there's like things we can ask

the facility and things that we want to know
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fromthem

COW TTEE NMEMBER: Does t hat nean

DR. GRIFFEN. Yeah -- no. And that
-- that's what | nean. That -- that's what
| want to do is sort of -- because by naking
this clear for us, then when we | ook at
t hese places that we've got all these
addresses for, it's a question of is the
data even in there that they want to -- you
know, that we want that we think is going to
be i nportant or not.

And then, if we find places
that -- oh, this has the data. Can we do
our owmn little test to see if we can
actually find sonme things out about patients
and say, hey, this one's sort of -- sort of
not re-inventing the wheel.

Hey, these guys do it really
well. It has all the information. It's
voluntary. It's not sonething required, but
maybe we can borrow their -- what they do

and use that to create what we ultimtely
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want to require from pl aces.

DR. DI LLARD: And just to throw
another winkle in there, there's a fair
anount of people that may -- who knows, who
are injured traveling on 95 who end up in

acute care at VCU. And then --

DR GRIFFEN: Go to anot her state.

DR. DI LLARD:. Go wherever they're

goi ng.

DR. GRI FFEN. R ght.

DR. DI LLARD: And so --

DR. GRIFFEN: Sone of that we're
going to -- we have the sane problem But

MR G EBFRIED: This is Jim Wth
phone therapy, there is a certain tinme span
that the individual is supposed to be seen
w thin 48 hours. Also, there's the QASI S,
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which is the Medicare requirenent that you

have to fill out in order to obtain it. But
you' Il indicate where the person was, why
they canme, their diagnoses, wll indicate

whet her they had skin breakdowns, w ||
I ndi cate nedi cations that they were on.

There's a whole |ist of things
that will be there. And then during the
process that a person's under Medicare for
the 60 days before re-certification.

The -- when the
re-certification cones, you -- again -- have
to go through alnost a full QOASIS agai n and
get that information -- get the updates so
you have sone information of how a patient
| S progressing.

Whether it's a reduction in
medi cati ons, whether the skin ulcers have
changed. And then you have the status
functional test scores that are in there as
well. And you see the difference in the --

in the scores.

MS. CARTER-SM TH: That's -- that's

what | wanted to add. This is Lauren. So
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on top of this 3 asgow cona scal e, rancho,
gl obal Il evel function, we also need a
physi cal |evel of function. Because then
that's going to help, you know, refer to did
we decrease the burden of care.

You know, what is their
ability toreturn to work? So | also think
that, you know, whatever that |ooks |ike --

whether it's FIN scores --

COMW TTEE MEMBER:  Yeah.

M5. CARTER-SM TH:  -- but it w il

-- and that's sonet hi ng.

DR. GRI FFEN: Yeah, | was figuring
out which one we think is the best one, you
know, kind of thing that's consistently
across agenci es.

They -- you know, it's like --
and we don't want to invent a whole new
scal e, and everybody's goi ng, oh, God, yet
another one. No. W do this routinely.
This is routinely docunented in there.

Because then if they have sone crackerjack
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person at their facility that can dunp this
stuff into a data sheet that they can then
-- if we can make it as sinple as possible
for themto create a reporting data process
to give us the infornmation.

That's going to make it much
nore pal atable for these places when we try

to push this.

M5. MCDONNELL: Well, and that --
this is -- this is Anne. And | think that,
you know, to sone extent starting with the
end in mnd can be very hel pful.

What is it that we want --
what is it that we want to know about these
trauma patients after they | eave post-acute.
What is it that we want to know?

Are they -- is their situation
i nproving or is it getting worse? You know,
soif it's inproving, it's going to be
things like did -- were they able to go back

to work.

COW TTEE MEMBER: Ri ght.
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M5. MCDONNELL: Were they able to
drive. If it's getting worse, has the
burden of care increased? Are they now
require -- so you know, we can cone up wth
this great big old lost |ist of
possibilities.

But we need to -- we need to
know what it is we want to know so that we
can really drill down on the things.
Because we can't cone at it with a list of
15 things that we need themto report
because that's not going to happen. They'l|

buck and --

COW TTEE MEMBER: Sone of it's

reportabl e data, anyway.

DR. GRIFFEN: That's the thing.

Sonme of it -- Heather, sorry.

DR. ASTHAG RI: So | guess in
OCctober, there -- CM5is trying to get the
LTAC s, SNF's and the IRF's to kind of, |
guess, have functional neasures. So just

speak of FIN. But now they' re doing this
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|RF pie. It's a care tool

DR D LLARD: Care tool.

DR. ASTHAG RI: Care tool, thank
you. And so then there's -- there are
overlaps |i ke bl adder function, physical
function that will be simlar -- at |east,
sone aspects that nay be simlar across the
three types of facilities.

We could just ook at that and
maybe ask them you know, what -- what they

have. Because | think --

DR GRIFFEN: So this is sonething
CM5 is going to require all SNF's --

DR. ASTHAG Rl : I n Cctober.

DR. GRIFFEN. -- all IRF' s and all
LTAC s to report back to them about only

Medi care patients or all patients?

MR. G EBFRIED:. Only Medicare

patients.
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COW TTEE MEMBER: But | think that

nost facilities do it. Hard to say no to --

COW TTEE MEMBER:. Qur -- our --
yeah. Qur facility does all.

DR. GRIFFEN: So that's the thing.
It's just the only ones you're going to
report as of Cctober when they nmake -- the
federal governnment nekes it a requirenent,
the only ones you're going to report are the

Medi care ones. But - -

COMWM TTEE MEMBER: But then you
probably report for everyone. And | think

part of that, especially when you're --

DR. GRI FFEN. Cxay.

COW TTEE MEMBER: -- is that if
peopl e switch over to Medi care or sonething
while they're there, they want to nmake sure

t hey got everything there --

DR. GRIFFEN. R ght.
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COW TTEE MEMBER: -- because
Medi care will deny paynent if there's

anything that's --

DR. GRIFFEN. So that may get the
adults, but it won't get the peds. Does

peds have any --

DR DI LLARD: There's a WeFI M t hat

Is a simlar cousin of the --

DR &R FFEN:  WI-F- M

DR DI LLARD: Yeah. WE-EF-1-M
And we -- we have been trying to institute
that for about the |ast eight nonths, this

ability.

DR @RI FFEN: Just for the -- for

any facility where a kid goes to?

DR. DI LLARD: Well, the only
facility in the State to go to --

DR. GRI FFEN: Rehab.
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DR. DI LLARD: -- is -- is for when
they only -- the CHKD, I"'msorry. Dillard,
CHKD from Norfolk. W're the only one in
the State. VCU w Il have kids that are 12

and above. But anybody bel ow that cones to

DR GRI FFEN: And what --

DR. DI LLARD: -- CHKD

DR. GRI FFEN: And what woul d you do

for a 12 and above? Wuld you just do the

DR. DI LLARD: They would --

COW TTEE MEMBER  Everybody --

DR. DILLARD: It would -- it would
still follow that -- even though they're not

Medi care, they would --

DR. GRIFFEN: No, no. That you

woul d do this.
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DR DI LLARD: Yes.

DR. GRIFFEN:. 13, 14, 15, you would

do a care tool, not this WeeFI M

DR DI LLARD: Yes.

DR. GRIFFEN. Ckay. All right.

DR. DI LLARD: Yeah.

DR. GRI FFEN: But we woul d have
sonething. There would be a -- sone sort of

a discharge tool on this.

COW TTEE MEMBER  Yes.

DR GRIFFEN:. So | guess maybe it's
a question of |ooking at what this care tool
enconpasses to see whether we think that's
going to provide us with the information
that we want. And you know, that's the
other thing. W could potentially piggyback
on this. The -- that's going to be the

easi est and the nost pal atable for these
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institutions is going to be -- if we say,
| ook, you already have to do this for the
federal governnment. So we want you to do
the sane thing and report it to the State
for all your patients as well.

And if they really are going
torequire it fromLTAC s, SNF s and | RF' s,
then we're -- | nean, that -- that's huge.
That woul d be huge for us.

The question then is we woul d
have to figure out -- and that's, again, not
going to be necessarily for us to do, but
sonet hing that we would recomend to help
gi ve the data people the enforcenent to say
this is -- you now have to have it within
your track of patients.

Because sonehow in the federal
governnent, they're | ooking -- they're not
getting that data just to get the data.
They're probably linking it to the patient
fromacute care, don't you think or do you
know?

COW TTEE NMEMBER: | don't know.
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DR. GRI FFEN. Because that's the
other thing. |If they're not at a federal
governnment level -- if they're just getting
general data fromthese facilities to see
what they do and not linking it to the
patient -- the Medicare patient that was in

t he hospital sonewhere, then they actually

DR. DI LLARD: Well --

DR. GRIFFEN:. They don't know.

DR. DI LLARD: And another issue is
when they cone into acute care, a | ot of
times they have a trauma nunber. And then
when they cone under rehab, they have a

name. They have their real nane.

DR. GRIFFEN. Right.

DR. DI LLARD: Sonetines there's --

there's a lot of --

DR. GRIFFEN. Right. The insurance
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or the Medicare -- that -- that's going to
be one of the hardest parts. And | -- | --
that's not sonething we're going to sol ve.

That's sonething really that the data team

Is going to have to go after is |inking.

M5. CARTER-SM TH. So this is
Lauren. So what | -- you know, | did sone
interviews. | like to find out where the
data houses. And | spoke to people who |ike
did the satisfaction surveys, post-acute
care, post facilities.

But yes, the thene was that
they -- there is no -- and they don't know
if they're a traunma patient that there's no
identifier. They just ask these, you know,
very strategic questions.

And they're willing to, you
know, talk about, you know, adding a patient
identifier as well as what we want to know.
But they currently don't have that in place
or a way to track that. But with this --
with these patient satisfaction surveys,
they're going to -- could get this

information if we provided them --
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DR. GRIFFEN. There's just got to

be an easier way to do this. | just don't

COW TTEE MEMBER: It's like a

daunting --

DR. DILLARD: Build a tinme nmachine
and go back.

DR GRIFFEN. | nean, it just seens
so silly.

COMWM TTEE MEMBER: You're right. |
think we can get a sanpling. | don't know

how we can get everybody.

DR GRIFFEN. It just seens so
crazy. |It's like we -- and then everybody
believes they're doing all the right things.
We don't even know what we're doing yet.

kay. So -- yeah. GCkay. So
the bottomline is we -- we've got a | ot of
| deas about what we would want. The

guestion is, | guess, pulling out this care
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tool. And then you have a copy of this
WeeFI M as well and what it -- what it
cont ai ns.

So we can get a copy of the
care tool and what it contains and the
WeeFI M and what it contains, so that we can
get everybody to be able to | ook at those
t hi ngs and see what itens are in those
vari ous things.

And then we can deci de whet her
we think that that's enough, not enough, |
don't know. You don't have -- you can't

make copies, can you, Wanda, right here?

M5. STREET: | may be able to. |

may have to -- yeah.

DR GRIFFEN. Ckay. |If anybody has

-- or if sonebody has the -- the -- those
things, | can -- you can either email them
tonme and I'll email themto everybody.

M5. KATZMAN: | think I can get

t hose free.
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DR. GRI FFEN.  Ckay.

MS. KATZMAN: This is Lisa.

DR GRIFFEN: Yeah. That woul d be
great. And then -- because then | think we
can all look at that and have -- | just -- |
just don't know the answer to linking all of
this stuff, I'll be honest with you.

That's -- that's part of ny
| ack of knowl edge with regards to what this

is all to do.

COMWM TTEE MEMBER: | don't know if
anybody's interested. | have the -- what
they're asking for as far as docunentation
from SNF, LTAC and | RF.

DR. GRIFFEN. That'd be great.

COW TTEE MEMBER: -- as a sli de.

DR. GRIFFEN. Can we project up

here? Wiere's the doohickey? OCh, wait.
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COW TTEE MEMBER: | didn't think

you wanted to.

DR. GRIFFEN: No idea what |I'm
doing. But we're going to try this.

COW TTEE MEMBER: Just past Suter,

| eft, up, around.

COW TTEE MEMBER. | just need two
EMS' s.

DR GRIFFEN: Well, | think |I've

seen |i ke actual stuff.

M5. STREET: |It's com ng, yeah.

COMW TTEE MEMBER: Maybe | shoul d

just email this to you. Do you have --

DR. GRIFFEN: Yeah, email it to ne.
And | can -- |I've got ny |ook-up for ny
conputer. And | can try --

M5. STREET: There it is. It's up
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t here.

DR GRIFFEN. If you'd just send it
-- but sent it tothis one. Send it to nyri
-- yeah, because | don't have -- I'mnot on

t hat work thingie here.

COW TTEE MEMBER My --

DR GRIFFEN. Myriff, L as in

little, Bas in bit @nail.com

COW TTEE MEMBER |'m sorry. Say
It again.

DR GRIFFEN. Myriff, L as in
little, Bas in bit @mil -- nost of the
stuff I'll get at work, but --

COW TTEE MEMBER  Maggi e, you j ust
put your personal email out there for the

entire State of Virginia to have access --

DR GRIFFEN.  Sorry.

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 73

(Several commttee nenbers began tal king all

at once.)

DR. GRIFFEN. Good luck with that
one. You and a thousand other silly emails
that | -- yeah, it's amazing. |f | get one
nore call about ny student | oans.

My 90-year-old father gets the
phone calls about his student |oans, and
then we laugh. It's like, really? 1It's

goi ng to bounce off a thousand things.

COW TTEE MEMBER: There are hot

pretzels out there.

DR. GRIFFEN. Ch, that's what you
went for. Didyou know?

COW TTEE MEMBER. It was a phone
call about ny car insurance that took ne

outside of the room

COW TTEE MEMBER: For a hot

pretzel ?

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 74

COW TTEE NMEMBER: | had a call.

COW TTEE MEMBER. Tried to send it
to you fromny work email and that didn't

work very well. Is it ngriffbl?

DR GRIFFEN:.  L-B.

COW TTEE MEMBER: L-B, okay.

DR. GRIFFEN: Little bit.

COMW TTEE MEMBER: Ckay.

DR GRIFFEN. Two and a half pint
Chi huahua with a lot of attitude. | don't
know if it's going to let us do this or not,

but we'll see.

COMWM TTEE MEMBER: Ckay. | think
we nmay be able to continue on with the

tal ki ng about what we would require from--

COW TTEE MEMBER: So the care

di scharge tool is 25 pages |ong.
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COW TTEE MEMBER: Yes, it is.

DR GRI FFEN. 25 pages?

COW TTEE MEMBER  Yep.

DR. @GRl FFEN: That sounds bad.

COMWM TTEE MEMBER: What's 25 pages?

COW TTEE MEMBER  The care tool
di scharge docunent. Current nedi cal
i nformation, allergies, adverse drug
reactions, skin integrity, nunber of major
wounds, physiologic factors, cognitive
status, nood, pain.

The whol e -- and then bowel,

bl adder, inpairnments swallow ng, inpairnents
heari ng, vision, communication. Gip
strength, endurance, nobility devices and

ai ds.

COMWM TTEE MEMBER. So at the -- at
the -- they just collect so nuch data on

t hese patients --

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 76

COW TTEE MEMBER:  Yeah. But there
I S some subsets that they're not going to
have that, you know, all the facilities wll

do this --

COMWM TTEE MEMBER: This gets down
to the ability to make her answer or place a

phone call.

DR GRIFFEN: We'll see if this is
going to work. | don't knowif it's going
to work or not. Right. So what you have is
like just -- what you're saying is just like

a snapshot, right? 1Is that what --

COW TTEE MEMBER: Yeah, it's just

alittle --

DR. GRIFFEN: Yeah, | don't know if
it's going to work or not. | nean, |
swtched it over to ny thing. But it's not
going to -- it keeps telling ne that there's
no input. | don't know how to hook into
this thing. Huh? | know And | don't know
what - -
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(A commttee nenber is speaking, but she is

beyond the mc's ability to pick her up clearly.)

DR. GRIFFEN: See if that makes a

difference. 1In the nean -- okay. Let ne
see. In the neantine -- let's see. It says
you' Il have signal. | don't knowthat it's

going to work. Ckay.

So the bottomline is -- it's
not that one. If we want to -- if we --
regardl ess of what this post -- this therapy
or one of the rancho level is. [|f we want

to decide what we think and clarify that.
It may only be a portion of

the 25 pages that they're going to give us,

obviously. But if the conponents that we

want are all in there, then --

COW TTEE MEMBER: Ri ght.

DR GRIFFEN. -- that -- that's
fine. And if there's a way that those 10
conponents we can pull fromthere and they
can get it to where it's, you know, the kind

of thing that's downl oaded into a file that

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 78

they send to the State or whatever, then
that's okay. So -- so that's good. All
right. So all these things then -- and so
we're going to say that we need to have two
separ at e t hings.

We need to have the rehab and
the SNF and the LTAC as one sort of area
that we need information from So sort of a
i npatient-y kind of a thing. And then we've
got to have an outpatient conponent.

And then we've got to have the
ot her places. And then within this, we have
to have peds and adult. And sane here, we
need peds and adult really for everywhere.

Not so nuch jail, hopefully.

COW TTEE MEMBER: Juvenil e

det enti on.

DR. GRI FFEN: Ckay.

MR. SIZEMORE: Maggie, this is
Macon. One of the things | still try to
wrap ny head around is the data system

i nprovenent with this. How do we capture
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the trauma? What di agnoses, what conditions
will trigger -- do you want to track all of

this? Because we --

COW TTEE MEMBER:  Yeah, it's --

MR, SIZEMORE: -- we're | ooking at
sonething very broad. And | don't -- how do
you just ask that we want this on trauna and

not ot her conceivable --

M5. GARRETT: So this is Renee.

Defining what trauma is?

MR. SIZEMORE: Right.

DR. GRIFFEN: So do we say that
It's anyone contained in a registry? In a
trauma registry. | nean, that -- that's
going to give you -- | nean, the thing about
Virginiais that there's a whol e bunch of
trauma patients that get in the registry
that a trauma team never sees. But it
doesn't nean it's any |ess, you know,

because that whol e conponent of that is the
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elderly falls and breaks her hip. Wich we
never take care of on our team They're

al ways on the nedicine teamor the

ort hopedi ¢ consul tation.

But would we see that as a
maj or conponent of the popul ation that we
ought to know what the heck happens to them
Yeah, | would think that we all think that's
a conmponent of the popul ation that we ought

to have sone say on. So --

COW TTEE MEMBER: \What about the
| CU 10 codes that --

DR GRIFFEN: And that's what the

regi stry uses.

COW TTEE MEMBER: | nean, | know

there's --

COW TTEE MEMBER: There's 300 at

| east for brain injury alone. So...

DR GRIFFEN: Wll that -- and that
-- that's -- but that's what the traunm
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registries use to define the trauma pati ent
Is they -- anybody who fits within a certain
| CD-10 code is put in the registry. |If
they're outside that | CD 10, they don't go
in the registry.

I f they don't neet one of
those, they don't go in the registry. | get
it. It's you know, thousands of patients a
year that this is going to equate to. But
-- so we could say that we want to identify
t he popul ation by saying it's anybody in the
trauma registry.

The -- the question is then,
when they go to the nursing hone or they go
to the rehab and they go to whatever, it's
probably nore likely at the rehab they're
going to know that they were a traunma
patient.

At the nursing hone, they may
have no idea what was their inpatient

hospital i zati on for.

COM TTEE MEMBER: And there's a
ton of people that are brought in and

nonitored for a few days and then sent hone
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that are going to fall outside of all the --
you know, the bundling of the LTAC s, the

| npati ent rehabs and --

DR. GRIFFEN:. Well, that's what |

mean.
COW TTEE MEMBER: Yeah.
DR. GRIFFEN: Those woul d be our
out patient people. And the only -- so we
woul d then have to recognize -- we'd have to

-- you know, as it is now froma registry,
you can run a report and have who gets

di scharged hone and who gets discharged to a
facility.

| can get ny people to run
that in a day. That's easy. Gyve ne, for
the | ast year, everybody that got discharged
hone.

The issue then is | have to be
able to go, okay, they got discharged hone
wWth services. And then | got to be able to
go into sonething and say, okay, these

people with these injuries got this service.
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And they did this. These people got injury
with this service and didn't get any. Well,
guess what? |f they get these services,
they do better kind of -- you know, that --
that's the thing.

So if you're saying defining
the trauma patient, do we say it's everybody
who's in a trauma registry across the State

of Virginia. | -- | don't know another way

COW TTEE MEMBER. It's starting --

DR. GRI FFEN: | don't know anot her

way to define the popul ation.

COW TTEE MEMBER | think you got
to start sonewhere, and that's as good a

pl ace as any.

DR GRIFFEN. Ckay. So that's a --
so we are the -- we -- we feel like the
popul ati on shoul d be defined as any patient
in -- in aregistry. And then, obviously,

that's going to give the acute care -- like
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| said, they're going to retroactively go

t hrough how do they get it to EMS and all.

And then -- which is going to be -- | nean,
that's easily -- | nean, the five Level | --
between the five Level I's, it's 12,000 or

13,000 patients right there.

That's just the five Level I's
will be 12,000 or 13,000 patients a year.
So with all the Level Il's and IlIl"s
I nvol ved, you know, you're going to talk --
25,000 or 30,000 patients a year.

But think about the
opportunities if we had 30,000 patients a
year that we could foll ow how they
recovered. What -- what sort of grounds we
could make and i nprovenents we could nmake in

efficiency and effectiveness of services.

COW TTEE MEMBER: Ri ght.

M5. MCDONNELL: This is Anne. And
It maybe that, you know, begi nning that
30,000 patient list when you add in all of
the hospitals, that you start with a -- with

a group that we feel |ike we mght be able
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to track. You know, soneone wth a spinal
cord injury, for exanple. But we start
small and we see sort of howit works and --
and take what we learn and then grow it.

You know, if we wanted to
start with major trauma, you know -- | nean,
it's all pretty major. Just eating the
apple a bite at a tine.

Getting our brain w apped
around where it all cones from how we use
it. And then taking what we | earn and
expanding it to the rest of -- of all of the

patients.

DR. GRIFFEN. Well, exact -- and
that may be a way of starting down a pat hway
for -- and | ooking at the consuner -- what
you were tal king about --

M5. MCDONNELL: Mm hmm

DR. GRIFFEN: -- the consuner-w se.

MS. MCDONNELL: Mm hmm

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 86

DR GRIFFEN:. |If you |look at the
spinal cord injury or the traumatic brain

i njury patient --

M5. MCDONNELL: Well, what |'m
thinking is that there's alnost -- there are
so few spinal cord injury patients that
woul d not have extensive nedical follow up.
But there are a ot of brain injury patients

who don't get that at all.

DR. GRIFFEN: Well, | know.

MS. MCDONNELL: You know, | nean

t he nodern --

DR GRI FFEN: The nodern brain

injury is the --

MS. MCDONNELL: Ri ght .

DR. GRIFFEN: -- black hole of the

world right now --

M5. MCDONNELL:  Yeah.
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DR GRI FFEN:

concer ned.

V5. MCDONNELL:

noderate to sone extent.

spinal cord injury patients m ght be, you

know, a group that would be, you know, naybe

easi er.

And | know t hat VCU and
Sheltering Arnms -- as a part of this joint
Institute -- are going to create a nodel

systens program So there's getting ready
to be a spinal cord injury registry set up

here in Virginia. W already --

DR GRI FFEN:

st at e?

V5. MCDONNELL:

that's reported to the trauma registry with

an 1CD-9 code related to spinal cord injury.

DR GRI FFEN:

V5. MCDONNELL:

For anybody in the

M hmm

as far as I'm

Yeah. And even

But you know,

For -- for anybody

W al ready have
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that for brain injury. And we do outreach
to those. So each year we get, you know,

t housands of letters sent out. And we get,
you know, a nunber of calls back from people
who' ve been reported to a trauma registry.

We have information on a
coupl e hundred of them every year, what
their long termneeds are, you know. But
spinal cord is just getting ready to sort of
be, you know, devel oped.

And that may present an
opportunity. There are researchers at VCU
who are working on this right now Cetting
the spinal cord injury registry up and

runni ng.

DR. GRIFFEN. Yeah. | know. It's
just a huge -- every tine | have
conversations about this, it just gets

bigger in nmy brain and hurts it nore.

That -- that's the probl em
It's -- because you want to be able to have
-- | nmean, we want -- the thing is we want

it to be global so everyone's included. And

there are going to be portions of it that
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burden to society as a whole, and the

quality of life for the patient.

There's going to be groups of

I ndi vidual s that when we can get this data,

we're going to be nore intensely wanting to

| ook at.
Li ke what does work for the

brain injured patient, what does work for

the spinal cord injured patient, what does

work for the elderly, you know, whatever.

There's going to be areas that

are going to certainly be nore focused on.

But the idea is so that we get -- can catch

everybody. So that we can do really a
gl obal quality review of our trauma system

as a whol e.

Are we -- do we really think

we're doing -- are we really doing as well
as we think we are when we're taking care of

t hese patients when they're getting picked

up. |Is there sonething that happens in EVMS

that inpacts their recovery? |Is there

sonething we do in the acute care that harns
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themin their recovery or helps themin
their recovery? 1In order to -- as
efficiently and as effectively put resources
where they need to be. | nean, that --

that's really the I ong term goal.

COW TTEE MEMBER: Right.

DR. GRIFFEN. So it's a question of
trying to figure out -- if we |look at this
care tool and this WeFIMand we pull out --
or we deci de what we want and | ook in these
tools, and everything that we want is there,
then that may help us a ot with this |ong
term i dea.

We're not going to be asking
any nore of themthat what CM5S is starting
to ask of them And how can we parlay that
into us getting what we want with the | east
anmount of cost to the facilities.

And thus, that'll be the | east
anount of pain and agony for all of us. So
| guess the question is, of these things
that we've witten up here, truly which --

which are -- we -- when -- when soneone's
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| eavi ng di scharge to try to figure out how
we want themto be, or what -- what we need
to know in order to do a full quality
assessment .
Just for the -- just doing
| npatient, not the outpatient stuff yet and
that kind of thing. Is it inportant that we
know how | ong they stayed at that facility?
| think we would all agree
that's inportant because it's going to be a
measure, | suspect, of the -- the degree of

their injuries. Al though payor-w se --

COM TTEE MEMBER: Thi s says where
the --

DR GRIFFEN: Right. This is the
thing. And | only know this because Macon
and | spend a lot of tine listening to a | ot
of people talk to us.

The rehabs are going to turn
them over pretty fast. They're going to
want to get themout so they can get the
next patient in. M understanding is that's

not so nmuch the goal here. AmI| wong?
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COW TTEE MEMBER: Wl |, there's so

many - -

COMWM TTEE MEMBER: It's the --

COW TTEE MEMBER | agree.

COW TTEE MEMBER  Nunber of days
covered for Medicare patients, so they can

-- the standard Medi care, they have 20 days.

DR @GRl FFEN: In a rehab?

COMWM TTEE MEMBER: In a
[unintel ligible].

DR GRIFFEN. That's -- but if
they're ready to go in 10 days, ny
understanding i s they make keep them 10

nor e.

COMWM TTEE MEMBER: Potentially.
But | think with a lot of the -- | don't

know. There's a push content.
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COW TTEE MEMBER  That's right.

COW TTEE MEMBER:  Thi nk about the

-- the ends.

DR. GRIFFEN: No, and | get that.
And | think that -- so, again --

COMW TTEE MEMBER: The pace is
definitely slower at a SNF. There's | ess

Intensity of services, soO --

DR, GRIFFEN. Well -- and sone of
it my be the pace is slower because the
patients aren't as well and they can't
tolerate the rehab. So they need it for a

| onger period of tine.

COW TTEE MEMBER:  Correct.

DR. GRIFFEN. But again, it may

hi ghl i ght abuses of a systemthat isn't

perfect as well in the process of all this.

COW TTEE MEMBER. Well -- and you
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-- you may have an insurance -- patient with
I nsurance and they' re pushing to get them
out when sonetines they're not appropriate

yet to --

DR. GRIFFEN: To | eave.

COW TTEE MEMBER -- so you have
t hat side.

COMW TTEE MEMBER: Wl 1, that

happens in rehab all the tine.

COW TTEE MEMBER W know.

COW TTEE MEMBER: And that's --

but they get bunped down oftentines to -- to

a --

COMWM TTEE MEMBER: Ri ght.

COW TTEE MEMBER: Yeah.

DR. GRIFFEN. Ckay. So |ength of

stay is definitely sonethi ng we want.
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Di scharge status. So let's define that a
little nore. We want to know -- | nean, not
everybody gets discharged hone, right? Sone
of them get discharged to a SNF or sone from
the SNF on -- very rarely get discharged to

an acute rehab, | guess.

COW TTEE MEMBER  So di schar ge

di sposition. \Were are they going?

DR. GRI FFEN:.  Ckay.

COW TTEE MEMBER: Yeah. And --
and then there would need to be sone sort of
nmeasure about the request working with the
payor, you know. What that is |I'mnot sure,
but how nuch support do they get?

Are they getting hone health
and are they getting, you know, eight hours
of -- you know, not exactly sure how to word

t hat .

DR GRIFFEN: And |I've | earned nore
about hone health and all that in the | ast

two weeks than | ever care to learn in ny
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life. Al right, length of stay is enough.

Di scharge disposition --

COW TTEE NVEMBER: M hnm

DR GRIFFEN: -- is definitely

sonet hi ng we want.

COMW TTEE MEMBER. Well -- and
| evel of functioning nay take care of

further care, you know --

COM TTEE MEMBER: Well certainly
-- it wouldn't necessarily trigger -- be a

trigger.

DR. GRIFFEN: So we're at discharge
di sposition and then if it's hone, we want
to know services. |Is that -- or should we
just say discharge disposition and then with
or without services. Do we care what
services or we just want to know with or

w t hout conti nued --

M5. KATZMAN:  No.
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DR @GRI FFEN: -- service?

M5. KATZMAN. Type of services are
| nport ant .

DR. GRI FFEN: Ckay.

M5. KATZMAN: |'m sorry speaking
for nyself This is Lisa.

DR, GRIFFEN: No, no. That's --
this is the whole point of this. |It's for
everybody to say what they think. And then
we can decide as a teamsort of what we
want .

Ckay. W al so have under
di scharge status, plan continuum of care.
Does that answer all those questions? DC,
di sposition and if home, type of service.

| s that good?

COMW TTEE MEMBER: That's good.

DR. GRI FFEN.  Ckay.
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MR G EBFRIED: This is -- this is
Jim It msses the equi pnment that needs to
go with that patient, so that they are
functional or that famly nenbers or
what ever team goes in can do the services as

qui ckly as possi bl e.

COW TTEE MEMBER: DME - -

COW TTEE MEMBER: DME sort of

speaks to that.

DR. GRIFFEN: | get -- we could say
DVE' s.

COW TTEE MEMBER. Right. Durable
medi cal equi pnent, yeah. But functional
care stuff would speak to, you know, would
include if they need a bath chair, you know,

or a wal ker for anbul ation --

DR GRIFFEN: So if we said gl obal
functional |evel on discharge, we should

then be able to get --
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COW TTEE MEMBER  Hopefully, it

woul d - -

COW TTEE MEMBER  Yes.

DR GRIFFEN: It would give us an
| dea of what DME' s.

COWM TTEE MEMBER  Ri ght .

DR. GRIFFEN. Ckay. So --

MR. G EBFRIED: It may be discharge
-- this is Jimagain. It may be using
sonething in the facility, but it may not
readily be at honme. O they need it --
whet her it's a hospital bed, whether it's a
wheel chai r.

They may have been using that
in the facility, but they may not have one
delivered at the appropriate tinme when that
person's going to be hone. O all of it.

O whet her they --

DR GRIFFEN: Well, | think that'll
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go to sone of this, where we then -- if they
are di scharged home -- will catch them
hopefully then here. And -- and we get into

part of this was how |l ong until services

wer e render ed.

M5. GARRETT: This is Renee, again.
Speaki ng al ong that sane |ine, discharge
diet and if they have a PEG tube or an

al ternative source of feeding, that would be

anot her --

DR. GRIFFEN: Does that go with --
it mght be --

COW TTEE MEMBER:  Sure.

DR. GRI FFEN: When you do a gl obal
function -- I'msorry. This is ny --

COW TTEE MEMBER: It swal |l ows --

DR. GRIFFEN. -- |ack of know edge.
It has their feeding habits, their bathing
habits, their --
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COW TTEE MEMBER:  Cognitive

st at us.

COW TTEE MEMBER  Cognitive, yes.

COW TTEE MEMBER: Bowel , bl adder,

conti nence.

DR. GRI FFEN. Ckxay.

COMWM TTEE MEMBER: Need of

equi pnent .

COW TTEE MEMBER:  Ambul ati on.

COW TTEE MEMBER: All of that sort
of stuff.

DR GRIFFEN: Ckay. So that's a
good -- that is a good way to call it, then.
d obal functional |evel, because that should
gi ve us cognitive, bowel, bladder, DVE, all

t hat stuff.

COW TTEE MEMBER: Ambul ati on,
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ability to transfer --

COW TTEE MEMBER: Mbbility.

MS. KATZMAN: To -- 1t's John. [''m

sorry, | don't know.

MR. G EBFRIED: Jim

M5. KATZMAN. Jim To Jims point,
this is Lisa. The DME is so inportant
because if -- if there's a piece of
equi pnent that the patient's supposed to
have and for sone reason they don't, that

can change their whole, you know --

COW TTEE MEMBER: You don't have a

wheel chair, you're not getting out of your

house.

MS. KATZMAN: That is true. O --

COW TTEE MEMBER: O a ranp.

M5. KATZMAN. -- if you don't have
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a wal ker, you could fall. So you know, all

of that is effecting --

COW TTEE MEMBER  They shoul dn't
If they're going to a facility. | think
it's -- what she's saying is that if it
captured -- it's alnost |ike we have two
points for people to go to another facility.

Li ke we want to ask the

facility these questions. But then if, you
know, for folks that go straight hone from

acute care and fol ks that cone home from - -

COMWM TTEE MEMBER: The post post -

acute.

COW TTEE MEMBER: Ri ght.

COW TTEE MEMBER  We'd be havi ng
t he sanme set of questions for those people,

right? So --

DR. GRIFFEN. Yeah, so this is just
for those people who go to an inpatient.

VWhat is it that we want to know when they're
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getting discharged froman inpatient.

COW TTEE MEMBER:  Ckay.

DR. GRIFFEN: And if gl obal
functional |evel at discharge, if we get --

If that's sonmething that nost facilities do

COW TTEE MEMBER: They do.

COW TTEE MEMBER  Yes.

COW TTEE MEMBER: They do.

DR GRIFFEN: Right. |If that's a
requi renent, then we should be able to get
cognitive, bowel, bladder, DVME, nobility --
we shoul d be able to parse out that they are

going to be getting 'x, y, and z' to go with
their cognitive and functional |evel.

Now -- then we then wll
hopeful Iy pick themup when they get to that

outpatient. And we'll do another set of --
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COW TTEE MEMBER:  Yeabh.

DR @GRl FFEN: -- whatever we want

to know fromthere.

M5. MCDONNELL: It's -- it's --
this is Anne. |It's alnost |ike thinking
about it points in tinme. Because you're
going to want to know sonet hi ng about, you
know, a trauma patient at -- at the end of
the inpatient setting.

But did you want to know si x
nont hs, maybe 12 nonths down the road. So
the question's at that point would be very,

very different --

DR. GRIFFEN: Right.

M5. MCDONNELL: -- than they woul d
be upon -- upon discharge for an inpatient
facility.

DR. GRIFFEN. Right. Yeah. Yeah,
and | -- | had a kid cone back. He got
shot. We sent himhone. | don't know where
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Tappahannock i s.

COW TTEE MEMBER: On the --

DR @GRl FFEN: Sonewhere out --

COW TTEE MEMBER: -- eastern side

of the state.

DR. GRI FFEN: Sonmewhere out in
nowhere is what | figured out. Because when
he cane back -- we sent himhonme with a
trach because he shot hinself in the nouth.
And he cones in to see ne inclinic to tel
me he can't breathe.

| said, you can't breathe. He
goes, no, | can't breathe. So hone health
had never come. Took us forever to even
find honme health it would seem

So | pulled out his inner
cannul a, which was full of stuff. d eaned
it out for him put it back in. He goes,

man, | feel nuch better.

COMW TTEE MEMBER: He's |ucky --
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DR. GRIFFEN: He didn't -- the kid
didn't -- he didn't die. Cute kid. Anyway.
Al right. GOkay. So that's -- any facility

acquired conplications, we have that.

Do we -- do we want to know
that, if there was a -- a -- and | don't
know a way to -- | nean, just -- hospitals

have to report hospital -acquired events or
i nfections or whatever. |'m presum ng
there's the sane type of thing that you have

to --

COW TTEE MEMBER It's part of the

care tool, 1s it not?

COW TTEE MEMBER:  Yeah.

COMWM TTEE MEMBER: So that shoul d

be on there as well.

DR GRIFFEN: So what is it -- that

a global nanme? Facility-acquired --

COW TTEE MEMBER. So - -
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DR. GRIFFEN: Because | -- yeah, |
nean, | can't believe they're --
COW TTEE MEMBER: | nean, they

have to report |ike worsening pressure

ul cers.

DR &RIFFEN:. O -- and the UTI or
-- so | wuld think all of that stuff. Just
| i ke we have to do line infections,

[unintelligible], all that.

COW TTEE MEMBER: Yeah.

COW TTEE MEMBER |If you get -- if
you get re-admtted to acute care, that's
part of it.

DR GRIFFEN. Well -- and we said

that, re-admt. That we would want to know
I f sonmeone was re-admtted. So -- | guess
trans -- re-adm ssion to acute care. But if
there's nore of a global termfor any -- |
guess, facility-based events. |'Il| just

call it that. W'Il figure out howto --
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COW TTEE MEMBER  They' ve got

adverse drug reactions, but that's not --

(A commttee nenber is speaking, but the
wor ds are spoken too |low to reach the recorder

clearly.)

COW TTEE MEMBER: Yeah. It's

pressure ulcers. They're like --

DR. GRIFFEN. They don't -- they

don't do UTI, pneunpnia and all that stuff.

You don't have to report any of that?

COW TTEE MEMBER: Those are
quality indicators that may be not

necessarily traced to individual patients.

DR GRIFFEN: That's really

I nt eresting.

COM TTEE MEMBER: In QASIS it's in

there. If you go to your Gd's wthin the
| ast 14 days and you're going to discharge

sonebody within that tinme period from hone
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care.

DR @RI FFEN: That's at the hone

care | evel, though.

COMWM TTEE MEMBER: Ri ght.

DR. GRIFFEN: Not at the inpatient.
It's interesting. So we'll -- we'll want
that for -- that's the other thing for this.
There's the OASI S and what you can get
t hr ough t hat.
Ckay. Well, | just put
facility-based events. So whatever facility

-- whatever reported events have to be done.

COW TTEE MEMBER:  Ckay.

DR. GRIFFEN. The pressure ul cers

COW TTEE NVEMBER: Fal | s.

DR @GRl FFEN: Fal | s.
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COW TTEE MEMBER: That woul d be --

t hat woul d again be included in that one.

DR GRIFFEN:. So falls or pressure
ulcers are the two big ones at the -- at an

| npatient facility.

COW TTEE MEMBER: Ri ght.

DR. GRIFFEN. Wiether it be a
rehab, a nursing care facility or an LTAC.

It's all the sane. Because | --

COMWM TTEE MEMBER: [|t's amazi ng
that they don't have them when y'all report
UTl " s.

MR. G EBFRIED: A side note. One
of the things that we cone across is that
sone of the surgeons wll not send a person
to a SNF | evel facility because of the
research data show ng infections that are
hi gher incidents, if a person goes to a SNF
than if they go hone, you know. So

therefore, the -- the individual may certain
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-- best being in a SNF | evel and all those
services and all the things that woul d' ve
made a difference as far as length of tine

that will have to be taken in home care.

DR. GRIFFEN: Well, and that -- and
that's one of the things that, long term
w se, would be the goal is, you know, Joe
Schnoe has this set of injuries and the
recommendati on was hone.

And this Joe Schnoe has the
sane injuries and the reconmendati on was a
nursing care facility. Then they both go,
this one gets this, this one gets this.

This person is better and
back, you know, to a nore returning to life
and a job in seven weeks. And this one, it
takes three -- you know, three nonths or six
nmont hs.

That -- that's the idea in the
long termto be able to ook at it and say,
what have we done differently? Oay. This
one did better. And then it's |like, well,
why did this one get the facility and this

one get the hone? OCh, this one got hone
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because this one didn't have insurance. O
this one got the facility because they have
really great insurance, or whatever it is
for the reason. So that hopefully we can
cone back and say, you know what ?

People with this constellation
of synptons and injuries, they do better --
even if -- as a State, we pay for themto go
to afacility, a rehab facility or a --
what ever for three weeks to get nore
| nt ensi ve care.

They do better in the | ong
termand cone off of Disability and Soci al
Security and whatever el se and have a
greater quality of life if we actually
provide that for them

So that in the long run, we're
costing |l ess to everybody by actually making
t hi s happen as opposed to telling themthey
go to go hone.

So those are the pipe dreans
that are, you know, 100 years from now and
"1l be long dead. But that -- that's the

pi pe dream - -
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M5. MCDONNELL: Well --

DR GRIFFEN: -- to do that very
t hi ng.

M5. MCDONNELL: This is Anne. And
you know, one of the things |I'mthinking of
as | listen to you, Maggie, is this whole
| ssue of pre-norbid | evel of function.

Wi ch, you know, is -- is an unknown factor

inall of this, as is famly support.

DR. GRIFFEN: And we're not going

to have --

MS. MCDONNELL: Yeah, | don't even

know - -

DR GRIFFEN: W're not -- we're
not going to be able to get into that. Al
we're going to be able -- they -- | -- |
wll think -- I would think, then | wll
tell you. Through the acute care conponent
of all of this, in the world of traunms,

frailty and the frailty index with the age
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of our individuals --

M5. MCDONNELL: Mmhmm  Yep.

DR GRIFFEN. -- in the geriatric

trauna.

MS. MCDONNELL: Yeabh.

DR GRIFFEN: W're working really
hard on trying to figure out a way to do
that. The problemright nowis every
frailty index that exists out there is 17

pages long for the nost part.

M5. MCDONNELL:  Yeah.

DR. GRIFFEN: And it asks a |ot of
guestions that we can't often get the
answers to. So there's a |lot of us who've
been trying to figure out if we can cone up
Wth an -- as objective possible frailty
index that's a little nore down and dirty
and easier for us to fill out on patients.

And | would bet you that ultimately, with
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all their push with the geriatric trauma
stuff, that within the next five years,
there is probably going to be sone sort of
-- as best as possible, sinple, objective
sort of frailty criteria that everybody over
65 is going to get filled out at their acute
care facility, as a trauma patient.

| really believe that's going

to happen. It's very frustrating right now
because we have very -- what we do a |lot of
times at our facility is we do a -- we have

our dieticians conme up and do malnutrition
on the patients as a way of figuring out
it's -- putting sonething in the chart to
show pre -- pre their injury that they had
sonme difficulties wwth maintaining their
normal body life thing.

Because they' re noderate
eaters severely mal nouri shed because they
just couldn't get it done. So | -- | think

that will get sone of that --

MS. MCDONNELL:  Yeah.

DR GRIFFEN: -- to be honest with
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you.

M5. KATZMAN: \Were -- which --
this is Lisa. Were patients go after acute
care -- in Mssissippi, we had criteria that
they had to neet and it's -- and the sane
for LTAC s and, you know, SNF's. So --

DR GRIFFEN:. Well, and this is --

M5. KATZMAN: -- and that

determ nes --

COW TTEE MEMBER: But a | ot of

that is determ ned by insurance.

MS. KATZMAN:  Yeah.

COW TTEE MEMBER: A lot of tines,

it's not necessarily --

M5. KATZMAN:  But CMS gui del i nes,

know for acute rehab. But --

COMW TTEE MEMBER: Sure. But again
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M5. KATZMAN:  Yeah.

COW TTEE MEMBER: -- you know, a

| ot of tines, it's --

M5. KATZMAN:  Well, yeah. Sure.

COW TTEE MEMBER  -- insurance
dictates who's going to rehab and who's

goi ng to SNF.

MS. KATZMAN: That is true.

DR. GRIFFEN. Well, and the other
-- the other conponent that we learned in --
when Macon and | are -- and Stephani e was
going to be here. And she -- you'll know
her when she cones.

It's -- but she's going to
start comng. She and Cathy Butler, who are
trauma program managers that work with us
for the couple of years that we were

organi zing all this. One of the other
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things we figured out is it's -- even in the
front end trying to figure out how many
peopl e get rehab, it's really only about

ei ght or nine percent.

VWhich -- if you have 30, 000
people in this state in a year -- if you're
j ust guessing that nunber that are invol ved
in a trauna.

And only eight percent --
that's less than 3,000 a year that get
rehab. We can all think in our brain that
seens kind of m nor.

Well, it's defined by, as you
say, what an insurance conpany says it --
for someone to be able to do rehab. And
then in the back end, we have no way of
saying, well, could another 20% have
benefited fromrehab?

We don't know that because we
never | ooked at the -- at the program So
again, we get back to being able to say,
hey, all these guys wth workman's conp and
rehab junps all over it. And they want to
do it because they get the cash for it.

They -- guess what, they have this
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constellation of injuries. And there's this
whol e group of people here that have the
sane constellation of injuries. And they
never get rehab because they either don't
have funding or they're under-funded.

And guess what, these fol ks
t hat got the workman's conp and got to go to
a rehab, they're back up and functional and
hitting it hard at two nonths.

And these other fol ks are six
nont hs, eight nonths or never. And agai n,
we get back to | ooking at the finances.
We're only looking at it one way right now.

And so realizing that even the
patient population -- so then you get to
where you can say, okay, not eight percent
need rehab but 25% need rehab.

So if you're state's going to
have 100, 000 people, then you need to have
25 -- the opportunity for 25,000 to get a
rehab in here.

W don't even cone close to
havi ng 25, 000 rehab beds avail able for
people. | nean, that -- that's what's so

crazy. W don't even know what we need.
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And so we do what we do wi thin what we have.
But we're not even -- there's a whole
patient population that we're certainly not
even serving appropriately.

And -- and that's what we're
trying to -- to -- it's -- it is. It's a
big black hole that we're trying to figure
out. Ckay.

DR. ABOUTANCS: Maggie, | think we
-- what you were saying before -- and |'m --
I'mMke. Sorry. On the TAG Conmttee.
But you were saying for -- you don't know --
so what's the inpact, especially the
financial inpact. Ckay.

And so -- so we need that --

t hose calculations in order to -- to drive
the |l egislative system Because what you're
t al ki ng about systeminequality. But -- so
we think they half are getting better.

And the half are not. But we
don't know. But if we show that the half
are actually paying for those who are not.
See that's the trick, to nove beyond the

[inaudible]. And I've got to say so, we
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have not gone to that |evel, but eventually
we're going to need to, to have a cost

anal ysis of all those that did not get the
rehab, did not go there.

What happened to thenf? And
they -- if they're not returning back to
society and if they're costing us a | ot
nore, then this commttee would be in a
different position of driving a |egislative
aspect .

So this -- this is how you
vote that over the course of this year, for
us to get to the point of, you know, having

an i npact.

DR. GRIFFEN. Right. And we have
to -- and that's where it all cane in.
We're trying to find out the places. So
initially what we're going to have to do is
figure out what we want.

W -- yes, it sounds |ike EMS
Is going to do sone of this stuff or require
some of this stuff in Cctober and all. But
whet her we're going to have access to that,

probably not right away. So then the
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guesti on becones, all these things that
everybody's | ooked at is us starting to
review those things to figure out where can
we get this data so that essentially, we're
pulling the data to create this ourselves.

So that we can then show this
Is the inpact. | nean, when you're talking
about trauma across the United States, the
nunber one health care problem $16M a year.

And we -- yet we have no idea
which -- the injury side, the prevention
side we work really hard on it. W've tried
seat belts save lives, | won't get into
guns.

But -- but there's so nmuch
stuff that we can do that we're not doing on
the prevention side at this point that we
can't continue to do.

But then we have all these
peopl e that have it, and then we have all
t hese people that get discharged fromthe
hospital and continue to have problens with
it. And that's a black hole that we don't
even know. So if we can hel p everybody

understand that it -- it can't just end here
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and it can't -- that we have to provide --
some of this is going to happen no matter
what .

Doesn't matter what we do
prevention-wise, it's going to happen. And
If we can't figure out how we can help them
after that -- to be back in society, to be
back in -- to a quality of life.

To be back to functional,
we're just being silly. W're just wasting
nmoney. | -- | nean, it's just a waste. And
it's a waste of life. And that's not what
our -- our job is.

So anyway -- SO we're going to
have to use these databases to create what
we think we need in order to then be able to
push our agenda saying, no, you really need
to do this.

And this is why because we're
going to show you and -- you know, those
guys. You al ways got to show t hem how
you're going to save them noney. That's

what they want to know.

DR. ASTHAG RI: Heat her again. |
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woul d li ke to know all the diagnoses that

they are going to -- | just --

DR. GRI FFEN:.  Ckay.

DR. ASTHAG RI: Because they'l|l

have t hat.

DR GRI FFEN: So adm ssi on

di agnoses.

DR. ASTHAG RI: Well, even if they

have - -

COW TTEE MEMBER: | think that's

part of the care tool, isn't it?

COMW TTEE MEMBER: Yeah, it is.

DR. ASTHAG RI: So again, | guess
I|"'mjust trying to pick apart what we want
fromthe care tool. |Is that what we're

doing kind of |ike --

DR. GRI FFEN: Yeah, so we want a
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say. So if we conme up with a group of
t hese, then what we -- what | try to do -- |
know we only have |like a half an hour |eft.

But if we can get a |list of
sort of what we want -- that's going to be
the big question. That's why | gave every
one of you a piece of these things. And
then sonme of them may be overl ap.

And like | said, Jimsent ne
sone other ones that I'll email to you. And
there's a bunch of sites. And it's a
guestion of every -- sone people are nore
savvy than others at |ooking at these places
and seeing if the data' s there.

But a question of us trying to
take sone tine and each of us -- you know,
we can either break them up or whatever so
everybody only has two or three sites to go
to, totry to see what data is at that site.

What data can we get from
there that will answer sone of these
guestions. There's one of themgot --
because we nmay have to go to 25 sites and
still not be able to find everything that

we're trying to get on -- on patients or get
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the answers that we want. So --

M5. MCDONNELL: Yeah, sone of these
sites are -- if you're |looking at themfor
data, | can take a couple of themright off
the list right now Because they're not
going to have data, they're going to have

I nformati on about the services they offer.

DR. GRIFFEN. And that's good.
What | would say is don't -- if you'll send

me those ones --

MS. MCDONNELL:  Yeah.

DR. GRIFFEN. -- as an email.
Anne, if you would send ne those, then | can
just take themoff the list for us

al t oget her.

M5. MCDONNELL: | can al so send you
sone information on state registries. W're
currently working with 19 other states on
their state registries. So | can tell you

who's got a surveillance registry, who's got
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an outreach registry, who's devel opi ng one.
And I'll send that to you in a separate

emai |l as well, Maggie.

DR. GRIFFEN. That'd be great.
That'd be great. All right. So length of
stay, discharge disposition, the gl obal
functional level. If they were re-admtted,
the facility-based events and we'll see what
we can get.

Whet her that's only skin and

-- skin breakdown and -- and falls versus

UTl's, whatever. And adm ssion diagnosis --

M5. CARTER-SM TH. This is Lauren.
Maybe di scharge with that adm ssion
diagnosis if they're different. Because

soneti mes --

DR. GRI FFEN: Ckay.

M5. CARTER-SM TH. -- once they're
admt -- like their adm ssion diagnoses is
not anything to do with why they're really

t her e.
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DR. GRI FFEN. Ckay, good. Yeah.
And then the other things that we had on our
original thing were payor source. Do we

really care? Yes, no?

COMWM TTEE MEMBER: | think -- yeah.
DR. GRIFFEN: | think that's going
to -- | think initially that's going to be a

very inportant thing. Because it's going to
| et us know, maybe, why soneone went there
as opposed to sonewhere el se.

And then wor k/school we talked
about. But do we think we're going to get
I nformation specifically fromthese guys
about that. Probably not. They're just
saying -- going to say they discharged to
home or they discharged them sonmewhere.
Ri ght ?

COW TTEE MEMBER:  Correct.

DR. GRIFFEN: Okay. That is what

we have on this. So there are other things

that we want to know about specifically when
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they're discharged fromthe inpatient rehab.
I f they're discharged fromany of these
pl aces, do we think to do sone sort of
quality review?

Do we need to know? Because
it -- 1 nean, | -- this would be nore hone
-- you know, it would be all of that. So we
would get a -- we'd be able to pull out

nortality.

COMW TTEE MEMBER. Well, there'd
al so be filtered. | nean, sonetines in your

di scharge or your adm ssion, we have tw sts

in.

DR. GRI FFEN. R ght.

COMW TTEE MEMBER. And so we have
the --

DR. GRIFFEN. W have that. And
then we could -- right. And we -- we --

again, we could follow themin the SNF
again. | nean, that's only one, two, three,

four, five -- it's really only -- it's less
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than 10 things that we would be asking for
fromthese facilities. That doesn't seem

| i ke too nuch | woul dn't think.

COW TTEE MEMBER  Well, and |
think it's already what they're doing.

DR GRIFFEN: Wll, that's what |
think. And this is --

COW TTEE MEMBER: Yes, right.

DR GRIFFEN: This is the part that
we're going to have to convince themof, is
that this is really what we need to be in a
trauma post-di scharge registry woul d be
t hese things.

And that would allow us to do
a quality review of their entire care within

a trauma system

COW TTEE MEMBER: | nean, | think
this is at |least a good starting point. But
we may -- you know, as we go find nore stuff

that we want to include. But | nean, |

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 132

think this is -- that this is a good, you

know, starting point as any.

COMWM TTEE MEMBER: | don't know if
this is the right place to say this, but if
| i ke ask themif they're |like a rehab as a
part of the -- | guess there would be best
to have a SNF and acute beds.

Like is it part of a hospital
or is it a stand-alone? Mst SNF' s are

going to be stand-alone. But --

COMW TTEE MEMBER: Do you know how
many beds? Do you think that that woul d

have any --

DR GRI FFEN: Yeah. Well, | know
there's a little bit of a difference because
you can go to a SNF and you can be in a --

there's two ki nds of beds.

COW TTEE MEMBER. Right. It's
like you're literally -- where you're on one
side of the place here in the SNF. And on

t he other side, you're -- yeah.
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COW TTEE MEMBER: Long term care

or --

DR. GRIFFEN:. Wuld they have -- or

sub-acute rehab versus --

COW TTEE MEMBER: It's -- it's

| ong termcare, right?

COW TTEE MEMBER: Long term

right.
COW TTEE MEMBER And then skill ed
DR. GRIFFEN: And then skilled
nursing. So do we say types -- type for the

-- for the SNF's so that they tell us
whet her they were put in long termor the --

or the skill ed?

COMWM TTEE MEMBER: Yes. That's --

COW TTEE NMEMBER: But there's a --

there's a difference between SNF and | ong
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term-- | nean, there's a --

DR. GRIFFEN: But within the SNF's
t hey have sone patients who cone in for a
| ong term bed and sone they get the skilled
nursing beds. And there are two different
beds within the SNF, right? Again, | know

t oo nuch about --

COW TTEE MEMBER: The | evel of

service is different in a SNF.

COMWM TTEE MEMBER: But | think that
the -- like if they're admtted at SNF
they'd be discharged from SNF to the | ong

termor nursing honme. | think with that one

COW TTEE MEMBER: Are the

definitions consistent is what --

COW TTEE MEMBER | nean, |'m just
saying like, you know, if -- there's a
swi tch because SNF beds are often covered by

i nsurance. Long termcare is self-pay for
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t he nost part, unless you have --

COW TTEE MEMBER:  Medi cai d.

COW TTEE MEMBER: Medi cai d.

COMW TTEE MEMBER. So | nean, this
is like kind of a big difference in the

facility. So --

DR. GRIFFEN: So how woul d we ask
the question to get what it is we want?
Because you're right. W want to know the

di fference between whether the patient --

COMWM TTEE MEMBER. Well, they're
going to -- they'll bill at a |evel of

service. So inpatient --

DR. GRIFFEN: Well, we're not going
to get their billing.

COM TTEE MEMBER: So -- but | just
think that -- | guess if sonebody is sent to

a skilled nursing facility and they don't go

COMMONWEALTH REPORTERS, LLC 804-859-2051



© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 136

hone. And they, you know, switch over to
|l ong termcare, they nay not report that.

But they nmay not.

DR. GRIFFEN: | don't know if they

have to.

COW TTEE MEMBER: We -- okay. |

guess that's sonething we definitely have to

DR GRIFFEN: Right. So do we want
to ask type of -- type of bed.

COW TTEE MEMBER:  Mm hmm

DR @GRl FFEN: s that the way --

sonme -- sonehow - -

COMW TTEE MEMBER: Yeah.

COW TTEE MEMBER: Yeah, skilled

versus long term

DR GRIFFEN:. So -- so their
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adm ssion type. Adm ssion type -- type of
bed. Yeah. There's probably a way to say
that. | just don't know what it is.

COW TTEE MEMBER: | guess sone

have assisted |iving, too.

DR. GRIFFEN: Well, that -- that's
the thingis -- is -- and then -- yeah, and
| don't know how that -- like |I don't know
I f you get adm ssion information. W have a
| ot of people up IS that run into

[unintelligible] places.

COW TTEE MEMBER:  Yeabh.

DR GRIFFEN: And they are in
| ndependent |iving, but we may send them
back to their tiered facility. But they go
to the skilled nursing.
| had no idea we know t hat
they went to the skilled nurse -- even --
cone up that we're just at, oh, we sent them

back to the Virginian.
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M5. CARTER-SM TH. Maybe instead of
type of bed -- this is Lauren -- under that
di scharge disposition, |ike take out the
honme and just wite services provided.

Because what -- doesn't matter
where they go. Wat services are they going
to get? So if they go to inpatient rehab,
we know they're going to get three hours of
t her apy.

If they go to a nursing
facility, is it going to be skilled? Like
you know, just defined as what are they

recei ving.

DR. GRIFFEN: This is where
di scharge starts disposition fromthe

| npati ent bed.

M5. CARTER-SM TH.  Yes.

DR. GRIFFEN. This is our request
of what kind of bed did they get sent to at

the inpatient.

COW TTEE MEMBER: After acute
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care.

DR. GRIFFEN. After acute care. So
this is like did they go fromacute care to
a skilled nursing bed, to a | ong term bed,
to a rehab bed. This is when they're
| eaving the acute -- the post-acute care,
where did they go?

COW TTEE MEMBER: Actually -- so
the -- the bed is continuum of care, not
di sposition at tinme of discharge from acute

care.

DR. GRI FFEN: Correct.

COW TTEE MEMBER:  Ckay.

DR. GRIFFEN. Right. Yeah, because

that may be sonething to know.

MR G EBFRIED: This is Jim Just
sonething cane to ne about -- | don't have
t he answer. But as we all know nedical --

the capability of that individual to be able
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to understand what's goi ng on, where they're
going. Wat's -- what's their
responsibilities, etcetera. Mkes a
difference at that tinme of disposition how
they're going to better thensel ves.

Sol -- | don't know -- | know
it's -- the OASI S bed, as an exanple. They
have an educational |evel for the persons.
They have an -- information regardi ng what
| anguage -- does the person need an
interpreter, etcetera.

Because very often, things are
m ssed by the individual or the famlies in
understandi ng. And where it'd hel p that

I ndi vi dual progress and nove further

forward

So I''m not sure where in that
process -- whether it's known initially that
this is a-- this is an issue. But like |

said, they're being transferred.

That person then will be set
up so that person is going to get that
service. And the service is going to be
desi gned to neet the inadequacies that

person has to benefit nost fromat getting
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what they have.

DR. GRIFFEN: Yeah. | -- there
will -- 1 nean, | think you' re going to get
-- again, ultimately, really can |ink
patients, the educational |evel or the
| anguage barrier type things, you' re going
to get fromacute care.

Because | think that's where
you're going to identify that. Because we
have to identify that in every patient who
cones into the acute care hospital whether
t hey need | anguage services and that kind of
t hi ng.

So | think once the patients
are linked, we should be able to foll ow and
know t hat they woul d have a | anguage probl em
or an educati onal problem

O as we want to know, the
adm ssi on di agnosis -- whether they have a
denentia problemor things like that. So |
think we'll -- once we can link the patients
rat her than having -- getting this
i nformation fromthem Because | don't know

whet her they do that or not. W would, |
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t hi nk, get that fromthe acute care hospital

once the patient can be |inked.

COW TTEE MEMBER: | think -- is
that one of the things that's happening on
the |RF bed? For -- for rehab. It's --
it's cap -- it's one of the artists that's

captured --

DR. GRIFFEN: | have no idea if
it's captured. What about at a nursing care

facility?

COM TTEE MEMBER. |'m going to

find out --

DR. GRI FFEN: W can --

COW TTEE MEMBER: -- if they're
actual ly supposed to. But | don't think
that they'll do the -- half of the stuff.

MR G EBFRIED: And it's after the
fact sonetines unless they've done sone

cognitive testing at the hospitals. It
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woul d be better discovered there or with a
psychiatrist -- psychologist got in there to
do the -- the -- probably the best thing to
do [inaudi bl e].

DR. GRI FFEN: Yeah.

MR. G EBFRIED: You see nore severe
si de of stroke, you know, injury or
sonet hing that they can't communi cate or
they -- they see the deficits right there.
But it's the mld stuff that you' re going to

m Ss.
DR. GRIFFEN: Yeah. Like | said,
that's where noderate brain injury people

that, you know - -

(At this tinme, sonething near the recorder

interferes with audio clarity.)

COW TTEE MEMBER Do you even want

to open a can of worns?

COM TTEE MEMBER: | was going to
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say -- | actually determ ne a source --

DR GRIFFEN: Well, | think once we
tal k about peds, we may be asking different

guesti ons.

COW TTEE MEMBER  Yeah.

DR GRIFFEN: So I -- | would say
that this is in general for adults. And we
can make -- | think the -- don't you think
t he adm ssion diagnosis for a pediatric
patient -- wouldn't it say non-accident al

trauma - -

COMWM TTEE MEMBER: Not necessarily.

DR. GRIFFEN: Com ng froma

facility, you don't think it would

necessarily say that?

COW TTEE MEMBER: | see -- you
know, I -- | see kids all the tine that cone
in -- maybe it's not a part of -- it's --
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DR. GRIFFEN: And we may have to

have a different conponent of -- of things.
If -- so we -- we have like 20 mnutes. So
If we -- if we're happy that this, for the

patients going to an inpatient facility --
one of these three places -- that this wll
give us, if we had our perfect thing.

And this data coul d be dunped
in fromthese types of facilities on every
patient that net -- was in a traum
registry.

And if all these could be
dunped into a database that we could then
link to the patient at the facility and Iink
to their trauma, and link to everything.

Wul d this be enough data --
woul d this be what -- all that we wanted in
order to be able to then say, hey, doing

this, this and this got our patients to 'Xx,
y and z'.

Because if | think -- | think
-- like I said, thisis only -- this is |ess
than 10 things. And if it cones out that
this is part of the care -- that every one

of these is part of care tool, that is in
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the long termgoing to benefit us greatly.
Because they will already be collecting the
data. And then it'll be a question of
figuring out how we can nmake -- help them
make that data available to us.

But then, the -- the conponent
that we need to do before the next neeting
is if we're going to agree -- we're going to
-- we're going to work on a m ni-product.

If this is what we believe we
need to have, then as best we can with all
of these potential data sources for us, what
we're going to need to dois w're going to
have to try to see can we really get these
things for a set of patients.

And do we feel like it answers
all those questions that we think we're

going to want froma quality perspective.

COM TTEE MEMBER: | think literacy
needs to be captured. Health literacy needs

to be captured.

DR. GRIFFEN: And is that sonething

in the care tool that they --
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COM TTEE MEMBER: Not in a care
tool. It's -- 1 just feel like it's such a
-- you know, if -- if we don't capture the
fact that they are not literate, then it
really affects their recovery.
They're not -- |ike your
perfect exanple. Your gentleman that cane

in with the trach.

DR GRIFFEN: So did they --

COW TTEE MEMBER: You know, |

nmean, they --

DR. GRIFFEN. -- capture that in
the acute care? Do they ask every patient

who gets -- | nean, --

M5. GARRETT: This is Renee. W
have to do an education assessnent that we
fill out that tal ks about who -- who did we
educate? Is it the patient, is it the
famly, is it both, is it soneone el se? And
that's typically where I put this patient

has -- is unable to read. That woul d be
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where | would put that. So we capture it in
acute care, but | don't know where -- where

It goes after that.

MR Q@ EBFRI ED: |s that the sane as

health literacy that you're addressing?

MS. GARRETT: Yeah.

COW TTEE MEMBER: Because we -- we
tal k about educational |level and it's part
of our assessnent. In IBR, it's part of the

assessment .

COW TTEE MEMBER: Yeah, that's

patient |evel and --

COMW TTEE MEMBER: Wl |, al so what

he's saying is different -- yeah.

MR. d EBFRI ED: Yeah.

COW TTEE MEMBER: | nean, you can

-- | have plenty of patients that are -- you

know, that m ght have a graduate degree that
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don't -- can't take their nedicine.

DR. GRI FFEN: Right.

COMWM TTEE MEMBER: You know, so
that health |iteracy and education |evel, |

t hi nk, can be very different.

DR. GRIFFEN. Well, and the -- and
the thing is -- yeah.

COW TTEE MEMBER: Well, where |'m
at is in the country. So when we talk about
health literacy, we do have a | arge
conponent of patients who can't read. So

t hat was where that point was triggered.

DR. GRIFFEN: | think it's going to
be i nconsistent across -- it's going to be
I nconsistent is the problem And we could
say a whol e bunch of other things that we
want to be included in this that right now
isn't -- we don't think we can get the
I nformation any other way. But again, you

got to think about the -- the final product
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is -- the ideal is that they're going to be
| i nked through their entire hospitalization.
So we're going to have access to the
I nformation that was obtained in an acute
care hospitalization.

We're going to have access to
t he EMS database and those kinds of things.
So I'mfairly certain that every acute care
hospital asks -- on that face sheet, it has
soneone's -- sonething about their
educati onal |evel.

' m al nost positive it does.
Now it doesn't nean their -- they have
literacy in health, yes, obviously. But we
would get a -- a potential -- at |east a[n]
educational |evel for the patients to -- as
you say, not necessarily use as a surrogate
because they're -- we've all net the very
smart person who can't get out of a paper
bag.

But I -- | don't know that --
| guess we have to decide how strongly we
feel about that, that we're going to require
these facilities to do an entire extra

eval uation of a patient to be included on
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sonething there on the report. Wen 99% of
what they have to report, they're already
being asked to do. | think we'll -- 1 think
that will be left blank so frequently that
it may not be worth it, that's the only
thing. Ckay.

So if we say that this is what
-- what we want, then what we've got to do
Is -- we got to figure out a way to do our
mni-thing to say, hey, these are the things
that we think are inportant to know fromthe
i npatient facilities patients go to.

And we've done a little | ook
t hrough the databases that are out there in
the State of Virginia right now And we
found on these -- if we go to these six
different places, we can actually get this
dat a.

And when we do have this data,
al though it probably won't be linked to
anybody at this point. But that there's --
right now, there's six different places to
get this data. And we want to get this al
fromone place. And if we look at the --

the care tool and realize that that's going
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to answer this for us, then we can work
toward the day -- we as a State, when you --
when CMS starts this care tool, we want to
have dibs on it to be able to get this

i nformation on the people in the State of
Virginia and not just the Medicare patients,
but everybody.

And so we'll have to figure
out whether, as you say, it's reported on
everybody kind of. And then in the process
of 1 ooking through sone of this stuff, we
may realize, you know what ?

It'd be really good for us to
have this information, too, that we didn't
tal k about. Ckay? So going forward then,
what -- what we'll do is I'll send everybody
out this.

That these are the things we
deci ded. Ckay? That these are the things
we want to do. |'ll see what Anne sends
back that says that's just a -- you know,
advertisenent web site. You're not going to
find any data there. GCkay? And then | wll
-- if there's -- databases you're really

famliar with, send ne those and say, | o0k,
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"1l check this one and this one because |
know t he database really well. And | go in
it all the time to look for stuff wth ny
patients.

And what ever ones are |eft,

"1l divide themup and send two or three to
everybody to try to -- and so our job wl|
be can we find any of this data on those
particular web sites for patients.

So that we can see if we can
even -- if it's even feasible to find this
stuff anywhere right now And then I'IIl --
"Il try to ook at this care tool thing
that I know not hi ng about.

And famliarize nyself with it
and see what it does. And | nay be able to
-- yeah, if you can send it to. Yeah, if
you can send it tone and I'll send it to
everybody so everybody can read it and see
what it says.

And -- and we'll kind of go
fromthere. Next tine, then, we'll talk
about peds a little bit nore and get it sort
of defined for peds and outpatient as far as

this stuff. Now, if for sone reason, again,
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it looks like things are a | ot and we think
we want to neet in between, I'll stay in
touch wth Wanda and the O fice of CEMS and
when they're going to be finally done and
what ever.

And -- so I'll keep you
informed of that if the Ofice isn't going
to be renovated and open before our next
neeting, then we won't neet until August.
Wiich | knowis a bad tine of the year, but

It's --

COW TTEE MEMBER: Do we know when
that is yet?

DR. GRI FFEN: August -- it's that
2nd and 3rd or 1st and 2nd or whatever.
It's that weekend, which is -- or that
coupl e days, which I don't know what |'m

going to do yet. 1'Il let you know.

COW TTEE MEMBER: The 1st and 2nd.

DR @GRl FFEN: 1st and 2nd. And --

and then we can go fromthere. And if it
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| ooks -- if everything seens to be going
crazy, y'all let me know. Because if it
| ooks Ii ke people are -- | know August is a
terrible time of year. If it looks |ike

it's a |ot of vacation type issue, then |et
me know.

Because if we have to do
sonet hing at sone other tine that we can
neet because people are -- we're not going
to make quorum then we can potentially
adj ust ourselves around so we can neet.

And then it would just be a
gquestion of the availability to conme to the
-- the Friday neeting for the TAG or
sonething like that. So we can -- we can
di scuss that if you guys have indivi dual
t hi ngs.

Just send ne an email and if |
realize that we're not going to quorum or
whatever, | wll -- wll work to organi ze a

little different. Ckay?

MR. G EBFRIED: Maggi e, can you
I ncl ude that one-page sheet that Heather was

trying to --
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DR @RI FFEN: Yeah.

MR. G EBFRIED:. -- put out earlier.

DR GRIFFEN. If you -- Heather, if

you -- let ne see if it cane. |If it didn't

cone through, then just send it to the enuil

at work. Ch, | got it. Okay. | have it
here, so -- and | -- | got that.

Sol will send those to nyself
at work. And | wll send it to everybody so

everybody has all the data that we need.
Ckay?

So next time, we'll talk nore
about peds and nore about outpatient and
trying to do define what our goals are going
to be for getting the information. W'l
see how nuch informati on we can actually get
fromwhat's out there now.

So that we feel confortable
whet her these are all the data points that
we want. And then we can sort of nove
forward fromthere. Anne' | | take,
obvi ously, sone of the stuff that we've

t al ked about back to the data stuff. You

COMMONWEALTH REPORTERS, LLC 804-859-2051




© 00 N oo o b~ wWw N P

N N N N N N P B PR PP R R P
g & ® N P O © ©® N o o » W N P O

Page 157

were going to go to the Acute Care tonorrow.

Di saster neets tonorrow or --

DR.  ABOUTANCS: No. Acute Care is
t oday, yeah.

DR GRIFFEN: Oh, Acute Care is
t oday.

COW TTEE NMEMBER: That's tonorrow.

DR GRIFFEN: [It's tonorrow. So
yours is tonorrow and yours is today. Ckay.
And then we'll kind of go fromthere. So
we'll hear fromy'all again when we neet
next tine. Does anybody have anythi ng el se

for the Commttee for today?

DR. ABOUTANCS: Have you heard
anything from System | nprovenent? That's
tonmorrow, also. That's the data al so.

DR. GRI FFEN: Anne goes to that.

DR. ABOUTANCS: Anne goes.
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DR. GRIFFEN: And she reported on
what they tal ked about last tine. So |'m
sure she'll take the stuff that we tal ked
about today to themtonorrow. | really
appreci ate everybody taking the tinme in
comng and all.

And so like | said, let's just
stay in touch for the next thing. If we
need to adjust stuff, we can. And then |'Il|
get stuff out to you.

It's probably -- will be
honest with you, it's going to be a week
from Tuesday before |I can probably see
anyt hi ng above ny head. But | wll get it
to you. Al right. Thanks.

(The Post-Acute Care Commttee neeting

concl uded.)
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CERTI FI CATE OF THE COURT REPCORTER

|, Debroah Carter, do hereby certify that |
transcri bed the foregoi ng POST- ACUTE CARE COW TTEE
MEETI NG heard on May 2nd, 2019, fromdigital nedia,
and that the foregoing is a full and conplete
transcript of the said Post-Acute Care Conmttee
Meeting to the best of ny ability.

G ven under ny hand this 31st day of July,
2019.

A

Debroah Carter, CVRS, CCR
Virginia Certified
Court Reporter

My certification expires June 30, 2020.
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 1           (The Post-Acute Care Committee meeting 



 2  commenced at 1:00 p.m.  A quorum was present and the 



 3  Committee's agenda commenced as follows:)



 4  



 5                 DR. GRIFFEN:  So the first thing 



 6        that we have to do is -- hopefully everybody 



 7        looked at the minutes.  And we just need to 



 8        approve the minutes from the last meeting.  



 9        Anyone have any suggestions for changes or 



10        anything to this meeting?



11                 



12                 COMMITTEE MEMBER:  Very detailed 



13        minutes.  I think we should at least make 



14        clear in the areas where people volunteered 



15        to be liaisons to the -- it just says 



16        committee member.  



17                     It doesn't identify who 



18        volunteered for what.  But I think we need 



19        to, again, in this meeting to -- to say -- I 



20        think it was Chad that volunteered for Acute 



21        Care.  Jim was going to be on Emergency 



22        Preparedness and Response.



23                 



24                 DR. GRIFFEN:  So was Donna.



25                 
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 1                 COMMITTEE MEMBER:  Donna?



 2                 



 3                 MS. ROTONDO:  Yeah.  I believe it's 



 4        happening over two days in -- 



 5                 



 6                 COMMITTEE MEMBER:  Okay.



 7                 



 8                 MS. ROTONDO:  I think it's the same 



 9        as this committee.



10                 



11                 COMMITTEE MEMBER:  Anne was going 



12        to be System Improvement.



13                 



14                 MS. MCDONNELL:  Mm-hmm.



15                 



16                 COMMITTEE MEMBER:  Is that correct 



17        to people's memory?  So if we can just --  



18                 



19                 DR. GRIFFEN:  We'll add in those 



20        names.  



21                 



22                 COMMITTEE MEMBER:  Okay.



23                 



24                 DR. GRIFFEN:  So just on that note, 



25        before we -- I've been given this note I 
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 1        have to read.  All trauma system committee 



 2        meetings are audio recorded.  So that's part 



 3        of why they're so detailed because they're 



 4        actually audio recording it.



 5                     Because not every meeting has 



 6        Wanda sitting here doing things.  The record 



 7        -- these recordings are used for meeting 



 8        transcripts.  Because of this, all 



 9        participants must do the following.



10                     We were supposed to hang these 



11        up.  We don't have anywhere to hang them.  



12        So speak clearly, identify yourself when 



13        you're speaking and speak one at a time.  



14        Okay.  



15                     So as much as you can, please 



16        try to say who you are before you give us 



17        your run down and speak as clearly as 



18        possible.  



19                     The enthusiasm for 



20        participation in the trauma system strategic 



21        process is both understandable and welcome, 



22        but following the above rules will assist in 



23        accurate transcription.  So if everyone can 



24        please remember that, we'd appreciate it.  



25        So I'm Maggie Griffen.  I'm speaking.  I'm 
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 1        asking for approval of the minutes from the 



 2        last meeting.



 3                 



 4                 COMMITTEE MEMBER:  So moved.



 5                 



 6                 MS. GARRETT:  I have a correction.  



 7                 



 8                 DR. GRIFFEN:  Go ahead.



 9                 



10                 MS. GARRETT:  Under my introduction 



11        it says IVLR.  It should say IPR.  



12                 



13                 DR. GRIFFEN:  Okay.



14                 



15                 MS. STREET:  IPR.



16                 



17                 DR. GRIFFEN:  That's Renee Garrett 



18        speaking.  So under her introduction --



19                 



20                 MS. GARRETT:  It's me.



21                 



22                 DR. GRIFFEN:  Right.  I know we got 



23        to get used to it.  I'm not used to it, 



24        either.



25                 





�                                                               8



 1                 MS. GARRETT:  Thank you.



 2                 



 3                 DR. GRIFFEN:  Anyone else with any 



 4        corrections?  All right.  Everyone in favor?



 5                 



 6                 COMMITTEE MEMBERS:  Aye.



 7                 



 8                 DR. GRIFFEN:  All opposed?  The 



 9        minutes are carried.  Very good.  And then 



10        the approval for the agenda for today's 



11        meeting.  Again, you all should have the 



12        agenda in front of you with the nice green 



13        banner up top. 



14                     Talks about our May 2nd agenda 



15        meeting.  Anyone with any questions or 



16        corrections or additions for the agenda?  If 



17        not, I need a motion to approve.  



18                 



19                 MS. GARRETT:  So moved.  Renee 



20        Garrett.



21                 



22                 DR. GRIFFEN:  Second?



23                 



24                 COMMITTEE MEMBER:  Second.



25                 
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 1                 DR. GRIFFEN:  All right.  All in 



 2        favor?



 3                 



 4                 COMMITTEE MEMBERS:  Aye.



 5                 



 6                 DR. GRIFFEN:  All right.  No one's 



 7        opposed.  We're -- agenda approved.  Have to 



 8        do all this.  Those are all those technical 



 9        things I have to do.  All right.  So did 



10        everybody basically -- all right. 



11                     Before we start and dive in, 



12        did I give this to you?  I made copies of -- 



13        essentially, some people did some digging 



14        and then sent me forward web site kind of -- 



15        I don't know what the technical computer 



16        term is for those little thingies. 



17                     But addresses for various 



18        places for data collection.  So I made a 



19        copy for -- I made 12 copies, so I'll get it 



20        to whoever I can.  



21                     And then we can electronically 



22        get it to anybody after that if need be.  



23        And then James has sent me some other things 



24        that are going to be easier for me to 



25        electronically get to you all.  So I will 
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 1        get them to you electronically as I can.  



 2        I'll either send them to Wanda and have 



 3        Wanda get them out to you all or I'll do it 



 4        at my office, which probably won't be 'till 



 5        -- I don't know when. 



 6                     But I promise I'll get them to 



 7        you.  So the first things that -- and 



 8        Wanda's going to send around the sign-in 



 9        sheet.  So if you can sign in for today, 



10        that would be great. 



11                     I don't have a whole lot to 



12        report at this meeting because there hasn't 



13        been -- we've done -- I appreciate 



14        everybody's feedback with everything. 



15                     I apologize for the meeting in 



16        between not being able to happen.  I have no 



17        idea -- are your offices still being worked 



18        on --



19                 



20                 MS. STREET:  Yes.  Still doing 



21        renovations.



22                 



23                 DR. GRIFFEN:  I have no idea how 



24        long the renovation issues is going to go at 



25        OEMS.  When -- when they're done renovating, 
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 1        we can -- if we're far enough ahead, we can 



 2        use their offices free of charge to come 



 3        have a meeting.  Anywhere else, the Office 



 4        would have to pay for a meeting space.  



 5                     And so that's kind of hard.  



 6        And I could probably get space at my place, 



 7        but I don't think everybody wants to drive 



 8        to Fairfax.  I wouldn't.  I don't like 



 9        driving in Fairfax, so I don't expect that 



10        you guys all want to drive there. 



11                     So we may be a little bit 



12        confined until then.  And we'll try to do as 



13        much as we can.  And as I said, we do have 



14        the limitations of the State laws as to how 



15        we can communicate with each other.



16                     That I basically can only send 



17        it to one of you at a time.  We can't do a 



18        group thing.  That isn't how the laws of 



19        Virginia work.  It's not allowed.  It's 



20        thought to be a meeting. 



21                     And that's not whatever the 



22        rule is.  So I'm following the rules this 



23        time.  Okay.  So the first part of the 



24        agenda after that was feedback from the 



25        committee members for crossovers.  I don't 
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 1        know whether everybody was able to go to the 



 2        crossover meeting.  Because I think some of 



 3        them may have not happened yet, or they were 



 4        -- the last time we met, you were made the 



 5        crossover person and that meeting had 



 6        already happened. 



 7                     So I'm not sure everybody's 



 8        been able to attend.  But if you have, for 



 9        those people who went to the crossover 



10        meeting, are there reports?



11                 



12                 MS. MCDONNELL:  So I did make the 



13        Systems Improvement Committee meeting.



14                 



15                 DR. GRIFFEN:  So this is Anne 



16        speaking.



17                 



18                 MS. MCDONNELL:  This is Anne 



19        speaking.  That was held the Friday morning 



20        after the last meeting that we had.  And we 



21        had a -- a pretty good turnout. 



22                     There's some extensive 



23        representation from both sort of -- you 



24        know, intra-specific like burn center and 



25        pediatric centers.  But there's also a lot 
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 1        of, you know, data geeks on that committee 



 2        as well.  So we had some fun talking about 



 3        that.  The Committee has identified four -- 



 4        five specific goals. 



 5                     One is an integrated trauma 



 6        data system.  How can we figure out who's 



 7        got the data, where is it, how can we get 



 8        our hands on it, what can we learn from it.



 9                     Another one is to -- where are 



10        the institutions and providers to optimize 



11        care, implement best practice, see what we 



12        can do about preventing injury and 



13        optimizing outcomes.



14                     Another one is around 



15        benchmarking within the trauma system as a 



16        whole.  Both regionally -- with a regional 



17        focus as well as statewide. 



18                     Another goal is to see if all 



19        this stuff that we're collecting, what of it 



20        lends itself to research and publication and 



21        best practice development.



22                     And then another one is just 



23        continuing to advise VDH on performance 



24        improvement processes that need to happen.  



25        It was a very geeky conversation.  
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 1                 DR. GRIFFEN:  And I think that ties 



 2        in -- sorry, this is Maggie Griffen talking.  



 3        This -- this ties in to what we talked about 



 4        last time is one of the biggest projects for 



 5        every committee is this whole data thing.  



 6                     And we won't be the only one 



 7        bringing things to them saying, hey, we need 



 8        the data.  And we know that even with 



 9        everything that everybody's sent -- and 



10        we'll go -- we're going to go through all of 



11        that and try to figure out some answers to 



12        some questions.



13                     But that's what, I think, 



14        everybody's going to have to bring to the 



15        data geeks is, hey, we can get this amount 



16        of information here. 



17                     And we can get this amount of 



18        information here.  But then ultimately, roll 



19        to the, well, okay -- that's a volunteer-y 



20        [sp] thing.  And if someone keeps it up, 



21        that's great. 



22                     And that agency keeps it up, 



23        that's great.  But if that agency all of a 



24        sudden decides that's not worth their time 



25        and they drop it, then we're going to lose 
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 1        that whole host of information.  And then, 



 2        how can that information be made to match to 



 3        a patient so we can actually follow the 



 4        patient.



 5                     So somewhere along the line 



 6        there's going to have to be a thought for 



 7        regulating the data.  And -- and demanding 



 8        and making it a requirement.  And that's 



 9        going to be a different focus altogether, 



10        so...



11                 



12                 MS. MCDONNELL:  One of the things 



13        that I'll add, Maggie -- this is Anne 



14        again -- is that there was a discussion 



15        about consumer representation of all of the 



16        work groups. 



17                     So there were a few names that 



18        were floated.  They're looking for folks who 



19        have received services through the trauma 



20        system that feel like they have something 



21        that they can offer and would be interested 



22        in having these sorts of conversations.  So 



23        if you know somebody, the System Improvement 



24        Committee, I think, is looking for 



25        suggestions.  And I don't know if that's 
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 1        something that's going to be suggested to 



 2        all of the committees eventually or not.  



 3                 



 4                 DR. GRIFFEN:  Yeah, okay.  Yeah, I 



 5        don't how that would -- I don't know how 



 6        that work with the consumer representation 



 7        with the State focus.  I mean, I know a lot 



 8        of the centers and the hospitals collaborate 



 9        with consumer -- yeah, I don't know.  We can 



10        ask.  



11                 



12                 MS. MCDONNELL:  Mm-hmm.



13                 



14                 DR. GRIFFEN:  We can certainly ask 



15        about consumer representation.  Okay.  Good.  



16        Was anyone else able to attend a meeting.  



17        Oh, yes, sir.



18                 



19                 MR. GIEBFRIED:  This is Jim.  I did 



20        attend the Emergency Preparedness and 



21        Response Committee.  And  was pleased to 



22        hear all of the various regions in the State 



23        and how they are preparing.  The types of 



24        resources that they have -- or actually, the 



25        resources that they're planning on having.  
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 1        You may want to tell us more readily and 



 2        essential to the public communities.  Some 



 3        particular areas, the western and the 



 4        southwestern, had more issues in response 



 5        time and the capabilities of having 



 6        equipment that they needed. 



 7                     And we talked a great deal 



 8        about some of the unique needs in each of 



 9        the communities that exist there.  Whether 



10        it's a nuclear power plant or whether it's 



11        the -- the hurricane, so whether it's the 



12        tornadoes or mountains issues. 



13                     And that -- that was shared 



14        among the group.  So it was a -- basically 



15        an overview of where we are and what we have 



16        presently and what people are projecting 



17        that may be. 



18                     And then looking at other 



19        resources that may be out there, whether 



20        it's Homeland Security, whether it's 



21        military, whether it's Medical Reserve 



22        Corps, other things -- other resources that 



23        may be able to help us out [inaudible] if we 



24        have a response.



25                 





�                                                               18



 1                 DR. GRIFFEN:  I think -- sorry, 



 2        Maggie talking again.  That's going to be -- 



 3        that -- there's going to be so much 



 4        undertaking for that committee that's going 



 5        to go beyond just the system in -- in all 



 6        honesty.



 7                     But it's -- I think there is a 



 8        lot of potential for that across the 



 9        Commonwealth to help bring what people have 



10        been doing in their pockets together.  



11                     Which is going to be a major 



12        successes.  We all know you can't plan for 



13        the disaster that can come any way, any 



14        time.  So all right.  Anyone else? 



15                     We had the Acute Care -- I 



16        mean, what other one?  There was one other 



17        so I filled these on.  There was another 



18        rep.  Sorry, Macon, what did you say?



19                 



20                 MR. SIZEMORE:  I was on Acute Care, 



21        but I was not -- I was --  



22                 



23                 DR. GRIFFEN:  Right, right, right.  



24        Because they were meeting the same time we 



25        were.  
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 1                 MR. SIZEMORE:  Right.



 2                 



 3                 DR. GRIFFEN:  Now do they meet 



 4        tomorrow?



 5                 



 6                 MR. SIZEMORE:  They meet today at 



 7        3:00.



 8                 



 9                 MS. STREET:  Today.



10                 



11                 MR. SIZEMORE:  So I was going to 



12        go.



13                 



14                 DR. GRIFFEN:  Oh, today.  Okay, 



15        yeah.  So that was the other thing.  Tim -- 



16        when he was looking at like who went where, 



17        he also realized that he made some 



18        inabilities for that. 



19                     So they had to adjust 



20        everything around so that people who were -- 



21        the committees didn't meet at the same time 



22        so that they could get through that.  So -- 



23        so that we -- good.  Good.  So we'll just 



24        look for your report the next time around 



25        kind of thing, which is -- 
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 1                 MR. GIEBFRIED:  Madame Chair, if I 



 2        just may.  I also understand that this is 



 3        what came out of -- as a liaison committee 



 4        report that was there.  So I followed this.  



 5        But they are available online.  And maybe 



 6        you could just indicate where.



 7                 



 8                 MS. STREET:  Yes.  They're on the 



 9        Virginia Townhall.  Virginia Regulatory 



10        Townhall.  



11                 



12                 DR. GRIFFEN:  All right.  Great.  



13        Okay.  So everybody went back, I know, and 



14        looked at a variety of things.  And I 



15        basically, like I said, I put together the 



16        -- the -- people sent me lists of those 



17        addresses. 



18                     And I think that the thing 



19        that we have to figure out -- so again, 



20        we're -- we want to -- in order for us to -- 



21        what our original issue -- one of our 



22        original issues became is that we have no 



23        way of knowing where anybody goes after 



24        discharge, for the most part.  We can get a 



25        report from a registry out of our individual 
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 1        hospitals.  But we can't get any data beyond 



 2        that for the most part in any consistent 



 3        manner.  And so this is the black hole that 



 4        we're trying to figure out a way to fill.  



 5                     And try to figure out what's 



 6        out there with the intent that in the long 



 7        term, we can provide back a plan to the data 



 8        committee, to the System planning committee 



 9        in general of the -- these are the bullet 



10        points that we need -- that we would like.  



11                     These are places where we can 



12        get some of them, but it's -- and it's 



13        regulated.  These are places where we can't 



14        -- we can get some of them.  And it's not 



15        regulated, so it could go away at any time.  



16                     So this is a proposal for what 



17        you're going to need to really track these 



18        people.  Now it's not going to be incumbent 



19        upon us to say, so now you got to match and 



20        tell us how you can follow them with that 



21        particular patient. 



22                     That's -- that's going to be 



23        the data committee people that -- that -- 



24        they got to figure out how they can make 



25        them communicate to one another.  But we've 
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 1        got to come up with what we think are the 



 2        basics of what we would need so that the 



 3        information can be useful for us to then be 



 4        able to do some sort of quality review on 



 5        where these patients go after the fact.  



 6                     Because this truly is the 



 7        black hole of trauma across the country, is 



 8        really not knowing -- you know, we think we 



 9        all do a great job.  I'm sure we do. 



10                     I got no proof that in the 



11        long term, you know, and for these -- these 



12        things that come out saying only this many 



13        of the people go back to work ever and this, 



14        that and the other thing. 



15                     We don't know the answer to 



16        that either.  Because we just don't have the 



17        numbers and the data.  So -- and ultimately, 



18        someone's going to have to spend some money 



19        somewhere along the line to -- to agree to 



20        do this.  



21                     And agencies, particularly -- 



22        probably in my opinion, the nursing homes 



23        who have never -- I don't know that it's not 



24        wanted -- but never had the demand to do 



25        this are going to have to be in some way 
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 1        encouraged to participate in this process.  



 2        So that we can truly have an assessment of 



 3        where do folks go and how they turn out, 



 4        depending on where they go.



 5                     And everybody gets a little 



 6        nervous when they start talking about that 



 7        because it's an assessment of their quality 



 8        of care and they get freaky. 



 9                     And it has to do with money 



10        and the government will get involved and who 



11        knows.  But anyway, you know --



12                 



13                 MR. SIZEMORE:  Maggie, this is 



14        Macon.  I'm just as -- following up on your 



15        government and the money.  CMS continues to 



16        send a lot of messages out that they want to 



17        continue to treat all post-acute care, 



18        inpatient rehab, long term care, hospitals, 



19        home health and -- who did I leave out?  



20        It's four of them.



21                 



22                 COMMITTEE MEMBER:  Skilled nursing?



23                 



24                 MR. SIZEMORE:  Skilled nursing.  



25        Thank you.  That they are -- they want to 
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 1        try to bundle services.  They want to have 



 2        similar data collection across those four 



 3        areas.  They -- CMS put out its final rule 



 4        for inpatient rehab proposal for 2020 this 



 5        year.



 6                     And one of the things they 



 7        said is, well, we're thinking about 



 8        requiring all inpatient rehab facilities to 



 9        collect and submit data on all patients that 



10        they treat regardless of payor source.



11                     And most people do this 



12        anyway.  And most IRF's are 60% or more 



13        Medicare anyway, but -- so the government is 



14        continuing to take some efforts to -- in all 



15        of the post-acute arena.



16                     That won't get us outpatient 



17        therapy.  It won't go to that degree yet.  



18        But it'll -- they're trying to standardize 



19        and as bundling and other things become 



20        possible, there might be some resources that 



21        make that easier to --



22  

    

23                 DR. GRIFFEN:  From a federal level.



24                 



25                 MR. SIZEMORE:  From a federal 
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 1        level.  



 2                 



 3                 DR. GRIFFEN:  Okay.



 4                 



 5                 DR. DILLARD:  But again, that 



 6        wouldn't necessarily touch the pediatric 



 7        population.



 8                 



 9                 DR. GRIFFEN:  Correct.



10                 



11                 MR. SIZEMORE:  True, true. 



12                 



13                 DR. DILLARD:  Because Medicare is 



14        not a payor source for pediatrics.  We're -- 



15        our inpatient rehab doesn't necessarily 



16        follow the -- you know, we don't have the 



17        WeeFIMS, or Pfizer [phonetic], you know, 



18        earth pies or any of things.  We're the only 



19        pediatric rehab in the State. 



20                 



21                 DR. GRIFFEN:  Right.



22                 



23                 DR. DILLARD:  And as far as skilled 



24        nursing, you know, the -- the few pediatric 



25        skilled nursing facilities around, they're 
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 1        all Medicaid --



 2                 



 3                 DR. GRIFFEN:  Right.



 4                 



 5                 DR. DILLARD:  -- not Medicare.  So 



 6        --



 7                 



 8                 DR. GRIFFEN:  Right.



 9                 



10                 DR. DILLARD:  -- that, you know, 



11        would be a gap of the pediatric population.



12                 



13                 COMMITTEE MEMBER:  Yes.



14                 



15                 DR. GRIFFEN:  Whole reason why -- 



16        that was Charles talking.  The whole reason 



17        why --



18                 



19                 DR. DILLARD:  Sorry.



20                 



21                 DR. GRIFFEN:  That's okay.  I know 



22        we're all getting used to it.  The whole 



23        reason why -- that's the whole point of 



24        having a pediatric representative on this is 



25        that so many of us -- no, so many of us --
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 1                 DR. DILLARD:  Just keep pointing 



 2        out where we -- where we are --



 3                 



 4                 DR. GRIFFEN:  No, we're thinking 



 5        adult.  We -- so many of us all we work with 



 6        is adults, so we think adult all the time 



 7        and we don't recognize that. 



 8                     So there may be some federal 



 9        help for all of that.  So getting those -- 



10        making the CMS guidelines for that, you just 



11        get off the CMS web site, I take it.



12                 



13                 MR. SIZEMORE:  Yeah.



14                 



15                 COMMITTEE MEMBER:  That's correct.



16                 



17                 DR. GRIFFEN:  Okay.  Because that's 



18        probably a good thing for us to get.  And 



19        then that'll at least give us some 



20        guidelines as to what they think -- where 



21        they think they might be going. 



22                     And where it might get us some 



23        help for some portion of it.  It's still 



24        isn't necessarily -- I don't know that -- 



25        enough about it to know how we can marry 
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 1        that to a patient from our state --



 2                 



 3                 COMMITTEE MEMBER:  Right.



 4                 



 5                 DR. GRIFFEN:  -- kind of thing.  



 6        Yeah.  This is where I just get nuts and 



 7        wish that like Amazon and FedEx could come 



 8        in and go, look, here's patient one.  And 



 9        they go here. 



10                     And look, we can -- here's 



11        your tracking number for patient 17.  And -- 



12        but that's not what I'll get.  So anyway -- 



13        all right.



14                 



15                 COMMITTEE MEMBER:  One question if 



16        I may, mister -- Mrs. Chair in regards to 



17        the federal government looking at bundling 



18        and -- and those groups, I was just 



19        wondering whether or not there was something 



20        where they were also considering those 



21        people that go to a psychiatric facilities 



22        as well, that post-traumatic trauma that 



23        exists.  And whether or not, if we might 



24        miss that if we -- we don't look at the 



25        psychiatric units for children, but also for 
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 1        adults.



 2                 



 3                 DR. GRIFFEN:  Yeah.



 4                 



 5                 COMMITTEE MEMBER:  It's very hard 



 6        to find for children a psychiatric unit that 



 7        has any beds.  And that's speaking for 



 8        adults.



 9                 



10                 DR. GRIFFEN:  Yeah, I know.  That's 



11        true, because we have those -- unfortunately 



12        in trauma is where we get some of these 



13        folks that do bad things to themselves and 



14        end up needing the psychiatric support for 



15        ever or part time. 



16                     So if they got discharged 



17        there, they may not get caught in that 



18        global sort of thing.  So that's true.  So 



19        anything -- the unusual, that's part of what 



20        we have to think of is peds, psychiatric, 



21        anything that's not something that's going 



22        to fit in that acute rehab or nursing care 



23        facility type umbrella, where we think we're 



24        going go find these people go to.



25                 
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 1                 DR. DILLARD:  And Macon, I'll -- 



 2        this is Charles Dillard again.  Macon, I'll 



 3        ask you.  Is there a -- a population on the 



 4        Veterans military side where patients might 



 5        end up in the poly-trauma unit.  Obviously 



 6        they're injured. 



 7                     They're not -- there's no -- 



 8        you know, they're not going to go to McGuire 



 9        for an ER.  But if they end up needing rehab 



10        and they do have Veterans' benefits, will 



11        they end up on the poly-trauma units?  And 



12        that would again be sort of outside the --



13                 



14                 MR. SIZEMORE:  Yeah.  That's 



15        something we've considered in our realm of 



16        all within the Commonwealth, whether it's a 



17        federal or a -- or a public -- public 



18        institution.  That's something that -- it's 



19        under the purview of this plan, I believe.



20                 



21                 DR. GRIFFEN:  Yeah.  The 



22        interesting thing about the -- sorry, it's 



23        Maggie again.  The interesting thing about 



24        the Veterans is -- because we have a bunch 



25        of facilities up by us.  But when we try to 
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 1        get them in for rehab, they tell us they 



 2        ship them to the civilian centers for rehab.  



 3        The non -- the non-active duty.  They can be 



 4        service connected and everything will be 



 5        paid for. 



 6                     But if they're non-active 



 7        duty, they send -- they don't send it -- 



 8        they don't send them to like Walter Reed 



 9        right there by us or -- or the -- or 



10        Bethesda or any of that.



11                     They don't -- they -- they 



12        want them -- active duty, they ask for them 



13        the second they arrive at the hospital.  We 



14        want them back.  Get them up, transferred 



15        over here or whatever.



16                     And we'll do whatever.  But if 



17        they're non-active duty but service 



18        connected, they send them to a civilian 



19        center.



20                 



21                 MR. GIEBFRIED:  This -- this is Jim 



22        again, just to follow up on that.  I know 



23        that when we get individuals who have 



24        military service, the military does allow 



25        for 60 days of skilled nursing facilities.  
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 1        And that's on top of what Medicare may 



 2        provide, they're covered for as well.  And 



 3        again, there may be some information by the 



 4        nursing facilities that they'd have to 



 5        submit back in order to get -- for billing 



 6        purposes.  It -- it might be a question to 



 7        ask.



 8                 



 9                 DR. GRIFFEN:  Okay.  So I guess 



10        maybe one of the things is figuring out 



11        where we want to start.  There's a lot of 



12        things here, but do we think that we can 



13        sort of identify those things that we think 



14        would be important to know about an 



15        individual who was leaving a hospital and 



16        going to a facility. 



17                     What is it that we would want 



18        to know back from that facility about that 



19        person.  Right?  I mean --



20                 



21                 COMMITTEE MEMBER:  We're -- well, 



22        how long their length of stay --



23                 



24                 DR. GRIFFEN:  Right.  So I mean, 



25        pretend that -- yeah.  
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 1                 COMMITTEE MEMBER:  Some sort of 



 2        record [inaudible]. 



 3                 



 4                 DR. GRIFFEN:  All right.  So things 



 5        we would want to know.  Because that's going 



 6        to allow us to do some sort of quality 



 7        review, right, to figure out.  So their 



 8        length of stay at the facility.  



 9                 



10                 COMMITTEE MEMBER:  Where they left 



11        and went after that facility.  



12                 



13                 MS. KATZMAN:  Their medical -- if 



14        they were -- had a medical re-admit while 



15        they were at the facility.



16                 



17                 DR. GRIFFEN:  If they had what?



18                 



19                 MS. KATZMAN:  This is Lisa.  If 



20        they had a medical re-admission.



21                 



22                 DR. GRIFFEN:  Okay.



23                 



24                 COMMITTEE MEMBER:  Acute care 



25        re-admit.
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 1                 DR. GRIFFEN:  Yeah, that's it.  



 2        Yeah, that's good.  Acute care re-admit.  



 3                 



 4                 COMMITTEE MEMBER:  Glasgow.



 5                 



 6                 DR. GRIFFEN:  Okay.  And so we want 



 7        it at admission and at discharge probably?



 8                 



 9                 MS. MCDONNELL:  But you would not 



10        -- wouldn't get it necessarily at discharge.  



11        You might get it from the field and on 



12        admission.  



13                 



14                 DR. GRIFFEN:  Yeah.



15                 



16                 MS. MCDONNELL:  But what that --



17                 



18                 COMMITTEE MEMBER:  Post -- post, 



19        I'm sorry, Anne.  The post-acute probably a 



20        rancho level from a TBI.  



21                 



22                 MS. MCDONNELL:  Well, that's true.



23                 



24                 DR. GRIFFEN:  So would you want 



25        rancho rather than GCS probably?  Maybe they 
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 1        can give us a more comprehensive --



 2                 



 3                 COMMITTEE MEMBER:  At the -- at the 



 4        post-acute, I think the rancho would -- 



 5                 



 6                 DR. GRIFFEN:  Is a nursing home 



 7        going to do a rancho?



 8                 



 9                 COMMITTEE MEMBER:  No, but it's the 



10        rehab unit --



11                 



12                 DR. GRIFFEN:  Yeah, they'll -- 



13        right.  So -- so ranchos for inpatient 



14        rehab.  But is there a surrogate that can 



15        use for a nursing care facility, for --



16                 



17                 COMMITTEE MEMBER:  How about a 



18        global functioning level --



19                 



20                 DR. GRIFFEN:  Okay.



21                 



22                 COMMITTEE MEMBER:  -- is what we're 



23        really looking for.  



24                 



25                 COMMITTEE MEMBER:  That's a good 
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 1        idea.  Just word it that way.



 2                 



 3                 MS. KATZMAN:  New or worse -- this 



 4        is Lisa.  New or worsening pressure ulcers.  



 5                 



 6                 DR. GRIFFEN:  Yeah.  Any hospital-



 7        acquired -- oh, what do they call it?



 8                 



 9                 COMMITTEE MEMBER:  Not just 



10        hospital-acquired any more.



11                 



12                 COMMITTEE MEMBER:  Not hospital-



13        acquired, yeah.



14                 



15                 DR. GRIFFEN:  Any -- I wonder what 



16        they call them?  Because I'm sure -- because 



17        we would want to know more than pressure 



18        ulcers.  We'd want to know pneumonia, UTI -- 



19                 



20                 COMMITTEE MEMBER:  Absolutely.



21                 



22                 DR. GRIFFEN:  So what -- what are 



23        they calling them, the facility-acquired -- 



24                 



25                 COMMITTEE MEMBER:  Acquired --
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 1                 COMMITTEE MEMBER:  Is it acquired 



 2        -- complication --



 3                 



 4                 COMMITTEE MEMBER:  Complication at 



 5        the facility.



 6                 



 7                 DR. GRIFFEN:  Yeah. 



 8                 



 9                 COMMITTEE MEMBER:  Falls.  I think 



10        somebody said falls.  Meant to tell you also 



11        about the facility.



12                 



13                 COMMITTEE MEMBER:  Payor source.



14                 



15                 DR. GRIFFEN:  Yeah.  That would be 



16        getting this -- that would be good.  



17                 



18                 COMMITTEE MEMBER:  Support services 



19        that are provided in the community.  



20        Nursing, therapies, that sort of thing.  



21                 



22                 DR. GRIFFEN:  So getting those in 



23        -- for the individuals, or in other words, 



24        this one went there and got an hour a day of 



25        PT.  And this individual went there and got 
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 1        nothing kind of thing.



 2                 



 3                 COMMITTEE MEMBER:  Or got it at 



 4        home.



 5                 



 6                 COMMITTEE MEMBER:  I'd want to know 



 7        what was the discharge plan.  A succinct -- 



 8        did they go to outpatient?  Did they do 



 9        this?  Did they --



10                 



11                 COMMITTEE MEMBER:  Maybe continuum 



12        of care -- 



13                 



14                 COMMITTEE MEMBER:  Yeah.



15                 



16                 COMMITTEE MEMBER:  -- like at the 



17        end.  So what did it look like there.



18                 



19                 DR. GRIFFEN:  So a discharge status 



20        plan, continuum of care sort of all 



21        together?  Because some of this stuff, I -- 



22        I have no idea what I'm talking about.  Feel 



23        like the -- I don't know what you're --



24                 



25                 DR. DILLARD:  From the pediatric 
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 1        perspective, what school looks like.  So --



 2                 



 3                 DR. GRIFFEN:  Okay.



 4                 



 5                 DR. DILLARD:  -- special education, 



 6        return to school.  And obviously, the flip 



 7        side of that or whatever the adult point 



 8        would be --



 9                 



10                 DR. GRIFFEN:  Yeah.



11                 



12                 DR. DILLARD:  -- return to work for 



13        the patient --



14                 



15                 DR. GRIFFEN:  School, work and --



16                 



17                 DR. DILLARD:  Yeah.



18                 



19                 DR. GRIFFEN:  Yeah, but -- but -- 



20                 



21                 DR. DILLARD:  But specifically -- I 



22        -- I -- this is Dillard again.  I think 



23        there's a small chance that we might -- 



24        there's -- there might be a through line to 



25        track.  Kids who return get special -- would 
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 1        need special education services, AEP's, 



 2        504's that they will require after an 



 3        accident. 



 4                     Because there is -- there -- 



 5        that -- special education services is 



 6        tracked from -- in the school system at the 



 7        Department of Education, I -- you know, how 



 8        we're going to get a patient's name and then 



 9        a -- you know, a student's name. 



10                     I'm not sure how we're going 



11        to do that.  But I think there's a small 



12        possibility there might be a throughput we 



13        could track through that.



14                 



15                 DR. GRIFFEN:  Right.  That if we 



16        knew that they were coming out and they were 



17        coming out of whatever special thing, that 



18        would get them tracked then in the school 



19        after that even.  



20                 



21                 DR. DILLARD:  Yes.



22                 



23                 DR. GRIFFEN:  Okay.



24                 



25                 DR. DILLARD:  In -- in theory.
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 1                 DR. GRIFFEN:  Right, right.  Yeah, 



 2        I know.  Everything -- this is all theory 



 3        right now.



 4                 



 5                 MS. MCDONNELL:  Well, you know, 



 6        it's not necessarily post-discharge, but it 



 7        sort of tracks what Chad is saying.  And 



 8        this is Anne.  You know, the model systems 



 9        program at VCU tracks individuals who are, 



10        you know, in that program.



11                     And a lot of them are trauma, 



12        but they track them over 30 years.  So you 



13        know, that is another source of, you know, 



14        long term data on what some of these folks 



15        end up needing.



16                     Whether or not we can attach 



17        someone, you know, over the course of time 



18        -- that probably happened through some of 



19        the model systems data. 



20                     But it would also give us just 



21        a -- just a set of individuals who've 



22        experienced treatment in the trauma system 



23        and what, you know, those individuals look 



24        like later on.



25                 
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 1                 COMMITTEE MEMBER:  Yeah.



 2                 



 3                 DR. ASTHAGIRI:  This is Heather 



 4        Asthagiri.  That's only for TBI patients, 



 5        right?



 6                 



 7                 COMMITTEE MEMBER:  Right.  We don't 



 8        have it --



 9                 



10                 MS. MCDONNELL:  It's final.  



11        They're going -- they're going to create 



12        one, you know, with a -- with a joint 



13        venture -- VCU is -- 



14                 



15           (At this time, several committee members 



16  began speaking all at once.)



17  



18                 DR. GRIFFEN:  Yeah.



19                 



20                 COMMITTEE MEMBER:  There's a new --



21                 



22                 DR. GRIFFEN:  But this is for your 



23        patients at VCU.



24                 



25                 DR. ASTHAGIRI:  Right.  So it's a 
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 1        small -- it's a small group, but it would 



 2        only contain some.  But that is a long term 



 3        --



 4                 



 5                 DR. GRIFFEN:  Right.



 6                 



 7                 DR. ASTHAGIRI:  -- and they -- they 



 8        all track, you know, their patients for 



 9        quite some time.  



10                 



11                 COMMITTEE MEMBER:  Right.



12                 



13                 DR. ASTHAGIRI:  And all the data 



14        and over spinal cord injury goes back to 



15        UAB.  I'm not sure where the TBI data goes, 



16        but --



17                 



18                 DR. GRIFFEN:  Craig.  That's just 



19        through the acute rehab.



20                 



21                 DR. ASTHAGIRI:  That's just through 



22        model systems.



23                 



24                 DR. DILLARD:  Yeah.  Specific model 



25        systems, like VCU --
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 1                 DR. ASTHAGIRI:  The problem is -- 



 2        do you --



 3                 



 4                 COMMITTEE MEMBER:  It does --



 5                 



 6                 DR. ASTHAGIRI:  -- 14 spinal and 



 7        brain injury --



 8                 



 9                 DR. GRIFFEN:  Right, right.  So 



10        that --



11                 



12                 MS. GARRETT:  This is Renee.  The 



13        EOE tracks special education with a variety 



14        of codes.  So say, you know, autism is 



15        pretty clear.  But say you don't fall under 



16        TBI, but it's still a trauma.  There's other 



17        health out --



18                 



19                 DR. GRIFFEN:  Right.



20                 



21                 MS. GARRETT:  -- which doesn't 



22        identify --



23                 



24                 DR. DILLARD:  Right.



25                 
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 1                 MS. GARRETT:  -- a specific -- you 



 2        know, if it's trauma.



 3                 



 4                 DR. DILLARD:  Yeah, that's what -- 



 5        there's -- that's what I mean, small chance.  



 6                 



 7                 DR. GRIFFEN:  Yeah.



 8                 



 9                 DR. DILLARD:  There -- there's a 



10        lot of problems with trying to do it.  But I 



11        -- I -- you know.



12                 



13                 COMMITTEE MEMBER:  It's either 



14        going to be classified, you know, under 



15        emotional --



16                 



17                 DR. DILLARD:  Sure.  But there's 



18        also, from that perspective, if you don't -- 



19        if you've had a trauma, you don't 



20        necessarily -- that -- you only get an IP if 



21        it affects you academically.



22                 



23                 COMMITTEE MEMBER:  Right.



24                 



25                 DR. DILLARD:  So even if you have 
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 1        the need for accommodations and 



 2        modifications, you would have to get a 504 



 3        plan, which does not necessarily fall under 



 4        the -- so you can not have any of the 13 



 5        magic definitions that fall under an IP and 



 6        still get a 504.  That's -- that's what I 



 7        mean.  There's -- I -- yeah.



 8                 



 9                 COMMITTEE MEMBER:  This is -- this 



10        is --



11                 



12                 COMMITTEE MEMBER:  I'm sorry.



13                 



14                 COMMITTEE MEMBER:  No, go ahead.



15                 



16                 COMMITTEE MEMBER:  No, you were 



17        finishing --



18                 



19                 COMMITTEE MEMBER:  I was just 



20        asking -- this is -- these are things we're 



21        asking the facilities to report to us?



22                 



23                 DR. GRIFFEN:  Right.  So this is 



24        the idea to try to pull this off.  So the 



25        patient, right?  So right now what we -- the 
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 1        way we're thinking this long.  So we have a 



 2        patient.  They get to EMS, they get to acute 



 3        care.  Then they go up -- up -- post-acute 



 4        care, right? 



 5                     They can go any number of 



 6        places.  Right?  Rehab in all of its stuff.  



 7        Skilled nursing facility, home with 



 8        outpatient -- I mean, they can go to all 



 9        these different places.  I mean, jail -- 



10        we've talked about it.  They can go to --



11                 



12                 COMMITTEE MEMBER:  State mental 



13        hospital.



14                 



15                 DR. GRIFFEN:  -- the psych 



16        facility.  All these places they can go.  



17        And -- I mean, our ultimate desire is that 



18        we have EMS data stuff.  We have a fair 



19        amount of it.



20                     It's pretty robust throughout 



21        the state.  But it doesn't -- we have no ER 



22        databases, just so you know.  There are -- 



23        the ER's are not required to, which boggles 



24        my mind.  But -- so we get this initial 



25        stuff through trauma registries, right?  So 
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 1        we get initial information about it.  There 



 2        are EMS databases, and they're trying to get 



 3        them to work to communicate.



 4                     Sorry, the trauma registry 



 5        comes here, so we get a lot of our 



 6        information about the patients from the 



 7        trauma registry from all the acute care 



 8        hospitals. 



 9                     Because that's what we have to 



10        do is think trauma hospitals.  We're 



11        designated as these hospitals, we have to do 



12        this.  This is the black hole that we really 



13        have.



14                     And that's where those 



15        addresses come from, is people just looking 



16        out there, where in Virginia can we get 



17        information?  But there is no requirement 



18        specifically for any information.



19                     The hospitals get certain 



20        information.  Some of the rehabs provide 



21        information.  The nursing care facilities 



22        provide information to Medicare.  There are 



23        some insurance companies that get -- but 



24        it's like a jumble of crap everywhere that 



25        doesn't talk to anybody and nothing.  So the 
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 1        question is, these -- this patient that 



 2        comes to here and goes to one of these 



 3        places, if we're ultimately going to say 



 4        that all these places -- if they've been 



 5        involved with somebody here, we want them to 



 6        provide us with 'x' when that patient leaves 



 7        their facility.



 8                     So that we can then go back 



 9        and plug this information into that patient 



10        to be able to say, guess what?  50% of 



11        people who go to this and this, if they go 



12        here and they get 'x', they do better and 



13        become less a burden to society for the 



14        finance people. 



15                     And have a greater quality of 



16        life for the touchy-feely side of the world 



17        or whatever it is we're trying to prove, 



18        right?  That -- that's what we want to be 



19        able to do. 



20                     And in this day and age, like 



21        I said, when Amazon knows which package is 



22        70,000 miles away, I don't know why we can't 



23        do this yet, but we can't.  It's because it 



24        requires money.  



25                 
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 1                 DR. DILLARD:  Well, it also is 



 2        HIPAA and --



 3                 



 4                 COMMITTEE MEMBER:  Yeah.



 5                 



 6                 DR. GRIFFEN:  I know.



 7                 



 8                 COMMITTEE MEMBER:  That's true.



 9                 



10                 DR. DILLARD:  Jeff Bezos doesn't 



11        have to play by those --



12                 



13                 DR. GRIFFEN:  Well, I know.  He 



14        doesn't have state taxes, either.  So we can 



15        start on that.



16                 



17                 MS. KATZMAN:  This is Lisa, again.  



18        One of the other things, too, that needs to 



19        be reported is when a patient discharges 



20        from the acute care, how long does it take 



21        them at home -- how many days lapse before 



22        the home health agency comes in?  Or how 



23        many days does lapse -- does it lapse before 



24        they are in to outpatient?  Because that can 



25        affect their --
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 1                 DR. GRIFFEN:  So you mean for those 



 2        who go home?



 3                 



 4                 MS. KATZMAN:  Uh-huh.  If they have 



 5        home health services, or if they go home and 



 6        have outpatient that -- how many days does 



 7        it take for -- for them to receive those 



 8        services?



 9                 



10                 COMMITTEE MEMBER:  There have been 



11        studies that -- where a discharge, say with 



12        strokes.  And like 50% discovered those 



13        services. 



14                     For the stroke, we have -- and 



15        I'm sure there's probably a lot of folks who 



16        are prescribed, you know, for outpatient -- 



17        or services --



18                 



19                 DR. GRIFFEN:  And it never happens.



20                 



21                 COMMITTEE MEMBER:  Right.



22                 



23                 MS. KATZMAN:  But that can affect 



24        their medical --



25                 





�                                                               52



 1                 DR. GRIFFEN:  So we -- so we need 



 2        potentially two things.  One, with those 



 3        that get discharged to -- better not write 



 4        -- no, this one.  Better watch myself here.  



 5                     I'm going to write the wrong 



 6        thing and get in trouble.  Do we say that 



 7        something along the lines of these two where 



 8        it's a -- some sort of an inpatient type 



 9        discharge --



10                 



11                 COMMITTEE MEMBER:  And --



12                 



13                 DR. GRIFFEN:  Do we want 



14        different --  



15                 



16                 COMMITTEE MEMBER:  And LTAC.



17                 



18                 COMMITTEE MEMBER:  Oh, LTAC.



19                 



20                 DR. GRIFFEN:  Oh, yeah.  That's 



21        true.  So that's the first -- you know, we 



22        want different information that someone who 



23        goes home.  And I have no idea if there are 



24        laws for somebody who goes to prison or jail 



25        that they have to keep track of.
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 1                 COMMITTEE MEMBER:  Well, I would 



 2        say they probably need -- I would like more 



 3        information from all the folks.  For the -- 



 4        for the folks that go home, I think we 



 5        probably need the same information as those 



 6        who we -- you know, post-discharge. 



 7                     I think there's this pool of 



 8        information we need from everybody that -- 



 9        for what we're requiring for the facilities 



10        to give us, it's got to be -- they're not 



11        going to know about half of this stuff that 



12        we've listed.  



13                     They'll have length of stay.  



14        They'll have, you know, the services they 



15        received while there.  



16                 



17                 COMMITTEE MEMBER:  Yeah.



18                 



19                 COMMITTEE MEMBER:  They'll have the 



20        services that they set them up with.  But 



21        they probably won't know about work.  And 



22        they probably won't know about school 



23        necessarily upon check out at the facility.  



24        So I think there's like things we can ask 



25        the facility and things that we want to know 
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 1        from them.



 2                 



 3                 COMMITTEE MEMBER:  Does that mean 



 4        --



 5                 



 6                 DR. GRIFFEN:  Yeah -- no.  And that 



 7        -- that's what I mean.  That -- that's what 



 8        I want to do is sort of -- because by making 



 9        this clear for us, then when we look at 



10        these places that we've got all these 



11        addresses for, it's a question of is the 



12        data even in there that they want to -- you 



13        know, that we want that we think is going to 



14        be important or not.



15                     And then, if we find places 



16        that -- oh, this has the data.  Can we do 



17        our own little test to see if we can 



18        actually find some things out about patients 



19        and say, hey, this one's sort of -- sort of 



20        not re-inventing the wheel.



21                     Hey, these guys do it really 



22        well.  It has all the information.  It's 



23        voluntary.  It's not something required, but 



24        maybe we can borrow their -- what they do 



25        and use that to create what we ultimately 
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 1        want to require from places.



 2                 



 3                 DR. DILLARD:  And just to throw 



 4        another wrinkle in there, there's a fair 



 5        amount of people that may -- who knows, who 



 6        are injured traveling on 95 who end up in 



 7        acute care at VCU.  And then --



 8                 



 9                 DR. GRIFFEN:  Go to another state.



10                 



11                 DR. DILLARD:  Go wherever they're 



12        going.



13                 



14                 DR. GRIFFEN:  Right.



15                 



16                 DR. DILLARD:  And so --



17                 



18                 DR. GRIFFEN:  Some of that we're 



19        going to -- we have the same problem.  But 



20        --



21                 



22                 MR. GIEBFRIED:  This is Jim.  With 



23        phone therapy, there is a certain time span 



24        that the individual is supposed to be seen 



25        within 48 hours.  Also, there's the OASIS, 
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 1        which is the Medicare requirement that you 



 2        have to fill out in order to obtain it.  But 



 3        you'll indicate where the person was, why 



 4        they came, their diagnoses, will indicate 



 5        whether they had skin breakdowns, will 



 6        indicate medications that they were on.  



 7                     There's a whole list of things 



 8        that will be there.  And then during the 



 9        process that a person's under Medicare for 



10        the 60 days before re-certification. 



11                     The -- when the 



12        re-certification comes, you -- again -- have 



13        to go through almost a full OASIS again and 



14        get that information -- get the updates so 



15        you have some information of how a patient 



16        is progressing.



17                     Whether it's a reduction in 



18        medications, whether the skin ulcers have 



19        changed.  And then you have the status 



20        functional test scores that are in there as 



21        well.  And you see the difference in the -- 



22        in the scores.



23                 



24                 MS. CARTER-SMITH:  That's -- that's 



25        what I wanted to add.  This is Lauren.  So 
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 1        on top of this Glasgow coma scale, rancho, 



 2        global level function, we also need a 



 3        physical level of function.  Because then 



 4        that's going to help, you know, refer to did 



 5        we decrease the burden of care.



 6                     You know, what is their 



 7        ability to return to work?  So I also think 



 8        that, you know, whatever that looks like -- 



 9        whether it's FIN scores --



10                 



11                 COMMITTEE MEMBER:  Yeah.



12                 



13                 MS. CARTER-SMITH:  -- but it will 



14        -- and that's something.  



15                 



16                 DR. GRIFFEN:  Yeah, I was figuring 



17        out which one we think is the best one, you 



18        know, kind of thing that's consistently 



19        across agencies. 



20                     They -- you know, it's like -- 



21        and we don't want to invent a whole new 



22        scale, and everybody's going, oh, God, yet 



23        another one.  No.  We do this routinely.  



24        This is routinely documented in there.  



25        Because then if they have some crackerjack 
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 1        person at their facility that can dump this 



 2        stuff into a data sheet that they can then 



 3        -- if we can make it as simple as possible 



 4        for them to create a reporting data process 



 5        to give us the information. 



 6                     That's going to make it much 



 7        more palatable for these places when we try 



 8        to push this.  



 9                 



10                 MS. MCDONNELL:  Well, and that -- 



11        this is -- this is Anne.  And I think that, 



12        you know, to some extent starting with the 



13        end in mind can be very helpful. 



14                     What is it that we want -- 



15        what is it that we want to know about these 



16        trauma patients after they leave post-acute.  



17        What is it that we want to know?



18                     Are they -- is their situation 



19        improving or is it getting worse?  You know, 



20        so if it's improving, it's going to be 



21        things like did -- were they able to go back 



22        to work.  



23                 



24                 COMMITTEE MEMBER:  Right.



25                 
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 1                 MS. MCDONNELL:  Were they able to 



 2        drive.  If it's getting worse, has the 



 3        burden of care increased?  Are they now 



 4        require -- so you know, we can come up with 



 5        this great big old lost list of 



 6        possibilities. 



 7                     But we need to -- we need to 



 8        know what it is we want to know so that we 



 9        can really drill down on the things.  



10        Because we can't come at it with a list of 



11        15 things that we need them to report 



12        because that's not going to happen.  They'll 



13        buck and --



14                 



15                 COMMITTEE MEMBER:  Some of it's 



16        reportable data, anyway.



17                 



18                 DR. GRIFFEN:  That's the thing.  



19        Some of it -- Heather, sorry.



20                 



21                 DR. ASTHAGIRI:  So I guess in 



22        October, there -- CMS is trying to get the 



23        LTAC's, SNF's and the IRF's to kind of, I 



24        guess, have functional measures.  So just 



25        speak of FIN.  But now they're doing this 
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 1        IRF pie.  It's a care tool.



 2                 



 3                 DR. DILLARD:  Care tool.



 4                 



 5                 DR. ASTHAGIRI:  Care tool, thank 



 6        you.  And so then there's -- there are 



 7        overlaps like bladder function, physical 



 8        function that will be similar -- at least, 



 9        some aspects that may be similar across the 



10        three types of facilities. 



11                     We could just look at that and 



12        maybe ask them, you know, what -- what they 



13        have.  Because I think --



14                 



15                 DR. GRIFFEN:  So this is something 



16        CMS is going to require all SNF's --



17                 



18                 DR. ASTHAGIRI:  In October.



19                 



20                 DR. GRIFFEN:  -- all IRF's and all 



21        LTAC's to report back to them about only 



22        Medicare patients or all patients?



23                 



24                 MR. GIEBFRIED:  Only Medicare 



25        patients.
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 1                 COMMITTEE MEMBER:  But I think that 



 2        most facilities do it.  Hard to say no to --



 3                 



 4                 COMMITTEE MEMBER:  Our -- our -- 



 5        yeah.  Our facility does all.



 6                 



 7                 DR. GRIFFEN:  So that's the thing.  



 8        It's just the only ones you're going to 



 9        report as of October when they make -- the 



10        federal government makes it a requirement, 



11        the only ones you're going to report are the 



12        Medicare ones.  But --



13                 



14                 COMMITTEE MEMBER:  But then you 



15        probably report for everyone.  And I think 



16        part of that, especially when you're --



17                 



18                 DR. GRIFFEN:  Okay.



19                 



20                 COMMITTEE MEMBER:  -- is that if 



21        people switch over to Medicare or something 



22        while they're there, they want to make sure 



23        they got everything there --



24                 



25                 DR. GRIFFEN:  Right.
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 1                 COMMITTEE MEMBER:  -- because 



 2        Medicare will deny payment if there's 



 3        anything that's -- 



 4                 



 5                 DR. GRIFFEN:  So that may get the 



 6        adults, but it won't get the peds.  Does 



 7        peds have any --



 8                 



 9                 DR. DILLARD:  There's a WeeFIM that 



10        is a similar cousin of the -- 



11                 



12                 DR. GRIFFEN:  W-I-F-M?



13                 



14                 DR. DILLARD:  Yeah.  W-E-E-F-I-M.  



15        And we -- we have been trying to institute 



16        that for about the last eight months, this 



17        ability.  



18                 



19                 DR. GRIFFEN:  Just for the -- for 



20        any facility where a kid goes to?



21                 



22                 DR. DILLARD:  Well, the only 



23        facility in the State to go to --



24                 



25                 DR. GRIFFEN:  Rehab.
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 1                 DR. DILLARD:  -- is -- is for when 



 2        they only -- the CHKD, I'm sorry.  Dillard, 



 3        CHKD from Norfolk.  We're the only one in 



 4        the State.  VCU will have kids that are 12 



 5        and above.  But anybody below that comes to 



 6        --



 7                 



 8                 DR. GRIFFEN:  And what --



 9                 



10                 DR. DILLARD:  -- CHKD.



11                 



12                 DR. GRIFFEN:  And what would you do 



13        for a 12 and above?  Would you just do the 



14        --



15                 



16                 DR. DILLARD:  They would --



17                 



18                 COMMITTEE MEMBER:  Everybody --



19                 



20                 DR. DILLARD:  It would -- it would 



21        still follow that -- even though they're not 



22        Medicare, they would --



23                 



24                 DR. GRIFFEN:  No, no.  That you 



25        would do this.





�                                                               64



 1                 DR. DILLARD:  Yes.



 2                 



 3                 DR. GRIFFEN:  13, 14, 15, you would 



 4        do a care tool, not this WeeFIM. 



 5                 



 6                 DR. DILLARD:  Yes.



 7                 



 8                 DR. GRIFFEN:  Okay.  All right.



 9                 



10                 DR. DILLARD:  Yeah.



11                 



12                 DR. GRIFFEN:  But we would have 



13        something.  There would be a -- some sort of 



14        a discharge tool on this.



15                 



16                 COMMITTEE MEMBER:  Yes.



17                 



18                 DR. GRIFFEN:  So I guess maybe it's 



19        a question of looking at what this care tool 



20        encompasses to see whether we think that's 



21        going to provide us with the information 



22        that we want.  And you know, that's the 



23        other thing.  We could potentially piggyback 



24        on this.  The -- that's going to be the 



25        easiest and the most palatable for these 
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 1        institutions is going to be -- if we say, 



 2        look, you already have to do this for the 



 3        federal government.  So we want you to do 



 4        the same thing and report it to the State 



 5        for all your patients as well.



 6                     And if they really are going 



 7        to require it from LTAC's, SNF's and IRF's, 



 8        then we're -- I mean, that -- that's huge.  



 9        That would be huge for us.



10                     The question then is we would 



11        have to figure out -- and that's, again, not 



12        going to be necessarily for us to do, but 



13        something that we would recommend to help 



14        give the data people the enforcement to say 



15        this is -- you now have to have it within 



16        your track of patients. 



17                     Because somehow in the federal 



18        government, they're looking -- they're not 



19        getting that data just to get the data.  



20        They're probably linking it to the patient 



21        from acute care, don't you think or do you 



22        know?



23                 



24                 COMMITTEE MEMBER:  I don't know.



25                 
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 1                 DR. GRIFFEN:  Because that's the 



 2        other thing.  If they're not at a federal 



 3        government level -- if they're just getting 



 4        general data from these facilities to see 



 5        what they do and not linking it to the 



 6        patient -- the Medicare patient that was in 



 7        the hospital somewhere, then they actually 



 8        --



 9                 



10                 DR. DILLARD:  Well --



11                 



12                 DR. GRIFFEN:  They don't know.



13                 



14                 DR. DILLARD:  And another issue is 



15        when they come into acute care, a lot of 



16        times they have a trauma number.  And then 



17        when they come under rehab, they have a 



18        name.  They have their real name.



19                 



20                 DR. GRIFFEN:  Right.



21                 



22                 DR. DILLARD:  Sometimes there's -- 



23        there's a lot of --



24                 



25                 DR. GRIFFEN:  Right.  The insurance 
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 1        or the Medicare -- that -- that's going to 



 2        be one of the hardest parts.  And I -- I -- 



 3        that's not something we're going to solve.  



 4        That's something really that the data team 



 5        is going to have to go after is linking.



 6                 



 7                 MS. CARTER-SMITH:  So this is 



 8        Lauren.  So what I -- you know, I did some 



 9        interviews.  I like to find out where the 



10        data houses.  And I spoke to people who like 



11        did the satisfaction surveys, post-acute 



12        care, post facilities. 



13                     But yes, the theme was that 



14        they -- there is no -- and they don't know 



15        if they're a trauma patient that there's no 



16        identifier.  They just ask these, you know, 



17        very strategic questions.



18                     And they're willing to, you 



19        know, talk about, you know, adding a patient 



20        identifier as well as what we want to know.  



21        But they currently don't have that in place 



22        or a way to track that.  But with this -- 



23        with these patient satisfaction surveys, 



24        they're going to -- could get this 



25        information if we provided them --
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 1                 DR. GRIFFEN:  There's just got to 



 2        be an easier way to do this.  I just don't 



 3        --



 4                 



 5                 COMMITTEE MEMBER:  It's like a 



 6        daunting --



 7                 



 8                 DR. DILLARD:  Build a time machine 



 9        and go back.



10                 



11                 DR. GRIFFEN:  I mean, it just seems 



12        so silly.  



13                 



14                 COMMITTEE MEMBER:  You're right.  I 



15        think we can get a sampling.  I don't know 



16        how we can get everybody.



17                 



18                 DR. GRIFFEN:  It just seems so 



19        crazy.  It's like we -- and then everybody 



20        believes they're doing all the right things.  



21        We don't even know what we're doing yet.  



22                     Okay.  So -- yeah.  Okay.  So 



23        the bottom line is we -- we've got a lot of 



24        ideas about what we would want.  The 



25        question is, I guess, pulling out this care 
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 1        tool.  And then you have a copy of this 



 2        WeeFIM as well and what it -- what it 



 3        contains.  



 4                     So we can get a copy of the 



 5        care tool and what it contains and the 



 6        WeeFIM and what it contains, so that we can 



 7        get everybody to be able to look at those 



 8        things and see what items are in those 



 9        various things.



10                     And then we can decide whether 



11        we think that that's enough, not enough, I 



12        don't know.  You don't have -- you can't 



13        make copies, can you, Wanda, right here?



14                 



15                 MS. STREET:  I may be able to.  I 



16        may have to -- yeah.



17                 



18                 DR. GRIFFEN:  Okay.  If anybody has 



19        -- or if somebody has the -- the -- those 



20        things, I can -- you can either email them 



21        to me and I'll email them to everybody.  



22                 



23                 MS. KATZMAN:  I think I can get 



24        those free.



25                 
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 1                 DR. GRIFFEN:  Okay.



 2                 



 3                 MS. KATZMAN:  This is Lisa.



 4                 



 5                 DR. GRIFFEN:  Yeah.  That would be 



 6        great.  And then -- because then I think we 



 7        can all look at that and have -- I just -- I 



 8        just don't know the answer to linking all of 



 9        this stuff, I'll be honest with you.



10                     That's -- that's part of my 



11        lack of knowledge with regards to what this 



12        is all to do.  



13                 



14                 COMMITTEE MEMBER:  I don't know if 



15        anybody's interested.  I have the -- what 



16        they're asking for as far as documentation 



17        from SNF, LTAC and IRF.



18                 



19                 DR. GRIFFEN:  That'd be great.  



20                 



21                 COMMITTEE MEMBER:  -- as a slide.



22                 



23                 DR. GRIFFEN:  Can we project up 



24        here?  Where's the doohickey?  Oh, wait.



25                 
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 1                 COMMITTEE MEMBER:  I didn't think 



 2        you wanted to.  



 3                 



 4                 DR. GRIFFEN:  No idea what I'm 



 5        doing.  But we're going to try this.



 6                 



 7                 COMMITTEE MEMBER:  Just past Suter, 



 8        left, up, around.



 9                 



10                 COMMITTEE MEMBER:  I just need two 



11        EMS's.



12                 



13                 DR. GRIFFEN:  Well, I think I've 



14        seen like actual stuff.



15                 



16                 MS. STREET:  It's coming, yeah.



17                 



18                 COMMITTEE MEMBER:  Maybe I should 



19        just email this to you.  Do you have --



20                 



21                 DR. GRIFFEN:  Yeah, email it to me.  



22        And I can -- I've got my look-up for my 



23        computer.  And I can try --



24                 



25                 MS. STREET:  There it is.  It's up 
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 1        there.  



 2                 



 3                 DR. GRIFFEN:  If you'd just send it 



 4        -- but sent it to this one.  Send it to mgri 



 5        -- yeah, because I don't have -- I'm not on 



 6        that work thingie here.  



 7                 



 8                 COMMITTEE MEMBER:  Mg --



 9                 



10                 DR. GRIFFEN:  Mgriff, L as in 



11        little, B as in bit @gmail.com.



12                 



13                 COMMITTEE MEMBER:  I'm sorry.  Say 



14        it again.



15                 



16                 DR. GRIFFEN:  Mgriff, L as in 



17        little, B as in bit @gmail -- most of the 



18        stuff I'll get at work, but --



19                 



20                 COMMITTEE MEMBER:  Maggie, you just 



21        put your personal email out there for the 



22        entire State of Virginia to have access --



23                 



24                 DR. GRIFFEN:  Sorry. 



25                 
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 1           (Several committee members began talking all 



 2  at once.)



 3                 



 4                 DR. GRIFFEN:  Good luck with that 



 5        one.  You and a thousand other silly emails 



 6        that I -- yeah, it's amazing.  If I get one 



 7        more call about my student loans.  



 8                     My 90-year-old father gets the 



 9        phone calls about his student loans, and 



10        then we laugh.  It's like, really?  It's 



11        going to bounce off a thousand things.  



12                 



13                 COMMITTEE MEMBER:  There are hot 



14        pretzels out there.  



15                 



16                 DR. GRIFFEN:  Oh, that's what you 



17        went for.  Did you know?



18                 



19                 COMMITTEE MEMBER:  It was a phone 



20        call about my car insurance that took me 



21        outside of the room.  



22                 



23                 COMMITTEE MEMBER:  For a hot 



24        pretzel?



25                 
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 1                 COMMITTEE MEMBER:  I had a call.



 2                 



 3                 COMMITTEE MEMBER:  Tried to send it 



 4        to you from my work email and that didn't 



 5        work very well.  Is it mgriffbl?



 6                 



 7                 DR. GRIFFEN:  L-B.



 8                 



 9                 COMMITTEE MEMBER:  L-B, okay.  



10                 



11                 DR. GRIFFEN:  Little bit.



12                 



13                 COMMITTEE MEMBER:  Okay.



14                 



15                 DR. GRIFFEN:  Two and a half pint 



16        Chihuahua with a lot of attitude.  I don't 



17        know if it's going to let us do this or not, 



18        but we'll see.



19                 



20                 COMMITTEE MEMBER:  Okay.  I think 



21        we may be able to continue on with the 



22        talking about what we would require from --



23                 



24                 COMMITTEE MEMBER:  So the care 



25        discharge tool is 25 pages long.
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 1                 COMMITTEE MEMBER:  Yes, it is.



 2                 



 3                 DR. GRIFFEN:  25 pages?



 4                 



 5                 COMMITTEE MEMBER:  Yep.



 6                 



 7                 DR. GRIFFEN:  That sounds bad.



 8                 



 9                 COMMITTEE MEMBER:  What's 25 pages?



10                 



11                 COMMITTEE MEMBER:  The care tool 



12        discharge document.  Current medical 



13        information, allergies, adverse drug 



14        reactions, skin integrity, number of major 



15        wounds, physiologic factors, cognitive 



16        status, mood, pain.



17                     The whole -- and then bowel, 



18        bladder, impairments swallowing, impairments 



19        hearing, vision, communication.  Grip 



20        strength, endurance, mobility devices and 



21        aids.  



22                 



23                 COMMITTEE MEMBER:  So at the -- at 



24        the -- they just collect so much data on 



25        these patients --
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 1                 COMMITTEE MEMBER:  Yeah.  But there 



 2        is some subsets that they're not going to 



 3        have that, you know, all the facilities will 



 4        do this -- 



 5                 



 6                 COMMITTEE MEMBER:  This gets down 



 7        to the ability to make her answer or place a 



 8        phone call.  



 9                 



10                 DR. GRIFFEN:  We'll see if this is 



11        going to work.  I don't know if it's going 



12        to work or not.  Right.  So what you have is 



13        like just -- what you're saying is just like 



14        a snapshot, right?  Is that what --



15                 



16                 COMMITTEE MEMBER:  Yeah, it's just 



17        a little --



18                 



19                 DR. GRIFFEN:  Yeah, I don't know if 



20        it's going to work or not.  I mean, I 



21        switched it over to my thing.  But it's not 



22        going to -- it keeps telling me that there's 



23        no input.  I don't know how to hook into 



24        this thing.  Huh?  I know.  And I don't know 



25        what --
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 1           (A committee member is speaking, but she is 



 2  beyond the mic's ability to pick her up clearly.)



 3                 



 4                 DR. GRIFFEN:  See if that makes a 



 5        difference.  In the mean -- okay.  Let me 



 6        see.  In the meantime -- let's see.  It says 



 7        you'll have signal.  I don't know that it's 



 8        going to work.  Okay. 



 9                     So the bottom line is -- it's 



10        not that one.  If we want to -- if we -- 



11        regardless of what this post -- this therapy 



12        or one of the rancho level is.  If we want 



13        to decide what we think and clarify that. 



14                     It may only be a portion of 



15        the 25 pages that they're going to give us, 



16        obviously.  But if the components that we 



17        want are all in there, then --



18                 



19                 COMMITTEE MEMBER:  Right.



20                 



21                 DR. GRIFFEN:  -- that -- that's 



22        fine.  And if there's a way that those 10 



23        components we can pull from there and they 



24        can get it to where it's, you know, the kind 



25        of thing that's downloaded into a file that 
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 1        they send to the State or whatever, then 



 2        that's okay.  So -- so that's good.  All 



 3        right.  So all these things then -- and so 



 4        we're going to say that we need to have two 



 5        separate things. 



 6                     We need to have the rehab and 



 7        the SNF and the LTAC as one sort of area 



 8        that we need information from.  So sort of a 



 9        inpatient-y kind of a thing.  And then we've 



10        got to have an outpatient component. 



11                     And then we've got to have the 



12        other places.  And then within this, we have 



13        to have peds and adult.  And same here, we 



14        need peds and adult really for everywhere.  



15        Not so much jail, hopefully.  



16                 



17                 COMMITTEE MEMBER:  Juvenile 



18        detention.



19                 



20                 DR. GRIFFEN:  Okay.  



21                 



22                 MR. SIZEMORE:  Maggie, this is 



23        Macon.  One of the things I still try to 



24        wrap my head around is the data system 



25        improvement with this.  How do we capture 
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 1        the trauma?  What diagnoses, what conditions 



 2        will trigger -- do you want to track all of 



 3        this?  Because we --



 4                 



 5                 COMMITTEE MEMBER:  Yeah, it's --



 6                 



 7                 MR. SIZEMORE:  -- we're looking at 



 8        something very broad.  And I don't -- how do 



 9        you just ask that we want this on trauma and 



10        not other conceivable --



11                 



12                 MS. GARRETT:  So this is Renee.  



13        Defining what trauma is?



14                 



15                 MR. SIZEMORE:  Right.



16                 



17                 DR. GRIFFEN:  So do we say that 



18        it's anyone contained in a registry?  In a 



19        trauma registry.  I mean, that -- that's 



20        going to give you -- I mean, the thing about 



21        Virginia is that there's a whole bunch of 



22        trauma patients that get in the registry 



23        that a trauma team never sees.  But it 



24        doesn't mean it's any less, you know, 



25        because that whole component of that is the 
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 1        elderly falls and breaks her hip.  Which we 



 2        never take care of on our team.  They're 



 3        always on the medicine team or the 



 4        orthopedic consultation.  



 5                     But would we see that as a 



 6        major component of the population that we 



 7        ought to know what the heck happens to them.  



 8        Yeah, I would think that we all think that's 



 9        a component of the population that we ought 



10        to have some say on.  So --



11                 



12                 COMMITTEE MEMBER:  What about the 



13        ICU 10 codes that --



14                 



15                 DR. GRIFFEN:  And that's what the 



16        registry uses.  



17                 



18                 COMMITTEE MEMBER:  I mean, I know 



19        there's --



20                 



21                 COMMITTEE MEMBER:  There's 300 at 



22        least for brain injury alone.  So...



23                 



24                 DR. GRIFFEN:  Well that -- and that 



25        -- that's -- but that's what the trauma 
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 1        registries use to define the trauma patient 



 2        is they -- anybody who fits within a certain 



 3        ICD-10 code is put in the registry.  If 



 4        they're outside that ICD-10, they don't go 



 5        in the registry.



 6                     If they don't meet one of 



 7        those, they don't go in the registry.  I get 



 8        it.  It's you know, thousands of patients a 



 9        year that this is going to equate to.  But 



10        -- so we could say that we want to identify 



11        the population by saying it's anybody in the 



12        trauma registry. 



13                     The -- the question is then, 



14        when they go to the nursing home or they go 



15        to the rehab and they go to whatever, it's 



16        probably more likely at the rehab they're 



17        going to know that they were a trauma 



18        patient.



19                     At the nursing home, they may 



20        have no idea what was their inpatient 



21        hospitalization for.



22                 



23                 COMMITTEE MEMBER:  And there's a 



24        ton of people that are brought in and 



25        monitored for a few days and then sent home 
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 1        that are going to fall outside of all the -- 



 2        you know, the bundling of the LTAC's, the 



 3        inpatient rehabs and --  



 4                 



 5                 DR. GRIFFEN:  Well, that's what I 



 6        mean.



 7                 



 8                 COMMITTEE MEMBER:  Yeah.



 9                 



10                 DR. GRIFFEN:  Those would be our 



11        outpatient people.  And the only -- so we 



12        would then have to recognize -- we'd have to 



13        -- you know, as it is now from a registry, 



14        you can run a report and have who gets 



15        discharged home and who gets discharged to a 



16        facility. 



17                     I can get my people to run 



18        that in a day.  That's easy.  Give me, for 



19        the last year, everybody that got discharged 



20        home. 



21                     The issue then is I have to be 



22        able to go, okay, they got discharged home 



23        with services.  And then I got to be able to 



24        go into something and say, okay, these 



25        people with these injuries got this service.  
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 1        And they did this.  These people got injury 



 2        with this service and didn't get any.  Well, 



 3        guess what?  If they get these services, 



 4        they do better kind of -- you know, that -- 



 5        that's the thing. 



 6                     So if you're saying defining 



 7        the trauma patient, do we say it's everybody 



 8        who's in a trauma registry across the State 



 9        of Virginia.  I -- I don't know another way 



10        --



11                 



12                 COMMITTEE MEMBER:  It's starting --



13                 



14                 DR. GRIFFEN:  I don't know another 



15        way to define the population.



16                 



17                 COMMITTEE MEMBER:  I think you got 



18        to start somewhere, and that's as good a 



19        place as any.



20                 



21                 DR. GRIFFEN:  Okay.  So that's a -- 



22        so we are the -- we -- we feel like the 



23        population should be defined as any patient 



24        in -- in a registry.  And then, obviously, 



25        that's going to give the acute care -- like 
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 1        I said, they're going to retroactively go 



 2        through how do they get it to EMS and all.  



 3        And then -- which is going to be -- I mean, 



 4        that's easily -- I mean, the five Level I -- 



 5        between the five Level I's, it's 12,000 or 



 6        13,000 patients right there.



 7                     That's just the five Level I's 



 8        will be 12,000 or 13,000 patients a year.  



 9        So with all the Level II's and III's 



10        involved, you know, you're going to talk -- 



11        25,000 or 30,000 patients a year. 



12                     But think about the 



13        opportunities if we had 30,000 patients a 



14        year that we could follow how they 



15        recovered.  What -- what sort of grounds we 



16        could make and improvements we could make in 



17        efficiency and effectiveness of services.



18                 



19                 COMMITTEE MEMBER:  Right.



20                 



21                 MS. MCDONNELL:  This is Anne.  And 



22        it maybe that, you know, beginning that 



23        30,000 patient list when you add in all of 



24        the hospitals, that you start with a -- with 



25        a group that we feel like we might be able 
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 1        to track.  You know, someone with a spinal 



 2        cord injury, for example.  But we start 



 3        small and we see sort of how it works and -- 



 4        and take what we learn and then grow it.  



 5                     You know, if we wanted to 



 6        start with major trauma, you know -- I mean, 



 7        it's all pretty major.  Just eating the 



 8        apple a bite at a time. 



 9                     Getting our brain wrapped 



10        around where it all comes from, how we use 



11        it.  And then taking what we learn and 



12        expanding it to the rest of -- of all of the 



13        patients.



14                 



15                 DR. GRIFFEN:  Well, exact -- and 



16        that may be a way of starting down a pathway 



17        for -- and looking at the consumer -- what 



18        you were talking about --



19                 



20                 MS. MCDONNELL:  Mm-hmm.



21                 



22                 DR. GRIFFEN:  -- the consumer-wise.  



23                 



24                 MS. MCDONNELL:  Mm-hmm.



25                 
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 1                 DR. GRIFFEN:  If you look at the 



 2        spinal cord injury or the traumatic brain 



 3        injury patient --



 4                 



 5                 MS. MCDONNELL:  Well, what I'm 



 6        thinking is that there's almost -- there are 



 7        so few spinal cord injury patients that 



 8        would not have extensive medical follow up.  



 9        But there are a lot of brain injury patients 



10        who don't get that at all.  



11                 



12                 DR. GRIFFEN:  Well, I know.



13                 



14                 MS. MCDONNELL:  You know, I mean 



15        the modern --



16                 



17                 DR. GRIFFEN:  The modern brain 



18        injury is the --



19                 



20                 MS. MCDONNELL:  Right.



21                 



22                 DR. GRIFFEN:  -- black hole of the 



23        world right now --



24                 



25                 MS. MCDONNELL:  Yeah.
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 1                 DR. GRIFFEN:  -- as far as I'm 



 2        concerned.



 3                 



 4                 MS. MCDONNELL:  Yeah.  And even 



 5        moderate to some extent.  But you know, 



 6        spinal cord injury patients might be, you 



 7        know, a group that would be, you know, maybe 



 8        easier. 



 9                     And I know that VCU and 



10        Sheltering Arms -- as a part of this joint 



11        institute -- are going to create a model 



12        systems program.  So there's getting ready 



13        to be a spinal cord injury registry set up 



14        here in Virginia.  We already --



15                 



16                 DR. GRIFFEN:  For anybody in the 



17        state?



18                 



19                 MS. MCDONNELL:  For -- for anybody 



20        that's reported to the trauma registry with 



21        an ICD-9 code related to spinal cord injury.



22                 



23                 DR. GRIFFEN:  Mm-hmm.



24                 



25                 MS. MCDONNELL:  We already have 





�                                                               88



 1        that for brain injury.  And we do outreach 



 2        to those.  So each year we get, you know, 



 3        thousands of letters sent out.  And we get, 



 4        you know, a number of calls back from people 



 5        who've been reported to a trauma registry.  



 6                     We have information on a 



 7        couple hundred of them every year, what 



 8        their long term needs are, you know.  But 



 9        spinal cord is just getting ready to sort of 



10        be, you know, developed. 



11                     And that may present an 



12        opportunity.  There are researchers at VCU 



13        who are working on this right now.  Getting 



14        the spinal cord injury registry up and 



15        running.   



16                 



17                 DR. GRIFFEN:  Yeah.  I know.  It's 



18        just a huge -- every time I have 



19        conversations about this, it just gets 



20        bigger in my brain and hurts it more. 



21                     That -- that's the problem.  



22        It's -- because you want to be able to have 



23        -- I mean, we want -- the thing is we want 



24        it to be global so everyone's included.  And 



25        there are going to be portions of it that 
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 1        are going to be more study than others.  



 2        There's no way around it.  Because of the 



 3        burden to society as a whole, and the 



 4        quality of life for the patient.  



 5                     There's going to be groups of 



 6        individuals that when we can get this data, 



 7        we're going to be more intensely wanting to 



 8        look at. 



 9                     Like what does work for the 



10        brain injured patient, what does work for 



11        the spinal cord injured patient, what does 



12        work for the elderly, you know, whatever.  



13                     There's going to be areas that 



14        are going to certainly be more focused on.  



15        But the idea is so that we get -- can catch 



16        everybody.  So that we can do really a 



17        global quality review of our trauma system 



18        as a whole. 



19                     Are we -- do we really think 



20        we're doing -- are we really doing as well 



21        as we think we are when we're taking care of 



22        these patients when they're getting picked 



23        up.  Is there something that happens in EMS 



24        that impacts their recovery?  Is there 



25        something we do in the acute care that harms 
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 1        them in their recovery or helps them in 



 2        their recovery?  In order to -- as 



 3        efficiently and as effectively put resources 



 4        where they need to be.  I mean, that -- 



 5        that's really the long term goal.  



 6                 



 7                 COMMITTEE MEMBER:  Right.



 8                 



 9                 DR. GRIFFEN:  So it's a question of 



10        trying to figure out -- if we look at this 



11        care tool and this WeeFIM and we pull out -- 



12        or we decide what we want and look in these 



13        tools, and everything that we want is there, 



14        then that may help us a lot with this long 



15        term idea. 



16                     We're not going to be asking 



17        any more of them that what CMS is starting 



18        to ask of them.  And how can we parlay that 



19        into us getting what we want with the least 



20        amount of cost to the facilities. 



21                     And thus, that'll be the least 



22        amount of pain and agony for all of us.  So 



23        I guess the question is, of these things 



24        that we've written up here, truly which -- 



25        which are -- we -- when -- when someone's 





�                                                               91



 1        leaving discharge to try to figure out how 



 2        we want them to be, or what -- what we need 



 3        to know in order to do a full quality 



 4        assessment. 



 5                     Just for the -- just doing 



 6        inpatient, not the outpatient stuff yet and 



 7        that kind of thing.  Is it important that we 



 8        know how long they stayed at that facility?  



 9                     I think we would all agree 



10        that's important because it's going to be a 



11        measure, I suspect, of the -- the degree of 



12        their injuries.  Although payor-wise --



13                 



14                 COMMITTEE MEMBER:  This says where 



15        the --



16                 



17                 DR. GRIFFEN:  Right.  This is the 



18        thing.  And I only know this because Macon 



19        and I spend a lot of time listening to a lot 



20        of people talk to us.



21                     The rehabs are going to turn 



22        them over pretty fast.  They're going to 



23        want to get them out so they can get the 



24        next patient in.  My understanding is that's 



25        not so much the goal here.  Am I wrong?  
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 1                 COMMITTEE MEMBER:  Well, there's so 



 2        many --



 3                 



 4                 COMMITTEE MEMBER:  It's the -- 



 5                 



 6                 COMMITTEE MEMBER:  I agree.



 7                 



 8                 COMMITTEE MEMBER:  Number of days 



 9        covered for Medicare patients, so they can 



10        -- the standard Medicare, they have 20 days.  



11                 



12                 DR. GRIFFEN:  In a rehab?



13                 



14                 COMMITTEE MEMBER:  In a 



15        [unintelligible].  



16                 



17                 DR. GRIFFEN:  That's -- but if 



18        they're ready to go in 10 days, my 



19        understanding is they make keep them 10 



20        more.  



21                 



22                 COMMITTEE MEMBER:  Potentially.  



23        But I think with a lot of the -- I don't 



24        know.  There's a push content.



25                 
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 1                 COMMITTEE MEMBER:  That's right.



 2                 



 3                 COMMITTEE MEMBER:  Think about the 



 4        -- the ends.



 5                 



 6                 DR. GRIFFEN:  No, and I get that.  



 7        And I think that -- so, again --



 8                 



 9                 COMMITTEE MEMBER:  The pace is 



10        definitely slower at a SNF.  There's less 



11        intensity of services, so --



12                 



13                 DR. GRIFFEN:  Well -- and some of 



14        it may be the pace is slower because the 



15        patients aren't as well and they can't 



16        tolerate the rehab.  So they need it for a 



17        longer period of time.



18                 



19                 COMMITTEE MEMBER:  Correct.



20                 



21                 DR. GRIFFEN:  But again, it may 



22        highlight abuses of a system that isn't 



23        perfect as well in the process of all this.  



24                 



25                 COMMITTEE MEMBER:  Well -- and you 
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 1        -- you may have an insurance -- patient with 



 2        insurance and they're pushing to get them 



 3        out when sometimes they're not appropriate 



 4        yet to --



 5                 



 6                 DR. GRIFFEN:  To leave.



 7                 



 8                 COMMITTEE MEMBER:  -- so you have 



 9        that side.



10                 



11                 COMMITTEE MEMBER:  Well, that 



12        happens in rehab all the time. 



13                 



14                 COMMITTEE MEMBER:  We know.



15                 



16                 COMMITTEE MEMBER:  And that's -- 



17        but they get bumped down oftentimes to -- to 



18        a --



19                 



20                 COMMITTEE MEMBER:  Right.



21                 



22                 COMMITTEE MEMBER:  Yeah.



23                 



24                 DR. GRIFFEN:  Okay.  So length of 



25        stay is definitely something we want.  
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 1        Discharge status.  So let's define that a 



 2        little more.  We want to know -- I mean, not 



 3        everybody gets discharged home, right?  Some 



 4        of them get discharged to a SNF or some from 



 5        the SNF on -- very rarely get discharged to 



 6        an acute rehab, I guess.  



 7                 



 8                 COMMITTEE MEMBER:  So discharge 



 9        disposition.  Where are they going?



10                 



11                 DR. GRIFFEN:  Okay.  



12                 



13                 COMMITTEE MEMBER:  Yeah.  And -- 



14        and then there would need to be some sort of 



15        measure about the request working with the 



16        payor, you know.  What that is I'm not sure, 



17        but how much support do they get? 



18                     Are they getting home health 



19        and are they getting, you know, eight hours 



20        of -- you know, not exactly sure how to word 



21        that.



22                 



23                 DR. GRIFFEN:  And I've learned more 



24        about home health and all that in the last 



25        two weeks than I ever care to learn in my 





�                                                               96



 1        life.  All right, length of stay is enough.  



 2        Discharge disposition -- 



 3                 



 4                 COMMITTEE MEMBER:  Mm-hmm.



 5                 



 6                 DR. GRIFFEN:  -- is definitely 



 7        something we want.



 8                 



 9                 COMMITTEE MEMBER:  Well -- and 



10        level of functioning may take care of 



11        further care, you know --



12                 



13                 COMMITTEE MEMBER:  Well certainly 



14        -- it wouldn't necessarily trigger -- be a 



15        trigger.



16                 



17                 DR. GRIFFEN:  So we're at discharge 



18        disposition and then if it's home, we want 



19        to know services.  Is that -- or should we 



20        just say discharge disposition and then with 



21        or without services.  Do we care what 



22        services or we just want to know with or 



23        without continued --



24                 



25                 MS. KATZMAN:  No.
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 1                 DR. GRIFFEN:  -- service?



 2                 



 3                 MS. KATZMAN:  Type of services are 



 4        important.



 5                 



 6                 DR. GRIFFEN:  Okay.  



 7                 



 8                 MS. KATZMAN:  I'm sorry speaking 



 9        for myself  This is Lisa.  



10                 



11                 DR. GRIFFEN:  No, no.  That's -- 



12        this is the whole point of this.  It's for 



13        everybody to say what they think.  And then 



14        we can decide as a team sort of what we 



15        want. 



16                     Okay.  We also have under 



17        discharge status, plan continuum of care.  



18        Does that answer all those questions?  DC, 



19        disposition and if home, type of service.  



20        Is that good?



21                 



22                 COMMITTEE MEMBER:  That's good.



23                 



24                 DR. GRIFFEN:  Okay.  



25                 
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 1                 MR. GIEBFRIED:  This is -- this is 



 2        Jim.  It misses the equipment that needs to 



 3        go with that patient, so that they are 



 4        functional or that family members or 



 5        whatever team goes in can do the services as 



 6        quickly as possible.  



 7                 



 8                 COMMITTEE MEMBER:  DME --



 9                 



10                 COMMITTEE MEMBER:  DME sort of 



11        speaks to that.  



12                 



13                 DR. GRIFFEN:  I get -- we could say 



14        DME's.



15                 



16                 COMMITTEE MEMBER:  Right.  Durable 



17        medical equipment, yeah.  But functional 



18        care stuff would speak to, you know, would 



19        include if they need a bath chair, you know, 



20        or a walker for ambulation --



21                 



22                 DR. GRIFFEN:  So if we said global 



23        functional level on discharge, we should 



24        then be able to get --



25                 





�                                                               99



 1                 COMMITTEE MEMBER:  Hopefully, it 



 2        would --



 3                 



 4                 COMMITTEE MEMBER:  Yes.



 5                 



 6                 DR. GRIFFEN:  It would give us an 



 7        idea of what DME's.



 8                 



 9                 COMMITTEE MEMBER:  Right.  



10                 



11                 DR. GRIFFEN:  Okay.  So --



12                 



13                 MR. GIEBFRIED:  It may be discharge 



14        -- this is Jim again.  It may be using 



15        something in the facility, but it may not 



16        readily be at home.  Or they need it -- 



17        whether it's a hospital bed, whether it's a 



18        wheelchair.



19                     They may have been using that 



20        in the facility, but they may not have one 



21        delivered at the appropriate time when that 



22        person's going to be home.  Or all of it.  



23        Or whether they --



24                 



25                 DR. GRIFFEN:  Well, I think that'll 
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 1        go to some of this, where we then -- if they 



 2        are discharged home -- will catch them 



 3        hopefully then here.  And -- and we get into 



 4        part of this was how long until services 



 5        were rendered.  



 6                 



 7                 MS. GARRETT:  This is Renee, again.  



 8        Speaking along that same line, discharge 



 9        diet and if they have a PEG tube or an 



10        alternative source of feeding, that would be 



11        another -- 



12                 



13                 DR. GRIFFEN:  Does that go with -- 



14        it might be --



15                 



16                 COMMITTEE MEMBER:  Sure.



17                 



18                 DR. GRIFFEN:  When you do a global 



19        function -- I'm sorry.  This is my --



20                 



21                 COMMITTEE MEMBER:  It swallows --



22                 



23                 DR. GRIFFEN:  -- lack of knowledge.  



24        It has their feeding habits, their bathing 



25        habits, their --
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 1                 COMMITTEE MEMBER:  Cognitive 



 2        status.  



 3                 



 4                 COMMITTEE MEMBER:  Cognitive, yes.



 5                 



 6                 COMMITTEE MEMBER:  Bowel, bladder, 



 7        continence.



 8                 



 9                 DR. GRIFFEN:  Okay.



10                 



11                 COMMITTEE MEMBER:  Need of 



12        equipment.  



13                 



14                 COMMITTEE MEMBER:  Ambulation.



15                 



16                 COMMITTEE MEMBER:  All of that sort 



17        of stuff.  



18                 



19                 DR. GRIFFEN:  Okay.  So that's a 



20        good -- that is a good way to call it, then.  



21        Global functional level, because that should 



22        give us cognitive, bowel, bladder, DME, all 



23        that stuff.



24                 



25                 COMMITTEE MEMBER:  Ambulation, 
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 1        ability to transfer --



 2                 



 3                 COMMITTEE MEMBER:  Mobility.



 4                 



 5                 MS. KATZMAN:  To -- it's John.  I'm 



 6        sorry, I don't know.



 7                 



 8                 MR. GIEBFRIED:  Jim.



 9                 



10                 MS. KATZMAN:  Jim.  To Jim's point, 



11        this is Lisa.  The DME is so important 



12        because if -- if there's a piece of 



13        equipment that the patient's supposed to 



14        have and for some reason they don't, that 



15        can change their whole, you know --



16                 



17                 COMMITTEE MEMBER:  You don't have a 



18        wheelchair, you're not getting out of your 



19        house.



20                 



21                 MS. KATZMAN:  That is true.  Or --



22                 



23                 COMMITTEE MEMBER:  Or a ramp.



24                 



25                 MS. KATZMAN:  -- if you don't have 
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 1        a walker, you could fall.  So you know, all 



 2        of that is effecting --



 3                 



 4                 COMMITTEE MEMBER:  They shouldn't 



 5        if they're going to a facility.  I think 



 6        it's -- what she's saying is that if it 



 7        captured -- it's almost like we have two 



 8        points for people to go to another facility.  



 9                     Like we want to ask the 



10        facility these questions.  But then if, you 



11        know, for folks that go straight home from 



12        acute care and folks that come home from --



13                 



14                 COMMITTEE MEMBER:  The post post-



15        acute.



16                 



17                 COMMITTEE MEMBER:  Right.



18                 



19                 COMMITTEE MEMBER:  We'd be having 



20        the same set of questions for those people, 



21        right?  So --



22                 



23                 DR. GRIFFEN:  Yeah, so this is just 



24        for those people who go to an inpatient.  



25        What is it that we want to know when they're 
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 1        getting discharged from an inpatient.



 2                 



 3                 COMMITTEE MEMBER:  Okay.



 4                 



 5                 DR. GRIFFEN:  And if global 



 6        functional level at discharge, if we get -- 



 7        if that's something that most facilities do 



 8        --



 9                 



10                 COMMITTEE MEMBER:  They do.



11                 



12                 COMMITTEE MEMBER:  Yes.



13                 



14                 COMMITTEE MEMBER:  They do.



15                 



16                 DR. GRIFFEN:  Right.  If that's a 



17        requirement, then we should be able to get 



18        cognitive, bowel, bladder, DME, mobility -- 



19        we should be able to parse out that they are 



20        going to be getting 'x, y, and z' to go with 



21        their cognitive and functional level.



22                     Now -- then we then will 



23        hopefully pick them up when they get to that 



24        outpatient.  And we'll do another set of -- 



25                 
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 1                 COMMITTEE MEMBER:  Yeah.



 2                 



 3                 DR. GRIFFEN:  -- whatever we want 



 4        to know from there.



 5                 



 6                 MS. MCDONNELL:  It's -- it's -- 



 7        this is Anne.  It's almost like thinking 



 8        about it points in time.  Because you're 



 9        going to want to know something about, you 



10        know, a trauma patient at -- at the end of 



11        the inpatient setting. 



12                     But did you want to know six 



13        months, maybe 12 months down the road.  So 



14        the question's at that point would be very, 



15        very different -- 



16                 



17                 DR. GRIFFEN:  Right.



18                 



19                 MS. MCDONNELL:  -- than they would 



20        be upon -- upon discharge for an inpatient 



21        facility.



22                 



23                 DR. GRIFFEN:  Right.  Yeah.  Yeah, 



24        and I -- I had a kid come back.  He got 



25        shot.  We sent him home.  I don't know where 
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 1        Tappahannock is.



 2                 



 3                 COMMITTEE MEMBER:  On the --



 4                 



 5                 DR. GRIFFEN:  Somewhere out --



 6                 



 7                 COMMITTEE MEMBER:  -- eastern side 



 8        of the state.



 9                 



10                 DR. GRIFFEN:  Somewhere out in 



11        nowhere is what I figured out.  Because when 



12        he came back -- we sent him home with a 



13        trach because he shot himself in the mouth.  



14        And he comes in to see me in clinic to tell 



15        me he can't breathe.



16                     I said, you can't breathe.  He 



17        goes, no, I can't breathe.  So home health 



18        had never come.  Took us forever to even 



19        find home health it would seem. 



20                     So I pulled out his inner 



21        cannula, which was full of stuff.  Cleaned 



22        it out for him, put it back in.  He goes, 



23        man, I feel much better.  



24                 



25                 COMMITTEE MEMBER:  He's lucky --
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 1                 DR. GRIFFEN:  He didn't -- the kid 



 2        didn't -- he didn't die.  Cute kid.  Anyway.  



 3        All right.  Okay.  So that's -- any facility 



 4        acquired complications, we have that. 



 5                     Do we -- do we want to know 



 6        that, if there was a -- a -- and I don't 



 7        know a way to -- I mean, just -- hospitals 



 8        have to report hospital-acquired events or 



 9        infections or whatever.  I'm presuming 



10        there's the same type of thing that you have 



11        to --



12                 



13                 COMMITTEE MEMBER:  It's part of the 



14        care tool, is it not?



15                 



16                 COMMITTEE MEMBER:  Yeah.



17                 



18                 COMMITTEE MEMBER:  So that should 



19        be on there as well.



20                 



21                 DR. GRIFFEN:  So what is it -- that 



22        a global name?  Facility-acquired --



23                 



24                 COMMITTEE MEMBER:  So --



25                 
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 1                 DR. GRIFFEN:  Because I -- yeah, I 



 2        mean, I can't believe they're --



 3                 



 4                 COMMITTEE MEMBER:  I mean, they 



 5        have to report like worsening pressure 



 6        ulcers. 



 7                 



 8                 DR. GRIFFEN:  Or -- and the UTI or 



 9        -- so I would think all of that stuff.  Just 



10        like we have to do line infections, 



11        [unintelligible], all that.



12                 



13                 COMMITTEE MEMBER:  Yeah.



14                 



15                 COMMITTEE MEMBER:  If you get -- if 



16        you get re-admitted to acute care, that's 



17        part of it.  



18                 



19                 DR. GRIFFEN:  Well -- and we said 



20        that, re-admit.  That we would want to know 



21        if someone was re-admitted.  So -- I guess 



22        trans -- re-admission to acute care.  But if 



23        there's more of a global term for any -- I 



24        guess, facility-based events.  I'll just 



25        call it that.  We'll figure out how to --





�                                                               109



 1                 COMMITTEE MEMBER:  They've got 



 2        adverse drug reactions, but that's not -- 



 3                 



 4           (A committee member is speaking, but the 



 5  words are spoken too low to reach the recorder 



 6  clearly.)



 7  



 8                 COMMITTEE MEMBER:  Yeah.  It's 



 9        pressure ulcers.  They're like --



10                 



11                 DR. GRIFFEN:  They don't -- they 



12        don't do UTI, pneumonia and all that stuff.  



13        You don't have to report any of that?



14                 



15                 COMMITTEE MEMBER:  Those are 



16        quality indicators that may be not 



17        necessarily traced to individual patients.  



18                 



19                 DR. GRIFFEN:  That's really 



20        interesting.



21                 



22                 COMMITTEE MEMBER:  In OASIS it's in 



23        there.  If you go to your GI's within the 



24        last 14 days and you're going to discharge 



25        somebody within that time period from home 
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 1        care.



 2                 



 3                 DR. GRIFFEN:  That's at the home 



 4        care level, though.



 5                 



 6                 COMMITTEE MEMBER:  Right.



 7                 



 8                 DR. GRIFFEN:  Not at the inpatient.  



 9        It's interesting.  So we'll -- we'll want 



10        that for -- that's the other thing for this.  



11        There's the OASIS and what you can get 



12        through that. 



13                     Okay.  Well, I just put 



14        facility-based events.  So whatever facility 



15        -- whatever reported events have to be done.



16                 



17                 COMMITTEE MEMBER:  Okay.



18                 



19                 DR. GRIFFEN:  The pressure ulcers 



20        --



21                 



22                 COMMITTEE MEMBER:  Falls.



23                 



24                 DR. GRIFFEN:  Falls.  



25                 
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 1                 COMMITTEE MEMBER:  That would be -- 



 2        that would again be included in that one.



 3                 



 4                 DR. GRIFFEN:  So falls or pressure 



 5        ulcers are the two big ones at the -- at an 



 6        inpatient facility.



 7                 



 8                 COMMITTEE MEMBER:  Right.



 9                 



10                 DR. GRIFFEN:  Whether it be a 



11        rehab, a nursing care facility or an LTAC.  



12        It's all the same.  Because I --



13                 



14                 COMMITTEE MEMBER:  It's amazing 



15        that they don't have them when y'all report 



16        UTI's.



17                 



18                 MR. GIEBFRIED:  A side note.  One 



19        of the things that we come across is that 



20        some of the surgeons will not send a person 



21        to a SNF level facility because of the 



22        research data showing infections that are 



23        higher incidents, if a person goes to a SNF 



24        than if they go home, you know.  So 



25        therefore, the -- the individual may certain 
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 1        -- best being in a SNF level and all those 



 2        services and all the things that would've 



 3        made a difference as far as length of time 



 4        that will have to be taken in home care.



 5                 



 6                 DR. GRIFFEN:  Well, and that -- and 



 7        that's one of the things that, long term-



 8        wise, would be the goal is, you know, Joe 



 9        Schmoe has this set of injuries and the 



10        recommendation was home. 



11                     And this Joe Schmoe has the 



12        same injuries and the recommendation was a 



13        nursing care facility.  Then they both go, 



14        this one gets this, this one gets this.  



15                     This person is better and 



16        back, you know, to a more returning to life 



17        and a job in seven weeks.  And this one, it 



18        takes three -- you know, three months or six 



19        months. 



20                     That -- that's the idea in the 



21        long term to be able to look at it and say, 



22        what have we done differently?  Okay.  This 



23        one did better.  And then it's like, well, 



24        why did this one get the facility and this 



25        one get the home?  Oh, this one got home 
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 1        because this one didn't have insurance.  Or 



 2        this one got the facility because they have 



 3        really great insurance, or whatever it is 



 4        for the reason.  So that hopefully we can 



 5        come back and say, you know what? 



 6                     People with this constellation 



 7        of symptoms and injuries, they do better -- 



 8        even if -- as a State, we pay for them to go 



 9        to a facility, a rehab facility or a -- 



10        whatever for three weeks to get more 



11        intensive care.



12                     They do better in the long 



13        term and come off of Disability and Social 



14        Security and whatever else and have a 



15        greater quality of life if we actually 



16        provide that for them. 



17                     So that in the long run, we're 



18        costing less to everybody by actually making 



19        this happen as opposed to telling them they 



20        go to go home.



21                     So those are the pipe dreams 



22        that are, you know, 100 years from now and 



23        I'll be long dead.  But that -- that's the 



24        pipe dream -- 



25                 
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 1                 MS. MCDONNELL:  Well --



 2                 



 3                 DR. GRIFFEN:  -- to do that very 



 4        thing. 



 5                 



 6                 MS. MCDONNELL:  This is Anne.  And 



 7        you know, one of the things I'm thinking of 



 8        as I listen to you, Maggie, is this whole 



 9        issue of pre-morbid level of function.  



10        Which, you know, is -- is an unknown factor 



11        in all of this, as is family support.



12                 



13                 DR. GRIFFEN:  And we're not going 



14        to have --



15                 



16                 MS. MCDONNELL:  Yeah, I don't even 



17        know --



18                 



19                 DR. GRIFFEN:  We're not -- we're 



20        not going to be able to get into that.  All 



21        we're going to be able -- they -- I -- I 



22        will think -- I would think, then I will 



23        tell you.  Through the acute care component 



24        of all of this, in the world of trauma, 



25        frailty and the frailty index with the age 
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 1        of our individuals --



 2                 



 3                 MS. MCDONNELL:  Mm-hmm.  Yep.



 4                 



 5                 DR. GRIFFEN:  -- in the geriatric 



 6        trauma.



 7                 



 8                 MS. MCDONNELL:  Yeah.



 9                 



10                 DR. GRIFFEN:  We're working really 



11        hard on trying to figure out a way to do 



12        that.  The problem right now is every 



13        frailty index that exists out there is 17 



14        pages long for the most part.  



15                 



16                 MS. MCDONNELL:  Yeah.



17                 



18                 DR. GRIFFEN:  And it asks a lot of 



19        questions that we can't often get the 



20        answers to.  So there's a lot of us who've 



21        been trying to figure out if we can come up 



22        with an -- as objective possible frailty 



23        index that's a little more down and dirty 



24        and easier for us to fill out on patients.  



25        And I would bet you that ultimately, with 
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 1        all their push with the geriatric trauma 



 2        stuff, that within the next five years, 



 3        there is probably going to be some sort of 



 4        -- as best as possible, simple, objective 



 5        sort of frailty criteria that everybody over 



 6        65 is going to get filled out at their acute 



 7        care facility, as a trauma patient.



 8                     I really believe that's going 



 9        to happen.  It's very frustrating right now 



10        because we have very -- what we do a lot of 



11        times at our facility is we do a -- we have 



12        our dieticians come up and do malnutrition 



13        on the patients as a way of figuring out 



14        it's -- putting something in the chart to 



15        show pre -- pre their injury that they had 



16        some difficulties with maintaining their 



17        normal body life thing.



18                     Because they're moderate 



19        eaters severely malnourished because they 



20        just couldn't get it done.  So I -- I think 



21        that will get some of that --



22                 



23                 MS. MCDONNELL:  Yeah.



24                 



25                 DR. GRIFFEN:  -- to be honest with 
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 1        you.



 2                 



 3                 MS. KATZMAN:  Where -- which -- 



 4        this is Lisa.  Where patients go after acute 



 5        care -- in Mississippi, we had criteria that 



 6        they had to meet and it's -- and the same 



 7        for LTAC's and, you know, SNF's.  So --



 8                 



 9                 DR. GRIFFEN:  Well, and this is --



10                 



11                 MS. KATZMAN:  -- and that 



12        determines --



13                 



14                 COMMITTEE MEMBER:  But a lot of 



15        that is determined by insurance.



16                 



17                 MS. KATZMAN:  Yeah.



18                 



19                 COMMITTEE MEMBER:  A lot of times, 



20        it's not necessarily --



21                 



22                 MS. KATZMAN:  But CMS guidelines, I 



23        know for acute rehab.  But --



24                 



25                 COMMITTEE MEMBER:  Sure.  But again 
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 1        --



 2                 



 3                 MS. KATZMAN:  Yeah.



 4                 



 5                 COMMITTEE MEMBER:  -- you know, a 



 6        lot of times, it's -- 



 7                 



 8                 MS. KATZMAN:  Well, yeah.  Sure.



 9                 



10                 COMMITTEE MEMBER:  -- insurance 



11        dictates who's going to rehab and who's 



12        going to SNF.  



13                 



14                 MS. KATZMAN:  That is true.



15                 



16                 DR. GRIFFEN:  Well, and the other 



17        -- the other component that we learned in -- 



18        when Macon and I are -- and Stephanie was 



19        going to be here.  And she -- you'll know 



20        her when she comes.  



21                     It's -- but she's going to 



22        start coming.  She and Cathy Butler, who are 



23        trauma program managers that work with us 



24        for the couple of years that we were 



25        organizing all this.  One of the other 
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 1        things we figured out is it's -- even in the 



 2        front end trying to figure out how many 



 3        people get rehab, it's really only about 



 4        eight or nine percent.



 5                     Which -- if you have 30,000 



 6        people in this state in a year -- if you're 



 7        just guessing that number that are involved 



 8        in a trauma. 



 9                     And only eight percent -- 



10        that's less than 3,000 a year that get 



11        rehab.  We can all think in our brain that 



12        seems kind of minor.



13                     Well, it's defined by, as you 



14        say, what an insurance company says it -- 



15        for someone to be able to do rehab.  And 



16        then in the back end, we have no way of 



17        saying, well, could another 20% have 



18        benefited from rehab? 



19                     We don't know that because we 



20        never looked at the -- at the program.  So 



21        again, we get back to being able to say, 



22        hey, all these guys with workman's comp and 



23        rehab jumps all over it.  And they want to 



24        do it because they get the cash for it.  



25        They -- guess what, they have this 
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 1        constellation of injuries.  And there's this 



 2        whole group of people here that have the 



 3        same constellation of injuries.  And they 



 4        never get rehab because they either don't 



 5        have funding or they're under-funded.



 6                     And guess what, these folks 



 7        that got the workman's comp and got to go to 



 8        a rehab, they're back up and functional and 



 9        hitting it hard at two months.



10                     And these other folks are six 



11        months, eight months or never.  And again, 



12        we get back to looking at the finances.  



13        We're only looking at it one way right now.  



14                     And so realizing that even the 



15        patient population -- so then you get to 



16        where you can say, okay, not eight percent 



17        need rehab but 25% need rehab. 



18                     So if you're state's going to 



19        have 100,000 people, then you need to have 



20        25 -- the opportunity for 25,000 to get a 



21        rehab in here. 



22                     We don't even come close to 



23        having 25,000 rehab beds available for 



24        people.  I mean, that -- that's what's so 



25        crazy.  We don't even know what we need.  
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 1        And so we do what we do within what we have.  



 2        But we're not even -- there's a whole 



 3        patient population that we're certainly not 



 4        even serving appropriately.



 5                     And -- and that's what we're 



 6        trying to -- to -- it's -- it is.  It's a 



 7        big black hole that we're trying to figure 



 8        out.  Okay.  



 9                 



10                 DR. ABOUTANOS:  Maggie, I think we 



11        -- what you were saying before -- and I'm -- 



12        I'm Mike.  Sorry.  On the TAG Committee.  



13        But you were saying for -- you don't know -- 



14        so what's the impact, especially the 



15        financial impact.  Okay. 



16                     And so -- so we need that -- 



17        those calculations in order to -- to drive 



18        the legislative system.  Because what you're 



19        talking about system inequality.  But -- so 



20        we think they half are getting better. 



21                     And the half are not.  But we 



22        don't know.  But if we show that the half 



23        are actually paying for those who are not.  



24        See that's the trick, to move beyond the 



25        [inaudible].  And I've got to say so, we 
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 1        have not gone to that level, but eventually 



 2        we're going to need to, to have a cost 



 3        analysis of all those that did not get the 



 4        rehab, did not go there. 



 5                     What happened to them?  And 



 6        they -- if they're not returning back to 



 7        society and if they're costing us a lot 



 8        more, then this committee would be in a 



 9        different position of driving a legislative 



10        aspect. 



11                     So this -- this is how you 



12        vote that over the course of this year, for 



13        us to get to the point of, you know, having 



14        an impact.



15                 



16                 DR. GRIFFEN:  Right.  And we have 



17        to -- and that's where it all came in.  



18        We're trying to find out the places.  So 



19        initially what we're going to have to do is 



20        figure out what we want.



21                     We -- yes, it sounds like EMS 



22        is going to do some of this stuff or require 



23        some of this stuff in October and all.  But 



24        whether we're going to have access to that, 



25        probably not right away.  So then the 
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 1        question becomes, all these things that 



 2        everybody's looked at is us starting to 



 3        review those things to figure out where can 



 4        we get this data so that essentially, we're 



 5        pulling the data to create this ourselves.  



 6                     So that we can then show this 



 7        is the impact.  I mean, when you're talking 



 8        about trauma across the United States, the 



 9        number one health care problem $16M a year.  



10                     And we -- yet we have no idea 



11        which -- the injury side, the prevention 



12        side we work really hard on it.  We've tried 



13        seat belts save lives, I won't get into 



14        guns. 



15                     But -- but there's so much 



16        stuff that we can do that we're not doing on 



17        the prevention side at this point that we 



18        can't continue to do.  



19                     But then we have all these 



20        people that have it, and then we have all 



21        these people that get discharged from the 



22        hospital and continue to have problems with 



23        it.  And that's a black hole that we don't 



24        even know.  So if we can help everybody 



25        understand that it -- it can't just end here 
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 1        and it can't -- that we have to provide -- 



 2        some of this is going to happen no matter 



 3        what. 



 4                     Doesn't matter what we do 



 5        prevention-wise, it's going to happen.  And 



 6        if we can't figure out how we can help them 



 7        after that -- to be back in society, to be 



 8        back in -- to a quality of life. 



 9                     To be back to functional, 



10        we're just being silly.  We're just wasting 



11        money.  I -- I mean, it's just a waste.  And 



12        it's a waste of life.  And that's not what 



13        our -- our job is. 



14                     So anyway -- so we're going to 



15        have to use these databases to create what 



16        we think we need in order to then be able to 



17        push our agenda saying, no, you really need 



18        to do this. 



19                     And this is why because we're 



20        going to show you and -- you know, those 



21        guys.  You always got to show them how 



22        you're going to save them money.  That's 



23        what they want to know.  



24                 



25                 DR. ASTHAGIRI:  Heather again.  I 
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 1        would like to know all the diagnoses that 



 2        they are going to -- I just -- 



 3                 



 4                 DR. GRIFFEN:  Okay.



 5                 



 6                 DR. ASTHAGIRI:  Because they'll 



 7        have that.  



 8                 



 9                 DR. GRIFFEN:  So admission 



10        diagnoses.  



11                 



12                 DR. ASTHAGIRI:  Well, even if they 



13        have --



14                 



15                 COMMITTEE MEMBER:  I think that's 



16        part of the care tool, isn't it?



17                 



18                 COMMITTEE MEMBER:  Yeah, it is.



19                 



20                 DR. ASTHAGIRI:  So again, I guess 



21        I'm just trying to pick apart what we want 



22        from the care tool.  Is that what we're 



23        doing kind of like --



24                 



25                 DR. GRIFFEN:  Yeah, so we want a 
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 1        say.  So if we come up with a group of 



 2        these, then what we -- what I try to do -- I 



 3        know we only have like a half an hour left.  



 4                     But if we can get a list of 



 5        sort of what we want -- that's going to be 



 6        the big question.  That's why I gave every 



 7        one of you a piece of these things.  And 



 8        then some of them may be overlap.



 9                     And like I said, Jim sent me 



10        some other ones that I'll email to you.  And 



11        there's a bunch of sites.  And it's a 



12        question of every -- some people are more 



13        savvy than others at looking at these places 



14        and seeing if the data's there. 



15                     But a question of us trying to 



16        take some time and each of us -- you know, 



17        we can either break them up or whatever so 



18        everybody only has two or three sites to go 



19        to, to try to see what data is at that site.  



20                     What data can we get from 



21        there that will answer some of these 



22        questions.  There's one of them got -- 



23        because we may have to go to 25 sites and 



24        still not be able to find everything that 



25        we're trying to get on -- on patients or get 
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 1        the answers that we want.  So --



 2                 



 3                 MS. MCDONNELL:  Yeah, some of these 



 4        sites are -- if you're looking at them for 



 5        data, I can take a couple of them right off 



 6        the list right now.  Because they're not 



 7        going to have data, they're going to have 



 8        information about the services they offer.



 9                 



10                 DR. GRIFFEN:  And that's good.  



11        What I would say is don't -- if you'll send 



12        me those ones --



13                 



14                 MS. MCDONNELL:  Yeah.



15                 



16                 DR. GRIFFEN:  -- as an email.  



17        Anne, if you would send me those, then I can 



18        just take them off the list for us 



19        altogether.



20                 



21                 MS. MCDONNELL:  I can also send you 



22        some information on state registries.  We're 



23        currently working with 19 other states on 



24        their state registries.  So I can tell you 



25        who's got a surveillance registry, who's got 
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 1        an outreach registry, who's developing one.  



 2        And I'll send that to you in a separate 



 3        email as well, Maggie.



 4                 



 5                 DR. GRIFFEN:  That'd be great.  



 6        That'd be great.  All right.  So length of 



 7        stay, discharge disposition, the global 



 8        functional level.  If they were re-admitted, 



 9        the facility-based events and we'll see what 



10        we can get. 



11                     Whether that's only skin and 



12        -- skin breakdown and -- and falls versus 



13        UTI's, whatever.  And admission diagnosis -- 



14                 



15                 MS. CARTER-SMITH:  This is Lauren.  



16        Maybe discharge with that admission 



17        diagnosis if they're different.  Because 



18        sometimes -- 



19                 



20                 DR. GRIFFEN:  Okay.



21                 



22                 MS. CARTER-SMITH:  -- once they're 



23        admit -- like their admission diagnoses is 



24        not anything to do with why they're really 



25        there.
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 1                 DR. GRIFFEN:  Okay, good.  Yeah.  



 2        And then the other things that we had on our 



 3        original thing were payor source.  Do we 



 4        really care?  Yes, no?  



 5                 



 6                 COMMITTEE MEMBER:  I think -- yeah.



 7                 



 8                 DR. GRIFFEN:  I think that's going 



 9        to -- I think initially that's going to be a 



10        very important thing.  Because it's going to 



11        let us know, maybe, why someone went there 



12        as opposed to somewhere else.



13                     And then work/school we talked 



14        about.  But do we think we're going to get 



15        information specifically from these guys 



16        about that.  Probably not.  They're just 



17        saying -- going to say they discharged to 



18        home or they discharged them somewhere.  



19        Right?  



20                 



21                 COMMITTEE MEMBER:  Correct.



22                 



23                 DR. GRIFFEN:  Okay.  That is what 



24        we have on this.  So there are other things 



25        that we want to know about specifically when 
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 1        they're discharged from the inpatient rehab.  



 2        If they're discharged from any of these 



 3        places, do we think to do some sort of 



 4        quality review? 



 5                     Do we need to know?  Because 



 6        it -- I mean, I -- this would be more home 



 7        -- you know, it would be all of that.  So we 



 8        would get a -- we'd be able to pull out 



 9        mortality.



10                 



11                 COMMITTEE MEMBER:  Well, there'd 



12        also be filtered.  I mean, sometimes in your 



13        discharge or your admission, we have twists 



14        in.



15                 



16                 DR. GRIFFEN:  Right.



17                 



18                 COMMITTEE MEMBER:  And so we have 



19        the --



20                 



21                 DR. GRIFFEN:  We have that.  And 



22        then we could -- right.  And we -- we -- 



23        again, we could follow them in the SNF 



24        again.  I mean, that's only one, two, three, 



25        four, five -- it's really only -- it's less 
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 1        than 10 things that we would be asking for 



 2        from these facilities.  That doesn't seem 



 3        like too much I wouldn't think.



 4                 



 5                 COMMITTEE MEMBER:  Well, and I 



 6        think it's already what they're doing.



 7                 



 8                 DR. GRIFFEN:  Well, that's what I 



 9        think.  And this is --



10                 



11                 COMMITTEE MEMBER:  Yes, right.



12                 



13                 DR. GRIFFEN:  This is the part that 



14        we're going to have to convince them of, is 



15        that this is really what we need to be in a 



16        trauma post-discharge registry would be 



17        these things.



18                     And that would allow us to do 



19        a quality review of their entire care within 



20        a trauma system.  



21                 



22                 COMMITTEE MEMBER:  I mean, I think 



23        this is at least a good starting point.  But 



24        we may -- you know, as we go find more stuff 



25        that we want to include.  But I mean, I 
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 1        think this is -- that this is a good, you 



 2        know, starting point as any.



 3                 



 4                 COMMITTEE MEMBER:  I don't know if 



 5        this is the right place to say this, but if 



 6        like ask them if they're like a rehab as a 



 7        part of the -- I guess there would be best 



 8        to have a SNF and acute beds. 



 9                     Like is it part of a hospital 



10        or is it a stand-alone?  Most SNF's are 



11        going to be stand-alone.  But --



12                 



13                 COMMITTEE MEMBER:  Do you know how 



14        many beds?  Do you think that that would 



15        have any --



16                 



17                 DR. GRIFFEN:  Yeah.  Well, I know 



18        there's a little bit of a difference because 



19        you can go to a SNF and you can be in a -- 



20        there's two kinds of beds.



21                 



22                 COMMITTEE MEMBER:  Right.  It's 



23        like you're literally -- where you're on one 



24        side of the place here in the SNF.  And on 



25        the other side, you're -- yeah.
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 1                 COMMITTEE MEMBER:  Long term care 



 2        or --



 3                 



 4                 DR. GRIFFEN:  Would they have -- or 



 5        sub-acute rehab versus -- 



 6                 



 7                 COMMITTEE MEMBER:  It's -- it's 



 8        long term care, right?  



 9                 



10                 COMMITTEE MEMBER:  Long term, 



11        right.



12                 



13                 COMMITTEE MEMBER:  And then skilled 



14        --



15                 



16                 DR. GRIFFEN:  And then skilled 



17        nursing.  So do we say types -- type for the 



18        -- for the SNF's so that they tell us 



19        whether they were put in long term or the -- 



20        or the skilled?



21                 



22                 COMMITTEE MEMBER:  Yes.  That's --



23                 



24                 COMMITTEE MEMBER:  But there's a -- 



25        there's a difference between SNF and long 
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 1        term -- I mean, there's a --



 2                 



 3                 DR. GRIFFEN:  But within the SNF's 



 4        they have some patients who come in for a 



 5        long term bed and some they get the skilled 



 6        nursing beds.  And there are two different 



 7        beds within the SNF, right?  Again, I know 



 8        too much about --



 9                 



10                 COMMITTEE MEMBER:  The level of 



11        service is different in a SNF.



12                 



13                 COMMITTEE MEMBER:  But I think that 



14        the -- like if they're admitted at SNF, 



15        they'd be discharged from SNF to the long 



16        term or nursing home.  I think with that one 



17        --



18                 



19                 COMMITTEE MEMBER:  Are the 



20        definitions consistent is what --



21                 



22                 COMMITTEE MEMBER:  I mean, I'm just 



23        saying like, you know, if -- there's a 



24        switch because SNF beds are often covered by 



25        insurance.  Long term care is self-pay for 
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 1        the most part, unless you have --



 2                 



 3                 COMMITTEE MEMBER:  Medicaid.



 4                 



 5                 COMMITTEE MEMBER:  Medicaid.



 6                 



 7                 COMMITTEE MEMBER:  So I mean, this 



 8        is like kind of a big difference in the 



 9        facility.  So --



10                 



11                 DR. GRIFFEN:  So how would we ask 



12        the question to get what it is we want?  



13        Because you're right.  We want to know the 



14        difference between whether the patient --



15                 



16                 COMMITTEE MEMBER:  Well, they're 



17        going to -- they'll bill at a level of 



18        service.  So inpatient --



19                 



20                 DR. GRIFFEN:  Well, we're not going 



21        to get their billing.  



22                 



23                 COMMITTEE MEMBER:  So -- but I just 



24        think that -- I guess if somebody is sent to 



25        a skilled nursing facility and they don't go 
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 1        home.  And they, you know, switch over to 



 2        long term care, they may not report that.  



 3        But they may not.  



 4                 



 5                 DR. GRIFFEN:  I don't know if they 



 6        have to.



 7                 



 8                 COMMITTEE MEMBER:  We -- okay.  I 



 9        guess that's something we definitely have to 



10        --



11                 



12                 DR. GRIFFEN:  Right.  So do we want 



13        to ask type of -- type of bed.



14                 



15                 COMMITTEE MEMBER:  Mm-hmm.



16                 



17                 DR. GRIFFEN:  Is that the way -- 



18        some -- somehow --



19                 



20                 COMMITTEE MEMBER:  Yeah.



21                 



22                 COMMITTEE MEMBER:  Yeah, skilled 



23        versus long term.



24                 



25                 DR. GRIFFEN:  So -- so their 
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 1        admission type.  Admission type -- type of 



 2        bed.  Yeah.  There's probably a way to say 



 3        that.  I just don't know what it is.



 4                 



 5                 COMMITTEE MEMBER:  I guess some 



 6        have assisted living, too.  



 7                 



 8                 DR. GRIFFEN:  Well, that -- that's 



 9        the thing is -- is -- and then -- yeah, and 



10        I don't know how that -- like I don't know 



11        if you get admission information.  We have a 



12        lot of people up IS that run into 



13        [unintelligible] places.  



14                 



15                 COMMITTEE MEMBER:  Yeah.



16                 



17                 DR. GRIFFEN:  And they are in 



18        independent living, but we may send them 



19        back to their tiered facility.  But they go 



20        to the skilled nursing. 



21                     I had no idea we know that 



22        they went to the skilled nurse -- even -- 



23        come up that we're just at, oh, we sent them 



24        back to the Virginian.  



25                 
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 1                 MS. CARTER-SMITH:  Maybe instead of 



 2        type of bed -- this is Lauren -- under that 



 3        discharge disposition, like take out the 



 4        home and just write services provided.  



 5                     Because what -- doesn't matter 



 6        where they go.  What services are they going 



 7        to get?  So if they go to inpatient rehab, 



 8        we know they're going to get three hours of 



 9        therapy. 



10                     If they go to a nursing 



11        facility, is it going to be skilled?  Like 



12        you know, just defined as what are they 



13        receiving.  



14                 



15                 DR. GRIFFEN:  This is where 



16        discharge starts disposition from the 



17        inpatient bed.



18                 



19                 MS. CARTER-SMITH:  Yes.



20                 



21                 DR. GRIFFEN:  This is our request 



22        of what kind of bed did they get sent to at 



23        the inpatient.



24                 



25                 COMMITTEE MEMBER:  After acute 
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 1        care.



 2                 



 3                 DR. GRIFFEN:  After acute care.  So 



 4        this is like did they go from acute care to 



 5        a skilled nursing bed, to a long term bed, 



 6        to a rehab bed.  This is when they're 



 7        leaving the acute -- the post-acute care, 



 8        where did they go?



 9                 



10                 COMMITTEE MEMBER:  Actually -- so 



11        the -- the bed is continuum of care, not 



12        disposition at time of discharge from acute 



13        care.



14                 



15                 DR. GRIFFEN:  Correct.



16                 



17                 COMMITTEE MEMBER:  Okay.



18                 



19                 DR. GRIFFEN:  Right.  Yeah, because 



20        that may be something to know.  



21                 



22                 MR. GIEBFRIED:  This is Jim.  Just 



23        something came to me about -- I don't have 



24        the answer.  But as we all know, medical -- 



25        the capability of that individual to be able 
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 1        to understand what's going on, where they're 



 2        going.  What's -- what's their 



 3        responsibilities, etcetera.  Makes a 



 4        difference at that time of disposition how 



 5        they're going to better themselves.  



 6                     So I -- I don't know -- I know 



 7        it's -- the OASIS bed, as an example.  They 



 8        have an educational level for the persons.  



 9        They have an -- information regarding what 



10        language -- does the person need an 



11        interpreter, etcetera.



12                     Because very often, things are 



13        missed by the individual or the families in 



14        understanding.  And where it'd help that 



15        individual progress and move further 



16        forward.  



17                     So I'm not sure where in that 



18        process -- whether it's known initially that 



19        this is a -- this is an issue.  But like I 



20        said, they're being transferred. 



21                     That person then will be set 



22        up so that person is going to get that 



23        service.  And the service is going to be 



24        designed to meet the inadequacies that 



25        person has to benefit most from at getting 
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 1        what they have.



 2                 



 3                 DR. GRIFFEN:  Yeah.  I -- there 



 4        will -- I mean, I think you're going to get 



 5        -- again, ultimately, really can link 



 6        patients, the educational level or the 



 7        language barrier type things, you're going 



 8        to get from acute care.



 9                     Because I think that's where 



10        you're going to identify that.  Because we 



11        have to identify that in every patient who 



12        comes into the acute care hospital whether 



13        they need language services and that kind of 



14        thing. 



15                     So I think once the patients 



16        are linked, we should be able to follow and 



17        know that they would have a language problem 



18        or an educational problem. 



19                     Or as we want to know, the 



20        admission diagnosis -- whether they have a 



21        dementia problem or things like that.  So I 



22        think we'll -- once we can link the patients 



23        rather than having -- getting this 



24        information from them.  Because I don't know 



25        whether they do that or not.  We would, I 





�                                                               142



 1        think, get that from the acute care hospital 



 2        once the patient can be linked.



 3                 



 4                 COMMITTEE MEMBER:  I think -- is 



 5        that one of the things that's happening on 



 6        the IRF bed?  For -- for rehab.  It's -- 



 7        it's cap -- it's one of the artists that's 



 8        captured --



 9                 



10                 DR. GRIFFEN:  I have no idea if 



11        it's captured.  What about at a nursing care 



12        facility?  



13                 



14                 COMMITTEE MEMBER:  I'm going to 



15        find out --



16                 



17                 DR. GRIFFEN:  We can --



18                 



19                 COMMITTEE MEMBER:  -- if they're 



20        actually supposed to.  But I don't think 



21        that they'll do the -- half of the stuff.  



22                 



23                 MR. GIEBFRIED:  And it's after the 



24        fact sometimes unless they've done some 



25        cognitive testing at the hospitals.  It 
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 1        would be better discovered there or with a 



 2        psychiatrist -- psychologist got in there to 



 3        do the -- the -- probably the best thing to 



 4        do [inaudible].



 5                 



 6                 DR. GRIFFEN:  Yeah.



 7                 



 8                 MR. GIEBFRIED:  You see more severe 



 9        side of stroke, you know, injury or 



10        something that they can't communicate or 



11        they -- they see the deficits right there.  



12        But it's the mild stuff that you're going to 



13        miss. 



14                 



15                 DR. GRIFFEN:  Yeah.  Like I said, 



16        that's where moderate brain injury people 



17        that, you know --



18                 



19           (At this time, something near the recorder 



20  interferes with audio clarity.)



21  



22                 COMMITTEE MEMBER:  Do you even want 



23        to open a can of worms?  



24                 



25                 COMMITTEE MEMBER:  I was going to 
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 1        say -- I actually determine a source --



 2                 



 3                 DR. GRIFFEN:  Well, I think once we 



 4        talk about peds, we may be asking different 



 5        questions.



 6                 



 7                 COMMITTEE MEMBER:  Yeah.



 8                 



 9                 DR. GRIFFEN:  So I -- I would say 



10        that this is in general for adults.  And we 



11        can make -- I think the -- don't you think 



12        the admission diagnosis for a pediatric 



13        patient -- wouldn't it say non-accidental 



14        trauma --



15                 



16                 COMMITTEE MEMBER:  Not necessarily.  



17                 



18                 DR. GRIFFEN:  Coming from a 



19        facility, you don't think it would 



20        necessarily say that?



21                 



22                 COMMITTEE MEMBER:  I see -- you 



23        know, I -- I see kids all the time that come 



24        in -- maybe it's not a part of -- it's --



25                 
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 1                 DR. GRIFFEN:  And we may have to 



 2        have a different component of -- of things.  



 3        If -- so we -- we have like 20 minutes.  So 



 4        if we -- if we're happy that this, for the 



 5        patients going to an inpatient facility -- 



 6        one of these three places -- that this will 



 7        give us, if we had our perfect thing.



 8                     And this data could be dumped 



 9        in from these types of facilities on every 



10        patient that met -- was in a trauma 



11        registry. 



12                     And if all these could be 



13        dumped into a database that we could then 



14        link to the patient at the facility and link 



15        to their trauma, and link to everything.  



16                     Would this be enough data -- 



17        would this be what -- all that we wanted in 



18        order to be able to then say, hey, doing 



19        this, this and this got our patients to 'x, 



20        y and z'. 



21                     Because if I think -- I think 



22        -- like I said, this is only -- this is less 



23        than 10 things.  And if it comes out that 



24        this is part of the care -- that every one 



25        of these is part of care tool, that is in 
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 1        the long term going to benefit us greatly.  



 2        Because they will already be collecting the 



 3        data.  And then it'll be a question of 



 4        figuring out how we can make -- help them 



 5        make that data available to us. 



 6                     But then, the -- the component 



 7        that we need to do before the next meeting 



 8        is if we're going to agree -- we're going to 



 9        -- we're going to work on a mini-product.



10                     If this is what we believe we 



11        need to have, then as best we can with all 



12        of these potential data sources for us, what 



13        we're going to need to do is we're going to 



14        have to try to see can we really get these 



15        things for a set of patients.  



16                     And do we feel like it answers 



17        all those questions that we think we're 



18        going to want from a quality perspective. 



19                 



20                 COMMITTEE MEMBER:  I think literacy 



21        needs to be captured.  Health literacy needs 



22        to be captured.



23                 



24                 DR. GRIFFEN:  And is that something 



25        in the care tool that they --
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 1                 COMMITTEE MEMBER:  Not in a care 



 2        tool.  It's -- I just feel like it's such a 



 3        -- you know, if -- if we don't capture the 



 4        fact that they are not literate, then it 



 5        really affects their recovery. 



 6                     They're not -- like your 



 7        perfect example.  Your gentleman that came 



 8        in with the trach.  



 9                 



10                 DR. GRIFFEN:  So did they -- 



11                 



12                 COMMITTEE MEMBER:  You know, I 



13        mean, they --



14                 



15                 DR. GRIFFEN:  -- capture that in 



16        the acute care?  Do they ask every patient 



17        who gets -- I mean, --



18                 



19                 MS. GARRETT:  This is Renee.  We 



20        have to do an education assessment that we 



21        fill out that talks about who -- who did we 



22        educate?  Is it the patient, is it the 



23        family, is it both, is it someone else?  And 



24        that's typically where I put this patient 



25        has -- is unable to read.  That would be 
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 1        where I would put that.  So we capture it in 



 2        acute care, but I don't know where -- where 



 3        it goes after that. 



 4                 



 5                 MR. GIEBFRIED:  Is that the same as 



 6        health literacy that you're addressing?



 7                 



 8                 MS. GARRETT:  Yeah.



 9                 



10                 COMMITTEE MEMBER:  Because we -- we 



11        talk about educational level and it's part 



12        of our assessment.  In IBR, it's part of the 



13        assessment.



14                 



15                 COMMITTEE MEMBER:  Yeah, that's 



16        patient level and --



17                 



18                 COMMITTEE MEMBER:  Well, also what 



19        he's saying is different -- yeah.



20                 



21                 MR. GIEBFRIED:  Yeah.



22                 



23                 COMMITTEE MEMBER:  I mean, you can 



24        -- I have plenty of patients that are -- you 



25        know, that might have a graduate degree that 
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 1        don't -- can't take their medicine.



 2                 



 3                 DR. GRIFFEN:  Right.



 4                 



 5                 COMMITTEE MEMBER:  You know, so 



 6        that health literacy and education level, I 



 7        think, can be very different.  



 8                 



 9                 DR. GRIFFEN:  Well, and the -- and 



10        the thing is -- yeah.



11                 



12                 COMMITTEE MEMBER:  Well, where I'm 



13        at is in the country.  So when we talk about 



14        health literacy, we do have a large 



15        component of patients who can't read.  So 



16        that was where that point was triggered.



17                 



18                 DR. GRIFFEN:  I think it's going to 



19        be inconsistent across -- it's going to be 



20        inconsistent is the problem.  And we could 



21        say a whole bunch of other things that we 



22        want to be included in this that right now 



23        isn't -- we don't think we can get the 



24        information any other way.  But again, you 



25        got to think about the -- the final product 
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 1        is -- the ideal is that they're going to be 



 2        linked through their entire hospitalization.  



 3        So we're going to have access to the 



 4        information that was obtained in an acute 



 5        care hospitalization.



 6                     We're going to have access to 



 7        the EMS database and those kinds of things. 



 8        So I'm fairly certain that every acute care 



 9        hospital asks -- on that face sheet, it has 



10        someone's -- something about their 



11        educational level. 



12                     I'm almost positive it does. 



13        Now it doesn't mean their -- they have 



14        literacy in health, yes, obviously.  But we 



15        would get a -- a potential -- at least a[n] 



16        educational level for the patients to -- as 



17        you say, not necessarily use as a surrogate 



18        because they're -- we've all met the very 



19        smart person who can't get out of a paper 



20        bag.  



21                     But I -- I don't know that -- 



22        I guess we have to decide how strongly we 



23        feel about that, that we're going to require 



24        these facilities to do an entire extra 



25        evaluation of a patient to be included on 
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 1        something there on the report.  When 99% of 



 2        what they have to report, they're already 



 3        being asked to do.  I think we'll -- I think 



 4        that will be left blank so frequently that 



 5        it may not be worth it, that's the only 



 6        thing.  Okay. 



 7                     So if we say that this is what 



 8        -- what we want, then what we've got to do 



 9        is -- we got to figure out a way to do our 



10        mini-thing to say, hey, these are the things 



11        that we think are important to know from the 



12        inpatient facilities patients go to. 



13                     And we've done a little look 



14        through the databases that are out there in 



15        the State of Virginia right now.  And we 



16        found on these -- if we go to these six 



17        different places, we can actually get this 



18        data. 



19                     And when we do have this data, 



20        although it probably won't be linked to 



21        anybody at this point.  But that there's -- 



22        right now, there's six different places to 



23        get this data.  And we want to get this all 



24        from one place.  And if we look at the -- 



25        the care tool and realize that that's going 
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 1        to answer this for us, then we can work 



 2        toward the day -- we as a State, when you -- 



 3        when CMS starts this care tool, we want to 



 4        have dibs on it to be able to get this 



 5        information on the people in the State of 



 6        Virginia and not just the Medicare patients, 



 7        but everybody. 



 8                     And so we'll have to figure 



 9        out whether, as you say, it's reported on 



10        everybody kind of.  And then in the process 



11        of looking through some of this stuff, we 



12        may realize, you know what? 



13                     It'd be really good for us to 



14        have this information, too, that we didn't 



15        talk about.  Okay?  So going forward then, 



16        what -- what we'll do is I'll send everybody 



17        out this. 



18                     That these are the things we 



19        decided.  Okay?  That these are the things 



20        we want to do.  I'll see what Anne sends 



21        back that says that's just a -- you know, 



22        advertisement web site.  You're not going to 



23        find any data there.  Okay?  And then I will 



24        -- if there's -- databases you're really 



25        familiar with, send me those and say, look, 
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 1        I'll check this one and this one because I 



 2        know the database really well.  And I go in 



 3        it all the time to look for stuff with my 



 4        patients.  



 5                     And whatever ones are left, 



 6        I'll divide them up and send two or three to 



 7        everybody to try to -- and so our job will 



 8        be can we find any of this data on those 



 9        particular web sites for patients. 



10                     So that we can see if we can 



11        even -- if it's even feasible to find this 



12        stuff anywhere right now.  And then I'll -- 



13        I'll try to look at this care tool thing 



14        that I know nothing about.



15                     And familiarize myself with it 



16        and see what it does.  And I may be able to 



17        -- yeah, if you can send it to.  Yeah, if 



18        you can send it to me and I'll send it to 



19        everybody so everybody can read it and see 



20        what it says. 



21                     And -- and we'll kind of go 



22        from there.  Next time, then, we'll talk 



23        about peds a little bit more and get it sort 



24        of defined for peds and outpatient as far as 



25        this stuff.  Now, if for some reason, again, 
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 1        it looks like things are a lot and we think 



 2        we want to meet in between, I'll stay in 



 3        touch with Wanda and the Office of OEMS and 



 4        when they're going to be finally done and 



 5        whatever.



 6                     And -- so I'll keep you 



 7        informed of that if the Office isn't going 



 8        to be renovated and open before our next 



 9        meeting, then we won't meet until August.  



10        Which I know is a bad time of the year, but 



11        it's --



12                 



13                 COMMITTEE MEMBER:  Do we know when 



14        that is yet?



15                 



16                 DR. GRIFFEN:  August -- it's that 



17        2nd and 3rd or 1st and 2nd or whatever.  



18        It's that weekend, which is -- or that 



19        couple days, which I don't know what I'm 



20        going to do yet.  I'll let you know.



21                 



22                 COMMITTEE MEMBER:  The 1st and 2nd.



23                 



24                 DR. GRIFFEN:  1st and 2nd.  And -- 



25        and then we can go from there.  And if it 
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 1        looks -- if everything seems to be going 



 2        crazy, y'all let me know.  Because if it 



 3        looks like people are -- I know August is a 



 4        terrible time of year.  If it looks like 



 5        it's a lot of vacation type issue, then let 



 6        me know. 



 7                     Because if we have to do 



 8        something at some other time that we can 



 9        meet because people are -- we're not going 



10        to make quorum, then we can potentially 



11        adjust ourselves around so we can meet. 



12                     And then it would just be a 



13        question of the availability to come to the 



14        -- the Friday meeting for the TAG or 



15        something like that.  So we can -- we can 



16        discuss that if you guys have individual 



17        things.



18                     Just send me an email and if I 



19        realize that we're not going to quorum or 



20        whatever, I will -- will work to organize a 



21        little different.  Okay? 



22                 



23                 MR. GIEBFRIED:  Maggie, can you 



24        include that one-page sheet that Heather was 



25        trying to --
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 1                 DR. GRIFFEN:  Yeah.



 2                 



 3                 MR. GIEBFRIED:  -- put out earlier.



 4                 



 5                 DR. GRIFFEN:  If you -- Heather, if 



 6        you -- let me see if it came.  If it didn't 



 7        come through, then just send it to the email 



 8        at work.  Oh, I got it.  Okay.  I have it 



 9        here, so -- and I -- I got that.



10                     So I will send those to myself 



11        at work.  And I will send it to everybody so 



12        everybody has all the data that we need.  



13        Okay? 



14                     So next time, we'll talk more 



15        about peds and more about outpatient and 



16        trying to do define what our goals are going 



17        to be for getting the information.  We'll 



18        see how much information we can actually get 



19        from what's out there now. 



20                     So that we feel comfortable 



21        whether these are all the data points that 



22        we want.  And then we can sort of move 



23        forward from there.   Anne'll take, 



24        obviously, some of the stuff that we've 



25        talked about back to the data stuff.  You 
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 1        were going to go to the Acute Care tomorrow.  



 2        Disaster meets tomorrow or --



 3                 



 4                 DR. ABOUTANOS:  No.  Acute Care is 



 5        today, yeah.



 6                 



 7                 DR. GRIFFEN:  Oh, Acute Care is 



 8        today.  



 9                 



10                 COMMITTEE MEMBER:  That's tomorrow.



11                 



12                 DR. GRIFFEN:  It's tomorrow.  So 



13        yours is tomorrow and yours is today.  Okay.  



14        And then we'll kind of go from there.  So 



15        we'll hear from y'all again when we meet 



16        next time.  Does anybody have anything else 



17        for the Committee for today?



18                 



19                 DR. ABOUTANOS:  Have you heard 



20        anything from System Improvement?  That's 



21        tomorrow, also.  That's the data also.



22                 



23                 DR. GRIFFEN:  Anne goes to that.



24                 



25                 DR. ABOUTANOS:  Anne goes.
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 1                 DR. GRIFFEN:  And she reported on 



 2        what they talked about last time.  So I'm 



 3        sure she'll take the stuff that we talked 



 4        about today to them tomorrow.  I really 



 5        appreciate everybody taking the time in 



 6        coming and all.



 7                     And so like I said, let's just 



 8        stay in touch for the next thing.  If we 



 9        need to adjust stuff, we can.  And then I'll 



10        get stuff out to you. 



11                     It's probably -- will be 



12        honest with you, it's going to be a week 



13        from Tuesday before I can probably see 



14        anything above my head.  But I will get it 



15        to you.  All right.  Thanks.  



16                 



17           (The Post-Acute Care Committee meeting 



18  concluded.)



19                 



20                 



21                 



22                 



23                 



24                 



25                 
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