
Trends in Results of HBIPS National Performance
Measures and Association With Year of Adoption
Kenneth A. Rasinski, Ph.D., Stephen P. Schmaltz, Ph.D., M.P.H.M.S., Scott C. Williams, Psy.D., David W. Baker, M.D., M.P.H.

Objective:Multiple studies demonstrate a consistent pattern
of improvement on quality measures among health care
organizations after they begin collecting and reporting data.
This study compared results on psychiatric performance
measures among cohorts of hospitals with different char-
acteristics that elected to begin reporting on themeasures at
various points in time.

Methods: Quarterly reporting of Hospital-Based Inpatient
Psychiatric Services (HBIPS) measures to the Joint Com-
mission was used to examine trends in performance among
four hospital cohorts that began reporting in 2009 (N=243),
2011 (N=139), 2014 (N=137), or 2015 (N=372). The HBIPS
measures address admission screening, restraint and seclu-
sion use, justification of use of multiple antipsychotic medi-
cations, and discharge planning. Comparisons were based
upon initial quarters of data reported and change rates.

Results: After adjustment for covariates, the analyses showed
that all cohorts significantly improved across quarters for
admission screening, justification of multiple antipsychotic
medications, and discharge planning. Restraint hours sig-
nificantly dropped over the initial reporting periods, but only
for the 2009 and 2015 cohorts. Seclusion hours significantly
dropped over the six reporting periods for all cohorts except
2011.

Conclusions: Several differences were observed across
cohorts in the rate of change between baseline and final
measurement for various measures. In nearly every case,
however, hospitals that began reporting measurement data
earlier performed better than subsequent cohorts during the
later cohorts’ first quarter of reporting.
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In 2007 the Joint Commission established a set of seven
hospital-based inpatient psychiatric measures in collabora-
tion with the National Association of Psychiatric Health
Systems, the National Association of State Mental Health
Program Directors (NASMHPD), and the NASMHPD Re-
search Institute, Inc. Collectively referred to as theHospital-
Based Inpatient Psychiatric Services (HBIPS) measure set,
the measures were considered to be an important step to create
accountability in behavioral health inpatient care (1,2).

It has been repeatedly observed that health care organi-
zations that implement and report national quality measures
tend to improve steadily over time (3–5). This trend appears
also to apply to the HBIPS measures. From 2011 to 2015,
there was an overall improvement of 3 percentage points in
the average HBIPS composite score nationwide (87.3% to
90.3%) (6). Although these trends can be informative, they
can also obscure differences in performance based on other
factors.

Implementation of HBIPS reporting followed a protracted
path that was influenced by changing reporting requirements.
These changes led to staggered implementation of measures
for large hospital cohorts, providing an opportunity to ex-
amine trends and variations in results associated with hos-
pitals’ unique characteristics. This study examined these

differences by analyzing 31 quarters of HBIPS data, com-
paring cohorts on the basis of their first reporting quarter and
subsequent changes in measure performance.

METHODS

Specifications for the HBIPS measures were developed by
using the Joint Commission’s standard methodology (7). A
technical advisory panel was established to develop draft
measures, which were posted for public comment and re-
vised on the basis of the comments. The revised measure
specifications were pilot-tested in hospitals to evaluate
implementation feasibility and data collection reliability. On
the basis of test results, the final measure specifications were
refined and published.

The measures address the following topic areas: per-
centage of patients screened at admission for risk of violence,
substance use, psychological trauma, and psychological
strengths (HBIPS 1); ratio of restraint hours per 1,000 pa-
tient hours (HBIPS 2); ratio of seclusion hours per 1,000
patient hours (HBIPS 3); percentage of patients discharged
with documented treatment justification for two or more
antipsychotic medications (HBIPS 5); percentage of patients
discharged with a continuing care plan (HBIPS 6); and
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percentage of patients discharged with a continuing care
plan that was transmitted to the next level of care (HBIPS 7).

HBIPS data were collected quarterly from hospitals that
treat psychiatric inpatients (freestanding psychiatric hospi-
tals and acute care hospitals with psychiatric units) and that
are accredited by the Joint Commission. Clinical data were
abstracted from each eligible patient’s medical record by
specialists using data element definitions and collection
protocols (8). For the percentage measures, record sampling
was permitted for hospitals with greater than 44 eligible
patients in a given quarter (62% [N=552] of hospitals sub-
mitted sampled records). Sampling was not permitted for
the ratio measures (restraint and seclusion) because they
require the calculation of total inpatient psychiatric days for
each facility as well as total seclusion and restraint time.
Sampling details are available in the Specifications Manual
for Joint Commission National Quality Measures (7). HBIPS
data were submitted for each quarter through an approved
performance measurement system vendor.

Hospital Cohorts
Overall, data were available across 31 quarters, starting with
the last quarter of 2008 and ending with the second quarter
of 2016. In order to be included in the analysis, hospitals
were required to report data for four to six consecutive
quarters and to begin their reporting as part of an identifi-
able cohort. The 2009 cohort (N=243) consisted of hospitals
that volunteered to report HBIPS measures to the Joint
Commission after the measures were first released. About
71% (N=173) of the hospitals in this cohort were free-
standing psychiatric hospitals, and the other 29% (N=70)
were acute care hospitals reporting data for an inpatient
psychiatric unit. The 2011 cohort (N=139) consisted of
hospitals that began reporting HBIPS data during the first
quarter of 2011. This coincided with a Joint Commission
requirement mandating that all accredited freestanding
psychiatric hospitals report HBIPS data. Over 95% (N=133)
of the hospitals in the 2011 cohort were freestanding psy-
chiatric hospitals.

The hospitals in the 2014 cohort (N=137) likely began
reporting in response to two drivers: the adoption of the
measures by the Centers for Medicare and Medicaid (CMS)
and the decision by the Joint Commission to increase the
number of measures that hospitals were required to report,
from a four-measure set to a six-measure set. Over 96%
(N=131) of hospitals in this cohort were inpatient psychiatric
units. The final cohort (N=372), which began reporting in
2015, consisted almost entirely of hospitals with inpatient
psychiatric units (N=368, 99%). The 2015 cohort entered the
HBIPS reporting cycle after the Joint Commission had in-
troduced a flexible reporting option that allowed hospitals to
report combinations of six sets of measures.

Figure 1 shows a timeline of requirements for reporting
performance measures and the number of organizations in
each cohort reporting HBIPS data to the Joint Commission.
Despite a small change in the number of reporting hospitals
from quarter to quarter, the selected cohorts represent four
major influxes of reporting hospitals.

Statistical Methods
Because cohort membership and hospital characteristics
were either ordinal or categorical data, chi-square tests were
used to examine differences in characteristics by hospital
cohort. The hospital characteristics used to compare the
cohorts were ownership (for profit, government, or not for
profit), bed size (,100 beds, 100–299 beds, or $300 beds)
location (rural or urban), psychiatric treatment facility
type (freestanding hospital or psychiatric unit within a
general hospital), and teaching status (major teaching, minor
teaching, or nonteaching).

For each measure, quarterly percentages or ratios were
calculated on the basis of a data aggregation from all eligible
patients within a hospital. Percentages reflect the number of
times a hospital treated a patient in a manner consistent with
clinical practice guidelines divided by the number of patients
who were eligible to receive such care. They were analyzed by
using the generalized estimation equation (GEE) model. The
GEE model, an extension of the general linear model, is a

FIGURE 1. Timeline of requirements for reporting Hospital-Based Inpatient Psychiatric Services (HBIPS) performance measures to the
Joint Commissiona
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semiparametric approach to the longitudinal analysis of cate-
gorical responses (repeated categoricalmeasures) (8). TheGEE
model was used for two reasons. First, the measurement data
collected across quarters were longitudinal in nature and thus
correlated within hospital. Second, the assessment concerned
longitudinal trends and cohort differences in these trends.

In addition to the previously mentioned covariates, re-
porting year cohort and reporting quarter for the first six
quarters of reporting were included to detect cohort and
trend effects. Because the two discharge planning measures
(HBIPS 6 and 7) were retired at the end of 2015, prior to the
analysis, only four quarters of these data were reported by
the 2015 cohort. For the remaining HBIPS measures, six
quarters of data were reported by all cohorts.

The restraint and seclusion measures (HBIPS 2 and 3)
were calculated as the total number of restraint and seclu-
sion hours per quarter divided by the total number of psy-
chiatric inpatient hours in a quarter and multiplied by 1,000.
Thus restraint and seclusion are reported in number of
hours of restraint or seclusion per 1,000 patient hours. Be-
cause of the large number of zero hours, two component
regression analyses were used. First, seclusion and restraint
ratio measures were delineated as either zero if none were
reported or one if a positive number was reported. A pre-
liminary analysis of the ratios showed that the nonzero
values were log normally distributed. Consequently, the data
were analyzed by using a two-component model for longi-
tudinal data, with clumping at zero (9). The first component
models the dichotomous variables for seclusion and re-
straint, respectively. The second component models the
mean number of nonzero hours of seclusion and restraint,

respectively, per 1,000 patient hours. The
model allows for the longitudinal nature of
the data by using random effects and also
allows for the correlation between the two
components. The models were fit by using
SAS, version 9.4, PROC NLMIXED and the
MIXCORR macro.

RESULTS

Characteristics of hospitals that reported
HBIPS measures are reported in Table 1. The
majority of organizations were freestanding
psychiatric hospitals located in urban areas.
A plurality were nonteaching, not-for-profit,
and midsize (100–299 beds) facilities. There
were significant differences among the four
cohorts by hospital characteristic. As a group,
for-profit and freestanding hospitals tended
to report early, and acute care hospitals with
psychiatric units tended to report later
(p,.001).

Table 2 shows results of regression anal-
yses for HBIPS 1, 5, 6, and 7. After an ad-
justment was made for covariates, the 2011

cohort had higher average performance on the admission
screening measure (p=.04 [HBIPS 1]) and the two discharge
planning measures (p=.01 [HBIPS 6], p=.02 [HBIPS 7]),
compared with the 2009 cohort. The 2014 cohort had lower
performance on admission screening (p,.001) than the
2009 cohort, but it performed better than the 2009 cohort on
justification for multiple antipsychotics (p=.01 [HBIPS 5]) and
transmission at discharge of the continuing care plan (p=.02
[HBIPS 7]). The 2015 cohort performed better than the
2009 cohort on providing justification for multiple antipsy-
chotics (p,.001 [HBIPS 5]), preparing written continuing
care plans at discharge (p,.001 [HBIPS 6]), and transmitting
the plans to the next care provider (p,.001 [HBIPS 7]).

Differences in measure performance over the first few
reporting quarters may be partly explained by differences
that existed at the initial reporting point. After adjusting for
covariates, we found that at the initial reporting point, the
2011 and 2015 cohorts had significantly higher performance on
each of the four measures compared with the 2009 cohort
(p,.001). The 2014 cohort showed lower initial perfor-
mance than the 2009 cohort on admission screening
(p,.001) but higher initial performance for antipsychotic
medication justification at discharge (p=.02) and the con-
tinuing care plan measures (p,.001). In addition, the
reporting cohort coefficients were positive and significant for
eachmeasure (p,.001 for all comparisons; Table 2), indicating
overall progress by each cohort.

The results for the two-part regression model of restraint
and seclusion are reported in Table 3. The coefficients for
occurrence indicate the percentage of positive (nonzero)
hours per 1,000 patient hours for each cohort. The

TABLE 1. Characteristics of 891 hospitals that reported on the Hospital-Based
Inpatient Psychiatric Services (HBIPS) performance measures, by cohort yeara

2009 2011 2014 2015

Total (N=243) (N=139) (N=137) (N=372)

Characteristic N % N % N % N % N % p

Ownership ,.001
For profit 228 26 123 51 25 18 7 5 73 20
Government 306 34 39 16 95 68 89 65 83 22
Not for profit 357 40 81 33 19 14 41 30 216 58

Location .005
Urban 762 86 221 91 119 86 121 88 301 81
Rural 129 14 22 9 20 14 16 12 71 19

Facility type ,.001
Psychiatric unit 315 35 70 29 6 4 132 96 368 99
Freestanding 576 65 173 71 133 96 5 4 4 1

Bed count ,.001
,100 222 25 87 36 42 30 23 17 70 19
100–299 433 49 104 43 68 49 73 53 188 50
$300 236 27 62 21 29 21 41 30 114 31

Teaching status ,.001
Major teaching 101 11 16 7 0 0 45 33 40 10
Minor teaching 389 44 85 35 59 42 64 47 181 49
Nonteaching 401 45 142 58 80 58 28 20 151 41

a Hospitals were grouped into four cohorts based on the year in which they began reporting on
the HBIPS measures.
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nonsignificant slope 3 cohort coefficients indicate that the
percentage of nonzero hours of restraint did not change
during the initial six quarters.

Table 3 also examines the intensity of use of restraint and
seclusion, reported as the average number of hours per 1,000
patient hours (excluding zero hours) spent in restraint or
seclusion. Only the 2011 cohort had significantly fewer
overall hours of restraint (p,.001) and seclusion (p,.03) per
1,000 patient hours compared with the 2009 cohort. The
slopes for hours of restraint and hours of seclusion per 1,000
patient hours indicate that their use decreased significantly
over the initial six reporting quarters in the 2009 (restraint,
p=.002; seclusion, p=.017) and the 2015 (restraint, p,.001;
seclusion, p=.005) cohorts.

For HBIPS 1, 5, 6, and 7, each cohort improved its per-
formance from its initial level to the last measured point
(Figure 2). For these four measures, the weighted average
percentage of clients who were treated at baseline in a
manner consistent with the guideline was 76.4%. For the last
reporting quarter, the weighted average gave a value of
89.2%. The difference of 12.9 percentage points provides a
rough estimate of overall improvement. The geometric mean
of hours per 1,000 patient hours for the first and last

reporting quarters was calculated separately for restraint
and seclusion and was compared across cohorts. Mean de-
creases (improvements) in these measures were less than
2 percentage points.

When each cohort’s performance for each measure was
examined within the context of the entire time period, the
percentage measures appeared to show consistent im-
provement. For cohorts with already high levels of per-
formance, there was evidence of a ceiling effect. For the
ratio of restraint hours to 1,000 patient hours, the 2014
and 2015 cohorts showed consistent improvement. The
2009 cohort appeared not to change much across quarters,
although the level of restraint and seclusion for this cohort
began and remained low.

Measure performance differed significantly by some hos-
pital characteristics. The most consistent finding was related
to hospital ownership type. Compared with not-for-profit
hospitals, for-profit hospitals had significantly higher perfor-
mance on writing a continuing care plan (p=.01) and trans-
mitting the plan to the next treatment facility (p,.001)
(Table 2). Somewhat less consistently, for-profit hospitals
had a significantly higher ratio of restraint hours (p,.001)
but a lower ratio of seclusion hours (p=.012) (Table 3).

TABLE 2. Estimated effects of reporting cohort and other characteristics on performance of HBIPS measures by 891 hospitals

Admission
screening (HBIPS 1)

Justification
for multiple

antipsychotics
(HBIPS 5)

Written continuing
care discharge plan

(HBIPS 6)

Written continuing
care discharge

plan transmitted to
receiving organization

(HBIPS 7)

Characteristic Estimate SE p Estimate SE p Estimate SE p Estimate SE p

Intercept 1.033 .244 ,.001 –1.688 .315 ,.001 .563 .283 .046 –.290 .231 .208
Cohort (reference: 2009)a ,.001 ,.001 ,.001 ,.001
2011 .558 .269 .038 .411 .268 .125 .833 .339 .014 .584 .240 .015
2014 –1.041 .260 ,.001 .906 .375 .016 .251 .284 .376 .687 .284 .016
2015 –.130 .270 .640 1.554 .279 ,.001 1.159 .264 ,.001 1.328 .214 ,.001

Characteristic
Ownership (reference:
not for profit)

.001 .060 .029 .002

For profit .283 .214 .186 .099 .254 .697 .621 .226 .006 .600 .172 ,.001
Government –.648 .158 ,.001 –.336 .231 .145 .206 .160 .198 .338 .144 .019

Teaching (reference:
nonteaching)

.025 .422 .008 .014

Major teaching –.589 .236 .013 .113 .278 .684 –.847 .277 .002 –.641 .223 .004
Minor teaching –.035 .171 .838 –.148 .168 .378 –.196 .187 .294 –.120 .141 .394

Rural location (reference:
urban)

–.101 .305 .623 –.456 .170 .013 .129 .186 .480 .344 .180 .059

Bed count (reference:
$300)

.002 .500 .097 .426

,100 .674 .216 .002 .126 .221 .570 .192 .245 .432 .139 .189 .462
100–299 .101 .170 .552 .214 .176 .226 .366 .175 .036 .194 .145 .182

Freestanding (reference:
psychiatric unit)

–.668 .230 .003 –.381 .320 .209 –.315 .269 .908 –.034 .216 .877

Reporting quarter .233 .030 ,.001 .173 .033 ,.001 .284 .038 ,.001 .305 .031 ,.001
Cohort 3 quarter interaction
(reference: 2009)

.480 .008 ,.001 ,.001

2011 –.020 .048 .678 .037 .053 .484 –.077 .101 .445 –.086 .058 .137
2014 .055 .044 .217 –.345 .069 .617 –.251 .053 ,.001 –.251 .053 ,.001
2015 .002 .054 .965 –.115 .043 .007 –.176 .054 .001 –.196 .040 ,.001

a Hospitals were grouped into four cohorts based on the year in which they began reporting. HBIPS, Hospital-Based Inpatient Psychiatric Services
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DISCUSSION

This research was designed primarily to examine perfor-
mance trends across time for psychiatric treatment facilities
that report on the HBIPS measures. The first cohort (2009)
consisted of hospitals that were early adopters of the mea-
sures and voluntarily reported their data. This cohort was
the most varied of the four cohorts in terms of facility type
and other hospital characteristics. For this reason, this co-
hort provides an interesting point of comparison with the
other three cohorts.

It is worth noting that the 2009 early adopters did not
report consistently better or worse performance at baseline
compared with hospitals in later cohorts, nor did the
2009 cohort stand out in terms of its overall rate of im-
provement. That is not altogether surprising, given that re-
sults from previous studies on health care organizations that
voluntarily report data have been mixed. A study among

managed care organizations of women’s health care quality
showed that higher-performing organizations were more
likely to voluntarily report their data (10). In contrast, a
study comparing quality rankings of hospitals that volun-
tarily participated in the 2008 Leapfrog Survey found little
upward bias in the volunteer group and some evidence of
downward bias (11). Similarly, hospitals that voluntarily re-
ported surgical outcomes to the CMS, which then posted the
information on a Web site, did not vary on most quality
indicators compared with hospitals that chose not to vol-
unteer to have their information presented (12).

One finding related to measure performance, however,
was remarkably consistent across the cohorts. Hospitals in
the earlier reporting cohorts were outperforming hospitals
in later reporting cohorts by the time each new cohort began
reporting. Examination of the longitudinal data presented in
Figure 2 clearly supports the benefits of earlier measure-
ment and reporting. This finding suggests that hospitals in

TABLE 3. Estimated effects of reporting cohort and other hospital characteristics on occurrence and intensity of seclusion and
restraint in 891 hospitalsa

Occurrence Intensity

Restraint (HBIPS 2) Seclusion (HBIPS 3) Restraint (HBIPS 2) Seclusion (HBIPS 3)

Characteristic Estimate SE p Estimate SE p Estimate SE p Estimate SE p

Intercept 2.444 .660 ,.001 1.382 .708 .051 –8.576 .261 ,.001 –9.213 .303 ,.001
Cohort (reference: 2009)a

2011 –.500 .752 .506 –.139 .693 .841 –.858 .261 ,.001 –.595 .265 .025
2014 .025 .676 .970 –.687 .733 .350 –.892 .234 .385 .270 .321 .401
2015 –.259 .598 .664 –1.654 .647 .011 –.173 .243 .476 –.085 .281 .761

Characteristic
Ownership (reference:
not for profit)

For profit –1.486 .459 ,.001 –.939 .501 .061 1.191 .193 ,.001 –.563 .224 .012
Government –.080 .382 .835 –.180 .428 .675 –.164 .167 .328 –.259 .193 .181

Teaching (reference:
nonteaching)

Major teaching .509 .621 .413 .530 .705 .452 .009 .261 .972 .377 .314 .230
Minor teaching .331 .384 .383 .549 .415 .186 .036 .153 .813 .128 .178 .472

Rural location (reference:
urban)

–1.088 .459 .018 –.117 .517 .822 –.007 .207 .973 .306 .233 .190

Bed count (reference:
$300)

,100 –2.975 .526 ,.001 –2.869 .572 ,.001 –.054 .209 .797 .032 .244 .897
100–299 –1.378 .408 ,.001 –1.186 .445 .008 .273 .161 .091 .005 .191 .980
Freestanding (reference:

psychiatric unit)
5.914 .672 ,.001 4.279 .702 ,.001 –.011 .258 .965 –.074 .294 .800

Slope
2009 cohort .103 .073 .162 .037 .058 .526 –.053 .017 .002 –.047 .019 .017
2011 cohort –.083 .109 .443 –.050 .084 .552 .024 .022 .276 .012 .025 .613
2014 cohort –.023 .063 .714 –.056 .064 .386 –.007 .027 .789 –.079 .032 .016
2015 cohort .029 .046 .529 .065 .048 .174 –.072 .019 ,.001 –.069 .025 .005

Residual .985 .027 ,.001 1.09 .033 ,.001
Random effect 11.17 1.24 ,.001 15.31 1.67 ,.001 2.38 .15 ,.001 2.88 .22 ,.001
Covariance 2.59 .35 ,.001 5.16 .49 ,.001

a Hospitals were grouped into four cohorts based on the year in which they began reporting on the Hospital-Based Inpatient Psychiatric Services (HBIPS)
measures. Occurrence and intensity of restraint and seclusion were based on responses to HBIPS measures 2 and 3, respectively. For occurrence, the
coefficients indicate the percentage of zero responses, or hours with no restraint or seclusion, per 1,000 patient hours over the six reporting quarters. A
negative coefficient indicates more zero hours of restraint or seclusion for every 1,000 patient hours. For intensity, the coefficients indicate the mean hours of
seclusion or restraint for every 1,000 patient hours. A negative coefficient indicates fewer hours of restraint or seclusion per 1,000 hospital hours, whereas a
positive coefficient indicates more hours of restraint or seclusion per 1,000 hospital hours.
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the early adopter group had the most time to
utilize the feedback from reporting to improve
performance. Although this conclusion should
be interpreted with some caution, it is worth
noting that the specifications for the HBIPS
measures were available to all hospitals si-
multaneously. The freestanding psychiatric
hospitals in the 2011 cohort would have likely
been aware that the measures would focus
on specific evidence-based practices and that
reporting on these measures would soon be
required. It is possible that many of the
hospitals in the 2011 cohort chose to im-
plement the measures earlier but elected not
to report them to the Joint Commission
until 2011. If that is the case, it would suggest
that performance measurement initiatives
may be enhanced by public reporting and
accountability and not just by measurement
and feedback.

Examination of the cohort 3 quarter
interactions for HBIPS 1, 5, 6, and 7 showed
that not every cohort improved at the same
rate on each measure over the initial re-
porting quarters. However, for these mea-
sures, results for the last reporting quarter
showed improvement over the initial re-
porting quarter for every cohort. The great-
est variability in cohort performance was
observed in the restraint and seclusion mea-
sures. This variation may be related to a
combination of factors associated with own-
ership type and hospital type.

The 2011 and 2014 cohorts, which had sig-
nificantly higher proportions of government-
owned hospitals, had higher restraint intensity
compared with 2009. The 2011 cohort, how-
ever, had seclusion ratios that were similar to
those of freestanding psychiatric hospitals in the 2009 cohort
and that were significantly lower than those of the 2014 and
2015 cohorts, which largely comprised hospitals with psychi-
atric units. It is possible that differences in restraint and se-
clusion ratios may be due to differences in patient mix
associated with ownership type and hospital type. Although
differences by hospital type were mixed and are difficult
to interpret, one set of findings—for-profit hospitals per-
formed better on writing and communicating discharge
planning—was consistent with recent research by Shields
and Rosenthal (13).

This study had a number of limitations. First, although
performance differences between cohorts, hospital types, and
ownership types were observed, the study was not designed
to explain such differences. Second, the magnitude of dif-
ferences across some of the measures may be affected by
ceiling or floor effects. Hospitals with high starting points on
performance measures (or low starting points, in the case of

restraint and seclusion hours) have little room to demonstrate
improvement, reducing the value of slope comparisons across
cohorts. In addition, performance measure rates may also be
affected by changes in specifications, although the impact of
such changes is likely to be small.

Third, limited data were available for the hospitals in the
2014 and 2015 cohorts, so a longer reporting periodmay have
revealed different patterns compared with the 2009 and
2011 cohorts. It is also important to note that quality mea-
sures, such as the HBIPS measures, were developed by ex-
perts to help health care facilities provide better treatment.
Although they address important aspects of care, they do not
represent every dimension underlying good psychiatric treat-
ment. Moreover, although the measures were selected and
constructed on the premise that improved treatment processes
lead to better treatment outcomes, they are not outcome
measures. Finally, it is important to note that the study in-
cluded only organizations that were accredited by the Joint

FIGURE 2. Unadjusted trends in results for the Hospital-Based Inpatient Psychiatric
Services (HBIPS) measures, by hospital cohorta
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aHospitals were grouped into four cohorts by year in which they first reported HBIPS data.
Depending on the cohort, data were reported for as many as 31 quarters. The quarters for
which each cohort’s data were analyzed and reported (Table 2 and Table 3) are marked.
Data for HBIPS 2 and HBIPS 3 are reported as geometric, not arithmetic, means to take
outliers into account.
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Commission. This group represents the vast majority of
freestanding psychiatric hospitals across the United States,
but results cannot be generalized to the facilities that are
unaccredited or accredited by some other organization.

CONCLUSIONS

This study found significant differences in performance among
cohorts of hospitals that began reporting psychiatric measure
data at various points in time. The cohorts were marked by
significant variations in hospital type, ownership type, and other
hospital characteristics, and their participation in measure
reporting was likely influenced by changes in external reporting
requirements. Examining measures separately by cohort pro-
vides an interesting perspective that is not generally included in
reports on trends in measurement. The assumption that hos-
pitals that chose early adoption of measurement—electing to
voluntarily report data before being required to do so—were
motivated by confidence that they were performing at a higher
level than other hospitals was not supported.

Perhaps the most interesting finding from the study,
however, was that previously observed associations between
measure reporting and improvement appear to be quite robust.
A trend toward improvement was found across nearly all mea-
sures and nearly all cohorts, despite the fact that the hospital
cohorts had various initial starting points and improved at dif-
ferent rates and that various types of hospitals may have elected
to start reporting at different times and for different reasons.
Furthermore, the consistent association between measurement
and reporting with steady improvement appears to have a
corollary—hospitals that begin reporting early have a com-
parative advantage in performance over hospitals that delay.

AUTHOR AND ARTICLE INFORMATION

The authors are with the Joint Commission, Oakbrook Terrace, Illinois.
Dr. Rasinski and Dr. Williams are with the Department of Health Services
Research, and Dr. Schmaltz and Dr. Baker are with the Division of
Healthcare Quality Evaluation. Send correspondence to Dr. Rasinski
(e-mail: krasinski@jointcommission.org).

The authors report no financial relationships with commercial interests.

Received October 26, 2017; revision received February 5, 2018;
accepted March 5, 2018; published online May 2, 2018.

REFERENCES
1. Grantham D: Psych hospitals adopt core measures. Behavioral

Healthcare 30:24, 26–29, 2010
2. Glied SA, Stein BD, McGuire TG, et al: Measuring performance in

psychiatry: a call to action. Psychiatric Services 66:872–878, 2015
3. Bogh SB, Falstie-Jensen AM, Bartels P, et al: Accreditation and

improvement in process quality of care: a nationwide study. In-
ternational Journal for Quality in Health Care 27:336–343, 2015

4. Williams SC, Schmaltz SP, Morton DJ, et al: Quality of care in US
hospitals as reflected by standardized measures, 2002–2004. New
England Journal of Medicine 353:255–264, 2005

5. Schmaltz SP, Williams SC, Chassin MR, et al: Hospital perfor-
mance trends on national quality measures and the association
with Joint Commission accreditation. Journal of Hospital Medi-
cine 6:454–461, 2011

6. America’s Hospitals: Improving Quality and Safety. Oakbrook
Terrace, IL, Joint Commission, 2016

7. Specifications Manual for National Hospital Inpatient Quality Mea-
sures. Oakbrook Terrace, IL, Joint Commission, 2016. http://www.
jointcommission.org/specifications_manual_for_national_hospital_
inpatient_quality_measures.aspx

8. Zeger SL, Liang KY, Albert PS: Models for longitudinal data: a
generalized estimating equation approach. Biometrics 44:1049–1060,
1988

9. Tooze JA, Grunwald GK, Jones RH: Analysis of repeated measures
data with clumping at zero. Statistical Methods in Medical Re-
search 11:341–355, 2002

10. Thompson JW, Pinidiya SD, Ryan KW, et al: Health plan quality-
of-care information is undermined by voluntary reporting. Amer-
ican Journal of Preventive Medicine 24:62–70, 2003

11. Ghaferi AA, Osborne NH, Dimick JB: Does voluntary reporting
bias hospital quality rankings? Journal of Surgical Research 161:
190–194, 2010

12. Dahlke AR, Chung JW, Holl JL, et al: Evaluation of initial par-
ticipation in public reporting of American College of Surgeons
NSQIP surgical outcomes on Medicare’s Hospital Compare Web
site. Journal of the American College of Surgeons 218:374–380,
2014

13. Shields MC, Rosenthal MB: Quality of inpatient psychiatric care at
VA, other government, nonprofit, and for-profit hospitals: a com-
parison. Psychiatric Services 68:225–230, 2017

790 ps.psychiatryonline.org Psychiatric Services 69:7, July 2018

TRENDS IN RESULTS OF HBIPS NATIONAL PERFORMANCE MEASURES

mailto:krasinski@jointcommission.org
http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_quality_measures.aspx
http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_quality_measures.aspx
http://www.jointcommission.org/specifications_manual_for_national_hospital_inpatient_quality_measures.aspx
http://ps.psychiatryonline.org

