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This document summarizes the evaluation of the measure as it progresses through NQF's Consensus
Development Process (CDP). The information submitted by measure developers/stewards is included after the
Brief Measure Information, Preliminary Analysis, and Pre-meeting Public and Member Comments sections.

To navigate thelinks in the worksheet: Ctrl+ click link to go to the link; ALT + LEFT ARROW to return

Purple text represents the responses from measure developers.
Red text denotes developer information that has changed since the last measure evaluation review.

Brief Measure Information

NQF #: 0576

Corresponding Measures:

De.2. Measure Title: Follow-Up After Hospitalization for Mental lliness
Co.1.1. Measure Steward: National Committee for Quality Assurance

De.3. Brief Description of Measure: The percentage of discharges for members 6 years of age and older who
were hospitalized for treatment of selected mentalillness or intentional self-harm diagnoses and who had a
follow-up visit with a mental health provider. Two ratesare reported:

1. The percentage of discharges for which the member received follow-up within 30 days after discharge.
2. The percentage of discharges for which the member received follow-up within 7 days after discharge.

1b.1. Developer Rationale: This measure assesses whether health plan members who were hospitalized for a
mentalillness or intentional self-harm received a timely follow-up visit. Follow-up care following an acute
event, such as hospitalization, reduces the risk of negative outcomes (e.g., medication errors, re-admission,
emergency department use). Efforts to facilitate treatment following a hospital discharge also lead to less
attrition in the initial post-acute period of treatment. Thus, this time period may be an important opportunity
for health plans to implement strategiesaimed at establishing strong relationships between patients and
mental health providers and facilitate ongoing engagement in treatment.

According toan analysis of data from the National Inpatient Sample (NIS), between 2007 and 2014 there were
over 1.5 million nonfatal suicide attemptsrequiring hospitalization, a rate of 67.1 per 100,000 persons (Connor
etal., 2019). Another analysis of the NIS found that of 122,574 hospital discharges in 2003 with an injury
diagnosis, 7.6% were for intentional self-harm (Patrick et al., 2010).

Fontanella et al. (2020) examined the association between timely outpatient follow-up after a psychiatric
hospitalization and risk of death by suicide, and found that youths with a follow-up visit within 7 days of
discharge had a significantly lower risk of death by suicide. A study of 90-day readmissions among individuals
with schizophrenia and bipolar disorder found that individuals with an outpatient visit within 30-days following
discharge experienced a lower risk of readmission within the following 90 days (Marcus et al., 2017). Similarly,
Markand colleagues (2013) found that increased follow-up at community mental health centerswas
associated with lower risk of re-admission among Medicaid patients hospitalized for mentalillness or
substance use disorder.

Evidence suggests that brief, low-intensity interventions are effective in bridging the gap between inpatient
and outpatient treatment (Dixon 2009) and improving patient experience of continuity of care (Tomita &



Herman, 2015). Low-intensity interventions are typically implemented at periods of high risk for treatment
dropout, such as following an emergency room or hospital discharge or the time of entry into outpatient
treatment. For example, Boyer et al evaluated strategiesaimed at increasing attendance at outpatient
appointments following hospital discharge. They found that the most common factorin a patient’s medical
history that waslinked to a patient having a follow-up visit was a discussion about the discharge plan between
the inpatient staff and outpatient clinicians. Other strategiestheyfound that increased attendance at
appointments included having the patient meet with outpatient staff and visit the outpatient program prior to
discharge (Boyer 2000).
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S.4. Numerator Statement: 30-Day Follow-Up: A follow-up visit with a mental health provider within 30 days
after discharge.

7-Day Follow-Up: A follow-up visit witha mental health provider within 7 days after discharge.

S.6. Denominator Statement: Discharges from an acute inpatient setting with a principal diagnosis of mental
iliness or intentional self-harm on the discharge claim during the first 11 months of the measurement year (i.e.
January 1 to December 1) for members 6 years and older.

S.8. Denominator Exclusions: Exclude from the denominator for both rates, members who begin using hospice
services anytime during the measurement year (Hospice Value Set)



Exclude both the initial discharge and the readmission/direct transfer discharge if the readmission/direct
transfer discharge occurs after December 1 of the measurement year.

Exclude discharges followed by readmission or direct transfer toa nonacute facility within the 30-day follow-up
period regardless of principal diagnosis.

Exclude discharges followed by readmission or direct transfer toan acute facility within the 30-day follow-up
period if the principal diagnosis was not for mental health or intentional self-harm.

These discharges are excluded from the measure because rehospitalization or transfer may prevent an
outpatient follow-up visit from taking place.

De.1. Measure Type: Process
S.17.DataSource: Claims
S.20. Level of Analysis: Health Plan

IF Endorsement Maintenance —Original Endorsement Date: Dec 04, 2009 Most Recent Endorsement Date:
Jun 28, 2017

IF this measureis included in a composite, NQF Compositett/title:
IF this measure is paired/grouped, NQF#/title:

De.4. IF PAIRED/GROUPED, what is the reason this measure must be reported with other measures to
appropriately interpret results? N/A

Preliminary Analysis: Maintenance of Endorsement

To maintain NQF endorsement endorsed measures are evaluated periodically to ensure that the measures still
meets the NQF endorsement criteria (“maintenance”). The emphasis for maintaining endorsement is focused
on how effective the measure is for promoting improvements in quality. Endorsed measures should have
some experience from the field to inform the evaluation. The emphasis for maintaining endorsement is noted
for each criterion.

Criteria 1: Importance to Measure and Report

la. Evidence

Maintenance measures —less emphasis on evidence unlessthere is newinformation or change in evidence
since the prior evaluation.

1a. Evidence. The evidence requirements for a structure, process or intermediate outcome measure s that it is
basedon a systematic review (SR) and grading of the body of empirical evidence where the specific focus of
the evidence matches what is being measured. For measures derived from patient report, evidence also
should demonstrate that the target population values the measured process or structure and finds it
meaningful.

The developer provides the following evidence for this measure:

e Systematic Review of the evidence specific to this measure? X Yes 1 No
e Quality, Quantity and Consistency of evidence provided? X Yes [l No
e Evidencegraded? X Yes [l No

Summary of prior review in 2016



e This is a maintenance process measure using claims data at the plan level that assesses the percentage
of discharges for members 6 years of age and older who were hospitalized for treatment of selected
mental illness or intentional self-harm diagnoses and who had a follow-up visit with a mental health
provider. Two rates are reported: follow-up within 30 days and within 7 days after discharge.

e Inthe 2016 submission, the developer cited the following guidelines that support follow-up after
hospitalization:

o National Institute for Health and Care Excellence (NICE) Guideline — Schizophrenia (published
2009)
= This guideline was not graded; no evidence offered to support the recommendation.
o NICE—Psychosis and Schizophrenia (published 2014)
=  The developer suggests that the guideline was graded using the GRADE approach,
however the submissionis unclear if or how the follow-up recommendation was
graded. No evidence offered to support the recommendation.
o American Psychiatric Association (APA) Guideline — Schizophrenia (published 2004)
= The guideline was graded as [I] recommended with substantial clinical confidence and
[111recommended with moderate clinical confidence
o APA Guidelines — Bipolar Disorder (published 2002)
= The guideline was graded as [I] recommended with substantial clinical confidence
o APA Guidelines — Major Depressive Disorder (published 2010)
= The guideline was graded as [I] recommended with substantial clinical confidence
Changes to evidence from last review
[1 Thedeveloper attests thatthere have been nochanges in the evidence since the measure was last
evaluated.
X Thedeveloperprovided updated evidence for this measure:
Updates:

e Inthe current submission, the developer provided updates to the following guidelines provided in the
2016 submission:
o APA Guidelines — Schizophrenia (updated in 2019)
= The guideline recommends combining pharmacotherapyand psychosocial
interventions to treat patients with a possible psychotic disorder or those with
schizophrenia
= |tis unclear how the guideline and recommendation were graded
e The developer added the NICE Guideline on the transition betweeninpatient mental health settings
and community or care home settings
o Published in 2016, the guideline recommends discussing follow-up with the person before
discharge and to follow-up with a person who has been discharged within 7 days
o The evidence was graded as Moderate (+) or Poor to Moderate (-/+) evidence and Moderate
(+) to Good (++) evidence, where:
®= ++indicates all or most of the checklist criteria have been fulfilled, and where they
have not been fulfilled, the conclusions are unlikely to alter
= +indicates that some of the checklist criteria have been fulfilled, and where they have
not been fulfilled or adequately described, the conclusions are unlikely to alter
= —indicates that few or no checklist criteria have been fulfilled and the conclusions are
likely or very likely to alter
o 10 studies wereincluded in the evidence statements, whichis indicative of a high quantity
= Of the studies, 6 were randomized control trials (RCTs) and 4 were qualitative studies;
5 studies were rated moderate, 4 were rated good, and 1 was rated poor quality.
e All evidence consistently shows follow-up care reduces suicide attempts, readmissions, andimproves
functioning



o Developer proffers new evidence within the submissionthat cites Marcus et al, 2017, a study which
found that for patients with schizophrenia and bipolar disorder, outpatient follow up within 30 days
post-discharge was associated with lower readmission risk. “Outpatient visits during the 30 days after
discharge were associated with a lower hospital readmissionrisk during the following 90 days.
Assertive hospital discharge planning to secure outpatient visits after hospital discharge is needed for
these patient populations.”

Questions for the Committee:

* The evidence provided by the developer is updated and directionally the same compared to that for
the previous NQF review. Does the Committee agree?

* The evidence provided does include the recommended follow-up within 30 days of discharge. Are you
aware of other evidence to support the 30-day rate?

Guidance fromthe Evidence Algorithm

Box 1 the measure does not assess performance on a health outcome Box 3 evidence matches what is being
measured Box 4 QQC provided Box 5b MODERATE

Preliminary rating for evidence: [0 High X Moderate [ Low O Insufficient

1b. Gap in Care/Opportunity for Improvementand 1b. Disparities

Maintenance measures —increased emphasis on gap and variation

1b. Performance Gap. The performance gap requirements include demonstrating quality problems and
opportunity for improvement.

e For commercial health plans, the developer presented the following mean performance rates:
o In 2018, the mean 7-day rate was 0.44 and the mean 30-day rate was 0.6
o 1In2017,the mean 7-day rate was 0.46 and the mean 30-day rate was 0.68
e For Medicare health plans, the developer presentedthe following mean performance rates:
o 1In 2018, the mean 7-day rate was 0.28 and the mean 30-day rate was 0.48
o In 2017, the mean 7-day rate was 0.32 and the mean 30-day rate was 0.53
e For Medicaid health plans, the developer presented the following mean performance rates:
o In 2018, the mean 7-day rate was 0.36 and the mean 30-day rate was 0.57
o 1In2017,the mean 7-day rate was 0.37 and the mean 30-day rate was 0.58

e There is high variability across the different product lines, demonstrating room for improvement
among health plans

Disparities
e Disparity data was not provided
Questions for the Committee:
* Istherea gapin carethat warrants a national performance measure?

* Are you aware of evidence that disparities exist in this area of healthcare?

Preliminary rating for opportunityforimprovement: X High [0 Moderate [ Low [I Insufficient


https://pubmed.ncbi.nlm.nih.gov/28669289/

Committee Pre-evaluation Comments:
Criteria 1: Importance to Measure and Report (including 1a, 1b, 1c)

1a. Evidence to Support Measure Focus: Forall measures (structure, process, outcome, patient-reported
structure/process), empirical data are required. How does the evidence relate to the specific structure,
process, oroutcome being measured? Does it apply directly oris it tangential? Howdoes the structure,
process, or outcome relate to desired outcomes? For maintenance measures—are you aware ofany new
studies/informationthat changesthe evidence base for this measure that has not been cited in the
submission? For measures derived from a patient report: Measuresderived froma patient report must
demonstrate that the target populationvalues the measured outcome, process, or structure.

The new evidence cites the APA guideline recommending combining pharmacotherapyand
psychosocial interventions to treat patients with a possible psychotic disorder or those with
schizophrenia. This measure is only focused on the follow-up visit not the pharmacotherapy. In
addition it’s not clear whether the follow-up mental health visits included an EBP therapeutic practice.
The evidence provided does include the recommended follow-up within 30 days of discharge.
Evidence for impact of substance use disorders on intentional self-harm is not included. Which
demonstrates significant evidence gap that threatens validity. See work of RRies, et al, University of
Washington.

Evidence is sufficient. Would be interestedin more evidence to support 30-day follow up.

The evidence presented by the developer is directly relatedto the process measure. | am not aware of
new studies that are not citedin this submission.

Follow up after hospitalization has been a part evidence-based practice for most major mental
ilinesses for decades.

Evidence is directionally consistent. However, there is much less evidence about 7 days versus 30.
Also, the components necessaryto count as effective follow up are not well delineated. |didn't see
the inclusion of telehealth, primary care (particularly relevant in more rural areas), or home visit
interventions.

Moderate, addition of Marcus 2017 paper further strengthens the evidence

Evidence applies directly to process being measured. Outpatient follow-up visits within 30 days is
associated with lower readmissionrisk. | am not aware of any new information that changes the
evidence base for this measure that has not been cited in the submission.

Empirical data cited by submission applies directly to the measure (Marcus 2017, updated APA
guidelines). Follow-up care has been shown to reduce rate of re-hospitalization & costs. Vidal et al
(2020) showed use of ACT following inpatient discharge decreased rehospitalization and Smith et al
(2019) found that contact between inpatient discharge planners and outpatient clinics improved rates
of 7-day and 30-day aftercare.

The updated evidence solidifies the previous evidence that timely follow-up DOES make a difference.
Psych Services Dec 2-17 Outpatient Follow-Up Care and Risk of Hospital Readmissionin Schizophrenia
and Bipolar Disorder shows reduced readmissions with follow up in 30 days.

This is a process measure determining the impact of follow-up visits within 7 days or within 30 day
post discharge for psychiatric patients ages 6 years and older. The evidence they have provided is
directly applicable to the purpose of the outcome measure. They believe that visits within 7 days or
within 30 days can reduce improve engagement with care, reduce readmissions andrisk of self-harm,
and they provide evidence that demonstrates this. am not aware of any other studies or information
that changes the evidence base for this measure.

Agree that the evidence provided by the developer is updated to support and directionally the same
compared to that for the previous NQF review. Appreciate additional 30-day evidence and not aware
of other evidence to support 30-day rate.



Process

1b. Performance Gap: Was current performance data onthe measure provided? How does it demonstratea
gap in care (variability or overallless than optimal performance) to warrant a national performance
measure? Disparities: Was data on the measure by population subgroups provided? Howdoesiit
demonstrate disparities in the care?

Performance Gapis Highacross different payers. A lot of room for improvement. Data on disparities is
not provided.

The absence of disparity data is concerning.

Sufficiently demonstrated a performance gap. Unless, | missedit, | did not see data on population
subgroups, sol was not able to evaluate disparities in care by subpopulations.

Yes. And from the data presentedthe developer clearly demonstrates a gapin care and therefore
opportunities for improvement. Disparity data was not provided and the reason cited was that social
risk factor data were not available, but is activelyengagedto integrate social risk.

The submission noted that there s high variability across the different product lines, demonstrating
room for improvement among health plans.

There is a gap. The fact that disparities data are not included is astonishing and a clear deficit. Side
note: we should encourage, perhaps require disparities data as a must pass criterion.

Yes

There is high variability across the different health plan product lines. Disparity data was not provided.
There is a high gapin care, as the mean 7-day follow-up rate was 19% and the 30-day rate was 29%.
Data on genderand race were provided by the measure developer and indicate gaps in care that could
be further studied.

There is a significant performance gap. It alsolooks like the measure results worsened slightly
between 2017 and 2018 along ALL product lines . Canwe askthe developer to comment on this
please? Slightly

Yes, performance data was provided comparing rates of 7-day follow up and rates of 30-day follow up
for commercial payers, Medicare and Medicaid. There is clearly a difference in services provided to
patients based on payer type, a performance gap that warrants a national performance measure. Data
on disparities was not provided.

Does seemto be sizable variability across product lines, suggesting room for improvement. No
disparities data provided — and not personally aware of evidence around disparity data in this are - but
would welcome the chance to learn more if such evidence becomes available.

Yes data provided for all lines of business. Subgroups by line of business yes by demographics no.
Information on disparities not provided.

Criteria 2: Scientific Acceptability of Measure Properties

2a. Reliability: Specifications and Testing

2b. Validity: Testing; Exclusions; Risk-Adjustment; Meaningful Differences; Comparability; Missing Data

2c. Forcomposite measures: empirical analysis support composite approach



Reliability

2al. Specifications requires the measure, as specified, to produce consistent (reliable) and credible (valid)
results about the quality of care when implemented. For maintenance measures —no change in emphasis —
specifications should be evaluated the same as with new measures.

2a2. Reliability testing demonstrates if the measure data elements are repeatable, producing the same
results a high proportion of the time when assessedin the same population in the same time period and/or
that the measure score is precise enough to distinguish differences in performance across providers. For
maintenance measures — less emphasis if no new testing data provided.

Validity

2b2. Validity testing should demonstrate the measure data elements are correct and/or the measure score
correctly reflects the quality of care provided, adequately identifying differences in quality. For maintenance
measures — less emphasis if no new testing data provided.

2b2-2b6. Potential threats to validity should be assessed/addressed.
Composite measures only:

2d. Empirical analysis to supportcomposite construction. Empirical analysis should demonstrate that the
component measures add value to the composite and that the aggregationand weighting rules are consistent
with the quality construct.

Complex measure evaluated by Scientific Methods Panel? [1 Yes X No
Evaluators: NQF BHSU Staff

Summary of NQF Staff Evaluation

Reliability

e The developer used a Beta-binomial model to measure the signal-to-noise ratio. The signalis
defined as the proportion of variability in measured performance that can be explained by real
differences across the reporting entities (in this case, health plans). The developer estimated
reliability for eachreporting entity and then averagedthe reliability estimates across all reporting
entities to produce a point estimate of signal-to-noise reliability (labeled “mean signal-to-noise
reliability”). It measures how well, on average, the measure can differentiate between reporting
entity performance on the measure. The Beta-Binomial methodology is a common approach used
by measure developers to establish the confidence that a given provider sample has been ranked
appropriately. This is considered a standard approach.

e The developer provided standarderror (SE) and 95% confidence interval (95% Cl) of the mean
signal-to-noise reliability and stratified by the denominator size.

e The developer provided the distribution of the plan-level signal-to-noise reliability estimates.

e The developer provided point estimates of mean signal-to-noise reliability by health plan type. Full
results canbe found in section 2a2.3. The results suggest the measure has high reliability.

o Table 2a of section 2a2.3 provides the point estimate of mean signal-to-noise reliability, its
SE, and the 95% ClI for the 7-day measure rate for each type of health plan, stratified by
denominator size.




= The reliability estimate for commercial plans is 0.884 with a 95% Cl of (0.872,
0.895). The stratified analyses indicate that reliability increases as plan size gets
larger and exceeds 0.8 for all terciles.

= The reliability estimate for Medicaid plans is 0.969 with a 95% Cl of (0.962, 0.975).
Stratified analyses show that reliability exceeds 0.9 for all terciles.

= The reliability estimate for Medicare plans 0.900 with a 95% Cl of (0.890, 0.909).
The stratified analyses indicate that reliability increases as plan size gets larger and
exceeds 0.8 for all terciles.

o Table 2b of section 2a2.3 provides the point estimate of mean signal-to-noise reliability, its
SE, and the 95% Cl for the 30-day measure rate for eachtype of health plan, stratified by
denominator size.

= The reliability estimate for commercial plans is 0.883 with a 95% Cl of (0.872,
0.895). The stratified analyses indicate that reliability increases as plan size gets
larger and exceeds 0.8 for all terciles.

= The reliability estimate for Medicaid plans is 0.967 with a 95% ClI of (0.960, 0.975).
Stratified analyses show that reliability exceeds 0.9 for all terciles.

= The reliability estimate for Medicare plansis 0.910 with a 95% Cl of (0.902, 0.918).
The stratified analyses indicate that reliability increases as plan size gets larger and
exceeds 0.8 for all terciles.

Validity

The developer assessed both construct (convergent) validity and face validity.
e For construct validity:

o Validity for this measure was measured against NCQA’s Follow-Up After Emergency
Department Visit for Mental lllness (FUM) since both measures address similar populations
and activities for patients following an acute event involving mentalillness.

o The developer performed Pearson correlationanalysis for construct validity, which
estimates the strength of linear association between two continuous variables.

=  P-values were calculatedto determine the significance of the correlation
coefficients, with the threshold set at 0.05, where values less than this imply it is
unlikely that a non-zero coefficient was observed due to chance alone, i.e. it is
significant.

e The developer reported Pearson correlation results within the measure between 7-day and 30-
day. The correlations were positive and strong across product lines.

o For Commercial plans, the correlation coefficient is 0.90 with significance at p < 0.001
(table 4a of section 2b1.3).

o For Medicaid plans, the correlation coefficient is 0.93 with significance at p < 0.001 (table
4b of section2b1.3).

o For Medicare plans, the correlation coefficient is 0.91 with significance at p < 0.001 (table
4c of section 2b1.3).

e The developer also reported Pearson correlationresults between Follow-Up After Hospitalization
for Mental lllness (FUH) and Follow-Up After Emergency Department Visit for Mental lliness (FUM)
(table 5a of section 2b1.3). The correlations were positive and moderate.




e Face validity was conducted and was systematically determined by the developer’s Committee on
Performance Measurement. The multi-stakeholder advisory panels concluded the measures had
good face validity.

Questions for the Committee regarding reliability:
* Do you have any concerns that the measure can be consistentlyimplemented (i.e., are measure
specifications adequate)?
* The staffis satisfied with the reliability testing for the measure. Does the Committee think thereiis a
need to discuss reliability?
Questions for the Committee regarding validity:
* Do you have any concerns regarding the validity of the measure (e.g., exclusions, risk-adjustment
approach, etc.)?
* The staffis satisfied with the validity analyses for the measure. Does the Committee think there is a
need to discuss validity?
The Committee did not recommend NQF 3572 Follow-Up After Psychiatric Hospitalization (FAPH) (Centers
for Medicare and Medicaid Services/Mathematica). BHSU Committee’s validity concern for NQF 3572 and
have ratedthe validity as moderate due to this concern. Note that the developer has pointed out that only
the last admission should be counted when a readmission occurs within 30 days.
e Developer has provided no exclusion data or analysis.

e The Committee should discuss the implications of the exclusion relatedto this measure and assess
whether the same rationale should or should not be applied to NQF 0576, and what it means that
the last discharge should be considered.

Preliminary rating for reliability: X High [0 Moderate [ Low [ Insufficient
Preliminary rating for validity: 1 High Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:
Criteria 2: Scientific Acceptability of Measure Properties (includingall 2a, 2b, and 2c)

2al. Reliability-Specifications: Which dataelements, ifany, are not clearly defined? Which codes with
descriptors, ifany, are not provided? Which steps, ifany, in the logic or calculation algorithm or other
specifications (e.g., risk/case-mixadjustment, survey/sampling instructions) are not clear? What concerns
do you have about the likelihood thatthis measure can be consistentlyimplemented?

e added telehealth. Curiously, it excludes visits on date of discharge. Alsothe definition of provider does
not include FQHCs or other primary care providers who increasingly have integrated BH expertise.
Also, licensed clinical alcohol and drug counselors are not included in the definition of provider.

e Yesappears reliable/repeatable with high ClI.
e Noconcerns.

e Dataelements are clearly defined. The 30 day discharge measure is reasonable while | do have
concerns about the likelihood the 7-day as is demonstratedin the data presented.

o The testing sample included a broad range of commercial, Medicaid, and Medicare plans, sono
concerns about reliability.

e SNR--moderate to high. Wish there was risk/case adjustment analysis
o Usual NCQA approach because they limit testing reliability based only on their data source
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Data elements are clearly defined, with adequate sampling, and good reliability demonstrated through
a standard approach. I do not have concerns about the likelihood that this measure canbe
consistentlyimplemented.

| have no concerns about implementation as the data used to measure are claims data.

Measure basically looks reliable. Literature suggests that 7 day follow-up for adolescents is lower for
blacks/other minorities, older adolescents, those with medical co-morbidities, and for those with
diagnosis other than Depression, Schizophrenia, or Bipolar Affective Disorder.

Data elements are clearly defined. Codes with descriptors are provided and the steps are clear. | do
not have concerns that this measure can be consistentlyimplemented as reliability estimates are high.
Measure is generally well-defined to ensure consistency here. | remain unclear what providers would
“count” as a follow-up visit. Specifically, would this include a visit with a primary care provider who is
not a mental health provider but who is helping manage the mental health condition (e.g. via
medication management)?

Reliability is high no need to discuss.

2a2. Reliability - Testing: Do you have any concernsabout the reliability of the measure?

Highly reliable

| am concerned about the lack of disparity data.
No.

No

No

No, it’s ok

above

No because signal-to-noise, SE, Cl for each type of health plan were all were within acceptable range.
No

No

| do not.

Beta-Binomial methodology to measure signal-to-noise ratio seems adequate, though this is new to
me. | don’t see a need to discuss reliability testing, but also defer to those with more experience here.

Reliability is high no need to discuss.

2b1. Validity -Testing: Do you have any concemswith the testing results?

Moderate

Comparing this to FUM data interesting--so why do we need two measures for the same thing?
No.

No. But | did not quite understandthe Committee's previous validity concern for NQF3572.

No

| hate our approach to validity testing--the idea that two measures have high correlations may simply
reflect that neither is valid. Certainly, the fact there is moderate correlationto mental health fu and
general ER fu is not unexpected--but it says little about whether they are truly valid. OK, | understand
this is a common psychometric approach to validity—enough said.

Limited to construct validity comparing to another conceptually similar measure developed by NCQA.
Face validity based on | assume a survey item completed by the advisory panel the developer
convened during development of measure
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| have concerns about patients who are excluded from the measure.
No

Nothing significant

| do not.

Pearson correlation analysis for construct seems adequate. | don’t see a need to discuss validity
testing, but also defer to those with more experience here.

No concerns.

2b2-3. Other Threats to Validity (Exclusions, Risk Adjustment) 2b2. Exclusions: Are the exclusions consistent
with the evidence? Are any patients or patient groups inappropriately excluded fromthe measure? 2b3.
Risk Adjustment: If outcome (intermediate, health, or PRO-based) or resource use performance measure: Is
there a conceptualrelationship between potential social risk factor variables and the measure focus? How
well do socialrisk factor variables that were available and analyzed align with the conceptual description
provided? Are all of the risk-adjustment variables present at the start of care (if not, do you agree with the
rationale provided)? Was therisk adjustment (case-mixadjustment) appropriately developed and

tested? Do analyses indicate acceptable results? Is an appropriate risk-adjustment strategy includedin the
measure?

no concerns
| think this measure should be bifurcated. First part: FU after MH: SCPT, BAD, MDD is valid. Second
part: FU after intentional self-harmis not substantiated based upon the Evidence 1a above or should
have exclusions.

Acceptable.

This is incomplete because the developers do not present the data by social riskfactors.

The exclusions are consistent withthe evidence. Riskadjustmentis appropriately developed and
tested.

Exclusions. Again, | wish there was some scenario analysis of different SDOH.

no, but this is likely related to NCQA limiting to their data source

Per my answerin Q7, | am concerned about patients excluded from the measure, specifically those
being transferred toanother facility and the concern that the rehospitalization may interfere with
their outpatient follow up. Telemedicine and/or good coordination of care could obviate this potential
barrier. Riskadjustment - n/a.

Exclusions are consistent and appropriate.

The decision to exclude anyone readmittedin the first 30 days post discharge allows for cleaner
measurement but also eliminates the most severe individuals. This does not invalidate the measure
but probably makes the intervention look somewhat more effective thanit truly is.

HEDIS does not report exclusions, but there are exclusions based on readmissions. Need more clarity
and discussion around the exclusions. Does not appear that specific groups are excluded
inappropriately. HEDIS does not include information on risk adjustment as it is not applicable.

No concerns. HEDIS Compliance Audit addresses missing data. IQR check addresses meaningful
differences. Comparability N/A as measure has only one set of specifications. Risk adjustment or
stratification N/A.

No risk adjustment in this measure.

2b4-7. Threats to Validity (Statistically Significant Differences, Multiple Data Sources, Missing Data) 2b4.
Meaningful Differences: How do analyses indicate this measure identifies meaningful differences about
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quality? 2b5. Comparability of performance scores: If multiple sets of specifications: Do analyses indicate
they produce comparable results? 2b6. Missing data/noresponse: Does missing data constitute a threat to
thevalidity of this measure?

No concerns

| have concerns with construct validity because this measure does not address the impact of substance
use/abuse on intentional self-harm; nor is there evidence provided in the section 1a. Valid when
substance misuse was the primary cause.

| am satisfied with the testing of the measure's validity.

| do not have concerns regarding these possible threats to validity.
No

We should discuss exclusions, briefly

If you apply this measure to Medicaid claims data, you may underestimate follow-up care for children
and youth if mental health care was provided in schools or funded by state funds earmarked for
certaintypes of publicly-funded outpatient mental health care (e.g. assessment for special ed services)

IQR and t-test demonstrated plans' performance is significantly different. Comparability - n/a. Missing
data does not appearto be a threat to validity.

No

Nothing significant.

HEDISincludes data on follow-up visits across commercial plans, Medicare and Medicaid. This measure
identified meaningful differences in performance between health plans. This datais very useful. There
are not multiple sets of specifications, and the data go through an audit process to address any missing
data. “Materially biased” information is excluded.

No. HEDIS Compliance Audit addresses this adequately.

No threat to validity.

Criterion 3. Feasibility

Maintenance measures —no change in emphasis —implementation issues may be more prominent

3. Feasibility is the extent to which the specifications including measure logic, require data that are readily
available or could be captured without undue burden and can be implemented for performance
measurement.

The measure data is coded by someone other than person obtaining original information
All of the data elements are in defined fields in a combination of electronic sources
Noncommercial use of the measure does not require consent by the measure developer

Commercial use of the measure requires written consent from the developer

Questions for the Committee:

Do you have concerns about the feasibility of this measure?

Preliminary rating for feasibility: X High [ Moderate [ Low [ Insufficient
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Committee Pre-evaluation Comments:
Criteria 3: Feasibility

3. Feasibility: Which ofthe required data elements are not routinely generatedand usedduringcare
delivery? Which ofthe required data elements are not availablein electronicform (e.g., EHR or other
electronicsources)? What are your concemsabout howthe data collection strategy can be putinto
operationaluse?

e The measureis feasible-uses claims data
e EHRdata- no concerns.

e It'sclaimsdata, soit is feasible. Any concern that delays in data entry or claims disputes could impact
results? Dowe have information that supports that most claims from community-based mental health
providers are submitted electronically?

e | do not have concerns regarding this as for this measure health systems will be able to measure the
required data elements.

e This is a limited process measure and easyto operationalize.

e Feasible.

e highly feasible

e No concerns regarding feasibility.

e No concerns since this measure uses claims data and has been used for over 10 years
e Itis feasible

e Some dataaregeneratedand used during care delivery, but others would be collected after the care
episode. This requires multiple systems for data collection, all of which use electronicforms. |
understandits current use is for quality improvement and is being used by many groups and in various
projects, but the process of implementation/use is not clearto me.

e Noconcerns.
e No concerns this is straight forward.

Criterion 4: Usability and Use

Maintenance measures —increased emphasis — much greater focus on measure use and usefulness,
including both impact/improvement and unintended consequences

4a. Use (4al. Accountability and Transparency; 4a2. Feedback on measure)

4a. Use evaluate the extent to which audiences (e.g., consumers, purchasers, providers, policymakers) use or
could use performance results for both accountability and performance improvement activities.

4a.1. Accountability and Transparency. Performance results are usedin at least one accountability
application within three years after initial endorsement and are publicly reported within six years after initial
endorsement (or the data on performance results are available). If not in use at the time of initial
endorsement, then a credible plan for implementation within the specified timeframes is provided.

Current uses ofthe measure

Publicly reported? X Yes [1 No
Currentusein an accountability program? Yes [1 No [] UNCLEAR
OR
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Planned usein an accountability program? [1 Yes [0 No
Accountability program details
e This measureis currently used in several CMS programs including:

o Medicaid Child Core Set
o Medicaid Adult Core Set
o Hospital Compare
o Qualified Health Plan (QHP) Quality Rating System (QRS)
o Quality Payment Program (QPP)

e The measureis also used for NCQA’s accreditation of commercial, Medicaid, and Medicare plans,
Health Plan Ratings/Report Cards, State of Health Care Annual Report

e Other programs where the measureisin use include: Quality Compass and Inpatient Psychiatric
Facility Quality Reporting

4a.2. Feedback on the measure by those being measured or others. Three criteria demonstrate feedback: 1)
those being measured have been given performance results or data, as well as assistance with interpreting the
measure results and data; 2) those being measured and other users have been given an opportunity to provide
feedback on the measure performance or implementation; 3) this feedback has been considered when
changes are incorporated into the measure

Feedback on the measure by those being measured or others
e The developer conducts reevaluation regularly

e Though the developer has received clarifying questions on specifications (e.g. whether a certaintype
of provider met the definition of mental health providers), they report that health plans have
considered the measure feasible for reporting

Additional Feedback:

o Feedback received has informed the developer’s revisions to the measure specifications to include
clarifying text and additional examples to further support determining numerator compliance

Questions for the Committee:

* How have (or can) the performance results be used to further the goal of high-quality, efficient
healthcare?

* How hasthe measure been vettedin real-world settings by those being measured or others?

Preliminary ratingfor Use: X Pass [ No Pass

4b. Usability (4al. Improvement;4a2. Benefits of measure)

4b. Usability evaluate the extent towhich audiences (e.g., consumers, purchasers, providers, policymakers)
use or could use performance results for both accountability and performance improvement activities.

4b.1 Improvement. Progresstowardachieving the goal of high-quality, efficient healthcare for individuals or
populations is demonstrated.

Improvement results

e 2017 to 2018 data demonstrates relatively stable improvement but also shows that there is room for
improvement across health plans

e The largevariation between 10t and 90t percentiles also suggest room for improvement across
health plans
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4b2. Benefits vs. harms. Benefits of the performance measure in facilitating progress toward achieving high-
quality, efficient healthcare for individuals or populations outweigh evidence of unintended negative
consequences to individuals or populations (if such evidence exists).
Unexpected findings (positive or negative) during implementation
e None found
Potentialharms
e None
Additional Feedback:
Questions for the Committee:

* How canthe performance results be usedto further the goal of high-quality, efficient healthcare?

* Do the benefits of the measure outweigh any potential unintended consequences?

N/

Preliminary rating for Usabilityanduse: [XI High [0 Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:
Criteria 4: Usability and Use

4al. Use - Accountability and Transparency: How is the measure being publicly reported? Are the
performanceresults disclosed and available outside of the organizations or practices whose performance is
measured? For maintenance measures - which accountability applications is the measure being used for?
For newmeasures - if notin use at the time of initial endorsement, is a credible plan for implementation
provided? 4a2. Use - Feedback on the measure: Have those being measured been given performance results
ordata, as well as assistance with interpretingthe measure results anddata? Have those beingmeasured or
other users been given an opportunity to provide feedback on the measure performance or
implementation? Has this feedback has been considered when changes areincorporated into the measure?

e yes.
e n/a
e Yes

e | have no concerns about accountability or transparency. The feedback mechanism for those being
measured is described.

e The measureis publicly reported by CMS. The submission notes that there is substantial feedback.
e used widely; fine.

e existing measure, one of the easier ones for state Medicaid agencies to report

e Measureis being publicly reported and is used in several CMS programs, NCQA's accreditation
process, andin psychiatric programs as a quality tool. Those being measured have been provided with
the results and have been invited to participate in feedback/measure implementation.

e Datahavebeen collected and reported publicly for 10 years; feedback is routinely collected and used
to clarify measure definitions.

e It'scurrentlybeing used and | am unaware of problems with it.

e Health plans submit their results to NCQA. NCQA then publicly reports rates (publish, present at
conferences and webinars) across all plans and benchmarks to help plans compare their performance.
Yes, theresults are disclosed and available. Accountability applications are in 4.1 and 4al.1 (health
plan ratings, quality of care, accreditation, and more). Entities that use the HEDIS are aware of their
performance results and data prior to submitting their data to NCQA. Since data is publicly reported by
NCQA, entities are able to compare their performance to others through benchmarking. It is not clear
what assistance is provided beyond comparing their results to others and technical assistance through
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NCQA'’s Clarification Support System. There are opportunities to provide feedback on the measures
through advisory panels, public comment posting and review of questions submitted. This feedback
was used in recent revisions, which included clarifying text and providing additional examples.

My only question is the extent to which health plans are explicitly encouraged/incentivized to share
data and coordinate with delivery system entities to advance improvement. Do we have a sense that
this is already happening?

Yes

4b1. Usability — Improvement: How can the performance results be used to further the goal of high-quality,
efficient healthcare? If not in use for performance improvement at the time of initial endorsement, is a
credible rationale provided that describes howthe performanceresultscould be usedto further the goal of
high-quality, efficient healthcare forindividuals or populations? 4b2. Usability — Benefits vs. harms: Describe
any actualunintended consequencesand note howyou think the benefits of the measure outweigh them.

The benefits would be increasedif the measure included information about whether the follow-up
encounter included pharmacotherapy and evidence based therapeutic.

| have concern about this as a public performance measure because of lack of disparity data. Maybe
useful as a quality improvement measure.

Measure s usable.

| believe that the performance results must have healthcare systems think about models of care that
are patient-centered for high-risk individuals. This will hopefully reduce barriers for care for a
vulnerable population and | believe the benefits would outweigh any theoretical harms.

The benefits of follow-up after hospitalization far outweigh any potential harm.
ok
none

2017 to 2018 data demonstrates relatively stable improvement which help further the goal of efficient
healthcare by increasing patient tenure in the community and facilitating ongoing management of
their iliness through outpatient providers. | believe the potential benefits outweigh the harms in this
measure.

N/A. This is an important issue and results still show opportunity for improvement that outweigh any
potential harm.

Would like the developer to explain small worsening of results betweenfirst and second year's results.

If follow-up visits within a specific time frame do improve engagement in care, reduce risks of self-
harm and reduce readmissions as the evidence demonstrates, then this tool can be used to further
high-quality efficient healthcare. Comparing follow-ups by payer and/or site of service and engaging in
quality improvement and accreditation processes, toname a few, the quality of care provided can be
improved and services utilized more efficiently to meet the desired goals. This will help payers
determine coverage and sites which services to provide based on data. Since the measure relies on
claims data for services alreadyrendered, there are no unintended consequences that | can identify.
Rather, this measure will provide the potential benefits of improving care provided and efficiently use
resources, assuming that entities use the data to implement meaningful change.

Given limited access to and availability of outpatient BH care, am curious whether there has been any
examination of whether systems seeking toimprove FUM have ever done so at the expense of FUH (or
vice versa).

None
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Criterion 5: Related and Competing Measures

Related or competing measures
None

Harmonization

N/A

Committee Pre-evaluation Comments: Criterion 5:
Related and Competing Measures

5. Related and Competing: Are there any related and competing measures? If so, are any specifications that
are not harmonized? Are there any additional steps needed for the measures to be harmonized?
e No information provided.

e Yes. doesn’t FUM measure compete?

e none

e N/A

e There are no competing measures.
e N/A

* no

e n/a

e N/A

o Nothing per se. Could we askdeveloper if they could note any commonalities in interventions that
seem to work for both Follow up after ED Visit and this measure??

e There are no related or competing measures.

e Do not appearto be any related/competed measures. Same question as above - given limited access
to and availability of outpatient BH care, am curious whether there has been any examination of
whether systems seeking to improve FUM have ever done so at the expense of FUH (or vice versa).

e None

Publicand Member Comments

Comments and Member Support/Non-Support Submitted as of: 01/15/2021
e No NQF Members have submitted support/non-support choices as of this date.

e No Public or NOF Member comments submitted as of this date.

Scientific Acceptability: Preliminary Analysis Form

Measure Number: 0576
Measure Title: Follow-Up After Hospitalization for Mental Iliness (FUH)

Type of measure:
X Process [ Process:AppropriateUse [1 Structure [ Efficiency [ Cost/ResourceUse

0 Outcome [ Outcome:PRO-PM [1 Outcome: Intermediate Clinical Outcome [ Composite
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Data Source:

X Claims [ Electronic Health Data [ Electronic Health Records [ Management Data
[JAssessmentData [ PaperMedical Records [ Instrument-BasedData [ Registry Data
O EnrolimentData [ Other

Level of Analysis:
O Clinician: Group/Practice [ Clinician: Individual [ Facility X Health Plan

[ Population: Community, County orCity [ Population: Regionaland State
[ Integrated Delivery System [ Other

Measureis:

0 New X Previously endorsed (NOTE: Empirical validity testing is expected at time of maintenance
review; if not possible, justification is required.)

RELIABILITY: SPECIFICATIONS

1. Aresubmitted specifications precise, unambiguous,and complete so that theycan be consistently
implemented? X Yes [ No

Submission document: “MIF_xxxx” document, items S.1-S.22

NOTE: NQF staff will conduct a separate, more technical, check of eCQM specifications, value sets, logic,
and feasibility, so no need to consider these in your evaluation.

e The measurescore reliability was calculated from Healthcare Effectiveness Data and Information
Set (HEDIS) data that included 358 commercial health plans, 172 Medicaid plans, and 308
Medicare plans.

e The testing sampleincluded all commercial, Medicaid, and Medicare plans submitting data to
NCQA for this HEDIS measure.

2. Briefly summarize any concerns about the measure specifications.

e None identified by staff.

RELIABILITY: TESTING

Submission document: “MIF_xxxx” document for specifications, testing attachment questions 1.1-1.4 and
section2a2

3. Reliability testing level X Measurescore [1 Dataelement [1 Neither

4. Reliability testing was conducted with the data source and level of analysis indicated for this measure
X Yes [ No

5. Ifscore-leveland/or data element reliability testing was NOT conducted or if the methods used were NOT
appropriate, was empirical VALIDITY testing of patient-level data conducted?

1 Yes [I No
6. Assessthemethod(s)used forreliability testing
Submission document: Testing attachment, section 2a2.2

e The developer used a Beta-binomial model to measure the signal-to-noise ratio. The signalis
defined as the proportion of variability in measured performance that can be explained by real
differences across the reporting entities (in this case, health plans).

o The scoreranges from 0.0to 1.0, with 0.0 implying that all variationis attributedto
measurement error (i.e. noise), and 1.0 implying that all variation is caused by real
differences in performance across health plans.
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= Ascoreof 0indicates none of the variation (signal) is attributable tothe plan.

= Ascoreof 0.7 or higher is often suggestedtoindicate adequate reliability to
distinguish performance betweentwo plans.

= Ascoreof 1.0indicates all of the variation (signal) is attributable to the plan.

o The developer estimated reliability for each reporting entity and then averagedthe
reliability estimates across all reporting entities to produce a point estimate of signal-to-
noise reliability (labeled “mean signal-to-noise reliability”). It measures how well, on
average, the measure can differentiate between reporting entity performance on the
measure.

e The developer provided standard error (SE) and 95% confidence interval (95% Cl) of the mean
signal-to-noise reliability and stratified by the denominator size.

e The developer provided the distribution of the plan-level signal-to-noise reliability estimates.

e The Beta-Binomial methodology is a common approach used by measure developers to establish
the confidence that a given provider sample has been ranked appropriately. This is considered a
standard approach.

Assess theresults of reliability testing

e The developer provided point estimates of mean signal-to-noise reliability by health plan type. Full
results canbe found in section 2a2.3. The results suggest the measure has high reliability.

o Table 2a of section 2a2.3 provides the point estimate of mean signal-to-noise reliability, its
SE, and the 95% ClI for the 7-day measure rate for each type of health plan, stratified by
denominator size.

= The reliability estimate for commercial plans is 0.884 with a 95% Cl of (0.872,
0.895). The stratified analyses indicate that reliability increases as plan size gets
largerand exceeds 0.8 for all terciles.

= The reliability estimate for Medicaid plans is 0.969 with a 95% Cl of (0.962, 0.975).
Stratified analyses show that reliability exceeds 0.9 for all terciles.
= The reliability estimate for Medicare plans 0.900 with a 95% CI of (0.890, 0.909).
The stratified analyses indicate that reliability increases as plan size gets larger and
exceeds 0.8 for all terciles.
o Table 2b of section 2a2.3 provides the point estimate of mean signal-to-noise reliability, its

SE, and the 95% ClI for the 30-day measure rate for eachtype of health plan, stratified by
denominator size.

= The reliability estimate for commercial plans is 0.883 with a 95% Cl of (0.872,
0.895). The stratified analyses indicate that reliability increases as plan size gets
larger and exceeds 0.8 for all terciles.

=  The reliability estimate for Medicaid plans is 0.967 with a 95% Cl of (0.960, 0.975).
Stratified analyses show that reliability exceeds 0.9 for all terciles.

= The reliability estimate for Medicare plansis 0.910 with a 95% Cl of (0.902, 0.918).
The stratified analyses indicate that reliability increases as plan size gets larger and
exceeds 0.8 for all terciles.

Submission document: Testing attachment, section 2a2.3

Was the method described and appropriate for assessing the proportion of variability due to real
differences among measured entities? NOTE: If multiple methods used, at least one must be appropriate.

Submission document: Testing attachment, section 2a2.2
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Yes
LI No
[ Not applicable (score-level testing was not performed)
9. Wasthe method described and appropriate for assessing the reliability of ALL critical data elements?
Submission document: Testing attachment, section 2a2.2
L] Yes
LI No
Not applicable (data element testing was not performed)
10. OVERALLRATING OF RELIABILITY (taking into account precision of specifications and all testing results):
High (NOTE: Can be HIGH only if score-level testing has been conducted)
[J Moderate (NOTE: Moderate is the highest eligible rating if score-level testing has not been
conducted)

[J Low (NOTE: Should rate LOW if you believe specifications are NOT precise, unambiguous, and
complete or if testing methods/results are not adequate)
I Insufficient (NOTE: Should rate INSUFFICIENT if you believe you do not have the information you
need to make a rating decision)
11. Briefly explain rationale for the rating of OVERALL RATING OF RELIABILITY and any concerns you may
have with the approach to demonstrating reliability.
Box 1 = Measure specifications are unambiguous and complete = Box 2 = Empirical reliability testing
was conducted using statistical tests 2 Box4 = Reliability testing was conducted with computed
performance measure scores = Box 5 = Signal-to-noise reliability estimates were calculated, as well as
SE, 95% Cl, and distribution of the signal-to-noise reliability estimates = Box6a = All reliability estimates
exceeded the 0.7 threshold for reliability > HIGH

VALIDITY: ASSESSMENT OF THREATSTO VALIDITY
12. Please describe any concerns youhave with measure exclusions.
Submission document: Testing attachment, section 2b2.
e The developer does not collect data on exclusions for HEDISreporting of the measure.

e The measure specification has some exclusions that the BHSU Committee has found concerning in
other follow-up measures:

o Exclude discharges followed by readmission or direct transfer to a nonacute facility within
the 30-day follow-up period regardless of principal diagnosis.

o Exclude discharges followed by readmission or direct transfer to an acute facility within
the 30-day follow-up period if the principal diagnosis was not for mental health or
intentional self-harm.

e Developer notes that these discharges are excluded from the measure because rehospitalization
or transfer to a nonacute facility may prevent an outpatient follow-up visit from taking place. If the
readmission/direct transfer toan acute facility was for a principal diagnosis of mental health or
intentional self-harm, count only the last discharge.

e The developer excludes patients whose outcome (readmission) the measure focus is designedto
address. The Committee did not recommend NQF 3572 Follow-Up After Psychiatric Hospitalization
(FAPH) (Centers for Medicare and Medicaid Services/Mathematica).

21



o There were concerns that exclusions may impact the validity of the measure since the
measure excludes those who have undesirable outcomes that could be due to lack of
follow-up, which represented a significant portion of the target population (35%).

o This measurealsoincludes opioid use disorder. Committee noted that follow-up is to
prevent readmissionand death, especially for opiate use disorder.

o Only the last discharge is counted.

13. Please describe any concerns youhave regarding the ability to identify meaningful differences in
performance.

Submission document: Testing attachment, section 2b4.

e No concerns; developer appropriately tested for meaningful differences.

o The developer calculated an inter-quartile range (IQR) for each indicator, which provides a
measure of the dispersion of performance. Itis the difference between the 25t and 75t
percentile on a measure. Anindependent sample t-test was performance to assess the
statistical significance of the difference.

o The developer reported the percentage point gaps for each health plan type and provided
it in section 2b4.2. The difference in performance between plans is statistically significant
across all health plan entities.

14. Please describe any concerns you have regarding comparability of results if multiple data sources or
methods are specified.
Submission document: Testing attachment, section 2b5.

¢ No concerns; the measure has a single data source and only one set of specifications.
15. Please describe any concerns youhave regarding missing data.

Submission document: Testing attachment, section 2b6.

e HEDISmeasures gothrough anaudit process to ensure data for each measure are correctly
identified and reported.

16. Risk Adjustment
16a. Risk-adjustment method X None [ Statisticalmodel [ Stratification
16b. If notrisk-adjusted, is this supported by either a conceptual rationale or empiricalanalyses?
] Yes [ No Not applicable

VALIDITY: TESTING
17. Validity testinglevel: X Measurescore [ Dataelement O Both
18. Method of establishing validity ofthe measure score:
X Face validity
X Empirical validity testing of the measure score
[0 N/A (score-level testing not conducted)
19. Assess the method(s) for establishing validity
Submission document: Testingattachment, section 2b2.2
e The developer assessed both construct (convergent) validity and face validity.
e For construct validity:

o Validity for this measure was measured against NCQA’s Follow-Up After Emergency
Department Visit for Mental lllness (FUM) since both measures address similar populations
and activities for patients following an acute event involving mentalillness.
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20.

21.

22.

23.

o The developer performed Pearson correlation analysis for construct validity, which
estimates the strength of linear association between two continuous variables.

= Valuesrangefrom-1 to+1

e Avalue of 1indicates a strong positive linear association, i.e. anincrease
in one variable is associated with an increase of another variable.

e Avalue of 0 indicates no linear association.

e Avalue of -1 indicates a strong negative linear association, i.e. anincrease
in one variable is associated with a decrease of another variable.

=  P-values were calculated to determine the significance of the correlation
coefficients, with the threshold set at 0.05, where values less than this imply it is
unlikely that a non-zero coefficient was observed due to chancealone, i.e. it is
significant.
e Face validity was conducted and was systematically determined by the developer’s Committee on
Performance Measurement.

Assess theresults(s) for establishing validity
Submission document: Testingattachment, section 2b2.3

e The developer reported Pearson correlation results within the measure between 7-day and 30-
day. The correlations were positive and strong across product lines.

o For Commercial plans, the correlation coefficient is 0.90 with significance at p < 0.001
(table 4a of section 2b1.3).

o For Medicaid plans, the correlation coefficient is 0.93 with significance at p < 0.001 (table
4b of section 2b1.3).

o For Medicare plans, the correlation coefficient is 0.91 with significance at p < 0.001 (table
4c of section 2b1.3).

e The developer also reported Pearson correlationresults between Follow-Up After Hospitalization
for Mental lliness (FUH) and Follow-Up After Emergency Department Visit for Mental lliness (FUM)
(table 5a of section2b1.3). The correlations were positive and moderate.

e The multi-stakeholder advisory panels concluded the measures had good face validity.

Was the method described and appropriate for assessing conceptually and theoretically sound
hypothesized relationships?

Submission document: Testing attachment, section 2b1.

Yes

L1 No

L] Not applicable (score-level testing was not performed)

Was the method described and appropriate for assessingthe accuracy of ALL critical data elements?

NOTE that data element validation from the literature is acceptable.
Submission document: Testing attachment, section 2b1.
[ Yes
L] No
Not applicable (data element testing was not performed)

OVERALLRATING OFVALIDITY taking into account the results and scope of all testing and analysis of
potentialthreats.

[ High (NOTE: Can be HIGH only if score-level testing has been conducted)
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Moderate (NOTE: Moderate is the highest eligible rating if score-level testing has NOT been

conducted)

(] Low (NOTE: Should rate LOW if you believe that there are threats tovalidity and/or relevant
threats tovalidity were not assessed OR if testing methods/results are not adequate)

L] Insufficient (NOTE: For instrument-based measures and some composite measures, testing at both
the score level and the data element level is required; if not conducted, should rate as
INSUFFICIENT.)

24. Briefly explain rationale for rating of OVERALLRATING OF VALIDITY and any concerns you may have
with the developers’ approach to demonstratingvalidity.

Box 1 = all potential threats tovalidity were empirically tested = Box 2 = Pearson correlation analyses
were conducted = Box 5 = Yes = Box 6 = Correlation of the performance measure scores were
compared to a similar performance measure = Box 7a 2 HIGH

ADDITIONALRECOMMENDATIONS

25. If you havelisted any concernsin this form, do you believe these concernswarrant further discussionby
the multi-stakeholder Standing Committee? Ifso, please list those concerns below.

Staff are concerned about the follow-up exclusion in light of the BHSU Committee’s validity concern for
NQF 3572 and have ratedthe validity as moderate due to this concern.
e Developer has provided no exclusion data or analysis.

e The Committee should discuss the implications of the exclusion relatedto this measure and assess
whether the same rationale should or should not be applied to NQF 0576, and what it means that

the last discharge should be considered.
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Developer Submission

1. Evidence and Performance Gap — Importance to Measure and Report

Extent to which the specific measure focus is evidence-based, important to making significant gains in
healthcare quality, and improving health outcomes for a specific high-priority (high-impact) aspect of
healthcare where there is variation in or overall less-than-optimal performance. Measures must be judged to
meetall sub criteria to pass this criterion and be evaluated against the remaining criteria.

1a. Evidence to Support the Measure Focus — See attached Evidence Submission Form
XXXXXXXXXX. dOCX

1a.1 For Maintenance of Endorsement: Is there new evidence about the measure since the last
update/submission?

Do not remove any existing information. If there have been any changes to evidence, the Committee will
consider the new evidence. Please use the most current version of the evidence attachment (v7.1). Please use
red font to indicate updated evidence.

1a. Evidence (subcriterion 1a)

Measure Number (if previously endorsed): 0576
Measure Title: Follow-Up After Hospitalization for Mental lliness

IF the measureis a componentin a composite performance measure, provide the title of the Composite
Measure here:

Date of Submission: 11/2/2020
1a.1. This is a measure of: (should be consistent with type of measure enteredin De. 1)
Outcome
[1 Outcome:
[IPatient-reported outcome (PRO):
PROs include HRQoL/functional status, symptom/symptom burden, experience with care, health-
related behaviors. (A PRO-based performance measure is not a survey instrument. Data may be
collected using a survey instrument to construct a PRO measure.)
[ Intermediate clinical outcome (e.g., lab value):
Process:
[] Appropriate use measure:
L] Structure:

[] Composite:

1a.2 LOGICMODEL Diagram or briefly describe the steps between the healthcare structures and processes
(e.g., interventions, or services) and the patient’s health outcome(s). The relationships in the diagram
should be easilyunderstood by general, non-technical audiences. Indicate the structure, process or
outcome being measured.
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Hospitalization for an acute episode of mental illness or intentional self-harm

\Z

Dishcarge from the hospital to the community
2
Patient follow-up with mental health provider within 7 or 30 days ofdischarge

\/

Coordination of discharge instructions, medications, and ongoing care

\Z

Reduced risk of negative events - rehospialization, ED visits, medication errors, decline in health

1a.3 Value and Meaningfulness: IFthis measureis derived from patient report, provide evidence that the
target population values the measured outcome, process, or structure and finds it meaningful. (Describe how
and from whom their input was obtained.)

**RESPOND TO ONLY ONE SECTION BELOW -EITHER 1a.2, 1a.3 or 1a.4) **

1a.2 FOROUTCOME MEASURES including PATIENT REPORTED OUTCOMES - Provide empirical data
demonstratingthe relationship between the outcome (or PRO) to at least one healthcare structure,
process, intervention, or service.

1a.3. SYSTEMATICREVIEW(SR) OF THE EVIDENCE (for INTERMEDIATE OUTCOME, PROCESS, OR STRUCTURE
PERFORMANCE MEASURES, INCLUDING THOSE THAT ARE INSTRUMENT-BASED) If the evidence is not based
on a systematic review go to section 1a.4) If you wish to include more than one systematic review, add
additionaltables.

Whatis the source ofthe systematic review of the body of evidence that supports the performance
measure? A systematicreviewis a scientificinvestigation that focuses on a specific question anduses
explicit, prespecified scientific methods to identify, select, assess, and summarize the findings of similar but
separate studies. It may include a quantitative synthesis (meta-analysis), depending onthe available data.
(1om)

L] Clinical Practice Guideline recommendation (with evidence review)

[] US Preventive Services Task Force Recommendation
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L] Other systematic review and grading of the body of evidence (e.g., Cochrane Collaboration, AHRQ Evidence

Practice Center)
L] Other

National Institute for Health and Care Excellence (NICE) Guideline
- Transition between inpatient mental health settings and
community or care home settings

Systematic Review

Evidence

Source of Systematic Review:

o Title

e Author

e Date

e (Citation, including page
number

e URL

Transition between inpatient mental health settings and
community or care home settings

2016

National Institute for Health and Care Excellence. Transition
between inpatient mental health settings and community or
care home settings.

. London (UK): National Institute for Health and Care Excellence
(NICE); 2016 Aug. 22 p. (NICE clinical guideline; NG53).
https://www.nice.org.uk/guidance/ng53/resources/transition-

between-inpatient-mental-health-settings-and-community-or-
care-home-settings-pdf-1837511615941

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from
the SR.

1.6.1. Discuss follow-up support with the person before
discharge. Arrange support according to their mentaland
physical health needs. This could include:

contact details, for example of:

e a community psychiatric nurse or social worker
e the out-of-hours service

e support and plans for the first week

e practical help if needed

e employment support.

1.6.7. Follow up with a personwho has been discharged within
7 days.

Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

1.6.1. Moderate (+) or Poor to Moderate (-/+ )evidence

1.6.7. Moderate (+) to Good (++) evidence
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++ All or most of the checklist criteria have been fulfilled, and
where they have not been fulfilled the conclusions are very
unlikely to alter.

+ Some of the checklist criteria have been fulfilled, and where
they have not been fulfilled, or are not adequately described,
the conclusions are unlikely to alter.

— Few or no checklist criteria have been fulfilled and the
conclusions are likely or very likely to alter.

Provide all other grades and
definitions from the evidence

grading system

2020 submission:

++ All or most of the checklist criteria have been fulfilled, and
where they have not been fulfilled the conclusions are very
unlikely to alter.

+ Some of the checklist criteria have been fulfilled, and where
they have not been fulfilled, or are not adequately described,
the conclusions are unlikely to alter.

— Few or no checklist criteria have been fulfilled and the
conclusions are likely or very likely to alter.

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

Recommendation statements not graded.

Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

Recommendation statements not graded

Body of evidence:

e Quantity — how many
studies?

e Quality — what type of
studies?

2020 submission:

10 studies wereincluded in the evidence statements
corresponding to these recommendation statements related to
follow-up support. 6 were RCTs and 4 were qualitative studies.
5 wererated moderate, 4 were rated good, and 1 was rated
poor.

Estimates of benefit and
consistencyacross studies

2020 submission:

“The absence of relevant, high quality recent effectiveness
studies in arriving at these principles of care meant that it was
not possible to ascertainand compare trade-off between
benefits and harms for people in implementing these
recommendations.”

What harms were identified?

2020 submission:

“The absence of relevant, high quality recent effectiveness
studies in arriving at these principles of care meant that it was
not possible to ascertainand compare trade-off between
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benefits and harms for people in implementing these
recommendations.”

Identify any new studies conducted
since the SR. Dothe new studies
change the conclusions from the
SR?

2020 submission:
N/A

National Institute for Health and Care Excellence (NICE) Guideline

- Schizophrenia

Systematic Review

Evidence

Source of Systematic Review:

o Title

e Author

e Date

e (Citation, including page
number

e URL

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Schizophrenia: core interventions in the treatment and
management of schizophreniain adults in primary and
secondarycare

National Collaborating Centre for Mental Health

2009

National Collaborating Centre for Mental Health.
Schizophrenia: core interventions in the treatment and
management of schizophrenia in adults in primary and
secondary care. London (UK): National Institute for Health and
Clinical Excellence (NICE); 2009 Mar. 41 p. (NICE clinical
guideline; no. 82).

http://guidelines.gov/content.aspx?id=14313

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from
the SR.

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
Getting Help Early

e Healthcare professionals should facilitate access as soon as
possible to assessment and treatment, and promote early
access throughout all phases of care.

Initiation of Treatment (First Episode)

Early Referral
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Systematic Review

Evidence

. Urgentlyrefer all people with first presentation of
psychotic symptoms in primary care to a local
community-based secondary mental health service
(for example, crisis resolution and home treatment
team, earlyintervention service, community mental
health team). Referraltoearly intervention services
may be from primary or secondary care. The choice of
teamshould be determined by the stage and severity
of illness and the local context.

J Carryout a full assessment of people with psychotic
symptoms in secondary care, including an assessment
by a psychiatrist. Write a care plan in collaboration
with the service user as soon as possible. Send a copy
to the primary healthcare professional who made the
referraland the service user.

. Include a crisis plan in the care plan, basedon a full
risk assessment. The crisis plan should define the role
of primaryand secondary care and identify the key
clinical contacts in the event of an emergency or
impending crisis.

Early Post-Acute Period

In the early period of recovery following an acute episode,

service users and healthcare professionals will need to jointly

reflect upon the acute episode and its impact, and make plans
for future care.

Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
Guideline was not graded.

Provide all other grades and
definitions from the evidence
grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A
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Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

Body of evidence:

Quantity — how many
studies?
Quality — what type of
studies?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

Estimates of benefit and
consistencyacross studies

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

What harms were identified?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

Identify any new studies conducted
since the SR. Dothe new studies
change the conclusions from the

SR?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission
N/A

National Institute for Health and Care Excellence (NICE) Guideline
— Psychosis and Schizophrenia

Systematic Review

Evidence

Source of Systematic Review:

Title

Author

Date

Citation, including page
number

URL

2020 submission:

No updates. NICE “checked this guideline in March 2019 and
found no new evidence that affects the recommendations in
this guideline.” Thus, the guideline was not updated.

2016 Submission:
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Psychosis and schizophrenia in adults: treatment and
management.

2014

National Collaborating Centre for Mental Health. Psychosis and
schizophrenia in adults: prevention and management. London
(UK): National Institute for Healthand Care Excellence (NICE);
2014 Mar. 58 p. (NICE clinical guideline; no 178).

https://www.nice.org.uk/guidance/cg178/resources/psychosis-
and-schizophrenia-in-adults-prevention-and-management-
35109758952133

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from

the SR.

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:
1.2 Preventing psychosis
1.2.1Referralfrom primary care

1.2.1.11Ifa person is distressed, has a decline in social
functioning and has:

e transient or attenuated psychotic symptoms or

e other experiences or behaviour suggestive of possible
psychosis or

e afirst-degree relative with psychosis or schizophrenia
refer them for assessment without delay toa specialist
mental healthservice or anearly intervention in
psychosis service because they may be at increased
risk of developing psychosis. [new 2014]

1.2.2 Specialist assessment

e 1.2.2.1Aconsultant psychiatrist or a trained specialist
with experience in at-risk mental states should carry
out the assessment.[new 2014]

1.3 First episode psychosis
1.3.1Early intervention in psychosis services

e 1.3.1.3Earlyintervention in psychosis services should
aim to provide a full range of pharmacological,
psychological, social, occupational, and educational
interventions for people with psychosis, consistent
with this guideline. [2014]

e 1.3.1.4Consider extending the availability of early
intervention in psychosis services beyond 3 years if the
person has not made a stable recovery from psychosis
or schizophrenia. [new 2014]
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1.3.3 Assessment and care planning

e 1.3.3.1Carryouta comprehensive multidisciplinary
assessment of people with psychotic symptoms in
secondary care. This should include assessment bya
psychiatrist, a psychologist or a professional with
expertise in the psychological treatment of people with
psychosis or schizophrenia.

1.4.6 Early post-acute period

e 1.4.6.1Aftereachacute episode, encourage people
with psychosis or schizophrenia to write an account of
their illness in their notes. [2009]

e 1.4.6.2 Healthcare professionals may consider using
psychoanalytic and psychodynamic principles to help
them understand the experiences of people with
psychosis or schizophrenia and their interpersonal
relationships. [2009]

e 1.4.6.3Informthe service user thatthereis a high risk

of relapse if they stop medicationin the next 1-
2 years. [2009]

e 1.4.6.4Ifwithdrawing antipsychotic medication,
undertake graduallyand monitor regularly for signs
and symptoms of relapse. [2009]

1.4.6.5 After withdrawal from antipsychotic medication,
continue monitoring for signs and symptoms of relapse for at
least 2 years. [2009]

Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

For questions about the effectiveness of interventions, the
GRADE approach was used to grade the quality of evidence for
each outcome (Guyatt etal., 2011). For questions about the
experience of care and the organization and delivery of care,
methodology checklists (see section3.5.1) were used to assess
the risk of bias, and this information was taken into account
when interpreting the evidence. The technicalteam produced
GRADE evidence profiles (see below) using GRADE profiler
(GRADEpro) software (Version 3.6), following advice set out in
the GRADE handbook (Schiinemann et al., 2009). Those doing
GRADE ratings were trained, and calibration exercises were
used to improve reliability (Mustafa et al., 2013).

A GRADE evidence profile was used to summarize both the
quality of the evidence and the results of the evidence
synthesis for each ‘critical’ and ‘important’ outcome. The
GRADE approachis based on a sequential assessment of the
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quality of evidence, followed by judgment about the balance
between desirable and undesirable effects, and subsequent
decision about the strength of a recommendation. Within the
GRADE approachto grading the quality of evidence, the
following is used as a starting point:

. RCTs without important limitations provide high
quality evidence

. observational studies without special strengths or
important limitations provide low quality evidence.

For each outcome, quality may be reduced depending on five
factors: methodological limitations, inconsistency, indirectness,
imprecision and publication bias. For the purposes of the
guideline, each factor was evaluated using criteria provided in
Table 4. For observational studies without any reasons for
down-grading, the quality may be up-graded if thereis alarge
effect, all plausible confounding would reduce the
demonstrated effect (or increase the effect if no effect was
observed), or thereis evidence of a dose-response gradient
(details would be provided under the ‘other’ column). Each
evidence profile includes a summary of findings: number of
participants included in each group, an estimate of the
magnitude of the effect, and the overall quality of the evidence
for each outcome. Under the GRADE approach, the overall
quality for each outcome is categorized into one of four groups
(high, moderate, low, very low).
https://www.nice.org.uk/guidance/cg178/evidence/appendix-
13-490503567

Provide all other grades and
definitions from the evidence
grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

For questions about the effectiveness of interventions, the
GRADE approach was used to grade the quality of evidence for
each outcome (Guyatt et al., 2011). For questions about the
experience of care and the organization and delivery of care,
methodology checklists (see section 3.5.1) were usedto assess
the risk of bias, and this information was taken into account
when interpreting the evidence. The technical team produced
GRADE evidence profiles (see below) using GRADE profiler
(GRADEpro) software (Version 3.6), following advice set out in
the GRADE handbook (Schiinemann et al., 2009). Those doing
GRADE ratings were trained, and calibration exercises were
used to improve reliability (Mustafa et al., 2013).

A GRADE evidence profile was used to summarize both the
guality of the evidence and the results of the evidence
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synthesis for each “critical’ and ‘important’ outcome. The
GRADE approachis based on a sequential assessment of the
quality of evidence, followed by judgment about the balance
between desirable and undesirable effects, and subsequent
decision about the strength of a recommendation. Within the
GRADE approachto grading the quality of evidence, the
following is used as a starting point:

J RCTs without important limitations provide high
quality evidence

o observational studies without special strengths or
important limitations provide low quality evidence.

For each outcome, quality may be reduced depending on five
factors: methodological limitations, inconsistency, indirectness,
imprecision and publication bias. For the purposes of the
guideline, eachfactor was evaluated using criteria provided in
Table 4. For observational studies without any reasons for
down-grading, the quality may be up-graded if thereis alarge
effect, all plausible confounding would reduce the
demonstrated effect (or increase the effect if no effect was
observed), or thereis evidence of a dose-response gradient
(details would be provided under the ‘other’ column). Each
evidence profile includes a summary of findings: number of
participants included in each group, an estimate of the
magnitude of the effect, and the overall quality of the evidence
for each outcome. Under the GRADE approach, the overall
quality for each outcome is categorized into one of four groups
(high, moderate, low, very low).
https://www.nice.org.uk/guidance/cg178/evidence/appendix-
13-490503567

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

The description of the process of moving from evidence to
recommendations indicates that some recommendations can
be made with more certainty than others. This concept of the
'strength' of a recommendation should be reflected in the
consistent wording of recommendations within and across
clinical guidelines. There are three levels of certainty:

e recommendations for interventions that must (or must
not) be used: Recommendations that an intervention
must or must not be used are usually included only if
thereis a legal duty to apply the recommendation, for
example to comply with health and safetyregulations.
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In theseinstances, give a reference to supporting
documents. These recommendations apply to all
patients.

e recommendations for interventions that should (or
should not) be used: For recommendations on
interventions that 'should' be used, the GDG is
confident that, for the vast majority of people, the
intervention (or interventions) will do more good than
harm, and will be cost effective.

e recommendations for interventions that could be used:
For recommendations on interventions that 'could' be
used, the GDG is confident that the intervention will do
more good than harm for most patients, and will be
cost effective

Recommendations are marked as [2009], [2009, amended
2014], [2014] or [new 2014].

e [2009] indicates that the evidence has not been

reviewed since 2009.

e [2009, amended 2014] indicates that the evidence has
not been reviewed since 2009 but changes have been
made to the recommendation wording that change the
meaning.

e [2014]indicates that the evidence has been reviewed
but no changes have been madeto the
recommendation.

[new 2014] indicates that the evidence has been reviewed and
the recommendation has been updated or added.

Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

The description of the process of moving from evidence to
recommendations indicates that some recommendations can
be made with more certainty than others. This concept of the
'strength' of a recommendation should be reflected in the
consistent wording of recommendations within and across
clinical guidelines. There are three levels of certainty:

e recommendations for interventions that must (or must
not) be used: Recommendations that an intervention
must or must not be used are usually included only if
thereis a legal duty to apply the recommendation, for
example to comply with health and safetyregulations.
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In theseinstances, give a reference to supporting
documents. These recommendations apply to all
patients.

e recommendations for interventions that should (or
should not) be used: For recommendations on
interventions that 'should' be used, the GDG is
confident that, for the vast majority of people, the
intervention (or interventions) will do more good than
harm, and will be cost effective.

e recommendations for interventions that could be used:
For recommendations on interventions that 'could’ be
used, the GDG is confident that the intervention will do
more good than harm for most patients, and will be
cost effective

Recommendations are marked as [2009], [2009, amended
2014], [2014] or [new 2014].

e [2009] indicates that the evidence has not been
reviewed since 2009.

e [2009, amended 2014] indicates that the evidence has
not been reviewed since 2009 but changes have been
made to the recommendation wording that change the
meaning.

e [2014]indicates that the evidence has been reviewed
but no changes have been madeto the
recommendation.

e [new2014]indicates that the evidence has been

reviewed and the recommendation has been updated
or added.

Body of evidence:

e Quantity —how many
studies?

e Quality — what type of
studies?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

NICE guideline recommendations are based on the best
available evidence. We use a wide range of different types of
evidence and other information — from scientific research using
a variety of methods, to testimony from practitioners and
people using services.

Estimates of benefit and
consistencyacross studies

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:
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All primary-level studies included after the first scan of
citations were acquired in full and re-evaluated for eligibility at
the time they were being enteredinto the study information
database. More specific eligibility criteria were developed for
each review question and are describedin the relevant clinical
evidence chapters. Eligible systematic reviews and primary-
level studies were critically appraised for methodological
quality (risk of bias)using a checklist (see The Guidelines
Manual (NICE, 2012b) for templates). The eligibility of each
study was confirmed by atleast one member of the GDG.

What harms were identified?

No identified harms are cited.

SR?

Identify any new studies conducted
since the SR. Dothe new studies
change the conclusions from the

2020 submission:

No updates.

2016 Submission:

Numerous (>100) studies related to follow-up for patients with
mental illness have been published since the publication of this
guideline, none of which contraindicate the need for
appropriate follow-up after hospitalization for mentalillness.

American Psychiatric Association (APA) Guideline- Schizophrenia

Systematic Review

Evidence

Source of Systematic Review:

Title

Author

Date

Citation, including page
number

URL

2020 submission:

The American Psychiatric Association

Practice Guideline For The Treatment Of Patients
With Schizophrenia Third Edition

American Psychiatric Association

2019

American Psychiatric Association (2019). Practice Guideline for
the Treatment of Patients With Schizophrenia Third Edition;
2019 Dec. 184 p.

https://psychiatryonline.org/doi/full/10.1176/appi.books.9780
890424841.Schizophrenia03

2016 Submission:

Practice Guideline for the Treatment of Patients With
Schizophrenia Second Edition

American Psychiatric Association
2004
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American Psychiatric Association (2004). Practice Guideline for
the Treatment of Patients With Schizophrenia Second Edition;
2004 Feb. 184 p.
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_g
uidelines/guidelines/schizophrenia. pdf

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from
the SR.

2020 submission:

Assessment and Determination of Treatment Plan

1. APA recommends (1C) that the initial assessment ofa
patient with a possible psychotic disorder include the
reasonthe individual is presenting for evaluation; the
patient’s goals and preferences for treatment; a review
of psychiatric symptoms and trauma history; an
assessment of tobacco use and other substance use; a
psychiatric treatment history; an assessment of
physical health; an assessment of psychosocial and
cultural factors; a mental status examination, including
cognitive assessment; and anassessment of risk of
suicide and aggressive behaviors, as outlinedin
APA’s Practice Guidelines for the Psychiatric Evaluation
of Adults (3rd edition).

2. APA recommends(1C) that patients with schizophrenia
have a documented, comprehensive, and person-
centeredtreatment plan that includes evidence-based
nonpharmacological and pharmacological treatments.

Pharmacotherapy

1. APA recommends (1A) that patients with schizophrenia
be treated with an antipsychotic medication and
monitored for effectiveness and side effects.*

*This guideline statement should be implemented in the
context of a person-centeredtreatment planthatincludes
evidence-based nonpharmacological and pharmacological
treatments for schizophrenia.

Psychosocial Interventions

1. APA recommends (1B) that patients with schizophrenia
who are experiencing a first episode of psychosis be
treatedin a coordinated specialty care program.*

2. APA recommends(1B) that patients with schizophrenia
be treated with cognitive-behavioral therapy for
psychosis (CBTp).*

3. APA recommends(1B) that patients with schizophrenia
receive supported employment services.*
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4. APA recommends (1B) that patients with schizophrenia
receive assertive community treatment if thereis a
history of poor engagement with services leading to
frequent relapse or social disruption (e.g.,
homelessness; legal difficulties, including
imprisonment). *

5. APA suggests (2C) that patients with schizophrenia
receive interventions aimed at developing self-
management skills and enhancing person-oriented
recovery.*

6. APA suggests (2C)that patients with schizophrenia who
have a therapeutic goal of enhanced social functioning
receive social skills training.*

2016 Submission:

Stable Phase[A, A-, B, C,D, E, F, G]

“Treatment programs needto combine medications with a
range of psychosocial services to reduce the need for crisis-
oriented hospitalizations and emergency department visits and
enable greaterrecovery|[l].”

Acute Phase Treatment [A, A-, B, C, D, E, F, G]

“Itis recommended that pharmacological treatment be
initiated promptly, provided it will not interfere with diagnostic
assessment, because acute psychotic exacerbations are
associated withemotional distress, disruption to the patient’s
life, and a substantial risk of dangerous behaviors to self,
others, or property [1].”

Acute Phase Treatment [A, A-, B, C,D, E, F, G]
“Psychosocialinterventions in the acute phase are aimed at
reducing overstimulating or stressful relationships,
environments, or life events and at promoting relaxation or
reduced arousal through simple, clear, coherent
communications and expectations; a structuredand
predictable environment; low performance requirements; and
tolerant, nondemanding, supportive relationships with the
psychiatrist and other members of the treatment team.
Providing information to the patient and the family on the
nature and management of the iliness that is appropriate to the
patient’s capacity to assimilate information is recommended
[l1]. Patients can be encouraged to collaborate with the
psychiatrist in selecting and adjusting the medicationand other
treatments provided [I1].”
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Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

High (denoted by the letter A) = high confidence that the
evidence reflects the true effect. Further researchis very
unlikely to change our confidence in the estimate of effect.

Moderate (denoted by the letter B) = moderate confidence that
the evidence reflects the true effect. Further research may
change our confidence in the estimate of effect and may
change the estimate.

Low (denoted by the letter C) = low confidence thatthe
evidence reflects the true effect. Further researchis likely to
change our confidence in the estimate of effect and is likely to
changethe estimate.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: researchstudies and clinical consensus. Where gaps
existin the research data, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline. Both research data and clinical consensus vary
in their validity and reliability for different clinical situations;
guidelines state explicitly the nature of the supporting evidence
for specific recommendations so that readers can make their
own judgments regarding the utility of the recommendations.
The following coding system s used for this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

[A-] Randomized clinical trial. Same as above but not double
blind.

[B] Clinical trial. A prospective study in which an intervention is
made and the results of that intervention are tracked
longitudinally. Does not meet standards for a randomized
clinical trial.
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[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patientsand a
group of control subjects are identified in the present and
information about themis pursued retrospectively or backward
in time.

[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.

[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Provide all other grades and
definitions from the evidence
grading system

2020 submission:

No other grades.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: research studies and clinical consensus. Where gaps
existin theresearchdata, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline (see Section VI). Bothresearch data and clinical
consensus vary in their validity and reliability for different
clinical situations; guidelines state explicitly the nature of the
supporting evidence for specific recommendations so that
readers can make their own judgments regarding the utility of
the recommendations. The following coding systemis used for
this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

[A-] Randomized clinical trial. Same as above but not double
blind.

[B] Clinical trial. A prospective study in which an intervention is
made and the results of that intervention are tracked
longitudinally. Does not meet standards for a randomized
clinical trial.
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[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patientsand a
group of control subjects are identified in the presentand
information about themis pursued retrospectively or backward
in time.

[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.

[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

Each guideline statement is separatelyratedtoindicate
strength of recommendation and strength of supporting
research evidence. Strength of recommendation describes the
level of confidence that potential benefits of an intervention
outweigh potential harms. This level of confidence is a
consensus judgment of the authors of the guideline and is
informed by available evidence, which includes evidence from
clinical trials as well as expert opinion and patient values and
preferences.

There are two possible ratings: recommendation or suggestion.
A recommendation (denoted by the numeral 1 after the
guideline statement) indicates confidence that the benefits of
the intervention clearly outweigh harms.

A suggestion (denoted by the numeral 2 after the guideline
statement) indicates greater uncertainty.

2016 Submission:
[11 Recommended with substantial clinical confidence.
[111Recommended with moderate clinical confidence.

Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

Strength of recommendation describes the level of confidence
that potential benefits of an intervention outweigh potential

harms. This level of confidence is a consensus judgment of the
authors of the guideline and is informed by available evidence,
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which includes evidence from clinical trials as well as expert
opinion and patient values and preferences.

There are two possible ratings: recommendation or suggestion.
A recommendation (denoted by the numeral 1 afterthe
guideline statement) indicates confidence that the benefits of
the intervention clearly outweigh harms. A suggestion (denoted
by the numeral 2 after the guideline statement) indicates
greater uncertainty.

2016 Submission:

Each recommendation is identified as falling into one of three
categories of endorsement, indicated by a bracketed Roman
numeral following the statement. The three categories
represent varying levels of clinical confidence regarding the
recommendation: [I] Recommended with substantial clinical
confidence. [II] Recommended with moderate clinical
confidence. [lll]] May be recommended on the basis of
individual circumstances

Body of evidence:

Quantity — how many
studies?
Quality — what type of
studies?

2020 submission:

“The Agency for Healthcare Research and Quality’s (AHRQ)
systematic review Treatments for Schizophrenia in

Adults (McDonaghet al. 2017) served as the predominant
source of information for this guideline. Databases that were
searched are Ovid MEDLINE® (PubMed®), the Cochrane Central
Register of Controlled Trials, the Cochrane Database of
Systematic Reviews, and PsycINFO°. Results were limited to
English-language, adult (18 and older), and human-only
studies.”

“Recent, comprehensive, good- or fair-quality systematic
reviews served as a primary source of evidence, supplemented
by information from randomized controlled trials (RCTs)
published since the systematic reviews or when no systematic
reviews were available. For assessment of harms of treatment,
systematic reviews of observational trials were alsoincluded.
Eligibility for inclusion and exclusion of articles adheredto
preestablished criteria. Specifically, the AHRQreview included
articles that had at least 12 weeks of follow-up and were
conducted in outpatient settings in countries that were
relevant to the United States’ health care system.”

“For key question 1 on antipsychotic treatment, 698 citations
were identified, 519 of which were excluded on the basis of
title and abstract review, yielding 179 full-text articles that
were reviewed, of which 38 were included in the final AHRQ
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review. For key question 2 on psychosocial and other
nonpharmacological interventions, 2,766 citations were
identified, 1,871 of which were excluded on the basis of title
and abstract review, yielding 895 full-text articles that were
reviewed, of which 53 were included in the final AHRQ
review.”

2016 Submission:

“Relevant literature was identified through a computerized
search of PubMed for the period from 1994 to 2002. Using the
keywords schizophrenia OR schizoaffective, a total of 20,009
citations were found. After limiting these references to clinical
trials and meta-analyses publishedin English that included
abstracts, 1,272 articles were screened by using title and
abstract information. The Cochrane Database of Systematic
Reviews was alsosearched by using the keyword schizophrenia.
Additional, less formal literature searches were conducted by
APA staffand individual members of the work group on
schizophrenia. Sources of funding were considered when the
work group reviewed the literature but are not identified in this
document. When reading source articles referencedin this
guideline, readers are advised to consider the sources of
funding for the studies”

Estimates of benefit and
consistencyacross studies

2020 submission:

“A recommendation (denoted by the numeral 1 afterthe
guideline statement) indicates confidence that the benefits of
the intervention clearly outweigh harms.

A suggestion (denoted by the numeral 2 after the guideline
statement) indicates greater uncertainty. Although the benefits
of the statement are still viewed as outweighing the harms, the
balance of benefits and harms is more difficult to judge, or the
benefits or the harms maybe less clear.

When a negative statement is made, ratings of strength of
recommendation should be understood as meaning the inverse
of the above (e.g., recommendation indicates confidence that
harms clearly outweigh benefits).”

Assessment and Determination of Treatment Plan

Benefits

“In anindividual with a possible psychotic disorder, a detailed
assessment is important in establishing a diagnosis, recognizing
co-occurring conditions (including substance use disorders,
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other psychiatric disorders, and other physical health
disorders), identifying psychosocial issues, and developing a
plan of treatment that canreduce associated symptoms,
morbidity, and mortality.”

“Development and documentation of a comprehensive,
person-centered treatment plan assures that the clinician has
considered the available nonpharmacological and
pharmacological options for treatment and has identified those
treatments that are best suited to the needs of the individual
patient, with a goal of improving overall outcome. It may also
assistinforming a therapeutic relationship, eliciting patient
preferences, permitting education about possible treatments,
setting expectations for treatment, and establishing a
framework for shared decision-making. Documentation of a
treatment plan promotes accurate communication among all
those caring for the patient and can serve as a reminder of
prior discussions about treatment.”

“The potential benefits of this guideline statement were viewed
as far outweighing the potential harms.”

Pharmacotherapy

Benefits

“Use of an antipsychotic medication in the treatment of
schizophrenia can improve positive and negative symptoms of
psychosis (high strength of research evidence) and can also
lead to reductions in depressionand improvements in quality
of life and functioning (moderate strength of research
evidence). A meta-analysis of double-blind, randomized,
placebo-controlled trials showed a medium effect size for
overall efficacy (Leucht et al. 2017), with the greatest effect on
positive symptoms. The rates of achieving any response or a
good response were alsosignificantly greater in patients who
received an antipsychotic medication. Inaddition, the
proportion of individuals who dropped out of treatment for any
reason and for lack of efficacy was significantlyless in those
who were treated with an antipsychotic medication. Research
evidence from head-to-head comparison studies and network
meta-analysis (McDonagh et al. 2017) showed no consistent
evidence that favored a specific antipsychotic medication, with
the possible exception of clozapine.”

“The potential benefits of this guideline statement were viewed
as far outweighing the potential harms.”
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Psychosocial Interventions

Benefits

Across all forms of psychosocial interventions recommended or
suggestedinthis guideline, the APA concludes that potential
benefits are likely to outweigh potential harms. Benefits cited
include, reduced likelihood of relapse, reduced core illness
symptoms, reduced symptom severity, and improved quality of
life.

2016 Submission:

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development process in case queries are received and to
inform revisions of the guideline”

What harms were identified?

2020 submission:

Assessment and Determination of Treatment Plan

Harms

“Harms mayinclude serious adverse events; less serious
adverse events that affect tolerability; minor adverse events;
negative effects of the intervention on quality of life; barriers
and inconveniences associated with treatment; and other
negative aspects of the treatment that may influence decision-
making by the patient, the clinician, or both. Some individuals
may become anxious, suspicious, or annoyed if asked multiple
questions during the evaluation. This could interfere withthe
therapeutic relationship between the patient and the clinician.”

Pharmacotherapy

Harms
“The harms of using an antipsychotic medication in the
treatment of schizophrenia include sedation, side effects

mediated through dopamine receptor blockade (e.g., acute
dystonia, akathisia, parkinsonism, tardive syndromes, NMS,
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hyperprolactinemia), disturbances in sexual function,
anticholinergic effects, weight gain, glucose abnormalities,
hyperlipidemia, orthostatic hypotension, tachycardia, and QTc
prolongation. Clozapine has additional harms associated with
its use, including sialorrhea, seizures, neutropenia (which can
be severe and life-threatening), myocarditis, and
cardiomyopathy. Among the antipsychotic medications, there is
variability in the rates at which each of these effects occurs,
and no specific medication appears to be devoid of possible
side effects.”

Psychosocial Interventions

Harms

Across all psychosocialinterventions recommended, the APA
concludes that the potential harms are not well documented
but are likely to be minimal.

2016 Submission:

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development process in case queries are received and to
inform revisions of the guideline.”

Identify any new studies conducted
since the SR. Dothe new studies
change the conclusions from the

SR?

2020 submission:

We are not aware of any further systematic reviews or studies
published since the publication of this guideline that
contraindicate the need for appropriate follow-up after
hospitalization for mental illness.

2016 Submission:
Numerous (>100) studies relatedto follow-up for patients with

mental iliness have been published since the publication of this
guideline, none of which contraindicate the need for
appropriate follow-up after hospitalization for mentalillness.
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American Psychiatric Association (APA) Guidelines-Bipolar

Disorder

Systematic Review

Evidence

Source of Systematic Review:

o Title

e Author

e Date

e (Citation, including page
number

e URL

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Practice Guideline for the Treatment of Patients With Bipolar
Disorder, Second Edition

American Psychiatric Association

2002

American Psychiatric Association (2002) Practice Guideline for
the Treatment of Patients With Bipolar Disorder, Second
Edition; 2002 Apr. 82 p.
https://psychiatryonline.org/pb/assets/raw/sitewide/practice_
guidelines/guidelines/bipolar.pdf

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from
the SR.

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Psychiatric Management [A,C, D, E, F, G]

“Specific goals of psychiatric management include establishing
and maintaining a therapeutic alliance, monitoring the patient's
psychiatric status, providing education regarding bipolar
disorder, enhancing treatment compliance, promoting regular
patterns of activityand of sleep, anticipating stressors,
identifying new episodes early, and minimizing functional
impairments [I].”

Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

No updates.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: researchstudies andclinical consensus. Where gaps
existin theresearchdata, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline (see Section VI). Bothresearch data and clinical
consensus vary in their validity and reliability for different
clinical situations; guidelines state explicitly the nature of the
supporting evidence for specific recommendations so that
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readers can make their own judgments regarding the utility of
the recommendations. The following coding systemis used for
this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patients and a
group of control subjects are identified in the presentand
information about themis pursued retrospectively or backward
in time.

[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.

[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Provide all other grades and
definitions from the evidence
grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: researchstudies andclinical consensus. Where gaps
existin theresearchdata, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline (see Section VI). Bothresearch data and clinical
consensus vary in their validity and reliability for different
clinical situations; guidelines state explicitly the nature of the
supporting evidence for specific recommendations so that
readers can make their own judgments regarding the utility of
the recommendations. The following coding systemis used for
this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

50



Systematic Review

Evidence

[A-] Randomized clinical trial. Same as above but not double
blind.

[B] Clinical trial. A prospective study in which an intervention is
made and the results of that intervention are tracked
longitudinally. Does not meet standards for a randomized
clinical trial.

[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patientsand a
group of control subjects are identified in the presentand
information about them s pursued retrospectively or backward
in time.

[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.

[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

[11 Recommended with substantial clinical confidence.

Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Eachrecommendation is identified as falling into one of three
categories of endorsement, indicated by a bracketed Roman
numeral following the statement. The three categories
represent varying levels of clinical confidence regarding the
recommendation: [I] Recommended with substantial clinical
confidence. [II] Recommended with moderate clinical
confidence. [I1I]] May be recommended on the basis of
individual circumstances

Body of evidence:

e Quantity — how many
studies?

2020 submission:

No updates. This guideline has not been updated.
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e Quality — what type of
studies?

2016 Submission:

“A computerized search of the relevant literature from
MEDLINE and PsycINFO was conducted. Sources of funding
were not considered when reviewing the literature. The first
literature searchwas conducted by searching MEDLINE and
PsycINFO for the period from 1992 to 2000. Key words used
were “bipolar disorder,” “bipolar depression,” “mania,” “mixed
states,” etc. Atotal of 122 citations were found. A searchon
PubMed was also conducted through 2001 that used the search
terms “electroconvulsive,” “intravenous drug abuse,”
“treatment response,” “pharmacogenetic,” “attention deficit
disorder,” “violence,” “aggression,” “aggressive,” “suicidal,”
“cognitive impairment,” “sleep,” “postpartum,” “ethnic,”
“racial,” “metabolism,” “hyperparathyroidism,” “overdose,”
“toxicity,” “intoxication,” “pregnancy,” “breast-feeding,” and
“lactation.” Additional, less formal, literature searches were
conducted by APA staffand individual members of the work
group on bipolar disorder”

” u

” u

” u

” u

” u

Estimates of benefit and
consistencyacross studies

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development process in case queries are received and to
inform revisions of the guideline.”

What harms were identified?

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development processin case queries are received and to
inform revisions of the guideline.”

Identify any new studies conducted
since the SR. Dothe new studies

Numerous (>100) studies related to follow-up for patients with
mental illness have been published since the publication of this
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change the conclusions from the

SR?

guideline, none of which contraindicate the need for
appropriate follow-up after hospitalization for mentalillness.

American Psychiatric Association (APA) Guidelines-Major Depressive
Disorder

Systematic Review

Evidence

Source of Systematic Review:

Title

Author

Date

Citation, including page
number

URL

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Practice Guideline for the Treatment of Patients With Major
Depressive Disorder, Third Edition

American Psychiatric Association

2010

American Psychiatric Association (2010); 2004 Practice
Guideline for the Treatment of Patients With Major Depressive
Disorder, Third Edition. 2010 Oct. 151 p.
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_g
uidelines/guidelines/mdd. pdf

Quote the guideline or
recommendation verbatim about
the process, structure or
intermediate outcome being
measured. If not a guideline,
summarize the conclusions from

the SR.

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Psychiatric Management [A, A-, B,C, D, E, F, G]

“Psychiatric management consists of a broad array of
interventions and activities that psychiatrists should initiate
and continue to provide to patients with major depressive
disorder through all phases of treatment [l].”

Acute Phase[A, A-,B,C,D, E, F, G]

“Treatment in the acute phase should be aimedat inducing
remission of the major depressive episode and achieving a full
return to the patient’s baseline level of functioning [l]. Acute
phase treatment mayinclude pharmacotherapy, depression-
focused psychotherapy, the combination of medications and
psychotherapy, or other somatic therapies such as
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electroconvulsive therapy (ECT), transcranial magnetic
stimulation (TMS), or light therapy, as described in the sections
that follow. Selection of an initial treatment modality should be
influenced by clinical features (e.g., severity of symptoms,
presence of co-occurring disorders or psychosocial stressors) as
well as other factors (e.g., patient preference, prior treatment
experiences) [I]. Any treatment should be integrated with
psychiatric management and any other treatments being
provided for other diagnoses [I].”

Grade assignedto the evidence
associated withthe
recommendation with the
definition of the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: researchstudies andclinical consensus. Where gaps
existin the researchdata, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline (see Section VI). Bothresearch data and clinical
consensus vary in their validity and reliability for different
clinical situations; guidelines state explicitly the nature of the
supporting evidence for specific recommendations so that
readers can make their own judgments regarding the utility of
the recommendations. The following coding systemis used for
this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

[A—] Randomized clinical trial. Same as above but not double
blind.

[B] Clinical trial. A prospective study in which an intervention is
made and the results of that intervention are tracked
longitudinally. Does not meet standards for a randomized
clinical trial.

[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patientsand a
group of control subjects are identified in the present and
information about themis pursued retrospectively or backward
in time.
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[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.

[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Provide all other grades and
definitions from the evidence
grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

The evidence base for practice guidelines is derived from two
sources: research studies andclinical consensus. Where gaps
existin the research data, evidence is derived from clinical
consensus, obtained through broad review of multiple drafts of
each guideline (see Section VI). Bothresearchdata and clinical
consensus vary in their validity and reliability for different
clinical situations; guidelines state explicitly the nature of the
supporting evidence for specific recommendations so that
readers can make their own judgments regarding the utility of
the recommendations. The following coding systemis used for
this purpose:

[A] Randomized, double-blind clinical trial. A study of an
intervention in which subjects are prospectively followed over
time; there are treatment and control groups; subjects are
randomly assignedtothe twogroups; and both the subjects
and the investigators are “blind” to the assignments.

[A-] Randomized clinical trial. Same as above but not double
blind.

[B] Clinical trial. A prospective study in which an intervention is
made and the results of that intervention are tracked
longitudinally. Does not meet standards for a randomized
clinical trial.

[C] Cohort or longitudinal study. A study in which subjects are
prospectively followed over time without any specific
intervention.

[D] Control study. A study in which a group of patientsand a
group of control subjects are identified in the presentand
information about them s pursued retrospectively or backward
in time.

[E] Review with secondary data analysis. A structured analytic
review of existing data, e.g., a meta-analysis or a decision
analysis.
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[F] Review. A qualitative review and discussion of previously
published literature without a quantitative synthesis of the
data.

[G] Other. Opinion-like essays, case reports, and other reports
not categorized above

Grade assignedto the
recommendation with definition of
the grade

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

[11 Recommended with substantial clinical confidence.

Provide all other grades and
definitions from the
recommendation grading system

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Each recommendation is identified as falling into one of three
categories of endorsement, indicated by a bracketed Roman
numeral following the statement. The three categories
represent varying levels of clinical confidence regarding the
recommendation: [I] Recommended with substantial clinical
confidence. [II] Recommended with moderate clinical
confidence. [lll]] May be recommended on the basis of
individual circumstances

Body of evidence:

e Quantity — how many
studies?

e Quality — what type of
studies?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

Relevant updates to the literature were identified through a
MEDLINE literature search for articles published since the
second edition of the guideline, published in 2000. For this
edition of the guideline, literature was identified through a
computerized search of MEDLINE, using PubMed, for the
period from January 1999 to December 2006. Using the MeSH
headings depression or depressive disorder, as well as the key
words major depression, major depressive disorder, neurotic
depression, neurotic depressive, dysthymia, dysthymic, etc.
yielded 39,157 citations. An additional 8,272 citations were
identified by using the key words depression or depressive in
combination with the MeSH headings affective disorders or
psychotic or psychosis, psychotic, catatonic, catatonia, mood
disorder, etc. This yielded 13,506 abstracts, whichwere
screened for relevance with a very modest threshold for
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inclusion, then reviewed by the Work Group. The
Psychoanalytic Electronic Publishing database (http://www.p-e-
p.org)was also searched using the terms major depression or
major depressive. This searchyielded 112 references. The
Cochrane databases were also searched for the key word
depression, and 168 meta-analyses were identified. Additional,
less formal, literature searches were conducted by APA staff
and individual Work Group members and included references
through May 2009. Sources of funding were considered when
the Work Group reviewed the literature.

Estimates of benefit and
consistencyacross studies

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development processin case queries are received and to
inform revisions of the guideline.”

What harms were identified?

2020 submission:

No updates. This guideline has not been updated.

2016 Submission:

“The literature review will include other guidelines addressing
the same topic, when available. The work group constructs
evidence tables toillustrate the data regarding risks and
benefits for eachtreatment and to evaluate the quality of the
data. These tables facilitate group discussion of the evidence
and agreement on treatment recommendations before
guideline text is written. Evidence tables do not appearin the
guideline; however, they are retained by APA to document the
development process in case queries are received and to
inform revisions of the guideline.”

Identify any new studies conducted
since the SR. Dothe new studies
change the conclusions from the

SR?

2020 submission:

No updates. This guideline has not been updated.
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2016 Submission:

N/A

Numerous (>100) studies related to follow-up for patients with
mental iliness have been published since the publication of this

guideline, none of which contraindicate the need for
appropriate follow-up after hospitalization for mentalillness.

1a.4 OTHER SOURCE OF EVIDENCE

If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, please describe the
evidence on which you are basing the performance measure.

1a.4.1 Briefly SYNTHESIZE the evidence that supportsthe measure. Alist of references without a summary is
not acceptable.

1a.4.2 What process was used to identify the evidence?

1a.4.3. Provide the citation(s) for the evidence.

1b. Performance Gap

Extent to which the specific measure focus is evidence-based, important to making significant gains in
healthcare quality, and improving health outcomes for a specific high-priority (high-impact) aspect of
healthcare where there is variationin or overall less-than-optimal performance. Measures must be judged to
meet all sub criteria to pass this criterion and be evaluated against the remaining criteria.

1a. Evidence to Support the Measure Focus — See attached Evidence Submission Form
0576_FUH_MEF_ngf evidence_attachment_7.1.docx

1a.1 For Maintenance of Endorsement: Is there new evidence about the measure since the last
update/submission?

Do not remove any existing information. Ifthere have been any changes to evidence, the Committee will
consider the new evidence. Please use the most current version of the evidence attachment (v7.1). Please use
red font to indicate updated evidence.

Yes

1b. Performance Gap

Demonstration of quality problems and opportunity for improvement, i.e., data demonstrating:

e considerablevariation, or overall less-than-optimal performance, in the quality of care across providers;
and/or
e Disparitiesin care across population groups.
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1b.1. Briefly explain the rationale for this measure (e.g., how the measure will improve the quality of care, the
benefits or improvementsin quality envisioned by use of this measure)

If a COMPOSITE (e.g., combination of component measure scores, all-or-none, any-or-none), SKIP this question
and answer the composite questions.

This measure assesses whether health plan members who were hospitalized for a mentalillness or intentional
self-harm received a timely follow-up visit. Follow-up care following an acute event, such as hospitalization,
reduces the risk of negative outcomes (e.g., medication errors, re-admission, emergency department use).
Efforts to facilitate treatment following a hospital discharge also leadto less attrition in the initial post-acute
period of treatment. Thus, this time period may be an important opportunity for health plans toimplement
strategiesaimed at establishing strong relationships between patientsand mental health providers and
facilitate ongoing engagement in treatment.

According toan analysis of data from the National Inpatient Sample (NIS), between 2007 and 2014 there were
over 1.5 million nonfatal suicide attempts requiring hospitalization, a rate of 67.1 per 100,000 persons (Connor
etal., 2019). Another analysis of the NIS found that of 122,574 hospital discharges in 2003 with an injury
diagnosis, 7.6% were for intentional self-harm (Patrick et al., 2010).

Fontanella et al. (2020) examined the association between timely outpatient follow-up after a psychiatric
hospitalization and risk of death by suicide, and found that youths with a follow-up visit within 7 days of
discharge had a significantly lower risk of death by suicide. A study of 90-day readmissions among individuals
with schizophrenia and bipolar disorder found that individuals with an outpatient visit within 30-days following
discharge experienced a lower risk of readmission within the following 90 days (Marcus et al., 2017). Similarly,
Markand colleagues (2013) found that increased follow-up at community mental health centerswas
associated with lower risk of re-admission among Medicaid patients hospitalized for mentaliliness or
substance use disorder.

Evidence suggests that brief, low-intensity interventions are effective in bridging the gap between inpatient
and outpatient treatment (Dixon 2009) and improving patient experience of continuity of care (Tomita &
Herman, 2015). Low-intensity interventions are typically implemented at periods of high risk for treatment
dropout, such as following an emergency room or hospital discharge or the time of entry into outpatient
treatment. For example, Boyer et al evaluated strategiesaimed at increasing attendance at outpatient
appointments following hospital discharge. They found that the most common factor in a patient’s medical
history that waslinked to a patient having a follow-up visit was a discussion about the discharge plan between
the inpatient staff and outpatient clinicians. Other strategiestheyfound that increased attendance at
appointments included having the patient meet with outpatient staff and visit the outpatient program prior to
discharge (Boyer 2000).

Barekatain M, Maracy MR, Rajabi F, Baratian H. (2014). Aftercare services for patients with severe mental
disorder: A randomized controlled trial. J Res Med Sci. 19(3):240-5.

Boyer, C. A., McAlpine, D. D., Pottick, K. J., & Olfson, M. (2000). Identifying risk factorsand key strategiesin
linkage to outpatient psychiatric care. The Americanjournal of psychiatry, 157(10), 1592—-1598.
https://doi.org/10.1176/appi.ajp.157.10.1592

Conner, A., Azrael,D., & Miller, M. (2019). Suicide Case-Fatality Ratesin the United States, 2007 to 2014: A
Nationwide Population-Based Study. Annals of internal medicine, 171(12), 885—895.
https://doi.org/10.7326/M19-1324

Dixon L, Goldberg R, lannone V, et al. Use of a critical time intervention to promote continuity of care after
psychiatricinpatient hospitalization for severe mentalillness. Psychiatr Serv. 2009;60:451-458.

Fontanella, C. A., Warner, L. A., Steelesmith, D. L., Brock, G., Bridge, J. A., & Campo, J. V. (2020). Association of

Timely Outpatient Mental Health Services for Youths After Psychiatric Hospitalization With Risk of Death by
Suicide. JAMA network open, 3(8), e2012887.
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Kreyenbuhl, J., Nossel, I., & Dixon, L. (2009). Disengagement from mental health treatment among individuals
with schizophrenia and strategiesfor facilitating connections to care: A review of the literature. Schizophrenia
Bulletin, 35, 696-703.

Luxton DD, June JD, Comtois KA. (2013). Can postdischarge follow-up contacts prevent suicide and suicidal
behavior? A review of the evidence. Crisis. 34(1):32-41. doi: 10.1027/0227-5910/a000158.

Marcus, S. C., Chuang, C. C., Ng-Mak, D. S., & Olfson, M. (2017). Outpatient Follow-Up Care and Risk of Hospital
Readmission in Schizophrenia and Bipolar Disorder. Psychiatric services (Washington, D.C.), 68(12), 1239-1246.

Mark, T., Tomic, K. S., Kowlessar, N., Chu, B. C., Vandivort-Warren, R., & Smith, S. (2013). Hospital Readmission
Among Medicaid Patients with an Index Hospitalization for Mental and/or Substance Use Disorder. The Journal
of Behavioral Health Services & Research, 40(2), 207-221.

Patrick, A. R., Miller, M., Barber,C. W., Wang, P. S., Canning, C. F., & Schneeweiss, S. (2010). Identification of
hospitalizations for intentional self-harm when E-codes are incompletely recorded. Pharmacoepidemiology and
drug safety, 19(12), 1263—1275. https://doi.org/10.1002/pds.2037

Tomita, A., & Herman, D. B. (2015). The role of a critical time intervention on the experience of continuity of
care among persons with severe mentalillness after hospital discharge. The Journal of nervous and mental
disease, 203(1), 65-70.

1b.2. Provide performance scores on the measure as specified (current and over time) at the specified level
of analysis. (Thisis required for maintenance of endorsement. Include mean, std dev, min, max, interquartile
range, scores by decile. Describe the data source including number of measured entities; number of patients;
dates of data; if a sample, characteristics of the entities include.) This information also will be used to address
the sub-criterion on improvement (4b1) under Usability and Use.

The following data are extracted from HEDIS data collection reflecting the most recent years of measurement
for this measure. Performance data are summarized at the health plan level and summarized by mean,
standard deviation, minimum health plan performance, maximum health plan performance and performance
atthe 10th, 25th, 50th, 75th and 90th percentile. Data are stratified by year and product line (i.e. commercial,
Medicaid, and Medicare). The following data demonstrate room for improvement among health plans.

HEDISMY 2018 Variation in Performance across Health Plans- Commercial

Year  Rate N Mean StDev Min P10 P25 Median P75 P90 Max

2018 7-day rate 361 0.44 .11 0 0.3 0.37 0.44 051 0.59 0.79
30-day rate 358 0.6 11 0 0.52 0.6 0.67 0.73 0.78 0.92

2017 7-day rate 356 .46 A1 .18 .31 .38 .46 .54 .62 .78

30-day rate 355 .68 .10 .38 .54 .62 .69 .75 .80 91

HEDISMY 2018 Variation in Performance across Health Plans- Medicare

Year  Rate N Mean St Dev Min P10 P25 Median P75 P90 Max

2018 7-day rate 308 0.28 .13 0 0.13 0.18 0.25 0.34 0.46 0.68
30-day rate 308 0.48 .15 0.07 0.3 0.37 0.47 0.6 0.7 0.84

2017 7-day rate 304 .32 13 .02 .18 .23 .29 .40 .50 .80
30-day rate 304 .53 .15 .05 .35 42 .52 .65 .74 .93

HEDISMY 2018 Variation in Performance across Health Plans- Medicaid
Year Rate N Mean St Dev Min P10 P25 Median P75 P90 Max
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2018 7-day rate 173 0.36 .12 005 0.21 029 035 043 052 0.7
30-day rate 172 0.57 .13 0.12 0.38 0.5 0.58 0.66 0.72 0.83

2017 7-day rate 183 .37 13 .00 .19 .30 .37 46 .54 74
30-day rate 183 .58 14 .05 40 .50 .60 .68 .74 .90

1b.3.If no or limited performance data on the measure as specified is reported in 1b2, then provide a
summary of data from the literature that indicates opportunity forimprovement or overall less than optimal
performance on the specific focus of measurement.

N/A

1b.4. Provide disparities data fromthe measure as specified (current and over time) by population group,
e.g., by race/ethnicity, gender, age, insurance status, socioeconomic status, and/or disability. (This is required
for maintenance of endorsement. Describe the data source including number of measured entities; number of
patients; dates of data; if a sample, characteristics of the entities included.) For measures that show high levels
of performance, i.e., “topped out”, disparities data may demonstrate an opportunity for improvement/gap in
care for certain sub-populations. This information also will be used to address the sub-criterion on improvement
(4b1) under Usability and Use.

HEDIS data are stratified by type of insurance (e.g., Commercial, Medicaid, Medicare). While not specified in
the measure, this measure canalso be stratified by demographic variables, such as race/ethnicity or
socioeconomic status, in order to assess the presence of health care disparities if the data are available to a
plan. NCQA is actively engaged with partnersincluding the CMS Office of Minority Healthin identifying feasible
methods to further integrate social risk factorsinto health plan quality measures, with a focus on stratification.
Our work is aligned with recent recommendations from MedPAC and ASPE on optimal methods for addressing
social risk in quality measurement and programs.1,2 This is an NCQA wide initiative. Our intent is to implement
methods to bridge data concernsin the future.

HEDISincludes two measures that can be used as tools for assessing race/ethnicity and language needs of a
plan’s population: Race/Ethnicity Diversity of Membership and the Language Diversity of Membership. These
measures promote standardized methods for collecting these data and follow Office of Management and
Budget and National Academy of Medicine guidance for collecting and categorizing race/ethnicity and
language data. Inaddition, NCQA’s Multicultural Health Care Distinction Program outlines standards for
collecting, storing, and using race/ethnicity and language data to assess health care disparities.

1. Medicare Payment Advisory Commission. (2020). The Medicare Advantage program: Statusreport. In
Report to the Congress: Medicare Payment Policy (p. 397). http://medpac.gov/docs/default-
source/reports/mar20_medpac_ch13_sec.pdf

2. Office of the Assistant Secretaryfor Planning and Evaluation, & U.S. Department of Health & Human
Services. (2020). Second Report to Congress on Social Risk and Medicare’s Value-Based Purchasing
Programs. https://aspe.hhs.gov/social-risk-factors-and-medicares-value-basedpurchasing-programs

1b.5. If no or limited data on disparities from the measure as specified is reported in 1b.4, then providea

summary of data from the literature that addresses disparities in care on the specific focus of measurement.

Include citations. Not necessaryif performance data providedin 1b.4

N/A

2. Reliability and Validity—Scientific Acceptability of Measure Properties

Extent to which the measure, as specified, produces consistent (reliable) and credible (valid) results about the
quality of care when implemented. Measures must be judged to meet the sub criteria for both reliability and
validity to pass this criterion and be evaluated against the remaining criteria.
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2a.1. Specifications The measure is well defined and precisely specified so it can be implemented consistently
within and across organizations and allows for comparability. eMeasures should be specified in the Health
Quality Measures Format (HQMF) and the Quality Data Model (QDM).

De.5. Subject/Topic Area (checkall the areas that apply):

Behavioral Health

De.6. Non-Condition Specific(check all the areas that apply):

Care Coordination, Safety

De.7.Target Population Category (Checkall the populations for which the measure is specified and tested if
any):

Children, Elderly, Populations at Risk

S.1. Measure-specific Web Page (Provide a URL link to a web page specific for this measure that contains
current detailed specifications including code lists, risk model details, and supplemental materials. Do not enter
a URL linking to a home page or to general information.)

NA

S.2a. If thisis an eMeasure, HOMF specifications must be attached. Attach the zipped output from the
eMeasure authoring tool (MAT) - if the MAT was not used, contact staff. (Use the specification fields in this
online form for the plain-language description of the specifications)

This is not an eMeasure Attachment:

S.2b. Data Dictionary, Code Table, or Value Sets (and risk model codes and coefficients when applicable) must
be attached. (Excel or csv file in the suggested format preferred - if not, contact staff)

Attachment:0576_FUH_Fall_2020_Value_Sets.xIsx

S.2c.Is this an instrument-based measure (i.e., data collected via instruments, surveys, tools,
questionnaires, scales, etc.)? Attach copy of instrument if available.

No, thisis not an instrument-based measure Attachment:

S.2d.Is this an instrument-based measure (i.e., data collected via instruments, surveys, tools,
questionnaires, scales, etc.)? Attach copy of instrument if available.
Not an instrument-based measure

S.3.1. For maintenance of endorsement: Are there changes to the specifications since the last
updates/submission. Ifyes, update the specifications for S1-2 and S4-22 and explain reasons for the changes
in S3.2.

Yes

S.3.2. For maintenance of endorsement, please briefly describe any important changes to the measure
specifications since last measure update and explain the reasons.

Summary of most significant changes since previous submission:

o Since the last submission, severalimportant changes were made to the measure:
. Added telehealthto the measure numerators
o The numerator was revised to no longer include visits that occur on the date of discharge. This change

was made because an encounter on the date of discharge after hospitalization should be viewed as an
intervention designed to support the patient and improve his or her likelihood of receiving timely
follow-up care. Visits on the date of discharge should not be the only follow-up that patients receive
and would not be considered good quality of care on their own; therefore, they do not meet the intent
of the measure.
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o The denominator was revised to include members with a principal diagnosis of intentional self-harm.
This change was made to ensure that patients who are hospitalized for intentional self-harm are
included in the measure because they warrant follow-up care, even if an accompanying mental health
diagnosis is not present on the discharge claim.

o Expanded the definition of mental health provider to include Community Mental Health Centers
(CMHC) and Certified Community Behavioral Health Clinics (CCBHC).

S.4. Numerator Statement (Brief, narrative description of the measure focus or what is being measured about
the target population, i.e., cases from the target population with the target process, condition, event, or
outcome) DO NOT include the rationale for the measure.

IF an OUTCOME MEASURE, state the outcome being measured. Calculation of the risk-adjusted outcome should
be described in the calculation algorithm (S.14).

30-Day Follow-Up: A follow-up visit with a mental health provider within 30 days after discharge.

7-Day Follow-Up: A follow-up visit with a mental health provider within 7 days after discharge.

S.5. Numerator Details (All information required to identify and calculate the cases from the target population
with the target process, condition, event, or outcome such as definitions, time period for data collection,
specific data collection items/responses, code/value sets— Note: lists of individual codes with descriptorsthat
exceed 1 page should be provided in an Excel or csv file in required format at S.2b)

IF an OUTCOME MEASURE, describe how the observed outcome is identified/counted. Calculation of the risk-
adjusted outcome should be described in the calculation algorithm (S.14).

For both indicators, any of the following meet criteria for a follow-up visit.

. An outpatient visit (Visit Setting Unspecified Value Set) with (Outpatient POS Value Set) witha mental
health provider.

o An outpatient visit (BH Outpatient Value Set) with a mental health provider.

o An intensive outpatient encounter or partial hospitalization (Visit Setting Unspecified Value Set) with

(Partial Hospitalization POS Value Set).

o An intensive outpatient encounter or partial hospitalization (Partial Hospitalization or Intensive
Outpatient Value Set).

o A community mental health center visit (Visit Setting Unspecified Value Set; BH Outpatient Value Set;
Observation Value Set; Transitional Care Management Services Value Set) with (Community Mental
Health Center POS Value Set).

o Electroconvulsive therapy (Electroconvulsive Therapy Value Set) with (Ambulatory Surgical Center POS
Value Set; Community Mental Health Center POS Value Set; Outpatient POS Value Set; Partial
Hospitalization POS Value Set).

o A telehealthvisit: (Visit Setting Unspecified Value Set) with (Telehealth POS Value Set) with a mental
health provider.

o An observation visit (Observation Value Set) with a mental health provider.

o Transitional care management services (Transitional Care Management Services Value Set), with a
mental health provider.

] A visit in a behavioral healthcare setting (Behavioral Healthcare Setting Value Set).
o A telephone visit (Telephone Visits Value Set) with a mental health provider.

(See corresponding Excel document for the value sets referenced above).

Mental Health Provider Definition:

A provider who delivers mental health services and meets any of the following criteria:
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An MD or doctor of osteopathy (DO) who is certified as a psychiatrist or child psychiatrist by the
American Medical Specialties Board of Psychiatry and Neurology or by the American Osteopathic
Board of Neurology and Psychiatry; or, if not certified, who successfully completed an accredited
program of graduate medical or osteopathic education in psychiatry or child psychiatryand is licensed
to practice patient care psychiatry or child psychiatry, if required by the state of practice.

An individual whois licensed as a psychologist in his/her state of practice, if required by the state of
practice.

An individual who is certified in clinical social work by the American Board of Examiners; whois listed
on the National Association of Social Worker’s Clinical Register; or who has a master’s degree in social
work and is licensed or certified to practice as a social worker, if required by the state of practice.

A registered nurse (RN)who is certified by the American Nurses Credentialing Center (a subsidiary of
the American Nurses Association) as a psychiatric nurse or mental health clinical nurse specialist, or
who has a master’s degree in nursing with a specializationin psychiatric/mental health and two years
of supervised clinical experience and is licensedto practice as a psychiatric or mental health nurse, if
required by the state of practice.

An individual (normally with a master’s or a doctoral degree in maritaland family therapyand at least
two years of supervised clinical experience) who is practicing as a maritaland family therapist and is
licensed or a certified counselor by the state of practice, or if licensure or certificationis not required
by the state of practice, who is eligible for clinical membership in the American Association for
Marriage and Family Therapy.

An individual (normally with a master’s or doctoral degree in counseling and at least two years of
supervised clinical experience) who is practicing as a professional counselor and who is licensed or
certified to do so by the state of practice, or if licensure or certificationis not required by the state of
practice, is a National Certified Counselor with a Specialty Certificationin Clinical Mental Health
Counseling from the National Board for Certified Counselors (NBCC).

A physician assistant whois certified by the National Commissionon Certification of Physician
Assistants topractice psychiatry.

A certified Community MentalHealth Center (CMHC), or the comparable term (e.g. behavioral health
organization, mental health agency, behavioral health agency) used within the statein which it is
located, or a Certified Community Behavioral Health Clinic (CCBHC).

Only authorized CMHCs are considered mental health providers. To be authorizedas a CMHC, an
entity must meet one of the following criteria:

The entity has been certified by CMS to meet the conditions of participation (CoPs)that community
mental health centers (CMHCs) must meet in order to participate in the Medicare program, as defined
in the Code of Federal Regulations Title 42. CMS defines a CMHC as an entity that meets applicable
licensing or certification requirements for CMHCs inthe State in which it is located and provides the
set of services specified in section 1913(c)(1) of the Public Health Service Act (PHS Act).

The entity has been licensed, operated, authorized, or otherwise recognized as a CMHC by a state or
county in which it is located.

Only authorized CCBHCs are considered mental health providers. To be authorizedas a CCBHC, an
entity must meet one of the following criteria:

Has been certified by a State Medicaid agency as meeting criteria established by the Secretary for
participationin the Medicaid CCBHC demonstration program pursuant to Protecting Access to Medicare
Act § 223(a) (42 U.S.C. § 1396a note); or as meeting criteria within the State’s Medicaid Plan to be
considered a CCBHC.
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o Hasbeen recognized by the Substance Abuse and Mental Health Services Administration, through the
award of grant funds or otherwise, as a CCBHC that meets the certification criteria of a CCBHC.

S.6. Denominator Statement (Brief, narrative description of the target population being measured)

Discharges from anacute inpatient setting with a principal diagnosis of mental illness or intentional self-harm
on the discharge claim during the first 11 months of the measurement year (i.e. January 1 to December 1) for
members 6 years and older.

S.7.Denominator Details (All information required to identify and calculate the target population/denominator
such as definitions, time period for data collection, specific data collection items/responses, code/value sets—
Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excelor csv file in
required format at S.2b.)

IF an OUTCOME MEASURE, describe how the target population is identified. Calculation of the risk-adjusted
outcome should be described in the calculation algorithm (S.14).

An acute inpatient discharge with a principal diagnosis of mental illness or intentional self-harm (Mental lliness
Value Set; Intentional Self-Harm Value Set) on the discharge claim on or betweenJanuary 1 and December 1 of
the measurement year. Toidentify acute inpatient discharges:

1. Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).
2. Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set).
3. Identify the discharge date for the stay.

The denominator for this measureis based on discharges, not on members. If members have more than one
discharge, include all discharges on or between January 1 and December 1 of the measurement year.

Acute readmission or direct transfer

Identify readmissions and direct transfers toan acute inpatient care setting during the 30-day follow-up
period:

o Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).
o Exclude nonacute inpatient stays (Nonacute Inpatient Stay Value Set).
o Identify the admission date for the stay.

Exclude both the initial discharge and the readmission/direct transfer discharge if the last discharge occurs
after December 1 of the measurement year.

If the readmission/direct transfer tothe acute inpatient care setting was for a principal diagnosis (use only the
principal diagnosis on the discharge claim) of mental health disorder or intentional self-harm (Mental Health
Diagnosis Value Set; Intentional Self-Harm Value Set), count only the last discharge.

If the readmission/direct transfer tothe acute inpatient care setting was for any other principal diagnosis (use
only the principal diagnosis on the discharge claim) exclude both the original and the readmission/direct
transfer discharge.

See corresponding Excel document for the Value Sets referenced above in S.2b.
S.8. Denominator Exclusions (Brief narrative description of exclusions from the target population)

Exclude from the denominator for both rates, members who begin using hospice services anytime during the
measurement year (Hospice Value Set)

Exclude both the initial discharge and the readmission/direct transfer discharge if the readmission/direct
transfer discharge occurs after December 1 of the measurement year.

Exclude discharges followed by readmission or direct transfer to a nonacute facility within the 30-day follow-
up period regardless of principal diagnosis.
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Exclude discharges followed by readmission or direct transfer to an acute facility within the 30-day follow-up
period if the principal diagnosis was not for mental health or intentional self-harm.

These discharges are excluded from the measure because rehospitalization or transfer may prevent an
outpatient follow-up visit from taking place.

S.9. Denominator Exclusion Details (All information requiredto identify and calculate exclusions from the
denominator such as definitions, time period for data collection, specific data collection items/responses,
code/value sets — Note: lists of individual codes with descriptors that exceed 1 page should be provided in an
Excelor csv file in required format at S.2b.)

Members in hospice are excluded from the eligible population.

Exclude both the initial discharge and the readmission/direct transfer discharge if the last discharge occurs
after December 1 of the measurement year.

If the readmission/direct transfer tothe acute inpatient care setting was for a principal diagnosis (use only the
principal diagnosis on the discharge claim) of mental health disorder or intentional self-harm (Mental Health
Diagnosis Value Set; Intentional Self-Harm Value Set), count only the last discharge.

If the readmission/direct transfer tothe acute inpatient care setting was for any other principal diagnosis (use
only the principal diagnosis on the discharge claim) exclude both the original and the readmission/direct
transfer discharge

Exclude discharges followed by readmission or direct transfer to a nonacute inpatient care setting within the
30-day follow-up period, regardless of principal diagnosis for the readmission. Toidentify readmissions and
direct transfers toa nonacute inpatient care setting:

o Identify all acute and nonacute inpatient stays (Inpatient Stay Value Set).

o Confirm the stay was for nonacute care based on the presence of a nonacute code (Nonacute
Inpatient Stay Value Set) on the claim.

o Identify the admission date for the stay.

These discharges are excluded from the measure because rehospitalization or direct transfer may prevent an
outpatient follow-up visit from taking place.

See corresponding Excel document for the Value Sets referenced above in S.2b.

S.10. Stratification Information (Provide all information requiredto stratify the measure results, if necessary,
including the stratification variables, definitions, specific data collection items/responses, code/value sets, and
the risk-model covariates and coefficients for the clinically-adjusted version of the measure when appropriate —
Note: lists of individual codes with descriptors that exceed 1 page should be provided in an Excel or csv file in
required format with at S.2b.)

N/A

S.11. Risk Adjustment Type (Select type. Provide specifications for risk stratification in measure testing
attachment)

No risk adjustment or risk stratification
If other:

S.12. Typeofscore:

Rate/proportion

If other:

S.13.Interpretation of Score (Classifies interpretation of score according to whether better quality is
associated with a higher score, a lower score, a score falling within a defined interval, or a passing score)

Better quality = Higher score
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S.14. Calculation Algorithm/Measure Logic (Diagram or describe the calculation of the measure score as an
ordered sequence of steps including identifying the target population; exclusions; cases meeting the target
process, condition, event, or outcome; time period for data, aggregating data; risk adjustment; etc.)

Step 1. Determine the denominator. The denominator is all discharges that meet the specified denominator
criteria (S7).

Step 2. Remove exclusions. Remove all discharges from the denominator that meet the specified exclusion
criteria (S9).

Step 3. Identify numerator events: Search administrative systems toidentify numerator events for all
discharges inthe denominator (S5).

Step 4. Calculate the rate by dividing the events in step 3 by the discharges in step 2.

S.15. Sampling (If measure is based on a sample, provide instructions for obtaining the sample and guidance on
minimum sample size.)

IF an instrument-based performance measure (e.g., PRO-PM), identify whether (and how) proxy responses
are allowed.

N/A

S.16. Survey/Patient-reported data (If measure is based on a survey or instrument, provide instructions for
data collection and guidance on minimum response rate.)

Specify calculation of response ratesto be reported with performance measure results.

N/A

S.17.Data Source (Check ONLY the sources for which the measure is SPECIFIED AND TESTED).
If other, please describe in S.18.

Claims

S.18. Data Source or Collection Instrument (/dentify the specific data source/data collection instrument (e.g.
name of database, clinical registry, collection instrument, etc., and describe how data are collected.)

IF instrument-based, identify the specific instrument(s) and standard methods, modes, and languages of
administration.

This measure is based on administrative claims collected in the course of providing care to health plan
members. NCQA collects the Healthcare Effectiveness Data and Information Set (HEDIS) data for this measure
directly from Health Management Organizations and Preferred Provider Organizations via NCQA's online data
submission system.

S.19. Data Source or Collection Instrument (available at measure-specific Web page URL identified in S.1 OR in
attached appendix at A.1)

No data collection instrument provided

S.20. Level of Analysis (Check ONLY the levels of analysis for which the measure is SPECIFIED AND TESTED)
Health Plan

S.21. Care Setting (Check ONLY the settings for which the measure is SPECIFIED AND TESTED)
Inpatient/Hospital, Outpatient Services

If other:

S.22. COMPOSITE Performance Measure - Additional Specifications (Use this section as needed for
aggregation and weighting rules, or calculation of individual performance measures if not individually
endorsed.)

N/A
2. Validity — See attached Measure Testing Submission Form
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ngf _testing attachment_ 7.1 2020-637395029781340613.docx
2.1 For maintenance of endorsement

Reliability testing: Iftesting of reliability of the measure score was not presented in prior submission(s), has
reliability testing of the measure score been conducted?If yes, please provide results in the Testing attachment.
Please use the most current version of the testing attachment (v7.1). Include information on all testing
conducted (prior testing as well as any new testing); use red font to indicate updated testing.

Yes
2.2 For maintenance of endorsement

Has additional empirical validity testing of the measure score been conducted?If yes, please provide results in
the Testing attachment. Please use the most current version of the testing attachment (v7.1). Include
information on all testing conducted (prior testing as well as any new testing),; use red font to indicate updated
testing.

Yes
2.3 For maintenance of endorsement

Risk adjustment: For outcome, resource use, cost, and some process measures, risk-adjustment that includes
social risk factors is not prohibited at present. Please update sections 1.8, 2a2, 2b1,2b4.3 and 2b5 in the Testing
attachment and S.140 and S.11 in the online submission form. NOTE: These sections must be updated even if
social risk factors are not included in the risk-adjustment strategy. You MUST use the most current version of
the Testing Attachment (v7.1)-- older versions of the form will not have all required questions.

No - This measure is not risk-adjusted

Measure Testing (subcriteria 2a2, 2b1-2b6)

Measure Number (if previously endorsed): 0576
Measure Title: Follow-Up After Hospitalization for Mental lliness
Date of Submission: 8/3/2020

Type of Measure:

Measure Measure (continued)
[J Outcome (including PRO-PM) ] Composite — STOP — use composite
testing form
L] Intermediate Clinical Outcome ] Cost/resource
Process (including Appropriate Use) L] Efficiency
(] Structure *

*cell intentionally left blank
1. DATA/SAMPLE USED FORALLTESTING OF THIS MEASURE
Often the same data are used for all aspects of measure testing. In an effort to eliminate duplication, the first

five questions apply to all measure testing. If there are differences by aspect of testing, (e.g., reliability vs.
validity) be sure to indicate the specific differencesin question 1.7.

1.1. What type of data was used for testing? (Checkall the sources of data identified in the measure
specifications and data used for testing the measure. Testing must be provided for all the sources of data
specified and intended for measure implementation. If different data sources are used for the numerator and
denominator, indicate N [numerator] or D [denominator] after the checkbox.)
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Measure Specified to Use Data From: Measure Tested with Data From:

(must be consistent with data sources entered in S.17)

[ abstracted from paper record [ abstracted from paper record

claims claims

L] registry Ll registry

[ abstracted from electronic health record [ abstracted from electronic health record
[] eMeasure (HQMF) implemented in EHRs [] eMeasure (HQMF) implemented in EHRs
[ other: [ other:

1.2.If an existing dataset was used, identify the specific dataset (the dataset used for testing must be
consistent with the measure specifications for target population and healthcare entities being measured; e.g.,
Medicare Part A claims, Medicaid claims, other commercial insurance, nursing home MDS, home health OASIS,
clinical registry).

2020 Submission:
N/A

2016 Submission:
N/A

1.3. What are the dates ofthe data used in testing?
2020 Submission

Testing of measure score reliability and validity was performed using data from calendar year 2018.

2016 Submission:
2009-2011
2014-2016

1.4. What levels of analysis were tested? (testing must be provided for all the levels specified and intended for
measure implementation, e.g., individual clinician, hospital, health plan)

Measure Specified to Measure Performance of: Measure Tested at Level of:

(must be consistent with levels enteredin item S.20)

[ ] individual clinician [ individual clinician

] group/practice U] group/practice

[ hospital/facility/agency [ hospital/facility/agency
health plan health plan

[] other: [] other:

1.5. How many and which measured entities were included in the testing and analysis (by level of analysis
and datasource)? (identify the number and descriptive characteristics of measured entities included in the
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analysis (e.g., size, location, type); if a sample was used, describe how entities were selected for inclusion in the
sample)

2020 Submission:

This measure assesses the percentage of discharges for members 6 years of age and older who were
hospitalized for treatment of selected mental illness or intentional self-harm diagnoses and who had a follow-
up visit with a mental health provider. Two rates are reported:

1. The percentage of discharges for which the member received follow-up within 30 days after
discharge.

2. The percentage of discharges for which the member received follow-up within 7 days after discharge.
Testing was completed at the health plan level which is appropriate for the level of reporting for this measure.

Measure score reliability testing and construct validity testing: The measure score reliability was calculated
from HEDIS data that included 358 Commercial health plans, 172 Medicaid plans, and 308 Medicare plans. The
sampleincluded all Commercial, Medicare and Medicaid health plans submitting data to NCQA for this HEDIS
measure. The plans were geographically diverse and varied in size.

2016 Update: MEASURE SCORE RELIABILITY TESTING
MEASURE SCORE RELIABILITY TESTING

The measure score reliability was calculated from 2016 HEDIS data that included 368 Commercial health plans,
166 Medicaid health plans, and 301 Medicare health plans for the 7-day follow-up rate and 368 Commercial
health plans, 168 Medicaid health plans, and 301 Medicare health plans for the 30-day follow-up rate. The
sampleincluded all health plans submitting data to NCQA for HEDIS. The plans were geographically diverse
and varied in size.

SYSTEMATIC EVALUATION OF FACE VALIDITY

The Follow-Up After Hospitalization for Mental lliness measure was tested for face validity with several panels
of experts. Measurement Advisory Panels (MAP) provide the clinical and technical knowledge required to
develop the measures. The Behavioral Health MAP included 12 experts in behavioral health including
representation by consumers, health plans, health care providers and policy makers. NCQA’s Committee on
Performance Measurement (CPM) oversees the evolution of the measurement set and includes
representation by purchasers, consumers, health plans, health care providers and policy makers. This panel is
made up of 15 members. The CPM is organized and managed by NCQA, and is responsible for advising NCQA
staff on the development and maintenance of performance measures. The CPM also meets withthe NCQA
Board of Directors torecommend measures for inclusion in HEDIS. CPM members reflect the diversity of
constituencies that performance measurement serves; some bring other perspectives and additional expertise
in quality management andthe science of measurement. Additional HEDIS Expert Panels provide invaluable
assistance by identifying methodological issues and giving feedback on new and existing measures. See
Additional Information: Ad.1. Workgroup/Expert Panel Involved in Measure Development for names and
affiliation of expert panel.

1.6. How many and which patients were included in the testing and analysis (by level of analysis
and data source)? (identify the number and descriptive characteristics of patients included in the
analysis (e.g., age, sex, race, diagnosis), if a sample was used, describe how patients were selected for
inclusion in the sample)
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2020 Submission

Data are summarized at the health plan level and stratified by product line (i.e. commercial, Medicare,
Medicaid). Below is a description of the sample. It includes number of health plans included in HEDISdata
collection and the average eligible population for the measure across health plans. For this measure, the
eligible population is the number of eligible discharges among plan members 6 years of age and older.

7-day Follow-Up Rate

ProductLine Number of Plans Mean number of eligible discharges per
plan
Commercial 361 668
Medicaid 173 1946
Medicare 308 344

30-Day Follow-Up Rate

ProductLine Number of Plans Mean number of eligible discharges per
plan
Commercial 358 665
Medicaid 172 1956
Medicare 308 344

2016 Update: MEASURE SCORE RELIABILITY TESTING
Patients included for measure score reliability testing: In 2016, HEDIS measures covered 114.2 million

commercial health plan beneficiaries, 47.0 million Medicaid beneficiaries, and 17.6 million Medicare
beneficiaries. Data are summarized at the health plan level and stratified by product line. Below is a
description of the testing data, including number of health plans included and the mean eligible population for

7-day Follow-Up Rate

the measure across health plans.

ProductLine Number of Plans Mean number of eligible patients per plan
Commercial 368 568
Medicaid 166 1,182
Medicare 301 279
30-Day Follow-Up Rate
ProductLine Number of Plans Mean number of eligible patients per plan
Commercial 368 568
Medicaid 168 1,169
Medicare 301 279
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1.7.If there are differences in the data or sample used for different aspects of testing (e.g., reliability,
validity, exclusions, risk adjustment), identify howthe data or sample are different for each aspect of testing
reported below.

2020 Submission
No differences in the data used for reliability and construct validity testing.

2016 Update: MEASURE SCORE RELIABILITY TESTING

Reliability of the measure score was tested using a beta-binomial calculation. This analysis included the entire
HEDIS data for the measure (described above).

Validity was demonstrated through a systematic assessment of face validity. Per NQF instructions we have
described the composition of the technical expert panel which assessed face validity in the data sample
questions above.

1.8 What were the social risk factors that were available and analyzed? For example, patient-reported data
(e.g., income, education, language), proxy variables when social risk data are not collected from each patient
(e.g. census tract), or patient community characteristics (e.g. percent vacant housing, crime rate) which do not
have to be a proxy for patient-level data.

2020 Submission

We did not assess data by social risk factors. Social riskfactor data were not available in reported results. This
measure is specified for Medicare, Medicaid and Commercial members aged 6 and older. NCQA is actively
engaged with partners including the CMS Office of Minority Healthin identifying feasible methods to further
integrate socialrisk factors into health plan quality measures, with a focus on stratification. This is aligned with
recent recommendations from MedPAC and ASPE on optimal methods for addressing social risk in quality
measurement and programs.1,2Thisis an NCQA wide initiative. Our intent is to implement methods to bridge
data concerns in the future.

1. Medicare Payment Advisory Commission. (2020). The Medicare Advantage program: Status report. In
Report to the Congress: Medicare Payment Policy (p. 397). http://medpac.gov/docs/default-
source/reports/mar20 medpac ch13 sec.pdf

2. Office of the Assistant Secretary for Planning and Evaluation, & U.S. Department of Health & Human
Services. (2020). Second Report to Congress on Social Riskand Medicare’s Value-Based Purchasing
Programs. https://aspe.hhs.gov/social-risk-factors-and-medicares-value-basedpurchasing-programs

2016 Update
Measure performance was assessed by Commercial, Medicaid, and Medicare plan types.

2012 Submission

The measure is not stratified to detect disparities. NCQA has participated with IOM and others in attempting
to include information on disparities in measure data collection. However, at the present time, this data, at all
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levels (claims data, paper chart review, and electronic records), is not coded in a standard manner, and is
incompletely captured. There are no consistent standards for what entity (physician, group, plan, employer)
should capture and report this data. While “requiring” reporting of the data could push the field forward, it
has been our position that doing so would create substantial burden with inability to use the data because of
its inconsistency. At the present time, we agree with the IOM report that disparities are best considered by the
use of zip code analysis which has limited applicability in most reporting situations. At the health plan level, for
HEDIS health plan data collection, NCQA does have extensive data relatedto our use of stratification by
insurance status (Medicare, Medicaid and private-commercial) and would strongly recommend this process
where the data base supporting the measurement includes this information. However, we believe that the
measure specifications should NOT require this since the measure is still useful where the data needed to
determine disparities cannot be ascertained from the data available.

2a2. RELIABILITY TESTING
Note: Ifaccuracy/correctness (validity) of data elements was empirically tested, separate reliability testing of

data elementsis not required— in 2a2.1 check critical data elements; in 2a2.2 enter “see section 2b2 for validity
testing of data elements”; and skip 2a2.3 and 2a2.4.

2a2.1. What level of reliability testing was conducted? (may be one or both levels)

] Critical data elements used in the measure (e.g., inter-abstractor reliability; data element reliability must
address ALL critical data elements)

Performance measure score (e.g., signal-to-noise analysis)

2a2.2. For each level checked above, describe the method of reliability testing and what it tests (describe the
steps—do not just name a method; what type of error does it test; what statistical analysis was used)

2020 Submission
Reliability testing of performance measure score

We utilized the methodology described by John Adams (Adams, J.L. The Reliability of Provider Profiling: A
Tutorial. Santa Monica, California: RAND Corporation. TR-653-NCQA, 2009) to calculate signal-to-noise
reliability. This methodology uses the Beta-binomial model to assess how well one can confidently distinguish
the performance of one reporting entity from another. Conceptually, the Beta-binomial model is the ratio of
signalto noise. The signalis the proportion of the variability in measured performance that can be explained
by real differences across reporting entities (plans, physicians, etc.)in performance. The Beta-binomial model
is an appropriate model when estimating the reliability of simple pass/fail rate measures, such as the Follow-
Up After Hospitalization for Mental Illness measure. Reliability scores range from 0.0 to 1.0. A score of zero
implies that all variation is attributed to measurement error (i.e., noise), whereas a reliability of 1.0 implies
that all variation is caused by a real difference in performance across reporting entities.

For the Follow-Up After Hospitalization for Mental lllness measure, health plans are the reporting entity. For
the formulas and explanations below, we use health plans as the reporting entity.

The formula for signal-to-noise reliability is:

Signal—to—noise relia blllty = 0-zplan—to-plan / (ozplan-to—plan + 0-Zerror)

Therefore, we need to estimate twovariances: 1) variance between plans (0%pjan-to-pian); 2) Variance within plans

(czerror)-
1. Variance between plans = 62,pan-to-plan = (0 B) / (a0 + B + 1)(a + B)?
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a and B are two shape parameters of the Beta-Binomial distribution, a >0, > 0

2. Variance within plans: 02..,.-= p(1- p)/n
p = observed rate for the plan

n = plan-specific denominator for the observed rate (most often the number of eligible plan
members; in this case, the number of eligible discharges associated with each plan)

Using Adams’ 2009 methodology, we estimated the reliability for each reporting entity, then averagedthese
reliability estimates across all reporting entities to produce a point estimate of signal-to-noise reliability. We

label this point estimate “mean signal-to-noise reliability”. The mean signal-to-noise reliability measures how
well, on average, the measure can differentiate between reporting entity performance on the measure.

Along with the point estimate of mean signal-to-noise reliability, we are also providing:

1. The standarderror (SE) and 95% confidence interval (95% Cl) of the mean signal-to-noise reliability for
all plans and stratified by the denominator size (number of eligible members per plan). The SE and
95% Cl of the mean signal-to-noise reliability provides information about the stability of reliability. The
95% Cl is the mean signal-to-noise reliability + (1.96*SE). We also stratified the results by the
denominator size using terciles of the distribution to provide additional information about the stability
of reliability.

2. The distribution (minimum, 10th, 25th, 50th 75t 90th maximum) of the plan-level signal-to-noise
reliability estimates. Each plan’s reliability estimate is a ratio of signal to noise, as described above [
02 pian-to-plan / (0% plan-to-plan + O%error)]. Variability between plans (02,jan-to-pian) is the same for each plan, while
the specific plan error (02..ror) Varies. Reliability for each plan is an ordinal measure of how well one
can determine where a plan lies in the distribution of reliability across all plans, with higher estimates
indicating better reliability. We also stratified the results by the denominator size using terciles of the
distribution to provide additional information about the distribution of plan-level signal-to-noise
reliability estimates. The number of plans in each stratum and the per-plan denominators of indicators
aredisplayed in the summarytables.

This methodology allows us to estimate the reliability for each plan and summarize the distribution of these
estimates.

2016 Update: METHOD FOR MEASURE SCORE RELIABILITY TESTING METHOD FOR BETA-BINOMIAL
RELIABILITY TESTING

The beta-binomial method (Adams, 2009) measures the proportion of total variation attributable toa health
plan, which represents the signal. The beta-binomial model also estimates the proportion of variation
attributable to measurement error for each plan, which represents noise. The reliability of the measureis
represented as the ratio of signalto noise.

e Ascoreof 0indicates none of the variation (signal)is attributable tothe plan
e Ascoreof 1.0indicates all of the variation (signal) is attributable to the plan

e Ascoreof 0.7 or higher indicates adequate reliability to distinguish performance betweentwo plans

PLAN-LEVEL RELIABILITY
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The underlying formulas for the beta-binomial reliability can be adapted to construct a plan-specific estimate
of reliability by substituting variationin the individual plan’s variation for the average plan’s variation. The
reliability for some plans may be more or less than the overall reliability across plans.

Adams JL. The Reliability of Provider Profiling: A Tutorial. Santa Monica, CA: RAND Corp. TR-653-NCQA, 2009

2012 Submission

In order to assess measure precisioninthe context of the observed variability across accountable entities, we
utilized the reliability estimate proposed by Adams (2009) in work produced for the National Committee for
Quality Assurance (NCQA).

The following is quoted from the tutorial which focused on provider-level assessment: “Reliability is a key
metric of the suitability of a measure for [provider] profiling because it describes how well one can confidently
distinguish the performance of one physician from another. Conceptually, it is the ratio of signalto noise. The
signalin this caseis the proportion of the variability in measured performance that can be explained by real
differences in performance. There are three main drivers of reliability: sample size, differences between
physicians, and measurement error. At the physician level, sample size can be increased by increasing the
number of patients in the physician’s data as well as increasing the number of measures per patient.” This
approach is also relevant to health plans and other accountable entities.

The beta-binomial approach accounts for the non-normal distribution of performance within and across
accountable entities. Reliability scores varyfrom 0.0to 1.0. A score of zeroimplies that all variation is
attributed to measurement error (noise or the individual accountable entity variance), whereas a reliability of
1.0 implies that all variationis caused by a real difference in performance (across accountable entities).
Generally, a minimum reliability score of 0.7 is used to indicate sufficient signal strength todiscriminate
performance betweenaccountable entities. Adams’ approach uses a Beta-binomial model to estimate
reliability; this model provides a better fit when estimating the reliability of simple pass/fail rate measures as is
the case withmost HEDIS® measures.

Adams, J. L. The Reliability of Provider Profiling: A Tutorial. Santa Monica, California: RAND Corporation. TR-
653-NCQA, 2009

2a2.3. For each level of testing checked above, what were the statistical results fromreliability testing?
(e.g., percent agreement and kappa for the critical data elements; distribution of reliability statistics from a
signal-to-noise analysis)

2020 Submission:

Signal-to-Noise Reliability Assessment for the Follow-Up After Hospitalization for Mental lllness Measure

Table 1 shows the point estimates of mean signal-to-noise reliability using above methodology.
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Table 1. Point Estimates of Mean Signal-to-Noise Reliability by Product Type, Calendar Year 2018 Data

Follow-Up After Hospitalization for
Mental Iliness

Point estimate:
Mean Signal-To-
Noise Reliability

Point estimate:
Mean Signal-To-
Noise Reliability

Point estimate:
Mean Signal-To-
Noise Reliability

(Commercial) (Medicaid) (Medicare)
Follow-Up After Hospitalization For 0.834 0.969 0.900
Mentallllness - 7 days
Follow-Up After Hospitalization For
Mentallllness - 30 days 0.883 0.967 0.910

Table 2a. Mean Signal-To-Noise Reliability, Standard Error (SE) and 95% Confidence Interval (95% Cl)for the
Follow-Up After Hospitalization For Mentallliness - (7 day) Measure by Terciles of the Denominator Size and
for All Submissions Stratified by Plan Type, Calendar Year 2018 Data

Number of
Eligible Mean Signal-
Stratification Number Discharges per To-Noise SE 95% Cl
of Plans . -
Plan (min - Reliability
max)

All Commercial 361 30-7412 0.884 0.006 (0.872, 0.895)
Tercile 1 120 30-131 0.783 0.007 (0.769, 0.797)
Tercile2 118 132-471 0.915 0.003 (0.910, 0.920)
Tercile 3 123 482-7412 0.976 0.001 (0.973,0.978)

All Medicaid 173 38-17406 0.969 0.003 (0.962, 0.975)
Tercile1 57 38-482 0.933 0.006 (0.921, 0.946)
Tercile 2 57 512-2030 0.987 0.001 (0.986, 0.989)
Tercile3 59 2054-17406 0.994 0.000 (0.993, 0.994)

All Medicare 308 30-4224 0.900 0.005 (0.890, 0.909)
Tercilel 102 30-90 0.815 0.007 (0.802,0.828)
Tercile 2 101 91-270 0.920 0.003 (0.913,0.927)
Tercile3 105 273-4224 0.973 0.002 (0.970, 0.976)

SE: Standard Error of the mean.

95% Cl: 95% confidence interval.
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Table 2b. Mean Signal-To-Noise Reliability, Standard Error (SE) and 95% Confidence Interval (95% Cl) for the
Follow-Up After Hospitalization For Mental lliness - (30-day) Measure by Terciles of the Denominator Size and
for All Submissions Stratified by Plan Type, Calendar Year 2018 Data

Number of .
Number Eligible Mean Signal-
Stratification ) & To-Noise SE 95% CI
of Plans Discharges per o
. Reliability
Plan (min - max)

0.883 0.006
All Commercial 361 30-7412 (0.872, 0.895)
(0.794,0.821)

Tercile1 120 30-131 0.807 0.007
Tercile 2 116 132-470 0.921 0.002 | (0.916,0.926)
Tercile 3 122 471-7412 0.971 0.001 | (0.969,0.974)
0.967 (0.960, 0.975)

All Medicaid 174 38-17406 0.004
Tercile 1 57 38-512 0.932 0.007 | (0.919,0.945)
Tercile 2 56 529-2030 0.988 0.001 | (0.986,0.989)
Tercile 3 59 2054-17406 0.994 0.000 | (0.993,0.994)
. (0.902, 0.918)

All Medicare 308 30-4224 0.910 0.004
Tercile1 102 30-90 0.838 0.004 | (0.829,0.847)
Tercile 2 101 91-270 0.933 0.002 | (0.929,0.937)
Tercile 3 105 273-4224 0.974 0.001 | (0.971,0.977)

SE: Standard Error of the mean.

95% Cl: 95% confidence interval.

Table 3a. Distribution of Plan-Level Signal-To-Noise Reliability for the Follow-Up after Hospitalization for
Mental lllness 7-day measure rate by Terciles of the Denominator Size and for All Submissions by Plan Type,
Calendar Year 2018 Data

Distribution | Distribution | Distribution | Distribution | Distribution | Distribution | Distribution
of Plan of Plan of Plan of Plan of Plan of Plan of Plan
Estimates Estimates Estimates Estimates Estimates Estimates Estimates
Number of
Stratification I of Signal- of Signal- of Signal- of Signal- of Signal- of Signal- of Signal-
Plans
to-Noise to-Noise to-Noise to-Noise to-Noise to-Noise to-Noise
Reliability: Reliability: Reliability: Reliability: Reliability: Reliability: Reliability:
Min P10 P25 P50 P75 P90 Max
All Commercial 361 0.567 0.708 0.826 0.884 0.972 0.987 1.000
Tercile 1 120 0.608 0.670 0.735 0.783 0.849 0.865 1.000
Tercile 2 118 0.852 0.876 0.894 0.915 0.941 0.948 0.959
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Distribution | Distribution | Distribution | Distribution | Distribution | Distribution | Distribution
of Plan of Plan of Plan of Plan of Plan of Plan of Plan
Estimates Estimates Estimates Estimates Estimates Estimates Estimates
Number of
Stratification of Signal- of Signal- of Signal- of Signal- of Signal- of Signal- of Signal-
Plans to-Noise to-Noise to-Noise to-Noise to-Noise to-Noise to-Noise
Reliability: Reliability: Reliability: Reliability: Reliability: Reliability: Reliability:
Min P10 P25 P50 P75 P90 Max
Tercile 3 123 0.947 0.957 0.966 0.976 0.986 0.992 0.997
All Medicaid 173 0.743 0.916 0.964 0.969 0.995 0.997 0.999
Tercile 1 57 0.770 0.867 0.906 0.933 0.969 0.973 0.985
Tercile 2 57 0.976 0.979 0.983 0.987 0.991 0.993 0.997
Tercile3 59 0.988 0.991 0.992 0.994 0.996 0.997 0.999
All Medicare 308 0.653 0.771 0.848 0.900 0.967 0.987 1.000
Tercile 1 102 0.667 0.721 0.776 0.815 0.859 0.902 1.000
Tercile 2 101 0.845 0.869 0.893 0.920 0.944 0.964 0.985
Tercile3 105 0.939 0.952 0.958 0.973 0.988 0.993 0.997

Table 3b. Distribution of Plan-Level Signal-To-Noise Reliability for the Follow-Up after Hospitalization for

Mental lllness 30-day measure rate by Terciles of the Denominator Size and for All Submissions by Plan Type,
Calendar Year 2018 Data

Distribution Distribution Distribution Distribution Distribution Distribution Distribution
of Plan of Plan of Plan of Plan of Plan of Plan of Plan
Numb Estimates of Estimates of Estimates of Estimates of Estimates of Estimates of Estimates of
mber
Stratification fup| Signal-to- Signal-to- Signal-to- Signal-to- Signal-to- Signal-to- Signal-to-
orrans Noise Noise Noise Noise Noise Noise Noise
Reliability: Reliability: Reliability: Reliability: Reliability: Reliability: Reliability:
Min P10 P25 P50 P75 P90 Max
All
Commercial | 358 0.541 0.701 0.821 0.883 0.973 0.988 1.000
Tercile 1 120 0.622 0.702 0.757 0.807 0.865 0.891 1.000
Tercile 2 116 0.846 0.881 0.903 0.921 0.943 0.951 0.968
Tercile 3 122 0.935 0.949 0.960 0.971 0.984 0.990 0.997
All
Medicaid 172 0.708 0.908 0.963 0.967 0.995 0.997 0.999
Tercile 1 57 0.747 0.860 0.910 0.932 0.969 0.975 0.983
Tercile 2 56 0.975 0.979 0.984 0.988 0.992 0.994 0.995
Tercile 3 59 0.989 0.991 0.992 0.994 0.996 0.997 0.999
All
Medicare 308 0.714 0.788 0.861 0.910 0.967 0.989 0.997
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Distribution Distribution Distribution Distribution Distribution Distribution Distribution
of Plan of Plan of Plan of Plan of Plan of Plan of Plan
Nurmb Estimates of Estimates of Estimates of Estimates of Estimates of Estimates of Estimates of
umber
Stratification Signal-to- Signal-to- Signal-to- Signal-to- Signal-to- Signal-to- Signal-to-
of Plans
Noise Noise Noise Noise Noise Noise Noise
Reliability: Reliability: Reliability: Reliability: Reliability: Reliability: Reliability:
Min P10 P25 P50 P75 P90 Max
Tercile 1 102 0.737 0.779 0.801 0.838 0.874 0.893 0.944
Tercile 2 101 0.891 0.905 0.916 0.933 0.949 0.958 0.968
Tercile 3 105 0.949 0.955 0.961 0.974 0.988 0.992 0.997

2016 Update: MEASURE SCORE RELIABILITY
MEASURE LEVEL RELIABILITY
NCQA pools data reported by health plans according to product line. The mean reliability for the 7-day Rate
per the beta binomial model was 0.97 for Commercial health plans, 0.96 for Medicare, and 0.99 for Medicaid.
The mean reliability for the 30-day Rate was 0.96 for Commercial health plans, 0.97 for Medicare, and 0.99 for

Medicaid.

Beta-Binomial Statistic For Each Measure Rate

P Commercial: | commercial: | Medicaid: | Medicaid: | Medicare: | Medicare:

Avg Minimum Avg Minimum Avg Minimum
7-Day Follow-Up 1.0 0.7 1.0 0.8 1.0 0.7
30-Day Follow-Up 1.0 0.6 1.0 0.8 1.0 0.8

2012 Submission
Rate 1. The percentage of members who received follow-up within 30 days of discharge

Commercial: 0.967434

Medicaid: 0.988749
Medicare: 0.949915

Rate 2. The percentage of members who received follow-up within 7 days of discharge.

Commercial: 0.954861

Medicaid: 0.989110
Medicare: 0.951935

2a2.4 Whatis your interpretation oftheresults in terms of demonstratingreliability? (i.e., what do the
results mean and what are the norms for the test conducted?)

2020 submission:
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In general, a score of 0.7 or higher suggests the measure has adequate reliability. The results suggest the
measure has high reliabilityand more details are discussed below.

Table 2a provides the point estimate of mean signal-to-noise reliability, its standard error, and the 95% ClI for
the Follow-Up After Hospitalization For Mentallllness - 7 day measure rate for Commercial, Medicaid and
Medicare plans overall and stratified by the denominator size (distribution of the number of eligible members
per plan). Over all commercial plans, the reliability estimateis 0.884, and the 95% Cl is (0.872, 0.895),
indicating good reliability. Stratified analyses show that reliability increase as plan size gets larger and exceeds
.8 for all terciles. Over all Medicaid plans, the reliability estimate is 0.969 and the 95% Cl is (0.962, 0.975),
indicating very good reliability. Results from the stratified analyses show that reliability exceeds 0.9 for all
terciles. Over all Medicare plans, the reliability estimate is 0.900 and the 95% Cl is (0.890, 0.909), indicating
very good reliability. Results from the stratified analyses show that reliability tends to increase as plan size gets
larger and exceeds .8 for all terciles.

Table 2b provides the point estimate of mean signal-to-noise reliability, its standard error, and the 95% Cl for
the Follow-Up After Hospitalization For Mentallllness - 30 day measure rate for Commercial, Medicaid and
Medicare plans overall and stratified by the denominator size (distribution of the number of eligible members
per plan). Across all commercial plans, the reliability estimate is 0.883, and the 95% Cl is (0.872, 0.895)
indicating good reliability. Stratified analyses show that reliability increases as plansize gets larger and exceeds
.8 for all terciles. Across all Medicaid plans, the reliability estimate is 0.967 and the 95% Cl is (0.960, 0.975),
indicating very good reliability. Results from the stratified analyses show that reliability exceeds 0.9 for all
terciles. Across all Medicare plans, the reliability estimate is 0.910 and the 95% Clis (0.902, 0.918) indicating
very good reliability. Results from the stratified analyses show that reliability increases as plansize gets larger
and exceeds 0.8 for all terciles.

Table 3a summarizes the distribution of plan-level signal-to-noise reliability estimates for the Follow-Up After
Hospitalization for Mental lliness 7-day measure rate. Over all commercial plans, the estimates range from
0.567t0 0.100. The 50t percentile is 0.884, which exceeds the 0.70 threshold for reliability. For Medicaid
plans, the estimates range from 0.743 to .999; the 10t percentileis 0.916, indicating very good reliability. For
Medicare plans, the estimates range from 0.653 to 1.000; the 50t percentile is 0.900, which exceeds the 0.70
threshold for reliability. This table alsoinclude the distribution of plan-level signal-to-noise reliability estimates
stratified by denominator size. Reliability estimates tendto be higher for plans with a larger denominator.

Table 3b summarizes the distribution of plan-level signal-to-noise reliability estimates for the Follow-Up After
Hospitalization for Mental lliness 30-day measure rate. Over all commercial plans, the estimates range from
0.541t0 1.000. The 50t percentile is 0.883, which exceeds the 0.70 threshold for reliability. For Medicaid
plans, the estimates range from 0.708 to 0.999; the 10t percentile is 0.908, indicating very good reliability. For
Medicare plans, the estimates range from 0.714to 0.997; the 50t percentileis 0.910, which exceeds the 0.70
threshold for reliability. This table alsoinclude the distribution of plan-level signal-to-noise reliability estimates
stratified by denominator size. Reliability estimates tend to me higher for plans with a larger denominator.

2016 submission:

Among Commercial, Medicare, and Medicaid plans, results indicate both the 7-day and 30-day rates within
this measure have a good signalto noise ratio that are well above the 0.7 threshold for adequate reliability.
This data analysis suggeststhe measure has high reliability and candiscriminate performance between
accountable entities.
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2b1. VALIDITYTESTING

2b1.1. Whatlevel of validity testing was conducted? (may be one or both levels)
] Critical data elements (data element validity must address ALL critical data elements)

Performance measure score

Empirical validity testing

Systematic assessment of face validity of performance measure score as an indicator of quality or
resource use (i.e., is an accurate reflection of performance on quality or resource use and can distinguish
good from poor performance) NOTE: Empirical validity testing is expected at time of maintenance review;
if not possible, justification is required.

2b1.2. Foreach level oftesting checked above, describe the method ofvalidity testing and what it tests
(describe the steps—do not just name a method; what was tested, e.g., accuracy of data elements comparedto
authoritative source, relationship to another measure as expected; what statistical analysis was used)

2020 Submission

We assessed construct validity and face validity for this measure.

Method of testing construct validity
We tested for construct validity by exploring the following:

e Aretheindividual rates within the Follow-Up After Hospitalization for Mental lllness measure
positively correlated with one another?

e Isthe Follow-Up After Hospitalization For Mental lllness measure positively correlated with the HEDIS
Follow-Up After Emergency Department Visit for Mental lllness measure which assessesemergency
department (ED) visits for adults and children 6 years of age and older with a diagnosis of mental
illness and who received a follow-up visit for mental iliness within 7- and 30-days?

We hypothesized that rates within the Follow-Up After Hospitalization For Mental lllness measure would be
highly positively correlated, and that organizations that perform well on Follow-Up After Hospitalization For
Mental lllness should perform well on the other measure, Follow-Up After Emergency Department Visit for
Mental lllness, given that they address the same or similar populations and that they address similar activities
for patients following an acute event involving mentalillness.

NCQA performs Pearson correlation for construct validity using HEDIS health plan data. The test estimates the
strength of linear association between two continuous variables; the magnitude of correlation ranges from -1
and +1. A value of 1 indicates a strong positive linear association: anincrease in values of one variableis
associated withincrease in value of another variable. A value of 0 indicates no linear association. Avalue of -1
indicates a strong negative relationshipin which an increase in values of the first variable is associated witha
decrease in values of the second variable. The significance of a correlation coefficient is evaluated by testing
the hypothesis that an observed coefficient calculated for the sample is different from zero. The sample size
for the correlation analysis is the number of plans that reported both measures. The resulting p-value indicates
the probability of obtaining a difference at least as large as the one observed due to chance alone. We
adjustedour p-values to account for testing multiple correlations and used a threshold of 0.05 to evaluate the
testresults. P-values less thanthis threshold imply that it is unlikely that a non-zero coefficient was observed
due to chance alone.
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Method of assessingface validity

NCQA develops measures using a standardized process. For new measures, face validity is assessed at various
steps as described below.

STEP 1: NCQA staffidentifies areas of interest or gaps in care. Clinical measurement advisory panels (MAPs),
whose members are authorities on clinical priorities for measurement, participate inthis process. Once topics
areidentified, a literature review is conducted to find supporting documentation on their importance,
scientific soundness, and feasibility. This information is gatheredinto a work-up format, which is vetted by the
MAPs, including the Behavioral Health Measurement Advisory Panel (BHMAP), Geriatric Measurement
Advisory Panel (GMAP), the Technical Measurement Advisory Panel (TMAP) and the Committee on
Performance Measurement (CPM) as well as other panels as necessary.

STEP 2: Development ensures that measures are fully defined and tested before the organization collects
them. MAPs participate in this process by helping identify the best measures for assessing health care
performance in clinical areas identified in the topic selection phase. Development includes the following tasks:
(1) Prepare a detailed conceptual and operational work-up thatincludes a testing proposaland (2) Collaborate
with health plans to conduct field-tests that assessthe feasibility and validity of potential measures. At this
step, face validity is systematically determined by the CPM, which uses testing results and proposed final
specifications to determine if the measure will move forward to Public Comment.

STEP 3: Public Comment is a 30-day period of review that allows interested parties to offer feedback to NCQA
about proposed new measures. Public comment offers an opportunity to assess the validity, feasibility,
importance and other attributes of a measure from a wider audience. For this measure, a majority of public
comment respondents supported the measure. NCQA MAPs and the technical panels consider all comments
and advise NCQA staff on appropriate recommendations brought to the CPM. Face validity is then again
systematically assessed by the CPM. The CPM reviews all comments before making a final decision and votes
to recommend approval of new measures for HEDIS. NCQA's Board of Directors then approves new
measures.

2016 Update
Method of Assessing Face Validity

NCQA has identified and refined measure management into a standardized process called the HEDIS measure
life cycle.

STEP 1: NCQA staffidentifies areas of interest or gaps in care. Clinical expert panels (MAPs—whose members
are authorities on clinical priorities for measurement) participate in this process. Once topics are identified, a
literature review is conducted to find supporting documentation on theirimportance, scientific soundness and
feasibility. This information is gatheredinto a work-up format. Refer to What Makes a Measure “Desirable”?
The work-up is vetted by NCQA’s Measurement Advisory Panels (MAPs) and the Committee on Performance
Measurement (CPM) as well as other panels as necessary.

STEP 2: Development ensures that measures are fully defined and tested before the organization collects
them. MAPs participate in this process by helping identify the best measures for assessing health care
performance in clinical areas identified in the topic selection phase. Development includes the following tasks:
(1) Prepare a detailed conceptual and operational work-up thatincludes a testing proposaland (2) Collaborate
with health plans to conduct field-tests that assessthe feasibility and validity of potential measures. The CPM
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uses testing results and proposed final specifications to determine if the measure will move forward to Public
Comment.

STEP 3: Public Comment is a 30-day period of review that allows interested parties to offer feedback to NCQA
and the CPM about new measures or about changes to existing measures.

NCQA MAPs and technical panels consider all comments and advise NCQA staff on appropriate
recommendations brought to the CPM. The CPM reviews all comments before making a final decision about
Public Comment measures. New measures and changes to existing measures approved by the CPM will be
included in the next HEDIS year and reported as first-year measures.

STEP 4: First-year data collection requires organizations to collect, be audited on and report these measures,
but results are not publicly reported in the first yearand are not included in NCQA's State of Health Care
Quality, Quality Compass orin accreditationscoring. The first-year distinction guarantees that a measure can
be effectively collected, reported and audited before it is used for public accountability or accreditation. This is
not testing—the measure was already tested as part of its development—rather, it ensures that thereare no
unforeseen problems when the measure isimplemented in the real world. NCQA’s experience is that the first
year of large-scale data collection often reveals unanticipatedissues. After collection, reporting and auditing
on aone-year introductory basis, NCQA conducts a detailed evaluation of first-year data. The CPM uses
evaluation results to decide whether the measure should become publicly reportable or whether it needs
further modifications.

STEP 5: Public reporting is based on the first-year measure evaluation results. If the measureis approved, it
will be publicly reported and may be used for scoring in accreditation.

STEP 6: Evaluation is the ongoing review of a measure’s performance and recommendations for its
modification or retirement. Every measure is reviewed for reevaluation at least everythree years. NCQA staff
continually monitors the performance of publicly reported measures. Statistical analysis, audit result review
and user comments through NCQA'’s Policy Clarification Support portal contribute to measure refinement
during re-evaluation. Information derived from analyzing the performance of existing measures is used to
improve development of the next generation of measures.

Eachyear, NCQA prioritizes measures for re-evaluation and selected measures are researched for changes in
clinical guidelines or in the health care delivery systems, and the results from previous years are analyzed.
Measure work-ups are updated with new information gathered from the literature review, and the
appropriate MAPs review the work-ups and the previous year’s data. If necessary, the measure specification
may be updated or the measure may be recommended for retirement. The CPM reviews recommendations
from the evaluation process and approves or rejects the recommendation. If approved, the changeis included
in the next year’s HEDIS Volume 2.

ICD-10 CONVERSION

The below steps describe our methods to convert this measure to ICD-10in order to develop a new code set

fully consistent with the intent of the measure.

1. NCQA staffidentify ICD-10 codes to be considered based on ICD-9 codes currentlyin measure. Use General
Equivalence Mapping (GEM) to identify ICD-10 codes that map to ICD-9 codes. Review GEM mapping in
both directions (ICD-9to ICD-10and ICD-10to ICD-9) toidentify potential trending issues.

2. NCOQA staffidentify additional codes (not identified by GEM mapping step) that should be considered.
Using ICD-10tabular list and ICD-10 Index, search by diagnosis or procedure name for appropriate codes.

3. NCQA HEDISExpert Coding Panel review NCQA staff recommendations and provide feedback.
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4. Asneeded, NCQA Measurement Advisory Panels perform clinical review. Due to increased specificityin
ICD-10, new codes and definitions require review to confirm the diagnosis or procedure is intended to be
included in the scope of the measure. Not all ICD-10 recommendations are reviewed by NCQA MAP; MAP
review items are identified during staff conversion or by HEDIS Expert Coding Panel.

5. PostICD-10code recommendations for public review and comment.

6. Reconcile public comments. Obtain additional feedback from HEDIS Expert Coding Panel and MAPs as
needed.

7. NCOQA stafffinalize ICD-10 code recommendations.

Tools Used to Identify/Map toICD-10

All tools used for mapping/code identification from CMS ICD-10 website
(https://www.cms.gov/medicare/Coding/ICD10/index.html).

GEM, ICD-10 Guidelines, ICD-10-CM Tabular List of Diseases and Injuries, ICD-10-PCS Tabular List.

Expert Participation

The NCQA HEDIS Expert Coding Panel and NCQA’s Behavioral Health Measurement Advisory Panel reviewed
and provided feedback on staffrecommendations. Names and credentials of the experts who served on these
panels are listed under Additional Information, Ad. 1. Workgroup/Expert Panel Involved in Measure
Development.

2012 Submission

NCQA identified and refined measure management into a standardized process called the HEDIS measure life
cycle.

*Step 1: Topic selectionis the process of identifying measures that meet criteria consistent with the overall
model for performance measurement. There is a huge universe of potential performance measures for future
versions of HEDIS. The first stepis identifying measures that meet formal criteria for further development.

NCQA staffidentifies areas of interest or gaps in care. Clinical expert panels (MAPs—whose members are
authorities on clinical priorities for measurement) participate in this process. Once topics are identified, a
literature review is conducted to find supporting documentation on theirimportance, scientific soundness and
feasibility. This information is gatheredinto a work-up format. Refer to What Makes a Measure “Desirable”?
The work-up is vetted by NCQA’s MAPs, the TAG, the HEDIS Policy Panel and various other panels.

*Step 2: Development ensures that measures are fully defined and tested before the organization collects
them. MAPs participate in this process by helping identify the best measures for assessing health care
performance in clinical areas identified in the topic selection phase.

Development includes the following tasks.
1. Ensurefunding throughout measure testing
2. Prepare a detailed conceptual and operational work-up that includes a testing proposal

3. Collaborate with health plans to conduct field-tests that assess the feasibility and validity of potential
measures

The CPM uses testing results and proposed final specifications to determine if the measure will move forward
to Public Comment.
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*Step 3: Public Comment is a 30-day period of review that allows interested parties to offer feedback to the
CPM about new measures or about changes to existing measures.

NCQA MAPs and technical panels consider all comments and advise NCQA staff on appropriate
recommendations brought to the CPM. The CPM reviews all comments before making a final decision about
Public Comment measures. New measures and changes to existing measures approved by the CPM will be
included in the next HEDIS year and reported as first-year measures.

*Step 4: First-year data collection requires organizations to collect, be audited on and report these measures,
but results are not publicly reported in the first yearand are not included in NCQA’s Quality Compass? Orin
accreditationscoring.

The first-year distinction guarantees that a measure can be efficiently collected, reported and audited before it
is usedfor public accountability or accreditation. This is not testing—the measure was already tested as part of
its development—rather, it ensures that there are no unforeseen problems when the measure is implemented
in the real world. NCQA'’s experience is that the first year of large-scale data collection often reveals
unanticipated issues.

After collection, reporting and auditing on a one-year introductory basis, NCQA conducts a detailed evaluation
of first-year data. The CPM uses evaluation results to decide whether the measure should become publicly
reportable or whether it needs further modifications.

*Step 5: Public reporting is based on the first-year measure evaluation results. Ifthe measure is approved, it
will be reportedin Quality Compass and may be used for scoring in accreditation.

Step 6: Evaluation is the ongoing review of a measure’s performance and recommendations for its
modification or retirement. Every measure is reevaluated at least every three years. NCQA staff continually
monitors the performance of publicly reported measures. Statistical analysis, audit result review and user
comments contribute to measure evaluation. Information derived from analyzing the performance of existing
measures is used to improve development of the next generation of measures.

Eachyear, a third of the measurement set is researched for changes in clinical guidelines or health care
delivery systems, and the results from previous years are analyzed. Measure work-ups are updated with new
information gatheredfrom the literature review, and the appropriate MAPs review the work-ups and the
previous year’s data. If necessary, the measure specification may be updated or the measure may be
recommended for retirement. The CPM reviews recommendations from the evaluation process and approves
or rejects the recommendation. If approved, the change is included in the next year’s HEDIS Volume 2.

What makes a measure “Desirable”?

Whether considering the value of a new measure or the continuing worth of an existing one, we must define
what makes a measure useful. HEDIS measures encourage improvement. The defining question for all
performance measurement—"Where can measurement make a difference?” —canbe answered only after
considering many factors. NCQA has established three areas of desirable characteristics for HEDIS measures,
discussed below.

30. Relevance: Measures should address features that apply to purchasers or consumers, or which
will stimulate internal efforts toward quality improvement. More specifically, relevance
includes the following attributes.
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Meaningful: What is the significance of the measure to the different groups concerned with health care? Is the
measure easily interpreted? Are the results meaningful to target audiences?

Measures should be meaningful to at least one HEDIS audience (e.g., individual consumers, purchasers or
health care systems). Decision makers should be able to understand a measure’s clinical and economic
significance.

Important to health: What is the prevalence and overall impact of the condition in the U.S. population? What
significant health care aspects willthe measure address?

We should consider the type of measure (e.g., outcome or process), the prevalence of medical condition
addressed by the measure and the seriousness of affected health outcomes.

Financially important: What financial implications result from actions evaluated by the measure? Does the
measure relate to activities with high financial impact?

Measures shouldrelate to activities that have high financial impact.

Cost effective: What is the cost benefit of implementing the change in the health care system? Does the
measure encourage the use of cost-effective activities or discourage the use of activities that have low cost-
effectiveness? Measures should encourage the use of cost-effective activities or discourage the use of
activities that have low cost-effectiveness.

Strategicallyimportant: What are the policy implications? Does the measure encourage activities that use
resources efficiently? Measures should encourage activities that use resources most efficiently to maximize
member health.

Controllable: What impact canthe organization have on the condition or disease? What impact canthe
organization have on the measure? Health care systems should be able to improve their performance. For
outcome measures, at least one process should be controlled and have an important effect on outcome. For
process measures, there should be a strong link betweenthe process and desired outcome.

Variationacross systems: Willthere be variationacross systems? There should be the potential for wide
variation across systems.

Potential for improvement: Will organizations be able to improve performance? There should be substantial
room for performance improvement.

31. Scientific soundness: Perhaps in no other industry is scientific soundness as importantasin
health care. Scientific soundness must be a core value of our health care system—a system
that has extended and improved the lives of countless individuals.

Clinical evidence: Is there strong evidence to support the measure? Are there published guidelines for the
condition? Do the guidelines discuss aspects of the measure? Does evidence document a link between clinical
processes and outcomes addressed by the measure? There should be evidence documenting a link between
clinical processes and outcomes.

Reproducible: Are results consistent? Measures should produce the same results whenrepeated in the same
population and setting.
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Valid: Does the measure make sense? Measures should make sense logically and clinically, and should
correlate well with other measures of the same aspects of care.

Accurate: How well does the measure evaluate what is happening? Measures should precisely evaluate what is
actually happening.

Riskadjustment: Is it appropriate to stratify the measure by age or another variable? Measure variables should
not differ appreciably beyond the health care system’s control, or variables should be known and measurable.
Risk stratification or a validated model for calculating an adjustedresult can be used for measures with
confounding variables.

Comparability of data sources: How do different systems affect accuracy, reproducibility and validity?
Accuracy, reproducibility and validity should not be affected if different systems use different data sources for
a measure.

32. Feasibility:

The goalis not only to include feasible measures, but also to catalyze a process whereby relevant measures
can be made feasible.

Precise specifications: Are there clear specifications for data sources and methods for data collection and
reporting? Measures should have clear specifications for data sources and methods for data collection and
reporting.

Reasonable cost: Does the measure impose a burden on health care systems? Measuresshould not impose an
inappropriate burden on health care systems.

Confidentiality: Does data collection meet accepted standards of member confidentiality?
Data collection should not violate accepted standards of member confidentiality. Logistical feasibility
Are the required data available?

Auditability: Is the measure susceptible to exploitation or “gaming” that would be undetectable in an audit?
Measures should not be susceptible to manipulation that would be undetectable in an audit.

2b1.3. What were the statistical results fromvalidity testing? (e.g., correlation; t-test)

2020 Submission:

Statistical results of construct validity testing

Table 4a. Health-Plan Level Pearson Correlation Coefficients Among Follow-Up After Hospitalization for Mental
IlIness Performance Scores Within Measure —Commercial Plans, calendar year 2018 data
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Rate Correlation
Coefficient:
30-day
7-day 0.90*

*Significant at p < 0.001

Table 4b. Health-Plan Level Pearson Correlation Coefficients Among Follow-Up After Hospitalization for Mental
Illness Performance Scores Within Measure —Medicaid Plans, calendar year 2018 data

Rate Correlation
Coefficient:

30-day

7-day 0.93%*

*Significant at p < 0.001

Table 4c. Health-Plan Level Pearson Correlation Coefficients Among Follow-Up After Hospitalization for Mental
IlIness Performance Scores Within Measure —Medicare Plans, calendar year 2018 data

Rate Correlation
Coefficient:

30-day

7-day 0.91*

*Significant at p < 0.001

Table 5a. Results of Pearson Correlation Coefficient for Commercial, Medicaid and Medicare health plans for
the Follow-Up After Hospitalization for Mental lllness and Follow-Up After Emergency Department Visit for
Mental lllness Measures, Calendar Year 2018 Data

ProductLine Rate Correlation Coefficient
Commercial FUH 7-day and FUM 7-day .497
* (N=, pvalue =) (316, p < 0.001)
* FUH 30-day and FUM 30-day .609
* (N=, pvalue =) (316, p<0.001)
* FUH 7-day and FUM 30-day .555
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ProductLine Rate Correlation Coefficient
* (N=, pvalue =) (316, p<0.001)
* FUH 30-day and FUM 7-day .533
* (N=, pvalue =) (316, p<0.001)
Medicaid FUH 7-day and FUM 7-day 476
* (N=, pvalue =) (156, p<0.001)
* FUH 30-day and FUM 30-day 514
* (N=, pvalue =) (156, p<0.001)
* FUH 7-day and FUM 30-day 524
* (N=, pvalue =) (156, p<0.001)
* FUH 30-day and FUM 7-day 452
* (N=, pvalue =) (156, p<0.001)
Medicare FUH 7-day and FUM 30-day 537
* (N=, pvalue =) (243,p<0.001)
* FUH 30-day and FUM 30-day .630
* (N=, pvalue =) (243,p<0.001)
* FUH 7-day and FUM 30-day .585
* (N=, pvalue =) (243,p<0.001)
* FUH 30-day and FUM 30-day 555
* (N=, pvalue =) (243,p<0.001)

N = the number of plans reporting both indicators.

*cellintentionallyleft blank

2016 Update
ICD-10 CONVERSION

Summary of Stakeholder Comments Received

NCQA posted ICD-10 codes for public review and comment in March 2011 and March 2012. Comments
received helped to ensure we were mapping the codes correctly.

2012 Submission
Results of face validity assessment

Step 1: The Follow-Up After Hospitalization for Mental lliness measure was developed to address agapin care
concerning follow-up care for people with mentalillness. NCQA’s Performance Measurement Department and
the Behavioral Health MAP worked together to assess the most appropriate tools for monitoring follow-up for
mental illness.

Step 2: The measure was written, field-tested, and presented to the CPM and incorporated into HEDISin 1994.

Step 3: The measure was released for Public Comment prior to publication in HEDIS. We received and
responded to comments on this measure.
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Step 4: The Follow-Up After Hospitalization for Mental lllness measure was introduced in HEDIS 1994.
Organizations reported the measures inthe first year and the results were analyzed for public reporting in the
following year.

Step 5: The Follow-Up After Hospitalization for Mental Illness measure was reevaluatedin2011/2012.

2b1.4. Whatis yourinterpretation oftheresults in terms of demonstratingvalidity? (i.e., what do the results
mean and what are the norms for the test conducted?)

2020 Submission:

Interpretation of construct validity testing

Correlations betweenindividual rates within the Follow-Up After Hospitalization for Mental lllness measure
were positive and strong (Tables 4a, 4b, 4c) across product lines. Across all product lines, correlations between
the Follow-Up After Hospitalization for Mental lliness and the Follow-Up After Emergency Department Visit for
Mental lllness measure rates (Table 5a) were positive and moderate. Plans with higher rates on Follow-Up
After Hospitalization for Mental lllness tend to also have higher rates on the Follow-Up After Emergency
Department Visit for Mental lllness measure. The results indicate that the Follow-Up After Hospitalization for
Mentallllness measure has good validity.

Interpretation of systematic assessment of face validity
The multi-stakeholder advisory panels concluded the measures had good face validity.

2016 Submission:

Interpretation of systematic assessmentofface validity: Our advisory panels agreed that the measures as
specified will accurately differentiate quality across health plans. The measure had sufficient face validity.

2b2. EXCLUSIONS ANALYSIS

NA X no exclusions — skipto section2b3

2b2.1. Describe the method oftesting exclusions and what it tests (describe the steps—do not just name a
method; what was tested, e.g., whether exclusions affect overall performance scores; what statistical analysis
was used)

2020 Submission:
NCQA currentlyallows health plans to apply exclusions to their results. NCQA does not collect data on

exclusion for HEDIS reporting of the measure. Inmeasure development and field testing, we investigated and
validated the exclusion applied to the eligible denominator.

2016 Update: EXCLUSIONS ANALYSIS
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NCQA currently allows health plans for exclusion to their results. NCQA does not collect data on exclusion for
HEDISreporting of the measure. In measure development and field testing, we investigate and validate the
exclusion applied to the eligible denominator.

2012 Submission

NCQA currently allows health plans for optional exclusion to their results. NCQA does not conduct the annual
analysis applied to a sample. In measure development, field testing and any re-analysis for update, we
investigate and validate the effect of the reliability exclusion applied to the eligible denominator.

2b2.2. What were the statistical results from testing exclusions? (include overall number and percentage of
individuals excluded, frequency distribution of exclusions across measured entities, and impact on performance
measure scores)

2020 Submission:
N/A

2016 Submission:
N/A

2b2.3. Whatis yourinterpretation ofthe results in terms of demonstratingthat exclusionsare needed to
prevent unfair distortion of performance results? (i.e., the value outweighs the burden of increased data
collection and analysis. Note: If patient preference is an exclusion, the measure must be specified so that the
effect on the performance score is transparent, e.g., scores with and without exclusion)

2020 Submission:
N/A

2016 Submission:
N/A

2b3. RISK ADJUSTMENT/STRATIFICATION FOR OUTCOME OR RESOURCE USE MEASURES
If not an intermediate or health outcome, or PRO-PM, or resource use measure, skip to section 2b4.

2b3.1. What method of controlling for differences in case mix is used?
No risk adjustment or stratification

[] Statistical risk model with risk factors

[ Stratification by risk categories

L1 Other,

2b3.1.11f using a statistical risk model, provide detailed risk model specifications, including the risk model
method, risk factors, coefficients, equations, codes with descriptors, and definitions.

2b3.2.If an outcome orresource use component measure is not risk adjusted or stratified, provide rationale
and analyses to demonstrate that controlling for differences in patient characteristics (case mix) is not
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needed to achieve fair comparisonsacross measured entities.

2b3.3a. Describe the conceptual/clinical and statistical methodsand criteria used to select patient factors
(clinical factors orsocial risk factors) used in the statistical risk model or for stratification by risk (e.g.,
potential factors identified in the literature and/or expert panel; regression analysis; statistical significance of
p<0.10; correlation of x or higher; patient factors should be present at the start of care) Also discuss any
“ordering” ofrisk factor inclusion; for example, are social risk factors added after all clinical factors?

2b3.3b. Howwas the conceptual model ofhowsocial riskimpacts this outcome developed? Please checkall
thatapply:

L] Published literature
L] Internal data analysis
[] Other (please describe)

2b3.4a. What were the statistical results ofthe analyses used to select risk factors?

2b3.4b. Describe the analyses andinterpretationresulting in the decision to select social risk factors (e.g.
prevalence of the factor across measured entities, empirical association with the outcome, contribution of
unique variation in the outcome, assessment of between-unit effects and within-unit effects.) Also describe
theimpact ofadjusting for socialrisk (or not) on providers at high or low extremes of risk.

2b3.5. Describe the method of testing/analysis used to develop and validate the adequacy ofthe statistical
model or stratification approach (describe the steps—do not just name a method; what statistical analysis was
used)

Provide the statistical results from testing the approach to controlling for differencesin patient characteristics
(case mix) below.
If stratified, skip to 2b3.9

2b3.6. Statistical Risk Model Discrimination Statistics (e.qg., c-statistic, R-squared):
2b3.7. Statistical Risk Model Calibration Statistics (e.g., Hosmer-Lemeshow statistic):
2b3.8. Statistical Risk Model Calibration — Risk decile plots or calibration curves:

2b3.9. Results of Risk Stratification Analysis:

2b3.10. Whatis yourinterpretation of the results in terms of demonstratingadequacy of controlling for
differences in patient characteristics (case mix)? (i.e., what do the results mean and what are the norms for
the test conducted)

2b3.11. Optional Additional Testing for Risk Adjustment (not required, but would provide additional support
of adequacy of risk model, e.g., testing of risk model in another data set; sensitivity analysis for missing data;
other methods that were assessed)
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2b4. IDENTIFICATION OF STATISTICALLY SIGNIFICANT & MEANINGFUL DIFFERENCES IN PERFORMANCE

2b4.1. Describe the method for determining if statistically significant and clinically/practically meaningful
differences in performance measure scoresamong the measured entities can be identified (describe the
steps—do not just name a method; what statistical analysis was used? Do not just repeat the information
provided related to performance gap in 1b)

2020 Submission:

To demonstrate meaningful differences in performance, NCQA calculates an inter-quartile range (IQR) for each
indicator. The IQR provides a measure of the dispersion of performance. The IQR can be interpretedas the
difference between the 25thand 75th percentile on a measure.

To determine if this difference is statistically significant, NCQA calculates anindependent sample t-test of the
performance difference betweentwo randomly selected plans at the below 25th and above 75th percentile
groups. The t-test method calculates a testing statistic based onthe sample size, performance rate, and
standard error of each plan. The test statisticis then compared against a t distribution, which is similarto a
normal distribution. Ifthe p-value of the test statisticis less than .05, thenthe two plans’ performance is
significantly different from each other.

2016 Update

To demonstrate meaningful differences in performance, NCQA calculates an inter-quartile range (IQR) for each
indicator. The IQR provides a measure of the dispersion of performance. The IQR can be interpretedas the
difference between the 25t and 75t percentile on a measure. Todetermine if this difference is statistically
significant, NCQA calculates anindependent sample t-test of the performance difference betweentwo
randomly selected plans at the 25t and 75t percentile. The t-test method calculates a testing statistic based
on the sample size, performance rate, and standardized error of each plan. The test statisticis then compared
against a normal distribution. If the p value of the test statisticis less than .05, thenthe two plans’
performance is significantly different from each other. Using this method, we compared the performance rates
of tworandomly selected plans, one plan in the 25th percentile and another plan in the 75th percentile of
performance using 2016 data. We used these two plans as examples of measured entities. However the
method can be used for comparison of any two measured entities.

2012 Submission
Data analysis demonstrates that methods for scoring and analysis of the specified measure allow for
identification of statistically significant and practically/clinically meaningful differences in performance.

Comparison of means and percentiles; analysis of variance against established benchmarks: if sample size is
>400, we would use an analysis of variance.

2b4.2. What were the statistical results from testing the ability to identify statistically significantand/or
clinically/practically meaningful differences in performance measure scores across measured entities? (e.g.,
number and percentage of entities with scores that were statistically significantly different from mean or some
benchmark, different from expected; how was meaningful difference defined)
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2020 Submission:

HEDIS MY 2018 Variation in Performance across Health Plans- Commercial

Measures | N Min | P10 | P25 Mean | Median | P75 P90 Max IQR Pvalue

7-dayrate [361 (0 0.3 |0.37 0.44 0.44 0.51 0.59 0.79 0.14 | p<0.001

30-dayrate | 358 | O 0.52 | 0.6 0.66 0.67 0.73 0.78 0.92 0.13 | p<0.001
HEDIS MY 2018 Variation in Performance across Health Plans- Medicare

Measures | N Min | P10 | P25 Mean | Median | P75 P90 Max IQR Pvalue

7-dayrate | 308 [0 0.13 | 0.18 0.28 0.25 0.34 0.46 0.68 0.16 | p<0.001

30-day rate | 308 [ 0.07 | 0.3 [ 0.37 0.48 0.47 0.6 0.7 0.84 0.23 | p<0.001
HEDIS MY 2018 Variation in Performance across Health Plans- Medicaid

Measures | N Min | P10 | P25 Mean | Median | P75 P90 Max IQR Pvalue

7-dayrate | 173 [ 0.05 | 0.21 [ 0.29 0.36 0.35 0.43 0.52 0.7 0.14 | p<0.001

30-dayrate [ 172 [ 0.12 | 0.38 | 0.5 0.57 0.58 0.66 0.72 0.83 0.16 | p<0.001

N = Number of plans reporting

IQR = Interquartile range

p-value = p-value of independent samples t-test comparing plans at the 25t percentile to plans at the 75t

percentile.
2016 Update
HEDIS 2016 Variation in Performance across Health Plans- Commercial
Rate # of Avg Avg. SD Min. 10t 25th 50th 75th IQR P-Value
Plans EP
7 days 368 568 50.3% | 13.1% | 2.6% | 34.7% | 42.2% | 49.8% | 58.7% | 65.8% | 16.5% | <0.001
30days | 368 568 69.7% | 11.1% | 7.7% | 55.4% | 64.6% | 70.6% | 76.8% | 82.5% | 12.2% | <0.001
EP: Eligible Population, the average denominator size across plans submitting to HEDIS
IQR: Interquartile range
p-value: P-value of independent samples t-test comparing plans at the 25t percentile toplans at the 75t
percentile
HEDIS 2016 Variation in Performance Across Health Plans- Medicare
Rate #of | Avg. | Avg. SD Min. 10t 25t 50th 75t gQth IQR P-
Plans | EP Value
7days | 301 | 279 33.8% | 14.9% | 3.3% | 15.7% | 22.4% | 32.0% | 43.0% | 55.1% | 20.6% | <0.001
30days | 301 | 279 52.4% | 17.0% | 11.1% | 30.6% | 39.8% | 53.5% | 65.2% | 76.2% | 25.4% | <0.001

94




HEDIS 2016 Variation in Performance Across Health Plans- Medicaid

Rate # of Avg. Avg. SD Min. 10th 25th 50t 75t 9Qth IQR P-
Plans EP Value
7 days 166 1,182 | 43.6% | 15.7% | 0.0% | 24.7% | 34.2% | 43.6% | 55.2% | 64.2% 21.0% | <0.001
30 days | 168 1,169 | 61.2% | 16.0% | 8.1% | 41.3% | 54.1% | 63.7% | 72.6% | 78.5% 18.5% | <0.001

Figure 1a. Follow-Up After Hospitalization for Mental lllness -7-Day Rate: Commercial Plans 2014-2016
Boxplot Graph for Commercial FUH 7Day Rate from 2014-2016
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Figure 1b. Follow-Up After Hospitalization for Mental Illiness -30-Day Rate: Commercial Plans 2014-2016
Boxplot Graph for Commercial FUH 30Day Rate from 2014-2016
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Figure 3a. Follow-Up After Hospitalization for Mental lliness -7-Day Rate: Medicare Plans 2014-2016
Boxplot Graph for Medicare FUH 7Day Rate from 2014-2016
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Figure 3b. Follow-Up After Hospitalization for Mental lliness -30-Day Rate: Medicare Plans 2014-2016
Boxplot Graph for Medicare FUH 30Day Rate from 2014-2016
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Figure 2a. Follow-Up After Hospitalization for Mental lliness -7-Day Rate: Medicaid Plans 2014-2016
Boxplot Graph for Medicaid FUH 7Day Rate from 2014-2016

Summary Statistics
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Figure 2b. Follow-Up After Hospitalization for Mental lliness -30-Day Rate: Medicaid Plans 2014-2016
Boxplot Graph for Medicaid FUH 30Day Rate from 2014-2016

Summary Statistics

Mo.of Plans 122.00 133.00 168.00
Average 60.885 62.948 61.207
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Highest Rate 92,432 89,193 87.500
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2012 Submission
7-Day Rate
Commercial
Measurement Year: 2009; 2010; 2011
N: 397 391 363

Min: 5.8 3.75 3.13

Max: 97.62  90.18 93.33
Mean:54.01 55.96 57.22
SD: 13.1 13.75 12.88
P10: 37.93 39.22 42.05
P25: 45.26 46.54 48.74
P50: 53.85 56.01 57.04
P75: 62.96 65.19 66.13
P90: 71.23 72.76 72.07

Medicaid

Measurement Year: 2009; 2010; 2011
N: 62 71 85

Min: 2.6 8.2 10.87
Max: 78.57 87.9 86.85
Mean:42.62 42.89 44.56

SD: 18.29 18.6 16.45



P10: 15.52
P25: 31.65
P50: 44.53
P75: 56.63
P90: 64.15

Medicare

Measurement Year: 2009; 2010; 2011

N: 193

Min: 4.23
Max: 86.67
Mean: 37.97
SD: 17.55
P10: 15.57
P25: 23.26
P50: 36.88
P75: 51.39
P90: 60.32

30-Day Rate
Commercial

Measurement Year: 2009; 2010; 2011

N: 397

Min: 21.74
Max: 98.61
Mean: 74.1
SD: 10.31
P10: 60

P25: 67.94
P50: 74.74
P75: 81.82
P90: 85.96

Medicaid

Measurement Year: 2009; 2010; 2011

N: 61
Min: 18.07
Max: 87.5
Mean: 61.67
SD: 18.25
P10: 37.27
P25: 49.6
P50: 64.29

18.22
29.59
43.52
59.1

64.25

231
2.13
84.21
38
18.33
13.7
23.86
36.84
50
63.49

391
21.21
97.32
74.68
10.8
61.57
68.82
76
82.21
86.29

70

15.63
91.67
60.22
19.14
31.79
49.02
62.63

23.02
33.1

45.11
53.91
68.31

257
1.67
84
37.8
18.02
15.38
24.24
37.44
48.45
63.93

364
13.58
100
75.93
10.49
64.89
71.02
76.38
82.43
87.2

82
22.7
87.79
63.83
16.19
36
57.14
66.6

100



P75: 75.65 74.28 74.62
P90: 81.23 83.57 82.56

Medicare

Measurement Year: 2009; 2010; 2011
N: 193 230 254
Min: 9.86 5.77 5.95
Max: 100 96.15 93.33
Mean:56.32 55.99 56.69
SD: 18.38 19.17 18.73
P10: 30 27.3  29.79
P25: 43.82 42.11 44.87
P50: 58.1 58.23 57.95
P75: 71.43 71.88 70
PO0: 78.18 79.72 80

2b4.3. Whatis yourinterpretation of the results in terms of demonstratingthe ability to identify statistically
significant and/or clinically/practically meaningful differences in performance across measured entities?
(i.e., what do the results mean in terms of statistical and meaningful differences?)

2020 Submission

For the 7-day rate, thereis a 14 percentage point gapin performance between Commercial plans at the 25t
and 75t percentiles, a 16 percentage point gap for Medicare plans, and a 14 percentage point gap for
Medicaid plans. For the 30-day rate, thereis a 13 percentage point gapin performance between Commercial
plans atthe 25t and 75t percentiles, a 23 percentage point gap for Medicare plans, and a 16 percentage point
gap for Medicare plans. The difference in performance between plans in the 25t percentile and 75t percentile
is statistically significant for both rates across all product lines.

2016 Submission:

The results above indicate there isa 12-25% gapin performance between the 25t and 75t performing plans.
For all product lines and rates the difference between the 25t and 75t percentile is statistically significant. The
largest gapin performance is for the Medicare health plans which show a 20.6-25.4 percentage point gap
between 25t and 75t percentile plans.

2b5. COMPARABILITY OF PERFORMANCE SCORES WHEN MORE THAN ONE SET OF SPECIFICATIONS
If only one set of specifications, this section can be skipped.

Note: This item is directed to measuresthat are risk-adjusted (with or without social risk factors) OR to
measures with more than one set of specifications/instructions (e.g., one set of specifications for how to
identify and compute the measure from medical record abstraction and a different set of specifications for
claims or eMeasures). It does not apply to measuresthat use more than one source of data in one set of
specifications/instructions (e.g., claims data to identify the denominator and medical record abstraction for the
numerator). Comparability is not required when comparing performance scores with and without social risk
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factors in the risk adjustment model. However, if comparability is not demonstrated for measures with
more than one set of specifications/instructions, the different specifications (e.g., for medical records vs.
claims) should be submitted as separate measures.

2b5.1. Describe the method oftesting conducted to compare performance scores for the same entities
across the different data sources/specifications (describe the steps—do not just name a method; what
statistical analysis was used)

2020 Submission

This measure has only one set of specifications.

2016 Submission:
N/A

2b5.2. What were the statistical results fromtesting comparability of performance scores for the same
entities when using different data sources/specifications? (e.g., correlation, rank order)
2020 Submission

This measure has only one set of specifications.

2016 Submission:
N/A

2b5.3. Whatis yourinterpretation ofthe results in terms of the differences in performance measure scores
for the same entities across the different data sources/specifications? (i.e., what do the results mean and
what are the norms for the test conducted)

2020 Submission
This measure has only one set of specifications.

2016 Submission:
N/A

2b6. MISSING DATA ANALYSIS AND MINIMIZINGBIAS

2b6.1. Describe the method oftesting conducted to identify the extent and distribution of missing data (or
nonresponse)and demonstrate that performance results are not biased due to systematic missing data (or
differences betweenresponders and non-responders) and how the specified handling of missing data
minimizes bias (describe the steps—do not just name a method; what statistical analysis was used)

2020 Submission

HEDIS measures apply to enrolled members in a health plan, and NCQA has a rigorous audit process toensure
the eligible population and numerator events for each measure are correctlyidentified and reported. The
audit process is designed to verify primary data sources used to populate measures and ensure specifications
are correctly implemented.

The HEDIS Compliance Audit addresses the following functions:
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e Information practices and control procedures
e Sampling methods and procedures

o Dataintegrity

e Compliance with HEDIS specifications

e Analytic file production

e Reporting and documentation

2016 Submission:

Plans collect this measure using all administrative data sources. NCQA’s audit process checks that plans’
measure calculations are not biased due to missing data.

2b6.2. Whatis the overall frequency of missing data, the distribution of missing data acrossproviders, and
theresults from testing related to missing data? (e.g., results of sensitivity analysis of the effect of various
rules for missing data/nonresponse; if no empirical sensitivity analysis, identify the approaches for handling
missing data that were considered and pros and cons of each)

2020 Submission: 2020 Submission

HEDISaddresses missing dataina structured way through its audit process. HEDIS measures apply toenrolled
members in a health plan, and NCQA-certified auditors use standard audit methodologies to assess whether
data sources are missing data. Ifa data source is found tobe missing data, andthe issues cannot be rectified,
the auditor will assigna “materially biased” designation to the measure for that reporting plan, and the rate
will not be used. Once measures are added to HEDIS, NCQA conducts a first-year analysis to assess the
feasibility of the measure when widely implemented in the field. This analysis includes an assessment of how
many plans report valid rates vs. rates that are materially biased (or have other issues, suchas small
denominators). These considerations are weighedin the deliberation process before measures are approved
for public reporting.

2016 Submission:

Plans collect this measure using all administrative data sources. NCQA’s audit process checks that plans’
measure calculations are not biased due to missing data.

2b6.3. Whatis yourinterpretation ofthe results in terms of demonstratingthat performance results are not
biased due to systematic missing data (or differences between responders and non-responders) and how the
specified handling of missing data minimizes bias? (i.e., what do the results mean in terms of supporting the
selected approach for missing data and what are the norms for the test conducted; if no empirical analysis,
provide rationale for the selected approach for missing data)

2020 Submission

This measure goes through the NCQA audit process each year to identify potential errors or bias in results.
Only performances rates that have been reviewed and determined not to be “materially biased” are reported
and used.
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2016 Submission:

Plans collect this measure using all administrative data sources. NCQA’s audit process checks that plans’
measure calculations are not biased due to missing data.

3. Feasibility

Extent to which the specifications including measure logic, require data that are readily available or could be
captured without undue burden and canbe implemented for performance measurement.

3a. Byproduct of Care Processes

For clinical measures, the required data elements are routinely generated and used during care delivery
(e.g.,blood pressure, lab test, diagnosis, medication order).

3a.1. Data Elements Generated as Byproduct of Care Processes.

Coded by someone other than person obtaining original information (e.g., DRG, ICD-9 codes on claims)
If other:

3b. Electronic Sources

The required data elementsare available in electronic health records or other electronic sources. If the
required data are not in electronic health records or existing electronic sources, a credible, near-term path
to electronic collection is specified.

3b.1. To what extent are the specified data elements available electronically in defined fields (i.e., data
elementsthat are needed to compute the performance measure score are in defined, computer-readable fields)
Update this field for maintenance of endorsement.

ALL data elementsarein defined fields in a combination of electronic sources

3b.2. If ALL the data elements needed to compute the performance measure score are not from electronic
sources, specify a credible, near-term path to electronic capture, OR provide a rationale for using other than
electronic sources. For maintenance of endorsement, if this measure is not an eMeasure (eCQM), please
describe any efforts to develop an eMeasure (eCQM).

N/A

3b.3. If this is an eMeasure, provide a summary of the feasibility assessment in an attached file or make
available at a measure-specific URL. Please also complete and attach the NQF Feasibility Score Card.
Attachment:

3c. Data Collection Strategy

Demonstrationthat the data collection strategy (e.g., source, timing, frequency, sampling, patient
confidentiality, costs associated with fees/licensing of proprietary measures) can be implemented (e.g.,
alreadyin operational use, or testing demonstrates that it is ready to put into operational use). For
eMeasures, a feasibility assessment addresses the data elements and measure logic and demonstratesthe
eMeasure can be implemented or feasibility concerns can be adequately addressed.

3c.1. Required for maintenance of endorsement. Describe difficulties (as a result of testing and/or
operational use ofthe measure) regarding data collection, availability of data, missing data, timing and
frequency of data collection, sampling, patient confidentiality, time and cost of data collection, other
feasibility/implementation issues.

IF instrument-based, consider implications for both individuals providing data (patients, service recipients,
respondents) and those whose performance is being measured.
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NCQA conducts an independent audit of all HEDIS collection and reporting processes, as well as an audit of the
data which are manipulated by those processes, in order to verify that HEDIS specifications are met. NCQA has
developed a precise, standardized methodology for verifying the integrity of HEDIS collection and calculation
processes through a two-part program consisting of an overall information systems capabilities assessment
followed by an evaluation of the organization’s ability to comply with HEDIS specifications. NCQA-certified
auditors using standard audit methodologies will help enable purchasers to make more reliable "apples-to-
apples" comparisons between health plans.

The HEDIS Compliance Audit addresses the following functions:

1) information practicesand control procedures

2) sampling methods and procedures

3) dataintegrity

4) compliance with HEDIS specifications

5) analytic file production

6) reporting and documentation

In addition to the HEDIS Audit, NCQA provides a system to allow “real-time” feedback from measure users. Our
Policy Clarification Support System receives thousands of inquiries eachyear on over 100 measures. Through
this system NCQA responds to questions in order to prevent possible errors or inconsistencies in the
implementation of the measure. Input from NCQA auditing and the Policy Clarification Support System informs
the annual updating of all HEDIS measures including updating value sets and clarifying the specifications.
Measures are re-evaluated on a periodic basis and when there is a significant change in evidence. During re-

evaluation information from NCQA auditing and Policy Clarification Support System is used to inform
evaluation of the usability and feasibility of the measure.

3c.2. Describe any fees, licensing, or other requirements to use any aspect ofthe measure as specified (e.g.,
value/code set, risk model, programming code, algorithm).

Broad public use and dissemination of these measuresis encouraged and NCQA has agreed with NQF that
noncommercial uses do not require the consent of the measure developer. Use by health care physicians in
connection with their own practicesis not commercial use. Commercial use of a measure requires the prior
written consent of NCQA. As used herein, “commercial use” refersto any sale, license or distribution of a
measure for commercial gain, or incorporation of a measure into any product or service that is sold, licensed or
distributed for commercial gain, even if there is no actual charge for inclusion of the measure.

4. Usability and Use

Extent to which potential audiences (e.g.,consumers, purchasers, providers, policy makers) are using or could
use performance results for both accountability and performance improvement to achieve the goal of high-
quality, efficient healthcare for individuals or populations.

4a. Accountability and Transparency
Performance results are used in at least one accountability application within three yearsafter initial
endorsement and are publicly reported within six years after initial endorsement (or the data on
performance results are available). If not in use at the time of initial endorsement, then a credible plan for
implementation within the specified timeframesis provided.

4.1. Current and Planned Use

NQF-endorsed measures are expected to be used in at least one accountability application within 3 years and

publicly reported within 6 years of initial endorsement in addition to performance improvement.
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Specific Plan for Use Current Use (for current use provide URL)
Quality Improvement (Internalto  [Public Reporting
the specific organization) Health Plan Ranking
https://healthinsuranceratings.ncga.org/
Medicaid Child Core Set
https://www.medicaid.gov/medicaid/quality-of-care/performance-
measurement/child-core-set/index.html
Medicare Adult Core Set
https://www.medicaid.gov/medicaid/quality-of-care/performance-
measurement/adult-core-set/index.html
Hospital Compare
https://www.medicare.gov/hospitalcompare/search.html?
Inpatient Psychiatric Facility Quality Reporting
https://www.qualitynet.org/ipf/ipfqr
Qualified Health Plan (QHP) Quality Rating System (QRS)
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualitylnitiativesGenlnfo/Downloads/QRS-and-QHP-
Enrollee-Survey-Technical-Guidance-for-2020-508. pdf
Payment Program
Quality Payment Program
https://gpp.cms.gov/mips/explore-measures
Regulatoryand Accreditation Programs
Health Plan Accreditation
https://www.ncqa.org/programs/health-plans/health-plan-accreditation
hpa/
Quality Improvement (external benchmarking to organizations)
Quality Compass
https://www.ncga.org/programs/data-and-information-technology/data
purchase-and-licensing/quality-compass/
Annual State of Health Care Quality
http://www.ncqa.org/tabid/836/Default.aspx

4al.1For each CURRENT use, checked above (update for maintenance ofendorsement), provide:

o Name of program and sponsor

e Purpose

e Geographicarea and number and percentage of accountable entities and patientsincluded
e Level of measurement and setting

HEALTH PLAN RATINGS/REPORT CARDS: This measure is used to calculate health plan ratings which are
reported on the NCQA website. These ratingsare based on performance on HEDIS measures among other
factors. In 2019, a total of 255 Medicare health plans, 515 commercial health plans and 188 Medicaid health
plans across 50 stateswere included in the ratings.

STATE OF HEALTH CARE ANNUAL REPORT: This measure is publicly reported nationally and by geographic
regions in the NCQA State of Health Care annual report. This annual report published by NCQA summarizes
findings on quality of care. In2019, the report included results from calendar year 2018 for health plans
covering arecord 136 million people, or 43 percent of the U.S. population.

MEDICAID CHILD CORE SET: This measure is included in the Medicaid Child Core Set which is a set of children’s
health care quality measures developed as part of the Children’s Health Insurance Program (CHIP)
Reauthorization Act for voluntary use by State Medicaid and CHIP programs. The data collected with these
measures will help CMS to better understand the quality of health care children receive through Medicaid and
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CHIP and assist CMS and statesin moving toward a national system for quality measurement, reporting, and
improvement. As per the CHIPRA legislation, state data derived from the core measures will become part of
the Secretary’sannual report on the quality of care for children in Medicaid and CHIP. The Secretary’s annual
report summarizes state-specific and national measurement information on the quality of healthcare
furnished to children enrolled in Medicaid and CHIP.

MEDICAID ADULT CORE SET: There are a core set of health quality measures for Medicaid-enrolled adults. The
Medicaid Adult Core Set was identified by the Centers of Medicare & Medicaid (CMS) in partnership with the
Agency for Healthcare Research and Quality (AHRQ). The data collected from these measures will help CMS to
better understand the quality of health care that adults enrolled in Medicaid receive nationally. Beginning in
January 2014 and every three years thereafter, the Secretaryis required to report to Congress on the quality of
carereceived by adults enrolled in Medicaid. Additionally, as of 2014, state data on the adult quality measures
is part of the Secretary’sannual report on the quality of care for adults enrolled in Medicaid.

HEALTH PLAN ACCREDITATION: This measure is used in scoring for accreditation of Medicare Advantage Health
Plans. In 2019, 336 commercial health plans covering 87 million lives and 77 Medicaid health plans covering 9.1
million lives were accredited. Health plans are scored based on performance comparedto benchmarks
QUALITY COMPASS: This measure is used in Quality Compass which is an indispensable tool used for selecting a
health plan, conducting competitor analysis, examining quality improvement and benchmarking plan
performance. Provided in this tool is the ability to generate custom reports by selecting plans, measures, and
benchmarks (averages and percentiles) for up to three trended years. Results in table and graph formats offer
simple comparison of plans’ performance against competitors or benchmarks.

HOSPITAL COMPARE: This measure is used in Hospital Compare which helps improve quality of care by sharing
objective, easy tounderstand data on hospital performance as well as consumer perspectives.

INPATIENT PSYCHIATRICFACILITY QUALITY REPORTING: This measure is used in the Inpatient Psychiatric Facility
Quality Reporting program which provides consumers with quality of care informationto make informed
decisions about their healthcare options. This programis intended to encourage clinicians and psychiatric
facilities to the quality if inpatient care via awarenessand reporting of best practices for respective facilities
and types of care.

QUALIFIED HEALTH PLAN (QHP) QUALITY RATING SYSTEM (QRS): This measure is used in the Qualified Health
Plan (QHP) Quality Rating System (QRS) which provides comparable information to consumers about the
quality of health care services and QHP enrollee experience offeredin the Marketplaces.

QUALITY PAYMENT PROGRAM:

The Quality Payment Program (QPP) is a quality and cost incentive program that uses payment adjustments to
promote high quality and high value care delivery by eligible clinicians (EC). QPP provides performance-based
payment adjustments to ECs, both negative and positive, for services furnished to Medicare Part B
beneficiaries. EC performance is graded on quality measure performance, cost of care, engagement in clinical
practice improvement activities, and use of Certified EHR Technology (CEHRT). Performance can be reportedat
the individual (clinician) or group (practice)level. In2017, 1,006,319 ECs participatedin MIPS, representing
95% of all eligible clinicians across the 50 states. 54% participatedas a part of a group, 12% as individual
clinicians, and 34% as a part of an Advanced Payment Model.

4al1.2. If not currently publicly reported OR used in at least one other accountability application (e.g.,
payment program, certification, licensing) what are thereasons? (e.g., Do policies or actions of the
developer/steward or accountable entities restrict access to performance results or impede implementation?)
N/A

4al.3.If not currently publicly reported OR used in at least one other accountability application, provide a
credible plan for implementation within the expected timeframes -- any accountability application within 3
years and publicly reported within 6 years of initial endorsement. (Credible plan includes the specific
program, purpose, intended audience, and timeline for implementing the measure within the specified
timeframes. A plan for accountability applications addresses mechanisms for data aggregation and reporting.)

N/A
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4a2.1.1. Describe how performance results, data, and assistance with interpretation have been providedto
those being measured or other users during development orimplementation.

How many and which types of measured entities and/or otherswereincluded? Ifonly asample of
measured entities were included, describe the fullpopulation and howthe sample was selected.

Health plans that report HEDIS calculate their ratesand know their performance when submitting to NCQA.
NCQA publicly reports ratesacrossall plans and also creates benchmarksin order to help plans understand
how they perform relative to other plans. Public reporting and benchmarking are effective quality
improvement methods.

4a2.1.2. Describe the process(es) involved, including when/how often results were provided, what data
were provided, what educational/explanatory efforts were made, etc.

NCQA publishes HEDIS results annually in our Quality Compass tool. NCQA also presents data at various
conferences and webinars. For example, at the annual HEDIS Update and Best Practices Conference, NCQA
presents results from all new measures’ first year of implementation or analyses from measures that have
changed significantly. NCQA also regularly provides technical assistance on measures throughits Policy
Clarification Support System, as described in Section 3c1.

4a2.2.1. Summarize the feedback on measure performance and implementation fromthe measured entities
and others describedin 4d.1.

Describe how feedback was obtained.

NCQA measures are evaluated regularly. During this “reevaluation” process, we seek broad input on the
measure, including input on performance and implementation experience. We use several methods to obtain
input, including vetting of the measure with several multi-stakeholder advisory panels, public comment
posting, and review of questions submitted to the Policy Clarification Support System. This information enables
NCQA to comprehensively assess a measure’sadherence to the HEDIS Desirable Attributes of Relevance,
Scientific Soundness and Feasibility.

4a2.2.2. Summarize the feedback obtained fromthose beingmeasured.

In general, health plans have considered this measure feasible for reporting using the administrative data
collection method. Questions received were about clarification of the specifications, such as confirmation that
a type of provider met the definition of mental health providers and research supporting the measure. NCQA
responded to all questions to ensure consistent implementation of the measure.

4a2.2.3. Summarize the feedback obtained fromother users

This measure has been deemed a priority measure by NCQA and other entities, as illustrated by its use in
programssuch as the Medicaid Child and Adult Core Sets, CMS EHR Incentive Program and CMS Physician
Quality Reporting Initiative.

4a2.3. Describe how the feedback describedin 4a2.2.1 has been considered when developing or revising the
measure specifications orimplementation, including whether the measure was modified and why or why
not.

During the measure’s last major update, feedback obtained through the mechanisms described in 4a2.2.1
informed how we revised the measure specification to include clarifying text and additional examples to
further support determining numerator compliance.

Improvement

Progress toward achieving the goal of high-quality, efficient healthcare for individuals or populations is
demonstrated. If not in use for performance improvement at the time of initial endorsement, then a credible
rationale describes how the performance results could be used to further the goal of high-quality, efficient
healthcare for individuals or populations.
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4b1. Refer to dataprovided in 1b but do not repeat here. Discuss any progress on improvement (trends in
performanceresults, number and percentage of people receiving high-quality healthcare; Geographic area
and number and percentage of accountable entities and patients included.)

If no improvement was demonstrated, what are the reasons? If not in use for performance improvement at
the time ofinitial endorsement, provide a credible rationale that describeshowthe performanceresults
could be used to further the goal of high-quality, efficient healthcare for individuals or populations.

2017 to 2018 data shows relatively stable performance and room for improvement across Commercial and
Medicaid plans. The mean performance for the 7-day rate was.46in 2017 and .44 in 2018 among Commercial
plans. Among Medicaid Plans, the mean performance for the 7-day rate was.37in 2017 and .36in 2018.
Performance ratesfor the 30-day rate also remained relatively stable from 2017 to 2018 for commercial and
Medicaid plans. Medicare performance ratesdeclined slightly across both rates; in 2017, the mean 7-day
performance rate was.32, declining to .28 in 2018. The 30-day mean performance rate declined from .53 in
2017 to .48in 2018. Across all product lines, there continues to be fairly large variation betweenthe 10th and
90th percentiles, suggesting room for improvement. For example,among Medicare plans, the 2018 7-day rate
ranged from 13% for plans in the 10th percentile to 46% among plans in the 90th percentile.

4b2. Unintended Consequences
The benefits of the performance measure in facilitating progress toward achieving high-quality, efficient
healthcare for individuals or populations outweigh evidence of unintended negative consequences to
individuals or populations (if such evidence exists).

4b2.1. Please explain any unexpectedfindings (positive or negative) during implementation ofthis measure

including unintendedimpacts on patients.

There were no identified unintended consequences for this measure during testing or since implementation.
4b2.2. Please explain any unexpected benefits fromimplementation ofthis measure.

There were no identified unexpected benefits for this measure during testing or since implementation.

5. Comparison to Related or Competing Measures

If a measure meets the above criteria andthere are endorsed or new related measures (either the same
measure focus or the same target population) or competing measures (both the same measure focus and the
same target population), the measures are comparedto address harmonization and/or selection of the best
measure.

5. Relation to Other NQF-endorsed Measures

Are there related measures(conceptually, either same measure focus or target population) or competing
measures (conceptually both the same measure focus and same target population)? If yes, list the NQF # and
title of all related and/or competing measures.
No
5.1a. List ofrelated or competing measures (selected from NQF-endorsed measures)
5.1b. If related or competing measures are not NQF endorsed please indicate measure title and steward.
5a. Harmonization of Related Measures

The measure specifications are harmonized with related measures;

OR

The differences in specifications are justified
5a.1. If this measure conceptually addresses EITHER the same measure focus OR the same target population
as NQF-endorsed measure(s):

Are the measure specifications harmonized to the extent possible?
No
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5a.2. If the measure specifications are not completely harmonized, identify the differences, rationale, and
impact on interpretability and data collection burden.
N/A
5b. Competing Measures

The measure is superior to competing measures (e.g.,is a more valid or efficient way to measure);

OR

Multiple measures are justified.
5b.1. If this measure conceptually addresses boththe same measure focusand the same target population
as NQF-endorsed measure(s):
Describe why this measure is superior to competing measures (e.g., a more valid or efficient way to measure
quality); OR provide a rationale for the additive value of endorsingan additional measure. (Provide analyses
when possible.)
N/A

Appendix

A.1Supplemental materials may be provided in an appendix. All supplemental materials (such as data
collection instrument or methodology reports) should be organized in one file with a table of contentsor
bookmarks. If material pertainsto a specific submission form number, that should be indicated. Requested
information should be provided in the submission form and required attachments. There is no guarantee that
supplemental materials will be reviewed.
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Measure Developer/Steward Updates and Ongoing Maintenance
Ad.2 Year the measure was first released: 1994

Ad.3 Month and Year of most recent revision: 07,2020

Ad.4 Whatis your frequency for review/update of this measure? Approximately every 3-5 years, sooner if the
clinical guidelines have changed significantly.

Ad.5When is the next scheduled review/update for this measure? 12,2021

Ad.6 Copyright statement: © 2020 by the National Committee for Quality Assurance
1100 13th Street, NW, Third Floor

Washington, DC 20005

Ad.7 Disclaimers: These performance Measures are not clinical guidelines and do not establish a standard of
medical care,and have not been tested for all potential applications.

THE MEASURES AND SPECIFICATIONS ARE PROVIDED “ASIS” WITHOUT WARRANTY OF ANY KIND.

Ad.8 Additional Information/Comments: NCQA Notice of Use. Broad public use and dissemination of these
measures is encouraged and NCQA has agreed with NQF that noncommercial uses do not require the consent
of the measure developer. Use by health care physicians in connection with their own practicesis not
commercial use. Commercial use of a measure requires the prior written consent of NCQA. As used herein,
“commercial use” referstoany sale, license or distribution of a measure for commercial gain, or incorporation
of a measure into any product or service that is sold, licensed or distributed for commercial gain, even if there
is no actual charge for inclusion of the measure.

These performance measures were developed and are owned by NCQA. They are not clinical guidelines and do
not establish a standard of medical care. NCQA makes no representations, warranties or endorsement about
the quality of any organization or physician that uses or reports performance measures, and NCQA has no
liability toanyone who relies on such measures. NCQA holds a copyright in these measures and can rescind or
alter these measures at any time. Users of the measures shall not have the right to alter,enhance or otherwise
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modify the measures, and shall not disassemble, recompile or reverse engineer the source code or object code
relating tothe measures. Anyone desiring to use or reproduce the measures without modification for a

noncommercial purpose may do so without obtaining approval from NCQA. All commercial uses must be
approved by NCQA and are subject to alicense at the discretion of NCQA. © 2020 by the National Committee
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