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Brief Measure Information

NQF #: 3312

Corresponding Measures:

Measure Title: Continuity of Care After Medically Managed Withdrawal from Alcohol and/or Drugs
Measure Steward: Centers for Medicare & Medicaid Services

sp.02. Brief Description of Measure: Percentage of discharges from a medically managed withdrawal episode
for adult Medicaid Beneficiaries, age 18-64, that was followed by a treatment service for substance use
disorder (including the prescription or receipt of a medication to treat a substance use disorder
(pharmacotherapy) within 7 or 14 days after discharge). This measure is reported across all medically managed
withdrawal settings.

1b.01. Developer Rationale: There is general agreement that continuity of care should occur within a short
time after discharge from detox (American Society of Addiction Medicine, 2014). By reporting both a 7- and
14-day follow-up timeframe, the measure balances clinical best practice thinking while recognizing the
system’s capacity limitations that could cause longer than optimal follow-up timeframes.

sp.12. Numerator Statement: Discharges in the denominator who have an inpatient, intensive outpatient,
partial hospitalization, outpatient visit, residential, or drug prescription or procedure within 7 or 14 days after
discharge from an inpatient hospital, residential addiction program, or ambulatory medically managed
withdrawal.

sp.14. Denominator Statement: Adult Medicaid beneficiary discharges from medically managed withdrawal
from January 1 to December 15 of the measurement year.

sp.16. Denominator Exclusions: Not applicable: the measure does not have denominator exclusions.

Measure Type: Process
sp.28. Data Source: Claims

sp.07. Level of Analysis: Population: Regional and State; Population: Population



IF Endorsement Maintenance — Original Endorsement Date: 05/16/2018
Most Recent Endorsement Date: 05/16/2018

Preliminary Analysis: Maintenance of Endorsement

To maintain NQF endorsement, endorsed measures are evaluated periodically to ensure that the measure 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

1a. Evidence

Maintenance measures — less emphasis on evidence unless there is new information or change in evidence
since the prior evaluation.

1a. Evidence. The evidence requirements for a structure, process or intermediate outcome measure are that
it is based on 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 description for this measure:

e This is a maintenance process measure at the population level of analysis that assesses the continuity
of care after medically managed withdrawal from Alcohol and/or Drugs.

e The developer provides a logic model that depicts discharge from a medically managed withdrawal
episode leading to the completion of a follow-up visit or prescription within seven or 14 days of
discharge, leading to the development of a treatment plan and engagement in treatment, leading to a
reduction in readmissions/healthcare costs/criminal justice involvement/improve clinical and
employment outcomes.

The developer provides the following evidence for this measure:

e Systematic Review of the evidence specific to this measure? Yes [0 No
e Quality, Quantity and Consistency of evidence provided? Yes [l No
e Evidence graded? L] Yes No

Summary of prior review in 2016

e The developer provided evidence that supported that continuity of care should occur within a
short time after discharge from detoxification. The developer found 11 studies showing
association of continuity with a range of better outcomes such as reduction in readmission, less
criminal justice involvement, lower mortality, and improved employment



o The Standing Committee noted that there is strong evidence linking to improved
outcomes for individual who receive detoxification services with follow up care.
Additionally, the Standing Committee agreed that this measure is important given the
current opioid epidemic coupled with high rates of overdose post-detox.

e The Standing Committee requested clarification from the developer regarding the types and
timing of pharmacotherapy as it relates to the measure. The developer confirmed that all FDA-
approved pharmacotherapies for substance use disorder (SUD) are included in the measure.

® The Standing Committee questioned how the use of monthly treatment and extended release
pharmacotherapy, such as naltrexone, might be included in the seven and 14-day timeframes
given that the prescription is for 30-days. The developer stated that in their testing they looked at
all prescriptions, regardless of the number of days. However, for prescriptions that are given in 30-
day dosages, they still require seven or 14 day follow-up given both Substance Abuse and Mental
Health Services Administration (SAMHSA) and American Society of Addiction Medicine (ASAM)
guidelines.

o The Standing Committee requested more information on the developer’s decision to
choose seven- and 14-day follow-up periods. The developer confirmed that the follow-up
periods are consistent with SAMHSA and other relevant guidelines. In addition, based on
feedback from numerous stakeholders and state agencies, it was suggested that seven
days might not be feasible for some organizations, so the developer balanced seven days
as clinically appropriate with 14 days as a feasible benchmark for state Medicaid.

e The Standing Committee questioned why telehealth was not included in the measure and the
developer confirmed that telehealth had not been an option when the measure was being tested,
but agreed that it could be included in future versions of the measure.

e There were concerns from the Standing Committee that same day follow-up visits for newly
discharged individuals is not included in the measure. The developer agreed that same day visits
are important, but stated that there are limitations in the Medicaid claims data used to calculate
the measure making it difficult, if not impossible, to identify same day visits. The Standing
Committee hopes to see the inclusion of same day visits in a future iteration of this measure.

Changes to evidence from last review

[ The developer attests that there have been no changes in the evidence since the measure was last
evaluated.

The developer provided updated evidence for this measure:

e Additional publications from 2017 and 2018 were identified as part of the developer’s
environmental scan and literature review effort. The developer states that no substantive
differences in the evidence base were identified and all new evidence aligns with that which was
submitted in 2016.

e The evidence submitted now includes mention that patients who are followed up with treatment
after detox have lower odds of two-year mortality.

o New evidence also states that substance use disorders have a significant impact on the United
States’ economy, exceeding $400 billion annually. For every dollar invested in addiction treatment
programs such as follow-up after detoxification, between $4 and $7 are directly returned in
decreased drug-related crime, criminal justice costs and theft.

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 there is no need for repeat discussion and vote on
Evidence?

Guidance from the Evidence Algorithm

The measure does not assess a health outcome (process measure) (Box 1) -> Systematic review provided (Box
3) -> Evidence is not graded (Box 4) -> The evidence appears to be consistent and high quality -> Rate as
MODERATE

Preliminary rating for evidence: [0 High X Moderate [1 Low O Insufficient

1b. Gap in Care/Opportunity for Improvement and 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 The unit of analysis is at the state level. Data were provided for nine states in calendar year 2018
for both seven-day and 14-day follow-up from detox.

o Seven-day follow-up mean performance rate was 35.7 percent with a standard deviation of 12.29
percent. The lowest state had follow-up visits with 19.96 percent of patients and the highest rate
was 52.78 percent. The 25th percentile was 27.85 percent, median was 33.86 percent and the
75th percentile was 47.94 percent.

e 14-day follow-up mean performance rate was 41.01 percent with a standard deviation of 11.78
percent. The lowest state had follow up visits with 24.91 percent of patients and the highest rate

was 57.11 percent. The overall population rate at the 25th percentile was 34.50 percent, median
was 41.00 percent and the 75th percentile was 52.64 percent.

Disparities
e Results for the 7/14 days follow-up from detox were stratified by age, race/ethnicity, dual
eligibility status, gender and Medicaid eligibility category. Results were similar for both measures.

o Younger patients were more likely than those aged 45-64 years old to have a follow up
visit.
o White non-Hispanic (43.83%/48.91%) and black non-Hispanic patients (44.04%/48.27%)

were more likely to have a follow up visit than Hispanic/Latino (35.51%/41.17%)
beneficiaries for 7/14 days follow-up, respectively.

o Dual eligible (25.24%/30.38%) patients were much less likely to have a follow up than
Medicaid only (44.70%/49.67%) patients.

o Males (43.40%/48.58%) were more likely to have a follow up visit than female
(41.68%/46.54%) patients.

o  CHIP patients (31.28%/38.00%) were less likely to have a follow up visit than adult
(45.68%/50.66%) or disabled (32.73%/37.61%) patients. However, CHIP patients are a very
small part of the overall sample, likely reflecting pregnant women and 18-year-olds.

Questions for the Committee:

* s there a gap in care that warrants a national performance measure?



Preliminary rating for opportunity for improvement: [0 High X Moderate [ Low [
Insufficient

Committee Pre-evaluation Comments:

1a. Evidence

evidence for this remains strong

Agreed that the evidence provided strengthens the measure further and no need for repeat
discussion.

N/A

Evidence is strong and favorable for continuity of care post discharge from detoxification. Shows a
direct relationship to continuity of care and improved outcomes. Not aware of any new studies. There
is value to the target population in reduced mortality, improved clinical outcomes.

Yes. Strong empirical evidence when measure was established. New evidence "includes mention that
patients who are followed up with treatment after detox have lower odds of two-year mortality."

Maintenance process measure-addition of 11 studies; strengthened evidence.
Generally solid causal ties to important outcomes, with sl updated evidence, directionally the same.

The logic model behind this process measure i.e. that follow-up is related to ultimate outcomes is
reasonable

1b. Gap in Care/Opportunity for Improvement and Disparities

gap data based only on claims data from 9 states. at the state Medicaid agency level. ave reported at
35.7% for 7 day, 41% for 14 day. percentiles reported: 7 day: 25th%tile: 27.85%, 75th %tile 33.86%; 14
day: 25th % tile 34.5%, 75th%tile: 52.64. Overall low.

Demonstrated gap that warrants performance measure.

Current performance data indicate low compliance, despite this measure being in use for many years.
If rates have not improved over time, should the committee consider alternatives?

Follow up rates at the state level show gaps in performance. The population subgroups were provided
and there are disparities based on age, race, dual elgibility, gender and insurance.

Do appear to be gaps in improvement in terms of 7 and 14 day follow up. Disparities evident by age,
race/ethnicity, dual/non-dual, and other demographic categories.

The performance gap is at the individual state level. The evidence does identify the disparities through
population subgroups.

Continues to be a gap.

There is certainly less than optimal performance and | agree that the gap is moderate

Criteria 2: Scientific Acceptability of Measure Properties

Complex measure evaluated by Scientific Methods Panel? [1 Yes No

2a. Reliability: Specifications and Testing

For maintenance measures — no change in emphasis — specifications should be evaluated the same as with
new measures.



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 — less emphasis if no new testing data provided.

2a2. Reliability testing demonstrates if the measure data elements are repeatable, producing the same
results a high proportion of the time when assessed in the same population in the same time period and/or
that the measure score is precise enough to distinguish differences in performance across providers.

Specifications:

e Measure specifications are mostly clear and precise, however, the previous Standing Committee
expressed concerns about the measure reporting both seven-day and 14-day follow-up.

Reliability Testing:
e Reliability testing conducted at the Accountable Entity Level:
o The developer examined the signal to noise ratio using the beta-binomial model (Adams,
2009). The developer included nine states in the analysis and examined both the seven- and
14-day follow up periods.

= The average signal to noise ratio for the seven-day follow-up measure was 0.996 and
ranged from 0.991 to 0.999 across the states. These results are similar to the findings
from the prior 2016 submission but reflect updated CY 2018 claims data.

= The average signal to noise ratio for the 14-day follow-up measure was .995 and
ranged from .990 to .999 across the states. These results are similar to the findings
from the prior 2016 submission but reflect updated CY 2018 claims data.

* The developer states that this high level of reliability can be used to distinguish
between states with respect to healthcare quality. The high level of reliability is likely
supported by the large sample size at the population/state level.

Questions for the Committee regarding reliability:

* Do you have any concerns that the measure cannot be consistently implemented (i.e., are measure
specifications adequate)?

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

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

For maintenance measures - less emphasis if no new testing data provided.

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.

2b2-2b6. Potential threats to validity should be assessed/addressed.
Validity Testing
e Validity testing conducted at the Accountable Entity Level:

o Prior analyses (2016 submission) showed that the odds of subsequent overdose treatment or
readmissions between days 15-90 among those with continuity of care within 14 days were
0.917 (95% confidence interval (Cl): 0.863, 0.976) as much as those without continuity of care.
This translates to an absolute reduction of 1.4 percent and a number needed to treat (NNT) of



O

Exclusions

71, which was statistically significant (p<.01). Similar results were seen for the follow up within
seven days, with an absolute risk reduction of 2.1 percent and an NNT of 48 (p<.01).

The developer examined validity through examining correlations between 1) NQF 3314 seven-
day follow up and NQF 3314 14 day follow up and 2) NQF 3312 with the Healthcare
Effectiveness Data and Information Set (HEDIS) Follow-Up (seven and 30 days) After
Emergency Department Visit for Alcohol and Other Drug Abuse Dependence.

The developer hypothesized that the seven- and 14-day measures would have a large
and statistically significant positive correlation with each other and that states
performing well on NQF 3312 would also perform well on the select HEDIS measure.
Of the nine states included, only six states had data for the HEDIS Medicaid measure.

As expected, NQF 3312 seven-day and NQF 14-day follow up had a strong positive
correlation (r=0.98, p<.001).

NQF 3312 (seven-day) had a weakly positive correlation with seven- and 30-day follow
up after emergency department visits for alcohol and other drug abuse dependence
(seven/30 days) (r=0.371 and r=0.257 respectively). The developer states that results
were not statistically significant likely due to the small sample size (n=6)

NQF 3312 (14 day) had a weakly positive correlation with seven- and 30-day follow up
after emergency department visits for alcohol and other drug abuse dependence
(seven/30 days) (r=0.314 and r=0.143 respectively). The developer states that results
were not statistically significant likely due to the small sample size (n=6)

e The measure does not use exclusions.

Risk-Adjustment

e The measure is not risk adjusted or stratified.

Meaningful Differences

e The seven-day follow up measure performance rate ranged from 19.96 percent to 52.78 percent with
an average performance of 35.70 percent.

e The 14-day follow up measure performance rate ranged from 24.91 percent to 52.64 percent with an
average performance of 41.01 percent.

® At-test comparing a randomly selected state above the 75th percentile performance and a randomly
selected state below the 25th percentile performance was statistically significant (p<.0001) for both
the seven- and 14-day follow up rates.

e For the seven-day follow-up rate, eight of the nine states included had a performance of less than 50
percent, while six of the nine states had a performance of less than 50 for the 14-day follow-up rate.
None of the states had performance rates above 53 percent and 58 percent for the seven-day and 14-
day follow-up rates, respectively. Beneficiaries dually eligible for both Medicare and Medicaid had
performance rates that were 19 percentage points lower than beneficiaries eligible for Medicaid only,
indicating room for improvement.

Missing Data



e States were selected based on having sufficient data for inclusion in the analyses. They also examined
the Transformed Medicaid Statistical Information System (T-MSIS) Research Identifiable Files (RIF)
CY18 data to identify states with minimal missing data for the key variables: National Drug Codes
(NDCs) and fill dates, dates of service, Medicaid eligibility and type of service.

® From 2016 submission: Some state specific codes were missing in the analysis. However, states
implementing the measure will likely have less missing data because they will be able to account for
state-specific codes when constructing the measure.

Comparability

e The measure only uses one set of specifications for this measure.

Questions for the Committee regarding validity:

* Do you have any concerns regarding the validity of the measure (e.g., exclusions, risk-adjustment
approach, etc.)?

Preliminary rating for validity: O High X Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:

2a. Reliability
e 2al. Reliability-Specifications
o specifications are clear for use with Medicaid claims data
o | agree about the concerns in reporting both 7 and 14 day follow up. Would opt for 14 day.

o The numerator includes inpatient stays for SUD following a medically managed withdrawal. If
this measure is supposed to assess follow-up care, should inpatient stays for SUD be excluded
from the nominator? This may indicate the patient reentered treatment for a relapse, not true
follow-up care. Additionally telehealth visits should now be incorporated

o Data elements clearly defined and descriptors provided. All steps are clear. No concerns about
measure being implemented consistently.

Reliability testing suggest high level of reliability.
No concerns, clearly defined.
Reliable

Could we ask the developer about any new info/data regarding impact of increasing use of
monthly depot forms of naltrexone, visits on same day as discharge, and telephone or
televideo visits

O O O O

e 2a2. Reliability — Testing

o Given aggregated data at state level for only 9 states, the team is left with beta binomial
model to statistically explore capacity to distinguish higher vs. lower performing states.

No
No
No.
No

No concerns.

0O O O O O O

No concerns



o reliability remains quite good
2b. Validity
o validity explored by examining correlation with adherence rates for two HEDIS measures and found

only moderate correlations. The face validity was also explored using a survey item from a "technical
expert panel" in 2016. no data presented that adherence is associated with improved outcomes.

e No
e No
e No
e No

e No concerns.
e Reasonable. | would prefer to have a single assessment time (ie, 7 or 14).
e see 5.2al above
2b2-2b6. Potential threats to validity
e 2b2-3. Other Threats to Validity (Exclusions, Risk Adjustment)
o risk adjustment may not be feasible with this data source
o No concerns

o There is no risk adjustment in the current measure but the developer points out areas where
risk adjustment should possibly be considered.

No exclusions and not risk adjusted
No exclusions, no risk adjustment.
The measure does not use exclusions. The measure is not risk adjusted.

Reasonable

o O O O O

The discrepancies between youth, males, and females are interesting- not sure if it's worth
further exploring at this stage

e 2b4-7.Threats to Validity (Statistically Significant Differences, Multiple Data Sources, Missing Data)
o Only 9 states were able to report "sufficient data" to be analyzed.
o No concerns

o The developer stated that some states have difficulty obtaining data to measure. How much of
a concern is this?

o VYes, there are meaningful differences among states. The 14-day follow up has better rates
than the 7-day follow up. Only one set of specifications. Missing data not a threat.

o No concerns relative to meaningful differences, comparability of performance scores, or
missing data/no response.

o ldo not believe the missing data constitutes a threat to the validity.
o No

o no

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.



e All data elements are available in defined fields in electronic claims and are coded by someone other
than the person obtaining the original information.

e The developer used the Data Quality Atlas to identify states with sufficient data quality to be included
in testing.

e No applicable fees or licensing required.

Questions for the Committee:
* Are the required data elements routinely generated and used during care delivery?

* |s the data collection strategy ready to be put into operational use?

Preliminary rating for feasibility: X High [0 Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:

3. Feasibility
e how can this be feasible if only 9 state Medicaid agency have "sufficient data" ?
e No concerns
e None
e Data come from electronic claims. No issues with the data collection strategy.
e High feasibility, given use of claims data.
e No concerns.
e Feasible
e |t's feasible

Criterion 4: Use and Usability

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 evaluates 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 used in 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 of the measure

Publicly reported? L] Yes No

Current use in an accountability program? [ Yes No [ UNCLEAR
Planned use in an accountability program? [ Yes No [ NA

Accountability program details

10



e This measure was previously used in the Medicaid Innovation Accelerator Program (IAP) which
ended in 2020. It is now intended for voluntary use by states but is not currently used in an
accountability program.

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 provided assistance with measure implementation, including steps to calculate
measure performance, during a CMS-sponsored webinar on June, 20 2019.

o No feedback has been received on measure performance or implementation from measured
entities.

Questions for the Committee:

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

* How has the measure been vetted in real-world settings by those being measured or others?

Preliminary rating for Use: X Pass [] No Pass

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

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

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

Improvement results

e For the four states included in the 2016 and 2022 submissions, four-day continuity decreased by
an average of 5.7 percentage points and seven-day continuity decreased by an average of 4.0
percentage points. For all nine states included in this submission, the 14-day performance rate is
47.30 percent and the seven-day performance rate is 42.32 percent, showing improvement from
previous testing results of 36.5 percent continuity within 14 days and 28.8 percent within seven
days.

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 There have been no unexpected findings from implementation of this measure.
Potential harms

e No harms have been identified.
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Questions for the Committee:
* How can the performance results be used to further the goal of high-quality, efficient healthcare?

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

Preliminary rating for Usability: High [0 Moderate [ Low [ Insufficient

Committee Pre-evaluation Comments:

4a. Use
e not publicly report, not used by accountability program, no feedback on measure performance
e No concern

e The measure is for voluntary use only at this time. Only 9 states submitted data in the most recent
submission. If the rates are showing little improvement and the measure is not being widely used, is
there a need for the measure?

e Not being publicly reported. Results are not available outside of the groups being measured. States
can voluntarily use the measure. Users of the measure can provide feedback, it is incorporated when
changes are made, and users are provided results and given assistance in interpretation.

e Data are neither publicly reported nor used in any current/future accountability programs. May be
more of a future opportunity for further vetting.

e |tisintended for voluntary use by states and is not part of an accountability program. The opportunity
to provide feedback was given.

e Not really being used widely, not clear if feedback was solicited

e It's a significant concern that the use has declined since the demonstration in the Medicaid Innovation
Accelerator Program and that currently it's not used at all for accountabilty. Big Red Flag!

4b. Usability

e only 9 state Medicaid agencies able to report enough data. With mandatory reporting of BH core
measures in 2024, did CMS not invest in trying to get this one endorsed as a maintenance measure?

e Agreed, no unexpected findings or harms.
e N/A

e There have been improvements in resting results over time. When people are provided with
continuity of care, there is a greater chance for improved outcomes and reduced mortality. No
unexpected findings and no harms.

e Don't appear to be any unintended consequences. Would be interesting to better understand any
information about why continuity may have decreased in the 4 states from 2016 to 2022 - perhaps
impacts related to COVID-19. That said, the 9 states overall did see improvement.

e The benefits are high for quality care and there are no harms.
e has been shown to promote improvement

e This is an important measure and the fact that it's no longer being used suggests we need to discuss
why, whether any modifications might kick start use, or whether it should continue. It does not
improve care if it's never used.
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Criterion 5: Related and Competing Measures

Related measures

e NQF #0004 Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment
e NQF #2605 Follow-Up After Emergency Department Visit for Mental Iliness or Alcohol and Other
Drug Abuse or Dependence

e NQF #3453 Continuity of Care after Inpatient or Residential Treatment for Substance Use Disorder
(SUD)

Harmonization

e Follow-up time period: NQF #2605 examines follow-up care seven days and 30 days after discharge.
Similar to NQF #3312, NQF #3453 examines continuity of care seven and 14 days after discharge from
inpatient or residential treatment for SUD. NQF #3312 focuses on continuity of care seven days and 14
days after medically managed withdrawal. The 14-day follow-up time period aligns with NQF #0004,
NQF #3453 and the non-NQF endorsed Continuity of Care After Detoxification measure developed by
the Washington Circle, and reflects the input of some public commenters that adults should receive
some type of care within two weeks of discharge from detoxification.

® Place of Service: NQF #3312 differs from the other related measures by examining continuity of care
after medically managed withdrawal by place of service. NQF #2605 focuses on emergency
department visit follow-up while NQF 0004 includes initiation of treatment through an inpatient AOD
admission, outpatient visit, intensive outpatient encounter or partial hospitalization, telehealth, or
medication treatment. NQF #3453 assesses follow-up after discharges from inpatient or residential
treatment for substance use disorder.

e Diagnoses: NQF #2605 requires a primary diagnosis of alcohol and other drug dependence (AOD) for
the follow-up service. NQF #3453 numerator for follow-up requires a prescription for, administered, or
ordered a medication for SUD. The denominator for NQF #3453 requires a discharge from inpatient or
residential treatment for SUD with a principal SUD diagnosis. NQF #3312 requires a primary or
secondary diagnosis of AOD. We allow a primary or secondary AOD diagnosis to address potential
inaccuracies in how AOD diagnoses are coded. For example, some providers may be concerned about
the stigma associated with an AOD diagnosis and therefore code it as a secondary diagnosis. Also, for
adults with co-occurring mental health and AOD disorders, the assignment of primary and secondary
diagnoses can be challenging and sometimes arbitrary.

e The differences in follow-up time period, location, and diagnoses between NQF #2605, NQF #3453 and
NQF #3312 do not impact the measure’s interpretability in which a higher rate is indicative of better
quality. These measures rely on administrative data. The differences in measure specifications
between #2605, #3453 and #3312 are minor and expected to have minimal impact on data collection
burden.

Committee Pre-evaluation Comments:

5: Related and Competing Measures
e N/A
o All related measures have been harmonized.
e Three related measures, but harmonization appears adequate for all: NQF #0004 Initiation and
Engagement of Alcohol and Other Drug Abuse or Dependence Treatment; NQF #2605 Follow-Up After
Emergency Department Visit for Mental lliness or Alcohol and Other Drug Abuse or Dependence; and

NQF #3453 Continuity of Care after Inpatient or Residential Treatment for Substance Use Disorder
(SuD)
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o No competing measures; related measures NQF #0004 Initiation and Engagement of Alcohol and
Other Drug Abuse or Dependence Treatment @ NQF #2605 Follow-Up After Emergency Department
Visit for Mental lliness or Alcohol and Other Drug Abuse or Dependence ® NQF #3453 Continuity of
Care after Inpatient or Residential Treatment for Substance Use Disorder (SUD)

o Not significantly.

e It would be helpful if someone could research the data from NQF 0004, 2605, and 3453 to see
compare and contrast their use rates and improvement rates with each other and this measure.

Public and NQF Member Comments (Submitted as of Month Day, Year)

Member Expression of Support

o No public comments received.

Scientific Acceptability Evaluation

RELIABILITY: SPECIFICATIONS

1.
2.

Have measure specifications changed since the last review? [ Yes X No

Are submitted specifications precise, unambiguous, and complete so that they can be consistently
implemented? Yes [ No

Briefly summarize any changes to the measure specifications and/or concerns about the measure
specifications.

e [Summary]

RELIABILITY: TESTING

4,

Did the developer conduct new reliability testing? Yes [ No
4a. If no, summarize the Standing Committee’s previous feedback:
e [Summary]

4b. If yes, describe any differences between the new and old testing and summarize any relevant
Standing Committee’s feedback from the previous review:

e In 2016, the developer used data from Medicaid Analytic eXtract (MAX) 2013 and 2014 eligible,
inpatient, other services, long-term care, and drug files. In 2021, the developer used data from the
Transformed Medicaid Statistical Information System (T-MSIS) which contains beneficiary, service
utilization, administrative claims, and expenditure data from the Medicaid population, including both
fee-for-service and managed care payers.

e Inboth 2021 and 2016, the developer used a beta-binomial model to indicate signal-to-noise.

e 2016 testing found that the average reliability score for both seven-day and 14-day follow-up was 0.99
(developer states that SUD-5 refers to NQF #3312, the measure under consideration).

Reliability testing level: X Accountable-Entity Level [1 Patient/Encounter Level [1 Neither
Reliability testing was conducted with the data source and level of analysis indicated for this measure:
Yes [ No

If accountable-entity level and/or patient/encounter level reliability testing was NOT conducted or if the
methods used were NOT appropriate, was empirical VALIDITY testing of patient-level data conducted?

O Yes O No

Assess the method(s) used for reliability testing:
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Testing attachment, section 2a2.2

e The developer conducted Accountable Entity Level testing using a signal-to-noise analysis. The signal-
to-noise analysis was conducted for the 9 states overall as well as separately for each state for both
the seven-day and 14-day continuity measures.

e Updated testing was provided for the spring 2022 submission. Testing was conducted using the
Transformed Medicaid Statistical Information System (T-MSIS), which contains beneficiary, service
utilization, administrative claims, and expenditure data for the Medicaid population, including those
covered through both fee-for-service (FFS) and managed care payers.

o The measurement period to identify events for the denominator was January 1, 2018 -
December 15, 2018.

o Data was representative of nine states across the United States (U.S.): one Northeastern state,
two Midwestern states, four Southern states, two Western states. The states were blinded to
protect confidentiality. 52,351 beneficiaries with at least one detoxification episode during the
year were identified from this testing cohort. (Link to Table 1.)

9. Assess the results of reliability testing

Testing attachment, section 2a2.3

e Average signal-to-noise reliability was 0.996 for the seven-day continuity rate and ranged from
0.991 to 0.999; for the 14-day continuity rate it was 0.995, ranging from 0.990 to 0.999.

o The developer states that this represents high signal-to-noise reliability.

o The developer also assumes that the finding of high reliability is supported by large sample
sizes at the state level. The average number medically managed withdrawal episodes was
8,425 (ranging from 2,545 to 30,157), and the average number of beneficiaries receiving
continuity of care within 14 days of discharge from a medically managed withdrawal
program was 3,986 (ranging from 634 to 15,875).

e Intheir 2016 submission, the developer found that the average reliability score for both the
seven- and 14-day continuity rates was 0.98 across states with a range from 0.98 to 0.99.

o For the seven-day alone average reliability was 0.99 (range of 0.99-0.99) and for the 14-
day alone average reliability was 0.99 (range of 0.98-0.99).

o In 2016 the developer also used a Spearman rank correlation to compare consecutive
pairs of quarters (Q1 vs. Q2, etc.) and demonstrated that the measure was consistent
across the measurement year for both continuity rates (p<0.001 for all pairwise
correlation coefficients).

10. 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
Yes

LI No
L] Not applicable (score-level testing was not performed)
11. Was the method described and appropriate for assessing the reliability of ALL critical data elements?
L] Yes 0 No Not applicable (patient/encounter level testing was not performed)
12. OVERALL RATING 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)
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13.

[] Moderate (NOTE: Moderate is the highest eligible rating if score-level testing has not been
conducted)

] Low (NOTE: Should rate LOW if you believe specifications are NOT precise, unambiguous, and
complete or if testing methods/results are not adequate)

L] Insufficient (NOTE: Should rate INSUFFICIENT if you believe you do not have the information you
need to make a rating decision)

Briefly explain rationale for the rating of OVERALL RATING OF RELIABILITY and any concerns you may
have with the approach to demonstrating reliability.

e Specifications are precise (Box 1) -> Empirical testing using the measure as specified (Box 2) -> Testing
conducted at the accountable entity level (Box 4) -> Testing method is appropriate (signal-to-noise)
(Box 5) -> Based on the reliability statistic and scope of testing, there is high certainty the measure is
reliable (Box 6a) -> Rate as HIGH

VALIDITY: TESTING

14.

15.

16.

17.

Did the developer conduct new validity testing? Yes [ No
14a. If no, summarize the Standing Committee’s previous feedback:
e [Summary]

14b. If yes, describe any differences between the new and old testing and summarize any relevant
Standing Committee’s feedback from the previous review:

e |n 2016, the developer conducted convergent validity testing by examining the association between
the presence/absence of continuity of care (the construct of the measure, defined as having a follow-
up visit within seven or 14 days after discharge from detox) and presence/absence of a subsequent
overdose treatment or detox readmission.

o The odds of subsequent overdose treatment or readmissions between days 15-90 among
those with continuity of care within 14 days were 0.917 (95% confidence interval (0.863,
0.976).

e In 2021, the developer conducted convergent validity testing by examining the measure’s relationship
to a HEDIS measure, Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or
Dependence (FUA), as well as whether the seven- and 14-day rates were correlated with each other,
hypothesizing positive relationships for both. Details are provided below.

Validity testing level (check all that apply):
X Accountable-Entity Level [ Patient or Encounter-Level [0 Both

NOTE: Empirical validity testing is expected at time of maintenance review; if not possible, justification is
required.

If patient/encounter level validity testing was provided, was the method described and appropriate for
assessing the accuracy of ALL critical data elements? NOTE: Data element validation from the literature is
acceptable.

[ Yes

L] No

Not applicable (patient/encounter level testing was not performed)
Method of establishing validity at the accountable-entity level:
[ Face validity
Empirical validity testing at the accountable-entity level

O N/A (accountable-entity level testing not conducted)
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18. Was the method described and appropriate for assessing conceptually and theoretically sound
hypothesized relationships?

Yes

I No

(] Not applicable (accountable-entity level testing was not performed)
19. Assess the method(s) for establishing validity

Submission document: Testing attachment, section 2b2.2

e As with reliability, testing was conducted using T-MSIS data from January 1, 2018 - December 15,
2018. For the validity analysis, the team calculated the Spearman correlation between NQF #3312 and
related measures for the behavioral health population in the Healthcare Effectiveness Data and
Information Set (HEDIS) from measure year 2018. (Spearman was calculate rather than Pearson
correlations due to the number of states included in the analyses.)

o The developer tested the correlation of NQF #3312 with the HEDIS Follow-Up After Emergency
Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA) measure. They
hypothesized this would be a positive correlation since the two measures address similar care
coordination processes and access to care for shared populations

o The developer also tested whether the seven- and 14-day indicators for NQF #3312 were
correlated with one another. They hypothesized this would be a large and statistically
significant positive correlation.

20. Assess the results(s) for establishing validity
Submission document: Testing attachment, section 2b2.3

e The seven- and 14-day continuity rates for NQF #3312 had a strong positive correlation (r=0.98,
p<0.001).

e The 14-day follow-up had a weak positive correlation with FUA (FUA seven-day follow-up: r=0.31,
p=0.54; 30-day follow-up: r=0.14, p=0.78). The seven-day follow-up also had a weak positive
correlation with FUA (FUA seven-day follow-up: r=0.37, p=0.47; 30-day follow-up: r=0.26, p=0.62).

o The developer asserts that convergent validity with FUA was not statistically significant at
P<0.05 given the smaller sample size. Of the 9 states used for measure testing, only 6 states
had HEDIS FUA Medicaid data available.

VALIDITY: ASSESSMENT OF THREATS TO VALIDITY

21. Please describe any concerns you have with measure exclusions.
e The measure does not use exclusions.

22. Risk Adjustment

22a. Risk-adjustment method
None (only answer Question 20b and 20e) [ Statistical model [ Stratification
[] Other method assessing risk factors (please specify)
22b. If not risk-adjusted, is this supported by either a conceptual rationale or empirical analyses?
LI Yes [ No Not applicable
22c. Social risk adjustment:
22c.1 Are social risk factors included in risk model? [J Yes [1 No [ Notapplicable

22c.2 Conceptual rationale for social risk factors included? [0 Yes [ No
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22c.3 Is there a conceptual relationship between potential social risk factor variables and the measure
focus? L1 Yes [ No
22d.Risk adjustment summary:

22d.1 All of the risk-adjustment variables present at the start of care? [1 Yes [1] No

22d.2 If factors not present at the start of care, do you agree with the rationale provided for inclusion?
1 Yes [ No

22d.3 Is the risk adjustment approach appropriately developed and assessed? [] Yes [ No

22d.4 Do analyses indicate acceptable results (e.g., acceptable discrimination and calibration)
1 Yes [ No

22d.5.Appropriate risk-adjustment strategy included in the measure? [J Yes [] No

22e. Assess the risk-adjustment approach
e [Summary]

23. Please describe any concerns you have regarding the ability to identify meaningful differences in
performance.

For cost/resource use measures, does this measure identify meaningful differences about cost and resource

use between the measured entities?

e The seven-day follow up measure performance rate ranged from 19.96 percent to 52.78 percent with
an average performance of 35.70 percent.

e The 14-day follow up measure performance rate ranged from 24.91 percent to 52.64 percent with an
average performance of 41.01 percent.

® At-test comparing a randomly selected state above the 75th percentile performance and a randomly
selected state below the 25th percentile performance was statistically significant (p<.0001) for both
the seven- and 14-day follow up rates.

e For the seven-day follow-up rate, eight of the nine states included had a performance of less than 50
percent, while six of the nine states had a performance of less than 50 for the 14-day follow-up rate.
None of the states had performance rates above 53 percent and 58 percent for the seven-day and 14-
day follow-up rates, respectively. Beneficiaries dually eligible for both Medicare and Medicaid had

performance rates that were 19 percentage points lower than beneficiaries eligible for Medicaid only,
indicating room for improvement.

24. Please describe any concerns you have regarding comparability of results if multiple data sources or
methods are specified.

e Not applicable.

25. Please describe any concerns you have regarding missing data.
e States were selected based on having sufficient data for inclusion in the analyses. They also examined
the T-MSIS RIF CY18 data to identify states with minimal missing data for the key variables: National
Drug Codes (NDCs) and fill dates, dates of service, Medicaid eligibility and type of service.

e From 2016 submission: Some state specific codes were missing in the analysis. However, states
implementing the measure will likely have less missing data because they will be able to account for
state-specific codes when constructing the measure.

For cost/resource use measures ONLY:
If not cost/resource use measure, please skip to question 25.
26. Are the specifications in alignment with the stated measure intent?

[0 Yes [0 Somewhat [ No (If “Somewhat” or “No”, please explain)
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27. Describe any concerns of threats to validity related to attribution, the costing approach, carve outs, or
truncation (approach to outliers):

28. OVERALL RATING OF VALIDITY taking into account the results and scope of all testing and analysis of
potential threats.

L1 High (NOTE: Can be HIGH only if accountable-entity level testing has been conducted)

Moderate (NOTE: Moderate is the highest eligible rating if accountable-entity level testing has NOT
been conducted)

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

O] Insufficient (NOTE: For instrument-based measures and some composite measures, testing at both
the accountable-entity level and the patient/encounter level is required; if not conducted, should
rate as INSUFFICIENT.)

29. Briefly explain rationale for rating of OVERALL RATING OF VALIDITY and any concerns you may have
with the developers’ approach to demonstrating validity.

Threats to validity were addressed (Box 1) -> Empirical testing was of the measure as specified (Box 2) ->
Empirical testing conducted at the accountable entity level (Box 5) -> Method was appropriate for
assessing hypothesized relationships (Box 6) -> Based on testing results there is moderate certainty that
the measures is valid -> Rate as MODERATE

FOR COMPOSITE MEASURES ONLY: Empirical analyses to support composite construction

30. What is the level of certainty or confidence that the empirical analysis demonstrates that the
component measures add value to the composite and that the aggregation and weighting rules are
consistent with the quality construct?

O High

[J Moderate
U Low

U] Insufficient

31. Briefly explain rationale for rating of EMPIRICAL ANALYSES TO SUPPORT COMPOSITE CONSTRUCTION

e [Summary]

ADDITIONAL RECOMMENDATIONS

32. If you have listed any concerns in this form, do you believe these concerns warrant further discussion by
the multi-stakeholder Standing Committee? If so, please list those concerns below.

e [Summary]
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Developer Submission

Criteria 1: Importance to Measure and Report

Extentto 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 thereis 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

1ma.01. Indicate whether there is new evidence about the measure since the most recent maintenance evaluation. If
yes, please briefly summarize the new evidence, and ensure you have updated entries in the Evidence section as
needed.

[Response Begins]
No
[Response Ends]

Please separate added or updated information from the most recent measure evaluation within each question response
in the Importance to Measure and Report: Evidence section. For example:

2021 Submission:

Updated evidence information here.

2018 Submission:

Evidencefromthe previous submission here.

1a.01. Provide alogic model.

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 easily understood by general, non-technical
audiences. Indicate the structure, process or outcome being measured.

[Response Begins]
2022 Submission

Reduce
readmissions,
healthcare cost
and criminal

Patient follow-up
visit or
prescription
within 7 or 14
days of discharge

Discharge from
medically

Develop

treatment plan
managed

withdrawal
episode

justice
involvement and
improve clinical
and employment
outcomes

and engage in
treatment

2016 Submission

Continuity of care after detox has been low across multiple sites, and therefore, endorsement and implementation of a
measure may be usedfor public reporting to drive quality improvement. The potential benefits of such a measure atthe
clientlevelincludereductionin substance use (McCusker, Bigelow, Luippold, Zorn, & Lewis, 1995; McLellan, Weinstein,
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Shen, Kendig, & Levine, 2005), readmission to detox (Carrieretal.,2011; Ford & Zarate, 2010; Lee et al., 2014; Mark,
Vandivort-Warren, & Montejano, 2006), and criminal justice involvement (Ford & Zarate, 2010). Theimpact on clients
alsoincludeslongertime to readmission and improved employment status (Ford & Zarate, 2010). The benefits to society
include areduction in costs related to criminal activity, and a reduction in healthcare costs as a result of fewer repeat
detoxes (Alexandreetal.,2012; Kertesz, Horton, Friedmann, Saitz, & Samet, 2003; McCollister & French, 2003;
McCollister, French, & Fang, 2010).

Factors thatinfluence the measure are data availability and completeness and systems limitations. The former relates to
the quality of data that reportingentities have available to them for calculating the measure, while the latterrelates to
system capacity and whetherthere is an adequate number of treatment slots to transition patients to as they are
dischargedfrom detox.

The logic model below also shows costs of implementing and costs of maintaining the measure as well as potential
unintended consequences.
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[Response Ends]

1a.02. Select the type of source for the systematicreview of the body of evidence that supports the performance
measure.

A systematic review is a scientific investigation that focuses on a specific question and uses 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 on the available data.

[Response Begins]

Other (specify)

[Other (specify) Please Explain]
2022 Submission
Not applicable. Evidenceis notbased on a systematic review.
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[Response Ends]

If the evidenceis not based on a systematic review, skip to the end of the section and do not complete the repeatable
question groupbelow. If you wish to include more than one systematic review, add additional tables by clicking “Add”
after the final question in the group.

Evidence - Systematic Reviews Table (Repeatable)
Group 1 - Evidence - Systematic Reviews Table

1a.03. Provide the title, author, date, citation (including page number) and URL for the systematicreview.

[Response Begins]
N/A
[Response Ends]

1a.04. Quotethe guideline or recommendation verbatim about the process, structure or intermediate outcome being
measured. If not aguideline, summarize the conclusions from the systematic review.

[Response Begins]

N/A
[Response Ends]

1a.05. Provide the grade assigned to the evidence associated with the recommendation, and include the definition of
the grade.

[Response Begins]
N/A
[Response Ends]

1a.06. Provide all other grades and definitions from the evidence grading system.
[Response Begins]

N/A
[Response Ends]

1a.07. Provide the grade assigned to the recommendation, with definition of the grade.
[Response Begins]

N/A
[Response Ends]

1a.08. Provideall other grades and definitions from the recommendation grading system.

[Response Begins]
N/A
[Response Ends]

1a.09. Detail the quantity(how many studies) and quality (the type of studies) of the evidence.

[Response Begins]
N/A
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[Response Ends]

1a.10. Provide the estimates of benefit, and consistency across studies.

[Response Begins]
N/A
[Response Ends]

1a.11. Indicate what, if any, harms wereidentifiedin the study.

[Response Begins]
N/A
[Response Ends]

1a.12. Identify any new studies conducted since the systematicreview, and indicate whether the new studies change
the conclusions from the systematicreview.

[Response Begins]
N/A
[Response Ends]

1a.13. If source of evidence is NOT from a clinical practice guideline, USPSTF, or systematic review, describe the
evidence on which you are basing the performance measure.

[Response Begins]

2022 Submission

This measure was developedas a result of an extensive environmental scan. In 2016, the team performed an
environmental scan of existing SUD quality measures and those under development, identified the major gapsin SUD
guality measurement, and recommended measure concepts and domains to fill these gaps through developmentand
testing of de novo or adapted measures. The scanincludedatargetedliteraturereview and interviews with key
stakeholders representing states, managed care organizations, researchers, consumers, and providers, to identify the
most promising and meaningful measures for the Medicaid program.

Throughout the process, we were guided by the priorities outlined in the SAMHSA National Behavioral Health Quality
Framework (NBHQF). The NBHQF goals reflect an effort to harmonize and prioritize measures thatreflectthe core
principles of SAMHSA, as well as support the CMS National Quality Strategy.

2016 Submission

This measure is proposedas aresult of an extensive environmental scan. We performedan environmental scan of
existing SUD quality measures and those under development, identified the major gaps in SUD quality measurement, and
recommended measure concepts and domains to fill these gaps through developmentand testing of de novo or adapted
measures. The scan included a targeted literature review and interviews with key stakeholders representing states,
managed care organizations, researchers, consumers, and providers, to identify the most promising and meaningful
measures for the Medicaid program.

Throughoutthe process, we were guided by the priorities outlinedin the SAMHSA National Behavioral Health Quality
Framework (NBHQF). The NBHQF goals reflect an effort to harmonize and prioritize measures that reflect the core principles
of SAMHSA, as well as support the CMS National Quality Strategy.

SAMHSA (2015a). National Behavioral HealthQuality Framework. Retrieved December 9, 2015, from https://
www.SAMHSA.gov

[Response Ends]

1a.14. Briefly synthesize the evidence that supports the measure.
[Response Begins]

2022 Submission
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Not getting patients into treatment after detox is a missed opportunity to connect themto the treatment system and
studies show that having continuity of care after detoxis associated with the better outcomes of longer time to repeat
detox and fewer detoxreadmissions. Research supports the need forindividuals with SUD to not only receive timely
follow-up carefollowing medicallymanagedwithdrawal, but also to stabilize or cease usingthe substance(s) and engage
in ongoing treatmentto preventrelapse (NIDA, 2018a; Proctor & Herschman, 2014). Individuals whoreceive timely
follow-up care may be more likelyto complete treatment or receive more days of treatment than those who leave care
prematurely (Proctor & Herschman, 2014). Patients who entered treatment within three days of inpatient detox
discharge were less likely to have repeat crisis detox visits than those who did not enter treatment (Carrieretal., 2011).
Another study(Leeetal., 2014), using administrative data from five states foundthat patients who entered treatment
with 14-days of detox discharge were less likely to be readmitted to detoxand that continuity of care was particularly
effectivein reducing readmissions to another detox that was not followed with treatment. Adults who receive at least
one treatment service within 14 days of detox and two additional services in the next 30 days have a lower hazard of
having a detoxificationadmissionoverayear (Acevedoetal., 2015).

Improved employment status, reduced criminal activity, and longer periodsof abstinence have also been found in
patients who had continuity of care after detox (Ford & Zarate, 2010). Those who entered treatment after detox were
over four times as likely to being employed within three monthsof discharge as well as fewer arrests and fewer daysin
jail. Furthermore, patients who are followed up with treatment after detox have lower odds of 2-year mortality (Schmidt
etal.,, 2017). In spite of the support that continuity of care within a short window of time after leaving detox is related to
better outcomes, many do not continue onto care (Carrier etal.,2011; Acevedo etal., 2015).

Additionally, substance use disorders have a significant impact on the United States’ economy, exceeding $400 billion
annually (NIDA, 2017). For every dollar invested in addictiontreatment programs such as follow-up after detoxification,
between S4and S7 aredirectly returned in decreased drug-related crime, criminal justice costs and theft (NIDA, 2018b).
2016 Submission

Not getting patients into treatment after detox is a missed opportunity to connect themto the treatment systemand
studies show that having continuity of care after detoxis associated with the better outcomes of longer time to repeat
detox and fewer detoxreadmissions. Individuals who experience detoxification not followed by rehabilitative treatment
are likely to relapse to substance use, which may resultin readmission to another detox(McLellan etal., 2005). Patients
who enteredtreatment within three days of inpatient detoxdischarge wereless likely to have repeat crisis detox visits
than those who did notenter treatment (Carrieretal., 2011). Another study(Leeetal.,2014) using administrative data
from five states found that patients who entered treatment with 14-days of detoxdischarge wereless likely to be
readmitted to detox and that continuity of care was particularly effective in reducing readmissions to another detox that
was not followed with treatment. A longer period of time between detox admissions is generally viewed as a better
outcome, sinceitindicates thatthe individual is experiencing a longer period before a relapse occurs. Several studies
have reportedthat time to readmissionwas longer whenthe client continuedto treatment after detox (Mark et al., 2006;
Thakur, Hoff, Druss, & Catalanotto, 1998).

Improved employment status, reduced criminal activity, and longer periodsof abstinence have also been found in
patients who had continuity of care after detox (Ford & Zarate, 2010). Those who entered treatment after detox were
over four times as likely to being employed within three monthsof discharge as well as fewer arrests and fewer daysin
jail. Furthermore, patients who are followed up with treatment after detox have lower ratesof drug use at follow-up
(McCuskeretal.,1995). In spite of the support that continuity of care within a short window of time after leaving detox is
related to better outcomes, many do not continue ontocare (Campbelletal.,2010; Carrier etal.,2011; Carroll, Triplett, &
Mondimore, 2009; Mark, Dilonardo, Chalk, & Coffey, 2003; Mark et al., 2006; Stein, Kogan, & Sorbero, 2009).

[Response Ends]

1a.15. Detail the process usedto identify the evidence.

[Response Begins]

2022 Submission

PubMed searches were conducted using keywords: detox, withdrawal management, continuity of care, and outcomes. In
addition, titles of key articlesor author names were entered into Google Scholar to identify related articles.

In addition, atechnical expert panel (TEP) was convenedto discuss development of this measure on April 18,2016, April
20,2016, and September21,2016. The members of the panel advised as to which measures, from alist of measures that
were found throughan environmental scan as filling a measurement gap, they perceived to be important to develop and
test. The TEP rated the continuity of care after detox measure high priority for development.

2016 Submission
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PubMed searches were conducted using keywords: detox, withdrawal management, continuity of care, and outcomes. In
addition, titles of key articlesor author names were entered into Google Scholar to identify related articles.

In addition, atechnical expert panel (TEP) was convenedto discuss development of this measure on April 18,2016, April
20,2016, and September21,2016. The members of the panel advisedas to which measures, from a list of measures that
were found throughan environmental scan as filling a measurement gap, they perceivedto be important to develop and
test. The TEP rated the continuity of care after detox measure high priority for development.

[Response Ends]

1a.16. Provide the citation(s) for the evidence.

[Response Begins]
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[Response Ends]

1b.01.Briefly explain the rationale for this measure.

Explain how the measure will improve the quality of care, and list the benefits orimprovements in quality envisioned by
use of this measure.

[Response Begins]

There is general agreement that continuity of care should occur within a shorttime after discharge from detox (American
Society of Addiction Medicine, 2014). By reportingboth a 7- and 14-dayfollow-up timeframe, the measure balances
clinical best practice thinking while recognizing the system’s capacity limitations that could cause longer than optimal
follow-up timeframes.

[Response Ends]

1b.02.Provide performance scores on the measure as specified (current and overtime) at the specified level of
analysis.

Include mean, std dev, min, max, interquartile range, and 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 (4b) under Usability and Use.

[Response Begins]

The measure was tested using the Transformed Medicaid Statistical Information System (T-MSIS) data and Medicare Part
A, B, Cand D claims data from calendar year 2018. Nine states representinga cross sectionof US regions (1 Northeast, 2
Midwest, 4 South, 2 West), were usedfor measuretesting: State 1 South, State 2 South, State 3 Midwest, State 4
Midwest, State 5 West, State 6 West, State 7 Northeast, State 8 South, and State 9 South. These states have been blinded
to protect confidentiality.
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For the 9 states used in measuretesting, there were 52,351 beneficiaries who had 75,830 discharges froma medically
managed withdrawal program (denominator) during the measure period (January 1, 2018 through December 15, 2018).
Beneficiaries who receivedfollow-up within 14 days or 7 days of discharge are compliant for this measure.

The number of beneficiaries, number of medically managed withdrawal episodes (denominator), the 14-day measure
performancerate and 7-day measure performance rates overall and for each state are shown below. State-level 14-day
measure performance ratesranged from 24.9%to 57.1%, and 7-day measure performance ratesranged from 19.9% to
52.8%.

Overall (Nine States)

Number of beneficiaries: 52,351

Number of medically managed withdrawal episodes (denominator): 75,830

14-day Performance Rate

Overall (Nine States)

Weighted* mean performancerate:47.30%

Unweighted mean performancerate:41.01%

Standard deviation: 11.78%

Minimum: 24.91%

10th percentile: 26.27%

25th percentile:34.50%

50th percentile:41.00%

75th percentile:52.64%

90th percentile:54.21%

Maximum: 57.11%

IQR:18.14

*Weighted average across states by denominator (number of medically managed withdrawal episodes)

7-Day Performance Rate

Overall (Nine States)

Weighted* meanperformancerate:42.32%

Unweighted mean performancerate:35.70%

Standard deviation: 12.29%

Minimum: 19.96%

10th percentile:21.46%

25th percentile: 27.85%

50th percentile:33.86%

75th percentile:47.94%

90th percentile:50.27%

Maximum: 52.78%

IQR: 20.09

*Weighted average across states by denominator (number of medically managed withdrawal episodes)

The number of beneficiaries, number of medically managed withdrawalepisodes (denominator), the 14-dayand 7-day
performanceratesand their 95% confidence intervals (95% Cl) are shownbelow.

State 1 South:

-Number of beneficiaries: 2,803

-Number of medically managed withdrawal episodes (denominator): 4,780

-14-day Performancerate:34.50%.95% Cl: 33.15%, 35.85%

- 7-day Performance rate: 28.22%.95% Cl: 26.95%, 29.50%

State 2 South:

-Number of beneficiaries: 3,665

-Number of medically managed withdrawal episodes (denominator): 4,598

-14-day Performancerate:57.11%.95% Cl: 55.68%, 58.54%

- 7-day Performance rate:52.78%.95% Cl: 51.34%, 54.23%

State 3 Midwest:

-Number of beneficiaries: 11,271

-Number of medically managed withdrawal episodes (denominator): 15,765

-14-day Performancerate:53.49%.95% Cl: 52.71%, 54.26%

- 7-day Performance rate: 49.64%.95% Cl: 48.85%, 50.42%

State 4 Midwest:

-Number of beneficiaries: 1,599
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-Number of medically managed withdrawal episodes (denominator): 2,000

-14-day Performancerate: 34.65%.95% Cl: 32.56%, 36.74%

- 7-day Performance rate: 27.85%. 95% Cl: 25.89%, 29.81%

State 5 West:

-Number of beneficiaries: 1,233

-Number of medically managed withdrawal episodes (denominator): 2,545

-14-day Performancerate: 24.91%.95% Cl: 23.23%, 26.59%

- 7-day Performance rate: 19.96%.95% Cl: 18.41%, 21.51%

State 6 West:

-Number of beneficiaries: 6,292

-Number of medically managed withdrawal episodes (denominator): 9,449

-14-day Performancerate: 41.00%.95% Cl: 40.01%, 41.99%

- 7-day Performance rate: 33.86%. 95% Cl: 32.90%, 34.81%

State 7 Northeast:

-Number of beneficiaries: 20,596

-Number of medically managed withdrawal episodes (denominator): 30,157

-14-day Performancerate:52.64%.95% Cl: 52.08%, 53.20%

- 7-day Performance rate: 47.94%. 95% Cl: 47.38%, 48.50%

State 8 South:

-Number of beneficiaries: 3,223

-Number of medically managed withdrawal episodes (denominator): 4,558

-14-day Performancerate:26.61%.95% Cl: 25.33%, 27.90%

- 7-day Performance rate: 21.83%. 95% Cl: 20.63%, 23.03%

State 9 South:

-Number of beneficiaries: 1,669

-Number of medically managed withdrawal episodes (denominator): 1,978

-14-day Performancerate:44.19%.95% Cl: 42.00%, 46.37%

- 7-day Performance rate:39.18%. 95% Cl: 37.03%, 41.33%

Data Sources: Transformed Medicaid Statistical Information System (T-MSIS) Analytic files (TAF) Research Identifiable
Files (RIFs): demographic and eligibility (DE), otherservices (OT), inpatient (IP), long-term care (LT) and pharmacy (Rx).
Medicare Advantage (MA) encounter files and Medicare Fee-For-Service files: master beneficiary summary file (MBSF),
carrier, outpatient (OP), inpatient (IP), skilled nursing facility (SNF), MedPAR and prescriptiondrugevent (PDE).

[Response Ends]

1b.03.If no or limited performance data on the measure as specified is reported above, then provide asummary of
datafrom the literature thatindicates opportunity for improvement or overall less than optimal performance on the
specificfocus of measurement. Include citations.

[Response Begins]

Not applicable. Data have been includedin Section 1b.2; these datarepresent continuityrates from9 statesincludedin
testing using T-MSIS TAF RIF datafrom 2018.

[Response Ends]

1b.04.Provide disparities data from the measure as specified (current and over time) by populationgroup, e.g., by
race/ethnicity, gender, age, insurance status, socioeconomic status, and/or disability.

Describe the data source including number of measured entities; number of patients; dates of data; if a sample,
characteristics of the entities included. Include mean, std dev, min, max, interquartile range, and scores by decile. For
measures thatshow high levels of performance, i.e., “topped out”, disparities data may demonstrate an opportunity for
improvement/qgap in care for certain sub-populations. This information also will be used to address the sub-criterion on
improvement (4b) under Usability and Use.

[Response Begins]
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During measuretesting, the 14-day and 7-day measure performance rates were stratified by age group, race/ethnicity,
dual eligibility for Medicare and Medicaid, gender, and Medicaid eligibility category. Disparities by these characteristics
were similar for the 14-dayand 7-day performance rates.
Measure performance forthe 9 states, stratified by age group
Age 18-24 years
-Number of beneficiaries: 3,980
-Number of medically managed withdrawal episodes (denominator): 5,850
-14-day performancerate:48.02%
-7-day performancerate:43.21%
Age 25-44 years
-Number of beneficiaries: 31,008
-Number of medically managed withdrawal episodes (denominator): 45,528
-14-day performancerate:49.24%
-7-day performancerate:44.31%
Age 45—64 years
-Number of beneficiaries: 17,363
-Number of medically managed withdrawal episodes (denominator): 24,452
-14-day performancerate:43.52%
-7-day performancerate: 38.40%
Measure performance rates for the 9 states, stratified by race /ethnicity
White non-Hispanic
-Number of beneficiaries: 33,731
-Number of medically managed withdrawal episodes (denominator): 49,499
-14-day performance rate: 48.91%
-7-day performancerate:43.83%
Black non-Hispanic
-Number of beneficiaries: 9,242
-Number of medically managed withdrawal episodes (denominator): 12,485
-14-day performancerate: 48.27%
-7-day performancerate: 44.04%
Hispanic/Latino
-Number of beneficiaries: 5,256
-Number of medically managed withdrawal episodes (denominator): 7,829
-14-day performancerate:41.17%
-7-day performancerate:35.51%
Other or Unknownrace and ethnicity:
-Number of beneficiaries: 4,122
-Number of medically managed withdrawal episodes (denominator): 6,017
-14-day performancerate:40.02%
-7-day performancerate:35.22%
Measure performance forthe 9 states, stratified by gender
Male
-Number of beneficiaries: 20,290
-Number of medically managed withdrawal episodes (denominator): 28,236
-14-day performancerate: 48.58%
-7-day performancerate: 43.40%
Female
-Number of beneficiaries: 32,061
-Number of medically managed withdrawal episodes (denominator): 47,594
-14-day performancerate: 46.54%
-7-day performancerate:41.68%
Measure performance forthe 9 states, stratified by dual eligibility for Medicare and Medicaid
Medicaid only (Non-dual)
-Number of beneficiaries: 45,728
-Number of medically managed withdrawal e pisodes (denominator): 66,543
-14-day performancerate:49.67%
-7-day performancerate: 44.70%
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Dual eligible
-Number of beneficiaries: 6,623
-Number of medically managed withdrawal episodes (denominator): 9,287
-14-day performancerate:30.38%
-7-day performancerate:25.24%

Measure performance forthe 9 states, stratified by Medicaid eligibility category.

Adult
-Number of beneficiaries: 38,534
-Number of medically managed withdrawal episodes (denominator): 56,287
-14-day performancerate:50.66%
-7-day performancerate:45.68%
Disabled
-Number of beneficiaries: 13,089
-Number of medically managed withdrawal episodes (denominator): 18,293
-14-day performancerate:37.61%
-7-day performancerate:32.73%
All other groups(CHIP, Child, Unknown)
-Number of beneficiaries: 850
-Number of medically managed withdrawal e pisodes (denominator): 1,250
-14-day performance rate:38.00%
-7-day performancerate:31.28%

Data Sources: Transformed Medicaid Statistical Information System (T-MSIS) Analytic files (TAF) Research Identifiable
Files (RIFs): demographic and eligibility (DE), other services (OT), inpatient (IP), long-term care (LT) and pharmacy (Rx).
Medicare Advantage (MA) encounter files and Medicare Fee-For-Servicefiles: master beneficiary summary file (MBSF),
carrier, outpatient (OP), inpatient (IP), skilled nursing facility (SNF), MedPAR and prescriptiondrugevent (PDE).

[Response Ends]

1b.05.1f no or limited data on disparities from the measure as specified is reported above, then provide asummary of
datafrom the literature that addresses disparities in care on the specific focus of measurement. Include citations. Not

necessary if performance data providedin above.

[Response Begins]
Not applicable. Performance data provided for Question 1b.4.
[Response Ends]
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Criteria 2: Scientific Acceptability of Measure Properties

Extentto 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
criterionand be evaluated against the remaining criteria.

spma.01.Indicate whetherthere are changes to the specifications since the last updates/submission. If yes, update the
specifications in the Measure Specifications section of the Measure Submission Form, and explain your reasoning for
the changes below.

[Response Begins]
No
[Response Ends]

spma.02. Briefly describe any important changes to the measure specifications since the last measure update and
provide arationale.

For annual updates, please explain how the change in specifications affects the measure results. If a material change in
specification is identified, datafrom re-testing of the measure with the new specifications is required for early
maintenance review.

Forexample, specifications may have been updated based on suggestionsfrom a previous NQF CDPreview.

[Response Begins]
Not applicable
[Response Ends]

sp.01. Provide the measure title.

Measure titles should be concise yet convey who and what is beingmeasured (see What Good Looks Like).

[Response Begins]
Continuity of Care After Medically Managed Withdrawalfrom Alcohol and/or Drugs
[Response Ends]

sp.02. Provide a brief description of the measure.

Including type of score, measure focus, target population, timeframe, (e.qg., Percentage of adult patients aged 18-75 years
receiving one or more HbA1ctests peryear).

[Response Begins]

Percentage of discharges from a medically managed withdrawal e pisode for adult Medicaid Beneficiaries, age 18-64, that
was followed by atreatment service for substance use disorder (including the prescription or receipt of a medicationto
treata substance use disorder (pharmacotherapy) within 7 or 14 days after discharge). This measureis reported across all
medically managedwithdrawalsettings.

[Response Ends]

sp.04. Check all the clinical condition/topicareas that apply to your measure, below.

Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and request thatyou instead select one of the other answer options as they apply to your measure.
Please do not select:

e Surgery: General
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[Response Begins]
Behavioral Health: Alcohol, Substance Use/Abuse
Other (specify)

[Other (specify) Please Explain]
Home and Community-Based Services, including older adults, persons with a physical disability, persons with an
intellectual or developmental disability (ID/DD), personswith an acquiredbrain injury (ABI), and persons with mental
health or substance use disorders (MH/SUD).

[Response Ends]

sp.05. Check all the non-condition specific measure domain areas that apply to your measure, below.

[Response Begins]
Care Coordination
[Response Ends]

sp.06. Select one or more target population categories.

Select only those target populations which can be stratified in the reporting of the measure'sresult.
Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they apply to your measure.
Please do not select:
e Populations at Risk: Populations at Risk

[Response Begins]

Adults (Age >=18)

Populations at Risk: Dual eligible beneficiaries of Medicare and Medicaid
Populations at Risk: Populations at Risk

[Response Ends]

sp.07. Select the levels of analysis that apply to your measure.

Check ONLY the levels of analysis for which the measure is SPECIFIED and TESTED.
Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they apply to your measure.
Please do not select:
e Clinician: Clinician
e Population: Population

[Response Begins]

Population: Population
Population: Regional and State
[Response Ends]

sp.08. Indicate the care settings that apply to your measure.

Check ONLY the settings for which the measure is SPECIFIED and TESTED.
[Response Begins]

Inpatient/Hospital

Outpatient Services

[Response Ends]

sp.09. Provide a URL link to aweb page specific for this measure that contains current detailed specifications including
code lists, risk model details, and supplemental materials.
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Do notentera URL linking to a home page or to general information. If no URL is available, indicate “none available".

[Response Begins]
https://www.medicaid.gov/state-resource-center/innovation-accelerator-program/iap-downloads/functional-
areas/techspecsmanual-ngf-3312.pdf

[Response Ends]

sp.11. Attach the datadictionary, code table, or value sets (and risk model codes and coefficients when applicable).
Excelformats (.xlIsx or .csv) are preferred.

Attach an excel orcsv file; if this poses an issue, contact staff. Provide descriptors for any codes. Use one file with multiple
worksheets, if needed.
[Response Begins]
Available in attached Excel or csvfile
[Response Ends]

Attachment: 3312_NQF-3312_Value_Sets.xIsx.xlsx
sp.12. Statethe numerator.

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 forthe measure.

[Response Begins]

Dischargesin the denominator who have an inpatient, intensive outpatient, partial hospitalization, outpatient visit,
residential, ordrug prescription or procedure within 7 or 14 days after discharge from an inpatient hospital, residential
addiction program, or ambulatory medically managed withdrawal.

[Response Ends]

sp.13. Provide details needed to calculate the numerator.

Allinformation requiredto identify and calculate the cases from the target population with the target process, condition,
event, or outcome such as definitions, time period fordata 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 Excel orcsv file in required
formatatsp.11.

[Response Begins]

The numerator includes individuals with any of the following within 14 days after discharge from medically managed
withdrawal:

¢ Pharmacotherapy on day of discharge throughday 7 or 14.

¢ Qutpatient, intensive outpatient, partial hospitalization, or residential treatment procedure with a diagnosis of SUD on
the day after discharge throughday 7 or 14.

¢ Qutpatient, intensive outpatient, partial hospitalization, or residential treatment with standalone SUD procedure on the
day after discharge through day 7 or 14.

¢ Inpatientadmission with an SUD diagnosis or procedure code on day after discharge through day 7 or 14.

¢ Long-term care institutional claims with an SUD diagnosis on day after discharge through day 7 or 14.

If an overdose diagnosis code appears on the same outpatient or inpatient claim thatis being viewed as follow-up, that
claim does not qualify as follow-up.

SUD diagnoses are usedto identify procedures connectedto SUD diagnoses. SUD diagnoses are identified through ICD-10
codes (availablein the attached value set: NQF 3312—Tab 3). Procedures are defined using a combination of Healthcare
Common Procedure Coding System (HCPCS) codes, Uniform Billing (UB) Revenue Codes and ICD-10 procedure codes
(available in the attached value sets: NQF 3312—Tabs 4-8).
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Pharmacotherapy includesnaltrexone (short or long acting), acamprosate, or disulfiram foralcohol dependence
treatmentand buprenorphine for opioid dependence treatment, as well HCPCS codes to identify procedures related to
injecting drugs (e.g., long-acting injectable naltrexone) (availablein the attached value sets: NQF 3312—Tabs 9—-10).
Code lists for this measure arein the attached value sets. States may need to adapt the list of codes to include state-
specific codes.

[Response Ends]

sp.14. Statethedenominator.

Brief, narrative description of the target population being measured.

[Response Begins]

Adult Medicaid beneficiary discharges from medically managed withdrawal from January 1 to December 15 of the
measurementyear.

[Response Ends]

sp.15. Provide details needed to calculate the denominator.

Allinformation requiredto 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 Excel or csv file in required
formatatsp.11.

[Response Begins]

Measure datais reported annually (12 months). To account for the 14-daytime period after discharge from medically
managed withdrawal, the denominator period starts January 1 and ends December 15 of the measurementyear.
Eligible populationmeets the following conditions:

* Medicaid beneficiaries aged 18-64 with at least one discharge from medically managed withdrawal during the year
January 1to December15.

¢ Enrolled in Medicaid during the monthof discharge medically managedwithdrawal and the following month.

The denominatoris based on discharges, notindividual beneficiaries. A beneficiary may have more than one qualifying
medically managed withdrawalepisode.

The location of medically managed withdrawal can include hospital inpatient, inpatient residential addiction, other
stayover treatment, and ambulatory medically managed withdrawal. Medically managed withdrawal is identified using a
combination of HCPCScodes, UB Revenue Codes, and ICD-10 procedure codes. A list of codes to identify medically
managed withdrawal is posted in the value sets: Table NQF 3312—Tabs 1-2. States will likely need to modify the
specifications to include their state-specific codes.

[Response Ends]

sp.16. Describe the denominator exclusions.

Brief narrative description of exclusions from the target population.

[Response Begins]
Not applicable: the measure does not have denominator exclusions.
[Response Ends]

sp.17. Provide details needed to calculate the denominatorexclusions.

Allinformation requiredto identify and calculate exclusions from the denominator such as definitions, time period for data
collection, specificdata collection items/responses, code/value sets — Note: lists of individual codes with descriptors that
exceed 1 page shouldbe provided in an Excel or csv file in required formatatsp.11.
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[Response Begins]
Not applicable: the measure does not have denominatorexclusions.
[Response Ends]

sp.18. Provide all information required to stratify the measureresults, if necessary.

Include 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 in the
Data Dictionary field.

[Response Begins]
Not applicable
[Response Ends]

sp.19. Select therisk adjustment type.

Select type. Provide specifications for risk stratification and/or risk models in the Scientific Acceptability section.
[Response Begins]

No risk adjustment or risk stratification

[Response Ends]

sp.20. Select the mostrelevanttype of score.

Attachment: If available, please provide a sample report.
[Response Begins]

Rate/proportion

[Response Ends]

sp.21. Select the appropriate interpretation of the measure score.

Classifies interpretation of score according to whether better quality or resource use is associated with a higher score, a
lowerscore, a score falling within a definedinterval, ora passing score

[Response Begins]

Better quality = Higherscore

[Response Ends]

sp.22. Diagram or describe the calculation of the measure score as an ordered sequence of steps.

Identify the target population; exclusions; cases meeting the target process, condition, event, or outcome; time period of
data, aggregating data; risk adjustment; etc.

[Response Begins]

The following step are used to identify the denominator, numerator, and calculation of the measurerate:

Step 1: Identify denominator

* Step 1A: Eligible population: Identify Medicaid beneficiariesages 18—64 who have any medically managed withdrawal in
inpatient hospital, residential addictiontreatment program, or ambulatory medically managed withdrawal from January 1
to December 15 of the measurementyear and are enrolledthe month of medically managed withdrawal and the
following month. Age is calculated as of January 1 of the measurement year.

¢ Step 1B: Among the Medicaid beneficiariesin Step 1A, identifyall discharges from medically managed withdrawal using
all inpatient, outpatient, and ambulatory claims files or tables that contain HCPCSor ICD-10 procedure codes and UB
revenue codes (see NQF 3312—Tab 1-2 for codelists). If more than one discharge from medically managed withdrawal in
a year, treateach discharge from medically managed withdrawal as a separate episode, e.g., an inpatient hospital
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medically managedwithdrawalin January and an ambulatory medically managed withdrawal in July counts as two
episodes.

o Step 1B.1: Multiple medically managed withdrawal claims that are up to 2 days apartare combinedinto asingle
episode. Sortthe inpatient, outpatient, and ambulatory discharge from medically managed withdrawals by Beneficiary ID
and service dates to ensure the discharges from these multiple data sources are in chronological order. Then combine
claims thatare up to 2 days apartwhile retaining all clinical fields from each episode.

¢ Step 1C: Identify appropriate location of medically managed withdrawal services: hospital inpatient, inpatient
residential addiction, outpatient residential outpatient addiction, other stayover treatment, and ambulatory medically
managed withdrawal. Use HCPCS medically managed withdrawal procedure codes to assigh medically managed
withdrawal location whenever possible; revenue center medically managed withdrawal will map to the hospital inpatient
location when the revenue codes appear on an inpatient claim or table (see attached value set: NQF 3312—Tab 2).
Revenue center medically managed withdrawal will map to other stayover treatment whenthe revenue codes appear on
a non-inpatientclaim. If there is more than 1 medically managed withdrawal location when episodes are combined,
assign the location using the first claim’s location. If thereis a tie between a medically managed withdrawal episode
beingidentified viarevenue center codes and a more specific category using HCPCS on the same claim, the HCPCS
location prevails.

Step 2: Identify numerator

¢ Step 2A: Fromthe denominatorin Step 1B, identify those discharges from medically managed withdrawal in any setting
with a qualifying continuity service within 7 or 14 days after discharge.

o Step 2A.1: Identify SUD continuity services: Continuity services are assigned using clinical claims billing information
(e.g., diagnosis, procedure, revenue codes; see attachedvalue sets NQF 3312 — Tab 2-8). The measure includes all claims
files or datatables that contain clinical fields (e.g., inpatient hospital, outpatient, other ambulatory, and long-term care).
SUD diagnoses can be in any position— primary or secondary —for continuity services. Since multiple claims files or tables
could each contain a continuity claim, this calls for creatingcontinuity variables separately withineachfile type or table,
sorting the files or tables by beneficiary ID and service dates, then putting them together in order to assign the set of
variablesthatare “First” to occurrelative to the medically managed withdrawal e pisode discharge date. Continuity
services have to occurthe day afterdischarge throughday 7 or 14.

o Step 2A.2: Identify pharmacotherapy which may occurin multiple files or tables (see attachedvalue sets: NQF 3312 —
Tab 9-10). For example, one claims file or data source may contain injectables, another claims file or table data source
may contain oral medications. Consequently, pharmacotherapyvariables are created separatelyin each source, the data
sources arethen sorted by beneficiaryID and service dates, then multiple pharmacotherapydata sourcesare put
together so they will be in chronological orderto assign “First” variables. Pharmacotherapy services could be provided on
the same day as the discharge from medically managed withdrawal throughday 7 or 14.

o Step 2A.3: Co-occurring events: Emergency department visits, evenwith an SUD diagnosis, do not count as continuity.
Also, other continuity services, e.g., an outpatient visit that occur on the same day as an emergencydepartment visit with
an SUD diagnosis do not count as continuity. If an overdose diagnosis code appears on the same claim as the continuity
service, then the service does not count as continuity. If an inpatient continuity claim has an emergency department visit
meaning thatthe beneficiary was admitted throughthe emergencydepartment, itis allowed to remain a continuity
service.

Step 3: Calculate rate

¢ Step 3A: Calculate the overall 7- or 14-day continuity rates by dividing the number of discharges with a qualifying
continuity service (Step 2A) by the denominator (Step 1B).

e Step 3B: Calculate the rates separately for each medically managed withdrawal location by dividing the respective
number of discharges by each location with a qualifying continuityservice (Step 2A) by the denominator (Step 1C).

[Response Ends]

sp.25. If measureis based on asample, provide instructions for obtaining the sample and guidance on minimum
sample size.
[Response Begins]

Not applicable; this measure does not use asample.
[Response Ends]

sp.28. Select only the data sources for which the measure is specified.
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[Response Begins]
Claims
[Response Ends]

sp.29. Identify the specific data source or data collection instrument.

Forexample, provide the name of the database, clinical registry, collection instrument, etc., and describe how data are
collected.

[Response Begins]

We used the Transformed Medicaid Statistical Information System (T-MSIS) Analytic Files (TAFs) ResearchIdentifiable
Files (RIFs) which contains beneficiary, service utilization, administrative claims, and expenditure data for the Medicaid
population, including those coveredthrough both fee-for-service (FFS) and managedcare payers. The Medicaid T-MSIS
TAF RIFs for calendar year 2018 were used to assess importance, reliabilityand validity: Demographicand Eligibility (DE)
file; Inpatient (IP) file; Other Services (OT)file; Long-Term Care (LT) file; and Pharmacy (RX) file. For beneficiaries dually
enrolledin Medicare [Medicare Advantage (MA) or Medicare Fee-For-Service (FFS)], in additionto the T-MSIS TAF RIFs,
we also used Medicare PartA, B, Cand D administrative claims from the Centerfor Medicare and Medicaid’s Chronic
Conditions Warehouse (CCW): MA encounterand Medicare FFS carrier, outpatient (OP), inpatient (IP), skilled nursing
facility (SNF), MedPARand prescriptiondrug event (PDE) files.

Measure validitywas assessed through NCQA Healthcare Effectiveness Data and Information Set (HEDIS) data from
measure year 2018. HEDIS data are collected from Medicaid Health Management Organizations and Preferred Provider
Organizations via the NCQA Interactive Data Submission System (IDSS) portal.

[Response Ends]

sp.30. Provide the datacollectioninstrument.

[Response Begins]
No data collectioninstrument provided
[Response Ends]

2ma.01. Indicate whether additional empirical reliability testing at the accountable entity level has been conducted. If
yes, please provide results in the following section, Scientific Acceptability: Reliability - Testing. Include information on
all testing conducted (priortesting as well as any new testing).

Please separate added or updated information from the most recent measure evaluation within each question
response in the Scientific Acceptability sections. For example:

Current Submission:

Updated testing information here.

Previous Submission:

Testing from the previous submission here.

[Response Begins]
Yes
[Response Ends]

2ma.02. Indicate whether additional empirical reliability testing at the accountable entity level has been conducted. If
yes, please provide results in the following section, Scientific Acceptability: Validity - Testing. Include information on all
testing conducted (priortesting as well as any new testing).

Please separate added or updated information from the most recent measure evaluation within each question
response in the Scientific Acceptability sections. For example:

Current Submission:

Updated testing information here.

Previous Submission:
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Testing from the previous submission here.

[Response Begins]
Yes
[Response Ends]

2ma.03. For outcome, patient-reported outcome, resource use, cost, and some process measures, risk
adjustment/stratification may be conducted. Did you perform arisk adjustmentor stratification analysis?

[Response Begins]
No
[Response Ends]

2ma.04. For maintenance measures in which risk adjustment/stratification has been performed, indicate whether
additional risk adjustment testing has been conducted since the most recent maintenance evaluation. This may include
updatesto the risk adjustment analysis with additional clinical, demographic, and social risk factors.

Please update the Scientific Acceptability: Validity - Other Threats to Validity section.
Note: This section must be updated evenif social risk factors are not included in the risk adjustment strategy.

[Response Begins]
No additional risk adjustment analysis included
[Response Ends]

Measure testing must demonstrate adequate reliability and validity in orderto be recommendedfor endorsement.
Testing may be conductedfor data elements and/orthe computed measure score. Testing information and results should
be entered in the appropriate fields in the Scientific Acce ptability sections of the Measure Submission Form.

¢ Measures must be tested for all the data sources and levels of analyses that are specified. If thereis more than one set
of data specifications or more than one levelof analysis, contact NQF staff about how to presentall the testing
informationin one form.

¢ Allrequired sections must be completed.

¢ For composites with outcome and resource use measures, Questions 2b.23-2b.37 (Risk Adjustment) also must be
completed.

o If specifiedfor multiple data sources/sets of specifications (e.g., claims and EHRs), Questions 2b.11-2b.13 also must be
completed.

¢ An appendixfor supplemental materials may be submitted (see Question 1 in the Additional section), butthereisno
guarantee it will be reviewed.

¢ Contact NQF staff with any questions. Check for resources at the Submitting Standards webpage.

¢ For information on the most updated guidance on how to address social riskfactors variablesand testing in this form
refer to the release notes for the 2021 Measure Evaluation Criteria and Guidance.

Note: The information provided in this formis intended to aid the Standing Committee and other stakeholdersin
understanding to what degree the testing results for this measure meet NQF’s evaluation criteria for testing.

2a. Reliability testing demonstrates the measure data elements are repeatable, producing the same results a high
proportionof the time whenassessed in the same population in the same time periodand/or thatthe measurescore is
precise. For instrument-based measures (including PRO-PMs) and composite performance measures, reliability should be
demonstratedfor the computed performance score.

2b1. Validity testing demonstratesthat the measure data elements are correctand/or the measure score correctly
reflects the quality of care provided, adequately identifying differences in quality. For instrument based measures
(including PRO-PMs) and composite performance measures, validity should be demonstrated forthe computed
performancescore.

2b2. Exclusions are supported by the clinical evidence and are of sufficient frequencyto warrantinclusion in the
specifications of the measure;
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AND

If patient preference (e.g., informed decision-making) is a basis for exclusion, there must be evidence that the exclusion
impacts performance on the measure; in such cases, the measure must be specifiedso that the informationabout patient
preferenceand the effecton the measureis transparent (e.g., numerator category computed separately, denominator
exclusion categorycomputed separately).

2b3. For outcome measures and other measures when indicated (e.g., resource use):

¢ an evidence-basedrisk-adjustment strategy (e.g., risk models, risk stratification) is specified; is based on patient factors
(includingclinical and social risk factors) that influence the measured outcome and are present at start of care; 14,15 and
has demonstrated adequate discrimination and calibration

OR

e rationale/data support no riskadjustment/ stratification.

2b4. Data analysis of computed measure scores demonstrates that methods for scoring and analysis of the specified
measure allow for identification of statistically significant and practically/clinically meaningful 16 differences in
performance;

OR

there is evidence of overall less-than-optimal performance.

2b5. If multiple data sources/methods are specified, thereis demonstrationthey produce comparable results.

2b6. Analysesidentify the extent and distribution of missing data (or nonresponse) and demonstrate that performance
results are not biased due to systematic missing data (or differences between responders and non-responders) and how
the specifiedhandling of missing data minimizes bias.

2c. For composite performance measures, empirical analyses support the composite construction approach and
demonstrate that:

2cl.the component measures fit the quality construct and add value to the overall composite while achieving the related
objective of parsimony to the extent possible; and

2c2.the aggregationand weighting rules are consistent with the quality construct and rationale while achieving the
related objective of simplicity to the extent possible.

(if notconductedor results not adequate, justification must be submitted and accepted)

Definitions

Reliability testing applies to both the data elements and computed measure score. Examples of reliability testing for data
elementsinclude, butare notlimitedto: inter-rater/abstractor or intra-rater/abstractor studies; internal consistency for
multi-item scales; test-retest for survey items. Reliability testing of the measure score addresses precision of
measurement (e.g., signal-to-noise).

Validity testing applies to both the data elements and computed measure score. Validity testing of data elements
typically analyzes agreement with another authoritative source of the same information. Examples of validity testing of
the measure scoreinclude, butare notlimitedto: testing hypotheses that the measuresscoresindicate quality of care,
e.g., measure scores are different for groups known to have differencesin quality assessed by anothervalid quality
measure or method; correlation of measure scores with anothervalid indicator of quality for the specific topic; or
relationship to conceptually related measures (e.g., scores on process measures to scores on outcome measures). Face
validity of the measure score as a quality indicator may be adequate if accomplished through a systematic and
transparent process, by identified experts, and explicitly addresses whether performance scores resulting fromthe
measure as specified can be usedto distinguish good from poor quality. The degree of consensus and any areas of
disagreement must be provided/discussed.

Examples of evidence thatan exclusion distorts measure results include, butare not limitedto: frequencyof occurrence,
variability of exclusions across providers, and sensitivity analyseswith and without the exclusion.

Patient preferenceis nota clinical exception to eligibility and can be influenced by provider interventions.

Risk factors thatinfluence outcomes should not be specified as exclusions.

With large enough sample sizes, small differences that are statistically significant may or may not be practically or
clinically meaningful. The substantive question may be, for example, whether a statistically significant difference of one
percentage pointin the percentage of patients who received smoking cessation counseling (e.g., 74 percentv. 75
percent) is clinically meaningful; or whether a statistically significant difference of $25 in cost foran episode of care (e.g.,
$5,000v.55,025) is practically meaningful. Measures with overall less-than-optimal performance may not demonstrate
much variability across providers.

Please separate added or updated information from the most recent measure evaluation within each question response
in the Importance to Scientific Acceptability sections. For example:
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2021 Submission:

Updated testing information here.

2018 Submission:

Testing from the previous submissionhere.

2a.01. Select only the data sources for which the measureis tested.

[Response Begins]
Claims
[Response Ends]

2a.02. 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).

[Response Begins]
2021 Submission
The Transformed Medicaid Statistical Information System (T-MSIS) contains beneficiary, service utilization, administrative
claims, and expenditure data for the Medicaid population, including those covered through both fee-for-service (FFS)and
managed care payers. The team used the Transformed Medicaid Statistical Information System (T-MSIS) Analytic Files
(TAF) Research Identifiable Files (RIFs) for calendar year 2018*2 which have beneficiary-level claims and enrollment
data for the Medicaid populationcovered through fee-for-service (FFS) and managed care payers. The measurement
period to identify denominator events (discharge from a medically managed withdrawal program)was January 1, 2018,
through December 15, 2018, which allows for a 7- and 14-day follow-up after the discharge. Among the available T-MSIS
files, the following were accessedto assess importance, reliability, and validity:

e Medicaid Demographicand Eligibility (DE) file; Medicaid Inpatient (IP) file;

e Medicaid OtherServices (OT) file;

e Medicaid Long-Term Care (LT)file;and

e Medicaid Pharmacy(RX) file.
For beneficiaries dually enrolled in Medicare [Medicare Advantage (MA) or Medicare Fee-For-Service (FFS)], in addition to
the T-MSIS TAF RIFs, the following Medicare enroliment data and Part A, B, C and D administrative claims were
accessedto assessimportance, reliability, and validity:

e Medicare Master Beneficiary Summary file (MBSF);

¢ Medicare Outpatient (OP) Encounterfile;

e Medicarelnpatient (IP) Encounter file;

e Medicare Carrier Encounterfile;
Medicare skilled nursing facility (SNF) Encounterfile;
Medicare Inpatient (IP) FFSfile;

e Medicare Outpatient (OP) FFSfile;

e Medicareskilled nursing facility (SNF) FFSfile;

e MedicareCarrier FFSfile;

e Medicare MEDPAR file;and

e MedicarePartD prescription drug event (PDE) file.
For validity analysis, the team calculated the correlation between NQF 3312 and related measures for the behavioral
health population in the Healthcare Effectiveness Data and Information Set (HEDIS). HEDIS data are collected from
Medicaid Health Management Organizationsand Preferred Provider Organizationsvia the NCQA Interactive Data
Submission System (IDSS) portal. The team used HEDIS data from measureyear 2018.
2016 Submission
Medicaid Analytic eXtract (MAX) 2013 and 2014 eligible (EL), inpatient (IP), otherservices (OT), long-term care (LT) and
drug (RX) files. The otherservices file contains facility and individual provider servicesdata. Most notably, it may contain
both residential and other stayoverservice claimsdata as claims are assigned to MAX claims file types based uponthe
category of service provided. The inpatient file only contains inpatient hospital, sterilization, abortion and religious non-
medical health care institution claims.

40



We used the following MAX Medicaidfiles to identify adult Medicaid beneficiaries with discharges from detox
(denominator) and the qualifying substance use treatment services and pharmacotherapy (numerator):

Person Summary (PS): Person-level file, including Medicaid eligibility and demographicinformation

Inpatient (IP): Claims-levelfile, including information on inpatient hospital stays

Long-Term Care (LT): Claims-level file, including information on long-term careinstitutional stays (nursing facilities,
intermediate carefacilities forindividuals with intellectual disabilities, psychiatric hospitals, etc.)

Other Therapy (OT): Claims-level file, including information on use of “other” services, such as home- and community-
based service use

Prescription Drug (RX): Information on drugs and other services provided by a pharmacy

[1] CentersforMedicare& Medicaid Services (2020).2017-2018 Medicaid and CHIP datanow available. Centers
for Medicare & Medicaid ServicesResearch Data and Assistance Center. Accessed from https://www.resdac.org/cms-
news/2017-2018-medicaid-and-chip-data-now-available.

[2] CentersforMedicare& Medicaid Services (2020) Data file search. Centersfor Medicare & MedicaidServices
Research Data and Assistance Center. Accessed from https://www.resdac.org/cms-data?tid 1%5B%5D=2.

[Response Ends]

2a.03. Provide the dates of the datausedin testing.

Use the following format: “MM-DD-YYYY - MM-DD-YYYY”

[Response Begins]
2021 Submission
01-01-2018-12-31-2018

[Response Ends]

2a.04. Select thelevels of analysis for which the measure is tested.

Testing must be provided for all the levels specified and intended for measure implementation, e.g., individualclinician,
hospital, health plan.
Please refrain from selecting the following answer option(s). We are in the process of phasing out these answer options
and requestthatyou instead select one of the other answer options as they apply to your measure.
Please do not select:

e Clinician: Clinician

e Population: Population

[Response Begins]
Population: Regional and State
[Response Ends]

2a.05. Listthe measured entities includedin the testing and analysis (by level of analysis and data source).

Identify the number and descriptive characteristics of measured entities includedin the analysis (e.qg., size, location, type);
if asample was used, describe how entities were selected forinclusion in the sample.

[Response Begins]

2021 Submission

Nine states representing a cross section of US regions (1 Northeast, 2 Midwest, 4 South, 2 West) were used formeasure
testing: State 1 South, State 2 South, State 3 Midwest, State 4 Midwest, State 5 West, State 6 West, State 7 Northeast,
State 8 South, and State 9 South. These states have been blinded to protect confidentiality.

2016 Submission

We included 14 states in measure testing: State A, State B, State C, State 3, State 4, State 4, State D, State E, State F, State
7, State G, State 8, State H, State |, and State J.
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[Response Ends]

2a.06. Identify the numberand descriptive characteristics of patients included in the analysis (e.g., age, sex, race,
diagnosis), separated by level of analysis and data source; if a sample was used, describe how patients were selected
for inclusion in the sample.

If there is @ minimum case count used for testing, that minimum must be reflected in the specifications.

[Response Begins]
2021 Submission
Included in the testingand analyses were 52,351 beneficiaries with at least one detoxification episode during the year.
Table 1 shows the overall number and percent distribution by Medicaid beneficiary category, age, gender, and
race/ethnicity for all states.
Table 1. Number and Percentage of Medicaid Beneficiaries in the Eligible Population for NQF 3312, and Number of
Medically Managed Withdrawal Episodes Overall and by Key Demographic Characteristics

* Overall (9 States) *
* Number of Beneficiaries Percentage of Beneficiaries

Overall 52,351 *
Dually eligible for Medicare * *
Medicaid only (Non-Dual) 45,728 87.3
Dual-eligible 6,623 12.7

Age,years * *
18-24 3,980 7.6
25-44 31,008 59.2
45-64 17,363 33.2

Gender * *
Male 20,290 38.8
Female 32,061 61.2

Race and ethnicity * *
Black 9,242 17.7
Hispanic 5,256 10.0
Unknown/OtherRace 4,122 7.9
White 33,731 64.4
Medicaid Bene category * *
Adults 38,534 73.6
CHIP <11 NA
Children 232 0.7
Disabled 13,089 25.0
Unknown BENE CAT 614 1.2

* Cellintentionally left empty

Data Sources: Transformed Medicaid Statistical Information System (T-MSIS) Analytic files (TAF) Research Identifiable
Files (RIFs): demographic and eligibility (DE), other services (OT), inpatient (IP), long-term care (LT) and pharmacy (Rx).
Medicare Advantage (MA) encounter files and Medicare Fee-For-Service files: master beneficiary summary file (MBSF),
carrier, outpatient (OP), inpatient (IP), skilled nursing facility (SNF), MedPAR and prescriptiondrugevent (PDE).

2016 Submission
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Table 1 Testing population characteristics: Medicaid beneficiary category, age, gender, and race/ethnicity by states
Bene | Tota | * Stat * | Stat | * Stat | * Stat * Stat * | stat * Stat | *
ficiar | eA eB eC e3 ed eD eE
y
Char
acter
istics
Nu Dis | Nu | Dist | Nu | Dist | Nu | Dist | Nu Dis [ Nu | Dist| Nu | Dist [ Nu | Dist
. mbe | trib [ mbe | rib | mbe | rib | mbe | rib | mbe | trib | mbe | rib [ mbe | rib | mbe | rib
rof |utio| rof | uti | rof | uti | rof | uti | rof | utio| rof | uti | rof | uti | rof | uti
Ben n Ben | on [ Ben | on | Ben | on | Ben n Ben | on | Ben | on | Ben | on
es | (%) | es [ (%) | es | (%) | es | (%) | es | (%) es | (%) | es | (%) | es | (%)
with with with with with with with with
at at at at at at at at
leas leas leas leas leas leas leas leas
t t t t t t t t
one one one one one one one one
Det Det Det Det Det Det Det Det
oxifi oxifi oxifi oxifi oxifi oxifi oxifi oxifi
cati cati cati cati cati cati cati cati
on on on on on on on on
Epis Epis Epis Epis Epis Epis Epis Epis
ode ode ode ode ode ode ode ode
TOT | 47,3 (100 (2,02 (100 1,25 | 100 | 336 | 100 | 3,31 | 100 | 798 | 100 | 618 | 100 | 4,73 | 100
AL 13 .0 8 .0 5 .0 .0 5 .0 .0 .0 4 .0
Medi
caid
bene | * * * * * * * * . * x|« * * *
ficiar *
y
categ
ory
Aged [ 678 | 1.4 | NR 0.0 | NR 0.0 | NR 0.0 | NR 0.0 | NR 0.0 | NR 0.5 | NR 0.0
Blind | 13,8 | 29. | 267 | 13. | 679 | 54. | 53 15. [ 1,02 | 31. | 540 | 67. | 348 | 56. | 836 | 17.
- 32 2 2 1 8 7 0 7 3 7
disab
led
Adult | 31,8 | 67. | 1,75 | 86. | 569 |45. | 283 | 84. | 2,23 | 67. | 248 | 31. | 262 | 42. | 3,85 | 81.
86 4 8 7 3 2 4 4 1 4 4 4
Child | 734 | 1.6 | NR 0.1 | NR 0.6 | NR 0.0 | 15 0.5 | NR 1.1 | NR 0.8 | 38 0.8
Unkn | NR 0.0 [ NR 0.0 | NR 0.0 | NR 0.0 [ NR 0.0 | NR 0.0 | NR 0.0 | NR 0.0
own
Age * * * * * * * * * * * * * *
18- 5,16 | 10. | 114 (5.6 | 96 76 |12 3.6 | 335 | 10. | 60 75 | 63 10. | 439 (9.3
24 3 9 1 2
25- 24,4 | 51. | 933 |46. | 634 |50. (136 | 40. | 1,72 | 52. | 429 | 53. | 341 | 55. | 2,55 | 54.
44 17 6 0 5 5 7 1 8 2 5 0
45- 17,5 | 37. | 981 | 48. | 525 |41. | 188 | 56. | 1,21 | 36. | 308 | 38. | 214 | 34. | 1,73 | 36.
64 50 1 4 8 0 5 7 6 6 4 6
Gend * * * * * * * * * % * * % * * *
er
Male | 28,5 | 60. | 1,38 | 68. | 553 |44. | 241 | 71. | 1,72 | 52. | 444 | 55. | 266 | 43. | 2,93 | 62.
47 3 1 1 1 7 7 1 6 0 4 0
Fema| 18,5 | 39. | 647 |31. | 702 | 55. | 95 28. | 1,55 | 46. | 353 | 44. | 352 | 57. | 1,79 | 37.
le 83 3 9 9 3 0 8 2 0 4 9
Unkn | NR 0.0 [ NR 0.0 | NR 0.0 | NR 0.0 [ NR 0.0 | NR 0.0 | NR 0.0 | NR 0.0
own
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NR
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NR
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NR

0.2
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NR
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NR
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NR

0.0

NR

0.2
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NR

1.8

59

1.8
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0.1

NR

0.0

NR

0.0

NR

0.0

NR
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NR

0.0

NR

0.0

NR

0.0
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201

0.4

NR

0.0

NR

0.0

NR

0.0

NR

0.0

NR

0.0

NR

0.0

NR

0.0

Unkn
own
Race
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nicity

2,68

5.7

NR

0.0

303

24.

47

14.

197

59

19

2.4

48

7.8

554

11.

* Cellintentionally left empty.
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Benefi | State * State * State * State * State * State * State *
ciary F 7 G 8 H | J
Chara
cterist
ics
Num | Perc | Num | Perc | Num | Perc | Num | Perc | Num | Perc | Num | Perc | Num | Perc
ber ent | ber ent ber ent | ber ent ber ent ber ent | ber ent
of Distr of Distr of Distr of Distr of Distr of Distr of Distr
Bene | ibuti | Bene | ibuti | Bene | ibuti | Bene | ibuti | Bene | ibuti | Bene | ibuti | Bene | ibuti
s on s on s on s on s on s on s on
* with with with with with with with
at at at at at at at
least least least least least least least
one one one one one one one
Deto Deto Deto Deto Deto Deto Deto
xifica xifica xifica xifica xifica xifica xifica
tion tion tion tion tion tion tion
Episo Episo Episo Episo Episo Episo Episo
de de de de de de de
TOTAL | 19,47 100. | 7,322 | 100. | 3,203 | 100. | 774 100. | 1,008 | 100. | 1,625 | 100. | 824 100.
3 0 0 0 0 0 0 0
Medic
aid "
benefi| * * * * * * * * * * * * *
ciary
categ
ory
Aged | NR 0.0 NR 0.0 NR 0.0 NR 0.0 662 65.7 | NR 0.1 NR 0.0
Blind- | 3,419 17.6 | 4,013 | 54.8 | 1,051 | 32.8 | 517 66.8 | 84 8.3 830 51.1 | 168 20.4
disabl
ed
Adult | 15,81 81.2 | 2,905 | 39.7 | 2,067 | 64.5 | 246 31.8 | 233 23.1 | 754 46.4 | 654 79.4
9
Child 134 0.7 362 4.9 85 2.7 NR 1.2 29 2.9 39 2.4 NR 0.0
Unkno | NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0
wn
Age * * * * * * * * * * * * * *
18-24 | 1,402| 7.2 1,343 | 18.3 | 542 16.9 | 91 11.8 | 263 26.1 | 342 21.0| 61 7.4
25- 9,255 47.5 | 4,120 | 56.3 | 1,986 | 62.0 | 382 49.4 | 592 58.7 | 839 51.6 | 488 59.2
44
45- 8,724 448 | 1,817 | 24.8 | 675 21.1 | 299 38.6 | 153 15.2 | 444 27.3 | 273 33.1
64
Gende * " * " * * * * % * * * * *
r
Male 14,45| 743 3,361 | 459 | 1,109 34.6 | 359 46.4 | 545 54.1 | 604 37.2 | 564 68.4
9
Femal | 4,922 25.3 | 3,919 | 53.5 | 2,094 | 65.4 | 413 53.4 | 463 459 | 1,021 | 62.8 | 258 313
e
Unkno | NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0 NR 0.0
wn
Race/
ethnic * * * * * * * * * * * * * *
ity
White | 8,395| 43.1 | 5,448 | 74.4 | 2,598 | 81.1 | 350 45.2 | 950 94.2 | 1,146 | 70.5 | 802 97.3
Black | 4,905 25.2 | 1,278 | 17.5 | 292 9.1 78 10.1 | 15 1.5 92 5.7 20 2.4
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Benefi | State * State * State * State * State * State * State *
ciary F 7 G 8 H | J
Chara
cterist
ics
Ameri | 84 0.4 13 0.2 NR 0.1 NR 0.1 NR 0.2 136 8.4 NR 0.0
can
Indian
/Alask
an
Native
Asian | 495 2.5 12 0.2 NR 0.0 NR 0.5 NR 0.0 NR 0.6 NR 0.0
Hispa | 4,423 22.7 | 432 5.9 11 0.3 203 26.2 | NR 0.5 116 7.1 NR 0.0
nic/La
tino
Native | 36 0.2 NR 0.0 NR 0.1 NR 0.0 NR 0.0 11 0.7 NR 0.0
Hawai
ian/Pa
cific
Island
er
Other | NR 0.0 NR 0.0 201 6.3 NR 0.0 NR 0.0 NR 0.0 NR 0.0
Race/
Ethnic
ity
Unkno | 1,043 | 5.4 | 97 1.3 95 3.0 136 17.6 | 36 3.6 114 7.0 NR 0.0
wn
Race/
Ethnic
ity
* Cellintentionally left empty.
NR=Notreported;resultis based on acell size of 10 or fewer

[Response Ends]

2a.07. If there are differences in the data or sample used for different aspects of testing (e.g., reliability, validity,
exclusions, risk adjustment), identifyhow the data or sample are different for each aspect of testing.

[Response Begins]
Not applicable
[Response Ends]

2a.08. Listthe social risk factors that were available and analyzed.

Forexample, patient-reporteddata (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.

[Response Begins]

2021 Submission

Asdescribedin section1.6, we collected information on the following variables usingdata extractedfromthe T-

MSIS Analytic files (TAF) Research Identifiable Files (RIFs) 2018 files: dual eligibilityfor Medicare and Medicaid, Medicaid
eligibility category, age, gender andrace/ethnicity. This measureis basedon a process that should be carried out forall
beneficiaries, so no adjustment for patient mix is necessary. We did collectinformationabout these variables and
assessed disparities in performance rate for each group.

2016 Submission
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Asdescribedin section1.6, we collected informationon the following variables usingdata extracted from Medicaid
Analytic eXtract (MAX) 2013 and 2014 files: Medicaid eligibility category, age, gender, and race/ethnicity. This measureis
based on a process thatshouldbe carried out for all beneficiaries so no adjustment for patient mix is necessary. We did
collectinformation about these variables and assessed disparities in performance rate for each group.

[Response Ends]

Note: If accuracy/correctness (validity) of data elements was empirically tested, se parate reliability testing of data
elementsis notrequired—in 2a.07 check patient or encounter-level data; in 2a.08 enter “see validity testing section of
data elements”; and enter “N/A” for 2a.09 and 2a.10.

2a.09. Select thelevel of reliability testingconducted.

Chooseoneorboth levels.

[Response Begins]

Accountable Entity Level (e.g., signal-to-noise analysis)
[Response Ends]

2a.10. For each level of reliability testing checked above, describe the method of reliabilitytesting and what it tests.

Describe the steps—do not just name a method; whattype of error does it test; what statistical analysis was used.

[Response Begins]
2021 Submission
We examined signal-to-noise reliability of NQF 3312 performance usingthe methodology described by John Adams.tl
This methodology uses a beta-binomial model to assess how well one can confidently distinguishthe performance of one
reporting entity from another. Conceptually, the beta-binomial model is the ratio of signal to noise. The signal is the
proportionof the variability in measured performance that can be explained by real differences in performance across
reporting entities(for NQF 3312, the reporting entities are states). The beta-binomial modelis an appropriate tool when
estimating the reliability of simple pass/fail rate measures, suchas NQF 3312. Using this approach, reliability scores can
range from 0.0 to 1.0, with ascore of 0.0 implying that all variation is attributed to measurementerror (noise), and a
reliability of 1.0 implying thatall variation is caused by a real difference in performance across reporting entities(signal).
For NQF 3312, states are the reporting entity at which signal to noise reliability was assessed, as describedin the formulas
and explanations below.
The formula for signal-to-noise reliability is signal-to-noise reliability=0%ate-to-state/ (0? state-to-state + O%error). Therefore, the
team estimated two variances: 1) variance between states (02 state-totate), and 2) variance within states (0%error).
1. Variance between states: 0%satetostate=(aB)/(at+ B + 1)(a + B)?
aand B are two shape parameters of the beta-binomial distribution, where a>0and >0.

1. Variance within states: 6%error=p(1- p)/n
p isthe observed rate forthe state, and nis the state-specificdenominator for the observed rate (in this context, the
number of medically managed withdrawal episodes in the state).
Using Adams’ methodology, the team estimatedthe reliabilityfor each reporting entity (state), averaging reliability
estimates across all reporting entities to produce a point estimate of signal-to-noise reliability (known as the mean signal-
to-noise reliability value). Mean signal-to-noise reliability shows how well, on average, NQF 3312 differentiatesbetween
reporting entity performance for each metric.
Along with the point estimate of mean signal-to-noise reliability, the team also estimated:

1. The mean, standard deviation, minimum and maximum signal-to-noise reliability for all states. The standard
deviation, minimum and maximum estimates of signal-to-noise reliability provide information about the stability
of the reliability results. The narrower the range between the minimum and maximum estimates, the lessthe
signal-to-noise reliability estimate will change due to idiosyncratic features of specific states.

2. Keypercentiles of the distribution (minimum, 25, 50th, 75t", and maximum) for the state-level signal-to-noise
reliability estimates. Each state’s reliability estimate is a ratio of signal to noise, as described above [that
iS, O%state-to-state/ (O%state-to-state O2error) . Variability between states (0%satetostate) iS the same for each state, while the
specific state error (0%ror) varies. Reliability for each state is an ordinal measure of how well one candetermine
where astate liesin the distribution across states, with higher estimates indicating better reliability.
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2016 Submission

We estimated SNR reliability for the SUD-5 measure using a beta-binomial model, whichis suitable for binary pass/fail
rate measures (Adams, 2009). For SUD-5, the pass/fail designation is defined as having or not having an eligible follow-up
visit within a specifiedtime frame (7 days and 14 days) after eligible discharge from a detoxification episode (aninpatient
hospital, residential addiction program, or ambulatory detoxification). The beta-binomial model assumes the entity SNR
score is a binomial randomvariable conditional on the entity’s true value, which comesfromthe beta distribution
(ranging from 0 tol). We calculated SNR reliability in three steps (Adams, 2009, 2014):

First, we calculated state specific SUD-5 measure variance (“noise”) as a function of the measure passing rate at the state
level,@ and the sample size, n:

(1);

Second, we usedversion2.2 of the BETABIN SASmacrowritten by Wakeling (n/d) to fit the beta-binomial model to the
SUD-5 dataset (Wakeling, n/d) . The macro producedthe estimated average pass rate across all providers, as well as the
Alpha() and Beta () parametersthatdescribethe shape of the fitted beta-binomial distribution. We calculated the
“signal” (between-state variation of the SUD-5 measure) using these parameters, as follows:

(2);

Third, we calculatedthe SNR reliability as the ratio of the between-level variance and the total variance (i.e., the sum of
the between-level and within-level variances) of the SUD-5 measure rate:

; (3);

We calculated reliability of the SUD-5 measure using two alternative definitions of continuity treatment services after
detoxification discharges setat 7 and 14 days as stated in the specifications.

Temporal consistency. We assessed the temporal consistency (also referred to as te mporal stability) of the SUD-5 measure
by examiningthe strength of association between the state-level measureresults in four quartersofthe 2014
measurementyear. Specifically, we firstaggregatedthe SUD-5 measure result for each state within each quarterin
2014, and then calculatedSpearman’s rank-order correlation coefficient (ranging from -1 to +1) between the state-level
measure results in consecutive quarters(i.e.2014 Qlvs Q2,Q2 vs Q3,and Q3 vs Q4). High positive valueindicates a
strongtendency forthe paired measureranks to move together, whereas a negativevalueindicates thatthe paired
measure ranks movein opposite directions.
Adams, JL (2009). The Reliability of Provider Profiling: A Tutorial. Santa Monica, California: RAND Corporation.
Beneficiaries who had an eligible follow-up visit within a specified timeframe/Eligible beneficiaries discharged from
detox

[Response Ends]

2a.11. For each level of reliability testing checked above, what were the statistical results from reliability testing?

Forexample, provide the percentagreementandkappa forthe critical data elements, ordistribution of reliability
statistics from a signal-to-noise analysis. For score-level reliability testing, when using a signal-to-noise analysis, more
thanjustoneoverall statisticshould be reported (i.e., to demonstrate variation in reliability across providers). If a
particularmethod yields only one statistic, this should be explained. In addition, reporting of results stratified by
samplesizeis preferred (pg. 18, NQF Measure Evaluation Criteria).

[Response Begins]
2021 Submission
The signal-to-noise analysis was conducted for the 9 states overall and separately for each states for both the 14-dayand
7-day continuity measures. NQF 3312 was highly reliable in distinguishing performance betweenstates.
The average signal-to-noise reliability was 0.995 for the 14-day continuity rate, ranging from 0.990to 0.999; for the 7-day
continuity rate, the average signal-to-noisereliability was 0.996, and ranged from 0.991t0 0.999 (Tables 2a—2c).

Table 2a. Distribution of State Estimates of Signal-to-Noise Reliability for NQF 3312 14-Day Continuity of

Care after Medically Managed Withdrawal from Alcohol and/or Drugs

Number of Mean Standard | Minimum 25th 50th 75th Maximum
States Deviation percentile percentile percentile
9 0.995 0.003 0.990 0.994 0.996 0.998 0.999

Table 2b. Distribution of State Estimates of Signal-to-Noise Reliability for NQF 3312 7-Day Continuity of Care after

Medically Managed Withdrawal from Alcoholand/or Drugs
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Number of Mean | Standard | Minimum 25th 50th 75th Maximum
States Deviation percentile percentile percentile
9 0.996 0.003 0.991 0.995 0.997 0.998 0.999
Table 2c. State Estimates of Signal-to-Noise Reliability for NQF 3312 14-Day and 7-Day Continuity of Care after Medically
Managed Withdrawal from Alcohol or Drugs
* * 14-Day * * * 7-Day *
Continuity Continuity
State Denominator Numerator Rate Signal-to- Numerator Rate Signal-to-
Number Noise Noise
Reliability Reliability
State 1 South 4780 1649 34.50% 0.996 1349 28.22% 0.997
State 2 South 4598 2626 57.11% 0.996 2427 52.78% 0.996
State 3 15765 8432 53.49% 0.999 7825 49.64% 0.999
Midwest
State 4 2000 693 34.65% 0.991 557 27.85% 0.992
Midwest
State 5 West 2545 634 24.91% 0.994 508 19.96% 0.995
State 6 West 9449 3874 41.00% 0.998 3199 33.86% 0.998
State 30157 15875 52.64% 0.999 14457 47.94% 0.999
7 Northeast
State 4558 1213 26.61% 0.996 995 21.83% 0.997
8 South
State 9 South 1978 874 44.19% 0.990 775 39.18% 0.991

* Cellintentionally left empty.

Data Sources: Transformed Medicaid Statistical Information System (T-MSIS) Analytic files (TAF) Research Identifiable
Files (RIFs): demographic and eligibility (DE), otherservices (OT), inpatient (IP), long-term care (LT) and pharmacy (Rx).
Medicare Advantage (MA) encounterfiles and Medicare Fee-For-Service files: master beneficiary summary file (MBSF),
carrier, outpatient (OP), inpatient (IP), skilled nursing facility (SNF), MedPAR and prescriptiondrugevent (PDE).

2016 Submission

Signal-to-noise reliability. Table 2 summarizes the meanand range of the SNR statistic for SUD-5, which was computed
separately for eachof the 14 states in the sample by each of the two definitions of continuity threshold (7-day and 14-
days; Table 3). Note that the threshold definition

only affects the SUD-5 measure numerator (eligible follow-up visit within a specified continuity timeframe) but does not
affectthe measure denominator (eligible discharge froma detoxification episode). Generally, we observed smaller
numerator counts using 7-day continuity threshold compare to the 14-day continuity threshold.l

The SUD-5 was highly reliablein distinguishing performance between States using both 7- and 14-days continuity
threshold, with the average reliability score of 0.98 across states and arangefrom 0.98to0 0.99.

Note that high reliability is notindicative of high quality of healthcare, but ratherindicates that the SUD-5 measure can
be used to distinguish between entities with respect to healthcare quality. The highreliabilityfor the measure at the state
levelis likely driven by the adequate sample sizesand low “noise” variance within the States. The figure below
demonstrates therelationship between the number of discharges from detox at the state level (the SUD-5 measure
denominator) and the resulting SNR statistic.

Table 2. Signal-to-noise reliability for the SUD-5 measure (n=14 states)

SUD-5 Continuity Threshold Average Range of
reliability score reliability scores

7-day 0.99 (0.99-0.99)

14-day 0.99 (0.98-0.99)

Alttext: Thistable compares the average reliability scores and range of reliability scoresfor both SUD-5 Continuity
Thresholds, the 7- and 14-day thresholds. Both reliability scores are 0.99; the range of reliability score for 7-day is
0.99-0.99whilethe rangefor 14-dayis 0.98-0.99.

Notes: Data from 14 states were includedin the analysis. Based on analysis of 2014 (2013 for State 8 and State |) MAX PS,
IP, LT, OT, and RX files.For both 7- and 14-day continuity thresholds the signal-to-noise coefficients for State B, State H,
State |, State A, State G, State D, State E, State 7 and State F were truncated to 0.99 ratherthan roundedto 1.00 to reflect
the uncertainty in the estimates.

Table 3.SUD-5 Measurerate and signal-to-noise reliability, by State
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State # of 7-Day * * 14-Day * *
abbreviation eligible Continuity Continuity
discharges | Threshold Threshold
from
detox
* * # of Mean Signal- # of Mean Signal-
discharges | SUD-5 | to-noise | discharges | SUD-5 | to-noise
with rate reliability with rate reliability
continuity continuity
treatment treatment
State C 379 78 0.21 0.99 107 | 0.29 | 0.98
State D 884 239 0.27 0.99 303|034 |0.99
State 8 929 304 0.33 0.99 367 | 0.40 | 0.99
State J 985 380 0.39 0.99 448 | 046 | 0.99
State 4 997 289 0.29 0.99 365| 0.37 | 0.99
State H 1,160 944 0.81 0.99 9791 0.85 | 0.99
State B 1,571 287 0.18 0.99 409 ] 0.26 | 0.99
State | 2,058 456 0.22 0.99 603 | 0.29 | 0.99
State A 2,799 858 0.31 0.99 1,162 | 0.42 | 0.99
State 3 3,760 2,368 0.63 0.99 2,537 | 0.68 | 0.99
State G 3,911 1,288 0.33 0.99 1,542 ( 0.39 | 0.99
State E 6,068 959 0.16 0.99 1,405| 0.23 | 0.99
State 7 9,474 4,882 0.52 0.99 5,544 | 0.59 | 0.99
State F 32,744 6,149 0.19 0.99 8,940 | 0.27 | 0.99

* Cellintentionally left blank

Notes: The signal-to-noise coefficients for VT, GA, WA, CT, MI, TN, NJ, PA and NY were truncatedto 0.99 ratherthan
roundedto 1.00 to reflect the uncertaintyin the estimates.

Overall, using the 7-day continuity threshold we observed marginally higher signal to-noise-reliabilityfor 13 outof 14
states (except VT for which the reliability decreased by 0.03 percentage points). On average, the 7-day continuity
threshold averagereliability was 0.1 percentage point (PP) higher (with the change in reliability ranging from-0.4 PP+4.7
PP) comparedto the 14-day threshold.

The smallincrease in the SUD-5 measure reliability using the 7-day continuity threshold can be explained by examining
three key drivers of reliability: “signal,” “noise” and denominator sample size. First, using the 7-day continuity threshold
results in somewhat larger between-state variance orstronger “signal” comparedto the 14-day threshold (4 and 10PP
difference)l. Secondly, with the 7-day continuity threshold we observed smaller within-state variances (or weaker
“noise”) for 11 out of 14 states. The noise variance was on average 9.9 PP weaker. Since denominator size remained the
same for both definitions of continuity threshold, consistently stronger “signal” with generally weaker “noise” mostly
resulted in higherreliability of the SUD-5 data with the 7-day continuity threshold.

Temporal consistency. Table 4 provides the measures of temporal consistency (Spearman rankcorrelation) across four
quarters of the 2014 measurement year for the SUD-5 measure. Our results indicate veryhigh (ator above 0.90)
temporal stability of the SUD-5 measure over time.

Table 4. Temporal consistency of SUD-5 in the measurement year

NQF 3312 Continuity Spearman Rank * * *

Threshold Correlations

* Average across Qlvs. Q2 Q2vs.Q3 Q3vs. Q4
4 quarters

7 Day 0.93 0.94 0.94 092

14 Days 0.93 0.96 0.92 0.92

* Cellintentionally left blank

Notes: All correlation coefficients are statistically significant at p<0.001; each pairwise correlationincluded onlythose
States that had data during both quarters analyzed.

[11For both 7- and 14-day continuity thresholdsthe average number of eligible discharges from detox per State forthe
SUD-5 measure was 4,837 (ranging from 379 to 32,744). The average number of episodes with continuity treatment
within 7 days after discharge perState was 1.392 (ranging from 78 to 6149). The average number of episodes with
continuity treatment within 14 days after discharge per State was 1,765 (ranging from 107 to 8,940). These statistics are
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based on all eligible denominatorand numerator counts in the SUD-5 datasetincluding those with lessthan 11
observations in the denominator or numerator.

[Response Ends]

2a.12. Interpret the results, in terms of how they demonstrate reliability.

(In other words, what do the results mean and what are the norms for the test conducted?)

[Response Begins]

2021 Submission

NQF 3312 israted high forscientificacceptability, based on reliability results. The signal-to-noise analyses showed that
the reliability of NQF 3312 is excellent for both 14-day and 7-day continuity performance measures. Although high signal-
to-noise reliability is notindicative of high-quality health care, it does indicate that the measure may be usedto
distinguish between states with respect to health care quality.

High reliability for NQF 3312is likely supported by large enoughsample sizes at the state level. The average number
medically managedwithdrawal episodes was 8,425 (ranging from 2,545 to 30,157), and the average number of
beneficiaries receivingcontinuity of care within 14 days of discharge from a medically managed withdrawal program was
3,986 (ranging from 634 to 15,875).

2016 Submission

SUD-5 israted high for scientificacceptability, based on reliability testing results. Specifically, the excellent SNR indicated
that the SUD-5 measure can discernthe underlying performance between states within high precision. High temporal
consistency showed that the performance of state-level SUD-5 rates were consistent overtime.

[Response Ends]

2b.01.Selectthe level of validity testing that was conducted.

[Response Begins]
Empirical validity testing
[Response Ends]

2b.02. For each level of testing checked above, describe the method of validity testingand 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.

[Response Begins]

2021 Submission

Convergentvalidity. Validity for NQF 3312 14-day and 7-day continuity was evaluated in 2016 and demonstratedstrong
convergent validity with SUD-5 (please note, SUD-5refers to both rates forthe NQF 3312 measure. Here, we performed
convergent validity of the 14-day rate with the 7-day rate; all other references to SUD-5 throughout this submissionrefer
to NQF 3312 asawhole). The team also chose to explore additionalapproaches by comparing NQF 3312 state-level
results with an existing HEDIS health plan measure assessing follow-up and emergency department (ED) visits for

SUD. We share our approach andthose results below in the spirit of transparency.

We calculated Spearman correlation coefficients for construct validity using state-level data derived from the Medicaid T-
MSIS, TAF, and RIFs as well as HEDIS data, aggregated atthe state level. Due to the number of statesincludedin the
analyses, we calculated Spearman rather than Pearson correlations. Spearman correlations estimate the strength and
direction of the monotonic association between two continuous variables; the magnitude of correlation ranges from-1.0
to +1.0. A value of 1.0 indicates a strong positive association (that s, an increasein values of the first variable will be
associated with anincreasein value of the second variable). A value of 0.0 indicatesno association between variables. A
value of -1.0 indicates a strong negative association (thatis, an increasein valuesof the first variable will be associated
with a decreasein values of the secondvariable). The significance of a Spearman correlation coefficient is evaluated by
testing the hypothesisthatan observed coefficient calculated for the sampleis different from zero. The resulting p value
indicates the probability of obtaining a difference atleast as large as the one observeddueto chance alone. P values of
lessthan 0.05 imply thatitis unlikely a non-zero coefficient was observed due to chance alone.
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NQF 3312 represents the percentage of discharges from a medically managed withdrawal episode foradult Medicaid
beneficiaries, aged 18 to 64, that were followed by a treatment service for substance use disorder, including the
prescriptionor receipt of a medication to treat a substance use disorder (pharmacotherapy), within 7 or 14 days after
discharge. Theteam used the following research questions to evaluate NQF 3312:

e Arethe 7-and 14-day indicators for NQF 3312 correlated with one another?

e Aretheresultsfor NQF 3312 correlated with the HEDIS Follow-Up After Emergency Department Visit for Alcohol

and Other Drug Abuse or Dependence (FUA ) measure?

The team hypothesized that two rates for NQF 3312 will have alarge and statistically significant positive correlation; we
also hypothesize that states performingwell on NQF 3312 will perform well on the selected HEDIS measure, as they
address similar care coordination processesand access to care for shared populations (therefore demonstrating a
positive rho, or correlation coefficient).
2016 Submission
We conducted validitytesting at the performance score level for both 14- and 7- day continuity.
Convergentvalidity. To assess the convergent validity of the SUD-5 measure, we examined the association between
presence/absence of continuity of care (that is, the underlying construct of the measure) - defined as having a follow-up
visitwithin 7 or 14 days after discharge from detox—and presence/absence of a subsequent overdose treatment or detox
readmission). We hypothesized that there would be fewer overdoses or detoxreadmissions between days 15and 90 (for
the analysis of 14-day continuity) or between days and 8 and 90 (for the analysis of 7-day continuity) after the detox
among beneficiaries with continuity of care comparedto those without. We usedinverse probability weighting and
doubly robustregression (Imbens& Wooldridge, 2009) to examine the associationand controlledfor potential
confounders, including age group, gender, race/ethnicity, focus of detox, location of detox, blind/disabled status, the use
of pharmacotherapy for SUD in the 30 daysbefore the detox treatment of interest, and the use of behavioral and/or
physical health services (in an inpatient, outpatient, or emergency department setting)in the 30 days before the detox
treatment of interest.
[1] The HEDIS FUA measure assesses the proportionof ED visits for alcohol orotherdrug abuse or dependence that
had a follow-up visit.

[Response Ends]

2b.03. Provide thesstatistical results from validity testing.

Examples may include correlations or t-test results.

[Response Begins]
2021 Submission
Asexpected, the NQF 3312 7-day and 14-dayfollow-up had a strong positive correlation (r=0.98, p<0.001).
Of the 9 states used for measure testing, only 6 states had HEDIS FUA Medicaid data available. The NQF 3312 14-day
follow-up had a weak positive correlation with FUA (7-day follow-up: r=0.31, p=0.54; 30-day follow-up: r=0.14, p=0.78)
(Table 3a). Similarly, NQF 3312 7-dayfollow-up had a weak positive correlation with FUA (7-day follow-up: r=0.37, p=047;
30-day follow-up: r=0.26, p=0.62). (Table 3b).

Table 3a.Spearman Correlation between NQF 3312 14-day follow-up and HEDIS FUA 7-Day and 30-Day Follow-up

Spearman Correlation with NQF 3312 Rate Number of States Spearman Correlation p-
of 14-day follow-up Correlation value
HEDIS FUA 7 Day: Follow-Up After 6 0.314 0.54

EmergencyDepartment Visit for Alcohol and
Other Drug Abuse or Dependence
HEDIS FUA 30 Day: Follow-Up After 6 0.143 0.78
EmergencyDepartment Visit for Alcohol and
Other Drug Abuse or Dependence

Table 3b. Spearman Correlation between NQF 3312 7-day follow-up and HEDIS FUA 7-Day and 30-Day Follow-u
Spearman Correlation withNQF 3312 Rate Number of States Spearman Correlation p-
of 7-day follow-up Correlation value
Measure * * *

[®]
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Spearman Correlation with NQF 3312 Rate Number of States Spearman Correlation p-
of 7-day follow-up Correlation value

HEDIS FUA 7 Day: Follow-Up After 6 0.371 0.47

EmergencyDepartment Visit for Alcohol and

Other Drug Abuse or Dependence

HEDIS FUA 30 Day: Follow-Up After 6 0.257 0.62

EmergencyDepartment Visit for Alcohol and

Other Drug Abuse or Dependence

* Cellintentionally left blank

2016 Submission

Convergentvalidity. The odds of subsequent overdose treatment or readmissions between days 15-90 among those
with continuity of care within 14 days were 0.917 (with 95% confidenceinterval (0.863,0.976)) as much as those of
individuals without continuity of care, translating into an absolute risk reduction of 1.4 percentand a numberneededto
treat (NNT) of 71, which was statistically significant (p < 0.01). Similar results holdwhenlookinginto the outcome with a
7-day threshold. The odds of subsequent overdose treatment or readmissions between days 8—90 among those with
continuity of care were 0.834 (with 95% confidence interval (0.783, 0.889)) as much as those of individualswithout
continuity of care, translating into an absolute riskreductionof 2.1 percent and an NNT of 48, which was statistically
significant (p < 0.01).

[Response Ends]

2b.04.Provide your interpretation of the results in terms of demonstrating validity. (i.e., what do the results mean and
what are the norms for the test conducted?)

[Response Begins]

2021 Submission

Prior analyses of convergent validity demonstrate NQF 3312 (known as SUD-5 in other sections) to have high validity. NQF
3312 isalsorated high for scientificacceptability, based on validity results. The convergent validity of NQF 3313 was
excellent, with alower odds(e.g., 8.3% lowerfor those with continuity of care within 14 days) of readmissionto detox or
overdose treatment among detox episodes with continuity. Itis unsurprising that the additional exploratoryconvergent
validity analysis of NQF 3312 14-dayand 7-dayfollow-up with HEDIS FUA were not statistically significant at p<0.05 given
the small sample size of N=6 in this analysis.

2016 Submission

SUD-5 is also rated high for scientificacceptability, based on validity results. The convergent validity of SUD-5 was
excellent, with alower odds(e.g. 8.3% lower for those with continuity of care within 14 days) of readmission to detoxor
overdose treatment among detox episodes with continuity.

[Response Ends]

2b.05. Describe the method for determining if statistically significant and clinically/practically meaningful differences
in performance measure scores among 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 in Importance to Measure and Report: Gap in Care/Disparities.

[Response Begins]

2021 Submission

To demonstrate meaningful differences in performance, the team calculated the inter-quartile range (IQR). The IQR
provides a measure of the dispersion of performance. The IQR can beinterpreted as the difference betweenthe 25%and
75t percentile on ameasure.

To determine if this difference s statistically significant, the team used an independent sample t-test of the performance
difference between two randomly selected states: one with performance at or below the 25t percentile the other with
performance at or above 75 percentile. This method takes into account the samplessize, difference in performance rates
and the variance of the performancerates. The test statistic is then compared againsta normal distribution. If the p value
of the test statistic is less than 0.05, then the two states’ performance is significantly different from each other. Using this
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method, we compared the performance rates of two randomly selected states, one state below the 25 percentileand
another state above the 75t percentile of performance. We usedthese two states as examples of measures entities.
However, the method canbe used for comparisonof any two measured entities.

Additionally, we compared measure performance for those duallyeligible for both Medicare and Medicaid to those who
are only eligible for Medicaid.

2016 Submission

We compared performance across state-level continuity rates to understand any variation in performance. We examined
the distribution of the measure (for example, mean, median, minimum, 25th percentile, 75th percentile, and maximum)
across states. In addition, we calculated the 95% confidence interval of the continuityrates for each state using a z-
distribution for proportion. Thenwe compared each state’s confidence interval to the overall measure rate that uses all
beneficiaries across states. States measure ratessignificantly lower than the overall rate indicate an evidence of less-
than-optimal performance, hence room for improvement.

[Response Ends]

2b.06. Describe the statistical results from testing the ability to identify statistically significant and/or
clinically/practically meaningful differences in performance measure scores across measured entities.

Examples may include 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.

[Response Begins]
2021 Submission
We found that performance rates across the 9 states covered a wide range with meaningful variation. Specifically, for
NQF 3312 14-day follow-up, state-levelperformancerates rangedfrom 24.91 percent to 52.64 percent, with an average
performancerate of 41.01 percent (Table 4a). For NQF 3312 7-day follow-up, state-level performance ratesranged from
19.96 percentto 52.78 percent, with an average performance rate of 35.70 percent (Table 4b).
The results of the t-test for NQF 3312 comparing arandomly selected state above the 75% percentile and arandomly
selectedstate below the 25t percentile was statistically significant at p<0.001 for boththe 7-and 14-day follow-up
rates. This indicates that the difference in performance rates between the two states likelydue to atrue differencein
performance and unlikely dueto chance.

Table 4a. Variation in Performance on NQF 3312 14-Day Continuity of Care After MedicallyManaged Withdrawalfrom

Alcohol and/or Drugs

14_Day * * * * * * * *
Rate
Number of Mean Mean Min 25th 50th 75th Max IQR
States number of percentile | percentile | percentile
detoxification
episodes
9 8425.56 41.01 2491 26.27 34.50 41.00 52.64 54.21

* Cellintentionally left blank

Table 4b Variation in Performance on NQF 3312 7-Day Continuity of Care After Medically Managed Withdrawal from
Alcohol and/or Drugs
*

7_Day * * * * * * *
Rate
Number of Mean Mean Min 25th 50th 75th Max IQR
States number of percentile | percentile | percentile
detoxification
episodes
9 8425.56 35.70 19.96 27.85 33.86 47.94 52.78 20.09

* Cellintentionally left blank

Asshown in Table 4c, across the 9 states includedin measure testing, the 14-day and 7-day measure performance rates
were 19 percentage points lower among beneficiaries dually eligible for both Medicare and Medicaid (representing12%
of the medically managed withdrawalepisodes) comparedto those eligible for Medicaid only.

54



Table 4c. Variation in Performance on NQF 3312 by Dual Eligibility Status

Dual Eligibility Status Number of Number of medically NQF 3312 NQF 3312
beneficiaries managed withdrawal 14-day 7-day performance
episodes performancerate rate
Dually eligible for 6,623 9,287 30.38 25.24
Medicare & Medicaid
Medicaid only 45,728 66,543 49.67 44,70

2016 Submission
For both 14-day and 7-day continuity rates, we found a wide range with meaningfulvariation. The 7-day continuity rate
ranges from 15.80 percentto 81.38 percent with a median of 29.82 percent, and a mean of 34.46 percent (Table 5). The
14-day continuity rateranges from 23.15 percent to 84.40 percent with a median of 38.02 percent, and amean of41.52

percent.

Table 5. Distribution of the SUD-5 Measure Rate

* Distributionof | * * * * *

the Measure

Rate (%)
* Minimum 25th 50th 75th Maximum Mean

Percentile Percentile Percentile

7-day 15.80 20.97 29.82 37.17 81.38 34.46
continuity
14-day 23.15 28.50 38.02 44.49 84.40 41.52
continuity

* Cellintentionally leftempty
Note: Datafrom 14 states are includedin the analyses.
For both 7-day and 14-day continuity, the rates are greaterthan 50 percentin State H, State 3, and State 7 (Table 6 and

Table 7). State E had the smallest measurerate.

For the 14-day continuity measurerate, the z-test for proportionindicates that 6 states have a measurerate
significantlyll greaterthan the overall measurerate, 5 states have a measure rate significantly lower than the overall
measure rate, and the remaining 3 states had measure rates which were indistinguishable from the overall measure rate

(Table 6).
Table 6. State-level SUD5 Measure Rate (14-day Continuity)
State Number of Number of Percentage of 95% Confidence
Detoxification Detoxification Detoxification Interval
Episodes Episodes with Episodes with
Continuity Continuity
Total 67,719 24,711 36.49% *
State A* 2,799 1,162 41.51% (39.69,43.34)
State Bf 1,571 409 26.03% (23.86,28.20)
State C* 379 107 28.23% (23.70,32.76)
State 3* 3,760 2,537 67.47% (65.98,68.97)
State 4 997 365 36.61% (33.62,39.60)
State D 884 303 34.28% (31.15,37.40)
State E* 6,068 1,405 23.15% (22.09,24.22)
State F* 32,744 8,940 27.30% (26.82,27.79)
State 7* 9,474 5,544 58.52% (57.53,59.51)
State G* 3,911 1,542 39.43% (37.90,40.96)
State 8 929 367 39.50% (36.36,42.65)
State H* 1,160 979 84.40% (82.31,86.48)

* Cell intentionally left empty
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State Number of Number of Percentage of 95% Confidence
Detoxification Detoxification Detoxification Interval
Episodes Episodes with Episodes with
Continuity Continuity
State I 2,058 603 29.30% (27.33,31.27)
State J* 985 448 45.48% (42.37,48.59)

Source: Basedon analysis of 2014 (2013 for State 8 and State I) MAX PS, IP, LT, OT, and RX files.

Note: * Significantlygreaterthan the total measurerate atthe .05 level. *Significantlylessthan the total measurerate

at the .05 level.

For the 7-day continuity, the z-test for proportion indicates that 7 states have a measurerate significantly greater than
the overall measurerate, 5 states have a measuresrate significantly lowerthan the overall measurerate, and the
remaining 2 states have measurerateswhichwereindistinguishable from the overallmeasure rate (Table 7).

Table 7. State-level SUD5 Measure Rate (7-day Continuity)

State Number of Number of Percentage of 95% Confidence
Detoxification Detoxification Detoxification Interval
Episodes Episodes with Episodes with
Continuity Continuity

Total 67,719 19,481 28.77% *
State A* 2,799 858 30.65% (28.95,32.36)
State Bf 1,571 287 18.27% (16.36,20.18)
State C* 379 78 20.58% (16.51,24.65)
State 3* 3,760 2,368 62.98% (61.44,64.52)
State 4 997 289 28.99% (26.17,31.80)
State D 884 239 27.04% (24.11,29.96)
State E' 6,068 959 15.80% (14.89,16.72)
State F' 32,744 6,149 18.78% (18.36,19.20)
State 7* 9,474 4,882 51.53% (50.52,52.54)
State G* 3,911 1,288 32.93% (31.46,34.41)
State 8* 929 304 32.72% (29.71,35.74)
State H* 1,160 944 81.38% (79.14,83.62)
State I 2,058 456 22.16% (20.36,23.95)
State J* 985 380 38.58% (35.54,41.62)

Source: Basedon analysis of 2014 (2013 for State 8 and State I) MAX PS, IP, LT, OT, and RX files.
* Significantly greaterthan the total measure rate atthe .05 level.
' Significantly less than the total measurerate atthe .05 level.

* Cell intentionally left empty
[Response Ends]

2b.07.Provide your interpretation of the results in terms of demonstrating the ability to identify statistically significant
and/or clinically/practically meaningful differences in performance across measured entities.

In other words, what do the results mean in terms of statistical and meaningful differences?

[Response Begins]

2021 Submission

These findings suggest room forimprovement in follow-up after a medically managed withdrawal episode in the states
included in testing. For the 7-day follow-up rate, eight of the nine states included had a performance of less than 50
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percent, while six of the nine states had a performance of less than 50for the 14-day follow-up rate. None of the states
had performancerates above 53 percentand 58 percent for the 7-dayand 14-day follow-uprates, respectively.
Beneficiaries duallyeligible for both Medicare and Medicaid had performance rates that were 19 percentage points lower
than beneficiaries eligible for Medicaid only, indicating room for improvement.

2016 Submission

SUD-5 israted high for validity, based on statistically significant and meaningful differences. The measure results suggest
variation in performance and room for improvement in continuity of care after detoxification. For 14-day and 7- day
continuity measures, five states had a continuity rate significantly below the overall total rate (Table 6 and Table 7). For
the 14-day measure, three states had performance not distinguishable from the average performance; and for the 7-day
measure, two states had performance not distinguishable from the average.

It is important to note thatinterpretation of the results should be tempered by the fact thatonly 14 states areincludedin
the total; the total continuity rate for the entire nationcouldbe different. The total is also weighted more heavily
toward larger states, and states differin terms of which detox and continuity services Medicaid covers. In terms of room
for improvement, evenstates thatare not statistically different from or even above the overall total of 36.5 percent have
roomfor improvement. Achieving continuity of treatment after detoxification should be a goal for all clients, and only
two statesreach arate greater than 60 percent for 7-dayor 14-day continuity

[Response Ends]

2b.08. Describe the method of testing conductedto identify the extent and distribution of missing data (or non-
response) and demonstrate that performance results are not biased due to systematic missing data (or differences
between responders and non-responders). Include how the specified handling of missing data minimizes bias.

Describe the steps—do not just name a method; what statistical analysis was used.

[Response Begins]

2021 Submission

The team used multiple methods, including Data Quality Atlas (DQA) to identify states with sufficient data quality for
inclusionin these analyses. Of the fifteen states included in the prior analysis, four had sufficient data quality to be
included in this submission. We then examined the T-MSIS TAF RIFs calendar year 2018 to identify states with minimal
missing data for the key variables to identify the numeratorand denominator for NQF 3312. We identified an additional
five states for atotal of nine states thatvaried in size and geography for inclusionin these analyses.

2016 Submission

We assessed the extent of missing data was using the MAX validation and anomalytables. These tablesare available
online at:

e MAXvalidation tables: https://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-
Systems/MedicaidDataSourcesGenlnfo/MAX-Validation-
Reports.html?DLSort=0&DLEntries=10&DLPage=1&DLSortDir=ascending.

e MAXanomalytables: https://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-
Systems/MedicaidDataSourcesGenlnfo/MAXGenerallnformation.html.

[Response Ends]

2b.09.Providethe overall frequency of missing data, the distribution of missing data across providers, and the results
from testing related to missing data.

Forexample, provide results of sensitivity analysis of the effect of various rules for missing data/non-response. If no
empirical sensitivity analysis was conducted, identify the approaches for handling missing data that were considered and
benefits and drawbacks of each).

[Response Begins]

2021 Submission

Selection methods described above resultedin negligible missing T-MSIS data for the required data elements to calculate
the measure for the statesin the study sample such as date of discharge, date of service, date of birth, Medicaid
eligibility, prescription fill date, National DrugCode (NDC), and type of service.

2016 Submission
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SUD-5 is a claims-based measure thatrelies on National Drug Code (NDC) in the RX file and procedure and diagnosis
codesinthe IP, LT, and OTfiles. Missing data is nota concern for many of the MAX data elements used to construct the
SUD-5 measure in the studystates.

e Theserviceendingdatesinthe IP,OT,and LT files are non-missing because claims are assigned to yearlyfiles
using ending date; as such, a claim must have a non-missing ending date to be included in the MAX data.
Similarly, prescriptionfill dates in the RX files are non-missing because RX claims are assignedto the yearly RX
file using prescription fill date. Service beginning dates are infrequently missing.

We found NDC to be non-missing in RX files.

e The SUD-5 specification utilizes secondary (and beyond) procedure and diagnosis codes; however, in the
validation and anomaly tables, missing informationis documented only forthe primary diagnosis code and “a”
procedure code. The absence of secondary primaryand procedure codes may reflect missing data or may reflect
the beneficiary's trueclinical.

e Amongthe study states, the primarydiagnosiscode is mostly non-missingin the IP and LT files (Table 8).
Missingness of primary diagnosis code in the OT file and procedure codein the IP and OT files varies by study
state. For example, the percent of OT claims with a primary diagnosis code rangedfrom 57.5 percentin State | to
98.8 percentin State H (Table 8). In most states, most claims had a procedure codein the OTfile. Procedure
code inthe IP file had higherratesof missingness in each state than in the OT file. Missing procedure and
diagnosis codesmay resultin mistakenly excluding beneficiariesfrom the denominator or numerator, increasing
the risk of over- or under-estimating the measure rate.

In State E and F, we found that the states were using state-specific codes for methadone treatment claims, whichwould
notbe currently captured by the measure specifications. In addition, State F frequently uses state-specific procedure
codes. Inthe measure submission form, we advise measure implementers to include the relevant state-specificcodesin
the measure specification and calculation. Accounting for state-specific codes will improve the accuracy of measures
calculated by states.

Table 8. Percentof IP, LT, or OT file with primary diagnosis code, procedure code, or place of service

* Percent with * * Percent with * Percent with
primary procedure place of
diagnosis code service
code

State IP LT oT IP oT oT
State A 100.0 100.0 88.8 58.4 91.3 92.3
State B 100.0 100.0 95.7 60.5 96.3 88.3
State C 100.0 94.4 89.1 65.9 100.0 87.7
State 3 100.0 100.0 80.3 68.3 99.7 99.9
State 4 100.0 100.0 839 31.8 99.1 79.2
State D 100.0 100.0 97.5 42.9 100.0 93.1
State E 100.0 100.0 97.4 69.2 96.7 90.4
State F 100.0 100.0 97.4 74.8 99.2 87.6
State 7 100.0 100.0 97.3 67.4 100.0 75.7
State G 0.0 100.0 58.9 0.0 100.0 100.0
State 8 100.0 98.9 65.5 66.5 83.0 67.2
State H 100.0 100.0 98.8 58.3 91.6 92.9
State | 100.0 100.0 57.5 61.3 99.8 88.9
State J 100.0 100.0 90.7 59.7 98.9 96.4

* Cellintentionally leftempty

Source: MAXanomaly tables. Available at the following URL: https://www.cms.gov/Research-Statistics-Data-and-Syste ms/
Computer-Data-and-Systems/MedicaidDataSour cesGenlnfo/MAXGenerallnformation.html.

Note: Numbers arefrom 2013 for all study states except State 8; the most recent numbers available for State 8 arefrom
2012.

We used two additional variables to create the measure — UB-92 revenue codes and place of service fromthe OT file. The
percentof OT claims with a valid place of serviceranges from 75.7 percentin State 7 to 100 percentin State G(Table 8).
To calculate the SUD-5measure generally andfor specific subgroups, we also use data elements from the MAXPSfile,
includingrace, sex, zip code, age (calculated using date of birth), information about prepaid plans, and eligibility
information. Sex and date of birth are rarely missing (Table 9). Nearly all enrollees have a valid 5-digit zip code. Race,
however, is missing for a substantial portion of enrollees in some states (for example, 43.8 percent of enrollees in State
C), so examination of SUD-5 by race subgroup will exclude beneficiaries who are missing race data. Information about
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prepaid plans are generally non-missing. Over 95 percent of MAX claimshave corresponding Medicaid eligibility
information (Table 10).
Table 9: Percent of Medicaid enrollees with missing date of birth, sex, or race

State Year Percent of Enrollees | Percent of Enrollees | Percent of Enrollees
Missing Date of Birth with Missing Sex with Missing Race
State A 2012 0.0 0.0 0.0
State B 2013 0.0 0.0 111
State C 2013 0.0 0.0 438
State 3 2012 0.0 0.0 10.7
State 4 2013 0.0 0.0 6.1
State D 2012 0.0 0.0 4.1
State E 2012 0.0 0.0 28.0
State F 2013 13 1.0 7.7
State 7 2013 0.0 0.0 12.3
State G 2013 0.0 0.0 10.9
State 8 2012 0.0 0.0 60.5
State H 2013 0.0 0.0 26.2
State | 2013 0.0 0.0 31.2
State J 2013 0.0 0.0 1.5

Alttext: This table shows the percentage of Medicaid enrollees with missing biographical or demographic data for
each state examined, including the percentage of enrollees with missing dates of birth, missing sex, and missing
race.Across all states, rates of enrollees with missing race information was higher than enrollees with missing
date of birth or sex information.
Source: MAXanomaly tables. Available at the following URL: https://www.cms.gov/Research-Statistics-Data-and-

Systems/Computer-Data-and-Syste ms/MedicaidDataSour cesGenInfo/MAXGenerallnformation.html.

Table 10: Percent of claims missing corresponding Medicaid eligibility information

State Year % with Claims and IP: % Missing LT: % Missing OT: % Missing
Missing Medicaid Eligibilityand > $0 | Eligibilityand >$0 | Eligibility and > $0
Eligibility (Excludes Paid (Excludes S- Paid (Excludes S- Paid (Excludes S-
S-CHIP Only) CHIP Only) CHIP Only) CHIP Only)
State A 2013 0.27 0.22 0.07 0.18
State B 2013 0.96 0.12 0.02 0.17
State C 2014 0.85 0.07 0.01 0.16
State 3 2013 0.17 0.14 0.04 0.01
State 4 2014 0.08 0.04 0.02 0.00
State D 2013 4.08 1.59 0.41 0.38
State E 2014 1.50 0.94 0.46 0.10
State F 2013 2.03 0.14 0.01 0.97
State 7 2014 0.35 0.21 0.02 0.07
State G 2013 0.11 0.54 0.02 0.04
State 8 2014 0.23 0.28 0.02 0.10
State H 2013 0.55 0.20 0.42 0.21
State | 2014 0.55 0.24 0.33 0.21
State J 2013 0.07 0.23 0.21 0.00
State A 2013 2.82 1.01 0.47 0.08
State B 2014 3.77 0.94 0.16 0.31
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State Year % with Claims and IP: % Missing LT: % Missing OT: % Missing
Missing Medicaid Eligibilityand > $0 | Eligibilityand >$0 | Eligibility and > $0
Eligibility (Excludes Paid (Excludes S- Paid (Excludes S- Paid (Excludes S-
S-CHIP Only) CHIP Only) CHIP Only) CHIP Only)
State C 2014 0.01 0.00 0.00 0.00
State 3 2013 0.39 0.00 0.00 0.03
State 4 2012 12.23 0.28 0.01 1.21
State D 2014 0.56 0.00 0.00 0.03
State E 2013 0.53 0.93 0.44 0.17
State F 2014 0.22 0.41 0.29 0.04
State 7 2013 1.45 0.17 0.01 0.16
State G 2013 3.60 0.14 0.01 0.19
State 8 2014 0.09 0.05 0.02 0.01

Source: MAXvalidationtables. Available at the following URL: https://www.cms.gov/Research-Statistics-Data-and-
Systems/Computer-Data-and-Syste ms/MedicaidDataSourcesGenInfo/MAX-Validation-
Reports.html|?DLSort=0&DLEntries=10&DLPage=1&DLSortDir=asce nding.

Note: Missing informationis available forall but one of the study statesin 2013. The most recent availableinformation
for State 8 isfor 2012. We have also provided 2014 information where available in the studystates.

[Response Ends]

2b.10. Provide your interpretation of the results, in terms of demonstrating that performance results are notbiased
due to systematic missing data (or differences betweenresponders and non-responders), and how the specified
handling of missing data minimizes bias.

In other words, what do the results mean in terms of supporting the selected approach for missing dataand what are the
norms forthe test conducted; if no empirical analysis was conducted, justify the selected approach for missing data.

[Response Begins]

2021 Submission

Due to the state selection process usedfor this analysis, the likelihood of missing data is negligible and would not
contribute to systematic bias.

2016 Submission

Given the relatively small amount of missing information, we don’t believe thereis systematic bias. In addition, states
implementing the measure will likely have even less missing data than reported here because they will be able to account
for their state-specific codes when constructing the measure.
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[Response Ends]

Note: Thisitemis directedto measures thatare 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 identifyand compute the
measure from medicalrecord abstraction and a different set of specifications for claimsor eCQMs). It does notapply to
measures that use more than one source of datain one set of specifications/instructions(e.g., claims data to identify the
denominatorand medical record abstraction for the numerator). Comparability is not required when comparing
performance scores with and without socialrisk factors in the risk adjustment model. However, if comparability is not
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demonstratedfor 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.

2b.11.Indicate whetherthereis morethan one set of specifications for this measure.

[Response Begins]
No, there is only one set of specifications for this measure
[Response Ends]

2b.12.Describethe method of testing conductedto compare performance scores for the same entities across the
different data sources/specifications.

Describe the steps—do not just name a method. Indicate what statistical analysis was used.

[Response Begins]
[Response Ends]

2b.13.Provide the statistical results from testing comparability of performance scores for the same entities when using
different data sources/specifications.

Examples may include correlation, and/or rank order.

[Response Begins]
[Response Ends]

2b.14.Provide your interpretation of the results in terms of the differences in performance measure scores for the
same entities across the different data sources/specifications.

In other words, what do the results mean and what are the norms for the test conducted.

[Response Begins]
[Response Ends]

2b.15.Indicate whetherthe measure uses exclusions.

[Response Begins]
N/A or no exclusions
[Response Ends]

2b.16.Describethe method of testing exclusions and what was tested.

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?

[Response Begins]
Not applicable—This measure has no exclusions.
[Response Ends]

2b.17.Provide 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.
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[Response Begins]
Not applicable—This measure has no exclusions.
[Response Ends]

2b.18. Provide your interpretation of the results, in terms of demonstrating that exclusions are neededto prevent
unfair distortion of performance results.

In other words, the value outweighsthe 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.

[Response Begins]
Not applicable—This measure has no exclusions.
[Response Ends]

2b.19.Check all methods usedto address risk factors.

[Response Begins]
No risk adjustment or stratification
[Response Ends]

2b.20. If using statistical risk models, provide detailed risk model specifications, including the risk model method, risk
factors, risk factor data sources, coefficients, equations, codes withdescriptors, and definitions.

[Response Begins]
[Response Ends]

2b.21.1f an outcome or resource use measure is not risk-adjusted or stratified, provide rationale and analyses to
demonstratethat controlling for differences in patient characteristics (i.e., case mix) is not needed to achieve fair
comparisons across measured entities.

[Response Begins]
Not applicable—This measureis not risk adjusted.
[Response Ends]

2b.22.Selectall applicable resources and methods used to develop the conceptual model of how social riskimpacts
this outcome.

[Response Begins]
[Response Ends]

2b.23.Describe the conceptual and statistical methods and criteria used to test and select patient-level risk factors
(e.g., clinical factors, social risk factors) used in the statistical risk model or for stratification by risk.

Please be sure to address the following: potential factors identified in the literature and/or expert panel; regression
analysis; statisticalsignificance of p<0.10 or other statistical tests; correlation of x or higher. Patient factors should be
presentatthe start of care, if applicable. Alsodiscuss any “ordering” of risk factor inclusion; note whether social risk
factors are added afterall clinical factors. Discuss any considerations regarding data sources (e.g., availability, specificity).

[Response Begins]
[Response Ends]
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2b.24. Detail the statistical results of the analyses used to testand select risk factors for inclusion in or exclusion from
the risk model/stratification.

[Response Begins]
[Response Ends]

2b.25. Describe the analyses and interpretationresulting in the decision to select or not select social risk factors.

Examples may include prevalence of the factor across measured entities, availability of the data source, empirical
association with the outcome, contribution of unique variation in the outcome, or assessment of between-unit effects and
within-unit effects. Also describe the impact of adjusting for risk (or making no adjustment) on providers at highorlow
extremes of risk.

[Response Begins]
[Response Ends]

2b.26.Describe the method of testing/analysis used to develop and validate the adequacy of the statistical model or
stratification approach (describe the steps—do not just name amethod; what statistical analysis was used). Provide
the statistical results fromtesting the approach to control for differences in patient characteristics (i.e., case mix)
below. If stratified ONLY, enter “N/A” for questions about the statistical risk model discrimination and calibration
statistics.

Validation testing should be conducted in a dataset thatis separate from the one used to develop the model.

[Response Begins]
[Response Ends]

2b.27.Providerisk model discriminationstatistics.

Forexample, provide c-statistics or R-squared values.

[Response Begins]
[Response Ends]

2b.28.Providethestatistical risk model calibrationstatistics (e.g., Hosmer-Lemeshow statistic).
[Response Begins]

Not applicable—This measureis not risk adjusted.
[Response Ends]

2b.29.Providetherisk decile plots or calibration curves used in calibrating the statistical risk model.

The preferred file formatis.png, but mostimage formats are acceptable.
[Response Begins]

[Response Ends]

2b.30.Providetheresults of therisk stratification analysis.

[Response Begins]
[Response Ends]
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2b.31.Provide your interpretation of the results, in terms of demonstrating adequacy of controlling for differencesin
patient characteristics (i.e., case mix).

In other words, what do the results mean and what are the norms for the test conducted ?

[Response Begins]

[Response Ends]

2b.32.Describe any additional testing conductedto justify therisk adjustment approach usedin specifying the

measure.

Not required but would provide additional support of adequacy of the risk model, e.g., testing of risk model in another
data set; sensitivity analysis for missing data; other methods that were assessed.

[Response Begins]
[Response Ends]
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Criteria 3: Feasibility

Extentto which the specifications including measure logic, require data thatare readilyavailable or could be captured
without undue burden and can beimplemented for performance measurement.

3.01. Check all methods belowthat are used to generate the data elements needed to compute the measure score.

[Response Begins]
Coded by someone otherthan personobtaining original information (e.g., DRG, ICD-10 codes on claims)
[Response Ends]

3.02. Detail to what extent the specified data elements are available electronically in definedfields.

In other words, indicate whether data elements that are needed to compute the performance measure score are in
defined, computer-readable fields.

[Response Begins]

ALL dataelements arein definedfieldsin electronicclaims

[Response Ends]

3.03. IfALL the data elements needed to compute the performance measure score are not fromelectronicsources,
specify a credible, near-term pathto electronic capture, OR provide a rationale for using data elements not from
electronicsources.

[Response Begins]
Not applicable.
[Response Ends]

3.04. Describe any efforts todevelop an eCQM.

[Response Begins]
Not applicable.
[Response Ends]

3.06. Describe difficulties (as a result of testing and/or operational use of the measure) regarding data collection,
availability of data, missing data, timing and frequency of data collection, sampling, patient confidentiality, timeand
cost of data collection, other feasibility/implementationissues.

[Response Begins]

We identified 9 states ranging in size and geographical location across the U.S. We used a variety of tools, including Data
Quality Atlas (DQA) to identify states with sufficient data quality for these analyses, focusing on the germane datafiles
(e.g.,inpatientand outpatient claims)and key fields within those data files such as discharge date, ICD diagnosis codes,
HCPCS procedure codes and UBREV codes.

[Response Ends]

Consider implications for bothindividuals providing data (patients, service recipients, respondents) and those whose
performanceis beingmeasured.

3.07. Detail any fees, licensing, or otherrequirements to use any aspect of the measure as specified (e.g., value/code
set, riskmodel, programmingcode, algorithm),

Attach the fee schedule here, if applicable.
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[Response Begins]
Not applicable, no feesorlicensing are currentlyrequired.
[Response Ends]
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Criteria 4: Use and Usability

Extentto which potential audiences (e.g., consumers, purchasers, providers, policy makers) are using or could use
performanceresults for both accountabilityand performanceimprovement to achieve the goal of high-quality, efficient
healthcarefor individuals or populations.

Extentto which intended audiences (e.g., consumers, purchasers, providers, policy makers)can understandthe results of
the measure and are likelyto find them useful for decision making.

NQF-endorsed measures are expected to be usedin atleast one accountability application within 3 years and publicly
reportedwithin 6 years of initial endorsement, in addition to demonstrating performance improvement.

4a.01. Checkall current uses. For each current use checked, please provide:

Name of program and sponsor

URL

Purpose

Geographicareaand numberand percentage of accountable entities and patients included
Level of measurement and setting

[Response Begins]
Quality Improvement with Benchmarking (external benchmarkingto multiple organizations)

[Quality Improvement with Benchmarking (external benchmarking to multiple organizations) Please Explain]
MEDICAID INNOVATION ACCELERATOR PROGRAM: In July 2014, the Centersfor Medicare & Medicaid Services (CMS)
launched the Medicaid Innovation Accelerator Program (IAP), a collaborative between the Center for Medicaid and CHIP
Services (CMCS)and the Center for Medicare & Medicaid Innovation (CMMI). The goal of IAP was to improve the health
and health care of Medicaid beneficiaries and to reduce costs by supporting states’ ongoing payment and delivery system
reforms. Medicaid IAP supported state Medicaid agencies to build capacity in keyprogram and functional areas by
offering targeted technical support, tool development, and cross-state learning opportunities. The goal of the Medicaid
IAP ReducingSubstance Use Disorders(SUD) area was to support states to introduce policy, program, and payment
reforms to betteridentify individuals with SUD, expand coverage for effective treatment, enhance care and practices
delivered to beneficiaries, and develop payment mechanisms for SUD servicesthat will provide better outcomes. The IAP
covered all 50 states. NQF 3312is available for optional reporting by states.

Quality Improvement (Internal to the specificorganization)

[Quality Improvement (Internal to the specific organization) Please Explain]
MEDICAID INNOVATION ACCELERATOR PROGRAM: In July 2014, the Centersfor Medicare & Medicaid Services (CMS)
launched the Medicaid Innovation Accelerator Program (IAP), a collaborative between the Center for Medicaid and CHIP
Services (CMCS)and the Center for Medicare & Medicaid Innovation (CMMI). The goal of IAP was to improve the health
and health care of Medicaid beneficiaries and to reduce costs by supporting states’ ongoing payment and delivery system
reforms. Medicaid IAP supported state Medicaid agencies to build capacity in key program and functional areas by
offering targeted technical support, tool development, and cross-state learning opportunities. The goal of the Medicaid
IAP ReducingSubstance Use Disorders(SUD) area was to support states to introduce policy, program, and payment
reforms to betteridentify individuals with SUD, expand coverage for effective treatment, enhance care and practices
delivered to beneficiaries, and develop payment mechanisms for SUD servicesthat will provide better outcomes. The IAP
covered all 50 states. NQF 3312is available for optional reporting by states.

[Response Ends]

4a.02. Check all planned uses.

[Response Begins]
Quality Improvement with Benchmarking (external benchmarkingto multiple organizations)
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Quality Improvement (internal to the specificorganization)
[Response Ends]

4a.03. If not currently publicly reported OR usedin at least one other accountability application (e.g., payment
program, certification, licensing), explain why the measureis not in use.

Forexample, do policies or actions of the developer/steward or accountable entities restrict access to performance results
or block implementation?

[Response Begins]
[Response Ends]

4a.04. If not currently publicly reported OR usedin at least one other accountability application, provide a credible
plan for implementationwithin the expected timeframes: used in any accountability application within 3 years, and
publicly reportedwithin6 years of initial endorsement.

A credible plan includes the specific program, purpose, intended audience, and timeline forimplementing the measure
within the specified timeframes. A plan for accountability applicationsaddresses mechanisms for data aggregation and
reporting.

[Response Begins]
[Response Ends]

4a.05. Describe how performance results, data, and assistance with interpretation have been providedto those being
measured or otherusers during development or implementation.

Detail how many and which typesof measured entities and/or others were included. If only a sample of measured entities
were included, describe the full population and how the sample was selected.

[Response Begins]

We provided assistance with measure implementationto interested stakeholders duringa CMS-sponsored webinaron
June 20,20109.

[Response Ends]

4a.06. Describe the process for providing measure results, including when/how often results were provided, what data
were provided, what educational/explanatory efforts were made, etc.

[Response Begins]

Duringawebinar onJune 20,2019, webinar participants were provided with information on measure implementation,
including steps to calculate measure performance. Participants were given the opportunity to have their questions
answered by the steward and developer.

[Response Ends]

4a.07. Summarize the feedback on measure performance and implementation fromthe measured entities and others.
Describe how feedback was obtained.

[Response Begins]
Not applicable: no feedback has been received on measure performance and implementationfrom measured entities.
[Response Ends]

4a.08. Summarize the feedback obtained from those being measured.

[Response Begins]
We have notreceived feedback on measure performance and implementationfrom measure implementers.
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[Response Ends]

4a.09. Summarize the feedback obtained from other users.

[Response Begins]
We have notreceived feedback from otherusers.
[Response Ends]

4a.10. Describe howthefeedback described has been consideredwhen developing or revising the measure
specifications orimplementation, including whether the measure was modified and why or why not.

[Response Begins]
Not applicable.
[Response Ends]

4b.01.You may referto data provided in Importance to Measure and Report: Gap in Care/Disparities, but do not
repeat here. Discuss any progress on improvement (trends in performance results, numberand percentage of people
receiving high-quality healthcare; Geographic area and number and percentage of accountable entities and patients
included). If no improvement was demonstrated, provide an explanation. If not in use for performance improvement
at the time of initial endorsement, provide a credible rationale that describes how the performance results could be
used to furtherthe goal of high-quality, efficient healthcare for individuals or populations.

[Response Begins]

Adoption of this performance measure has the potential to improve the quality of care for Medicaid beneficiaries, who
have aSUD, after they are discharged from a medicallymanagedwithdrawal program for alcohol and/or drugs. For the 4
statesincluded in both the 2016 and 2022 submissions, 14-day continuity decreased by an average of 5.7 percentage
points and 7-day continuity decreased by an average of 4.0 percentage points. While the exactreasons for this are
unknown, itis possible that this is due to improvements in data quality between 2014 and 2018 testing data, clinical
initiatives and policies at the state level, or otherfactors. For all 9 states includedin this submission, the 14-day
performancerate is47.30 percentand the 7-day performance rate is 42.32 percent, showing improvement from previous
testing results of 36.5 percent continuity within 14 daysand 28.8 percent within 7 days. Despite this improvement, the
performanceratesindicate thatthereisstillagap in care. The process of selectionand testing of this measure was
guided by the priorities outlinedin the SAMHSA National BehavioralHealth Quality Framework (NBHQF). The NBHQF
goals reflectan effort to harmonize and prioritize measures that reflect the core principles of SAMHSA, as well as support
the CMS National Quality Strategy. Specifically, this measure will encourage detoxfacilities to monitor the rate at which
patients have follow-uptreatment services to achieve continuity of care, and to take steps to putinterventionsin place to
improve the rate with which their patients receive additional services afterleaving detox.

[Response Ends]

4b.02. Explain any unexpectedfindings (positive or negative) during implementation of this measure, including
unintendedimpacts on patients.

[Response Begins]
To date, there have been no unexpectedfindings identified during use of this measure.
[Response Ends]

4b.03. Explain any unexpected benefits realized from implementation of this measure.

[Response Begins]
To date, there have been no unexpected benefits identified during use of this measure.
[Response Ends]
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Criteria 5: Related and Competing Measures

If a measure meets the above criteriaand there areendorsed 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 compared to address harmonizationand/or selection of the best measure.

If you are updating a maintenance measure submission for the firsttime in MIMS, please note that the previous related
and competing data appearingin question 5.03 may need to be enteredin to 5.01 and 5.02, if the measuresare NQF
endorsed. Please review and update questions 5.01,5.02, and 5.03 accordingly.

5.01. Search and select all NQF-endorsed related measures (conceptually, either same measure focus or target
population).

(Can search and select measures.)

[Response Begins]

2605: Follow-Up After Emergency Department Visit for Mental lliness or Alcohol and Other Drug Abuse or Dependence
0004: Initiationand Engagement of Alcohol and Other Drug Abuse or Dependence Treatment

3453: Continuity of Care after Inpatient or Residential Treatment for Substance Use Disorder (SUD)

[Response Ends]

5.02. Search and select all NQF-endorsed competing measures (conceptually, the measures have both thesame
measure focus or target population).

(Can search and select measures.)
[Response Begins]
[Response Ends]

5.03. Ifthere arerelated or competing measures to this measure, but they are not NQF-endorsed, please indicate the
measure titleand steward.

[Response Begins]

- 7-day Follow-up after Withdrawal Management; American Society of Addiction Medicine
- Continuity of Care after Detoxification; Washington Circle

- Initiation after Outpatient/Intensive Outpatient; Washington Circle

[Response Ends]

5.04. If this measure conceptually addresses EITHER the same measure focus OR the sametarget populationas NQF-
endorsed measure(s), indicate whetherthe measure specifications are harmonized to the extent possible.

[Response Begins]
No
[Response Ends]

5.05. Ifthe measure specifications are not completely harmonized, identify the differences, rationale, and impact on
interpretability and data collection burden.

[Response Begins]

Follow-up time period: NQF 2605 examines follow-up care 7 days and 30 days after discharge. Similarto NQF 3312, NQF
3453 examines continuity of care 7 and 14 days after discharge frominpatient or residential treatment for SUD. NQF
3312 focuseson continuity of care 7 days and 14 days after medicallymanaged withdrawal. The 14-day follow-uptime
period aligns with NQF 0004, NQF 3453 and the non-NQF endorsed Continuity of Care After Detoxification measure
developed by the Washington Circle, and reflects the input of some publiccommenters that adults should receive some
type of care within two weeks of discharge from detoxification.

Place of Service: NQF 3312 differs fromthe otherrelated measuresby examining continuity of care after medically
managed withdrawal by place of service. NQF 2605 focuses on emergency department visit follow-up while NQF 0004
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includes initiation of treatment through an inpatient AOD admission, outpatient visit, intensive outpatient encounter or
partial hospitalization, telehealth, or medication treatment. NQF 3453 assesses follow-up after discharges frominpatient
or residential treatment for substance usedisorder.

Diagnoses: NQF 2605 requires a primarydiagnosis of alcohol and other drug dependence (AOD) for the follow-upservice.
NQF 3453 numerator for follow-uprequires a prescription for, administered, or ordered a medicationfor SUD. The
denominatorfor NQF 3453 requires adischarge frominpatient or residential treatment for SUD with a principal SUD
diagnosis. NQF 3312 requires a primary or secondary diagnosisof AOD. We allow a primary or secondary AODdiagnosis
to address potential inaccuracies in how AOD diagnosesare coded. For example, some providers may be concerned
aboutthe stigma associated with an AOD diagnosis and therefore codeit as a secondary diagnosis. Also, for adults with
co-occurringmental healthand AODdisorders, the assignment of primary and secondary diagnoses can be challenging
and sometimes arbitrary.

The differencesin follow-uptime period, location, and diagnoses between NQF 2605, NQF 3453 and NQF 3312do not
impactthe measure’s interpretability in whicha higher rateis indicative of better quality. These measuresrely on
administrative data. The differences in measure specifications between 2605, 3453 and 3312 are minorand expected to
have minimal impact on data collection burden.

[Response Ends]
5.06. Describe why this measureis superiorto competing measures (e.g., a more valid or efficient way to measure
quality). Alternatively, justify endorsing an additional measure.

Provide analyses when possible.

[Response Begins]

Not applicable. There are no other NQF-endorsed measures that conceptually address the same measure focus and same
target population.

[Response Ends]
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