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CBE ID
3453
Title
Continuity of Care After Inpatient or Residential Treatment for Substance Use Disorder
Project
Advanced Illness and Post-Acute Care
Endorsement Status
Endorsed with Conditions

E&M Committee Rationale/Justification

When this measure comes back for maintenance, the committee would like to see:

e Explore potential updates to the numerator criteria (e.g., follow-up window, relapse
patients, patients <18 years of age, and pharmacotherapy/prescription at the time of
discharge); and

e Explore the usability of the measure with the accountable entity (i.e., demonstrating how
states can use the measure to improve patient experience of continuity) and expanding the
logic model to illustrate areas of improvement.

Is Under Review
No
Next Maintenance Cycle
Spring 2029
Previous Endorsement Cycle
Spring 2024
Steward
Substance Abuse and Mental Health Services Administration (SAMHSA)
1.0 New or Maintenance
Maintenance
1.3 Electronic Clinical Quality Measure (eCQM)
No

1.6 Measure Description

The Continuity of Care After Inpatient or Residential Treatment for Substance Use Disorder
measure evaluates the percentage of discharges from inpatient or residential treatment for
diagnoses of substance use disorders (SUD) among Medicaid or Medicare-Medicaid beneficiaries,
aged 18 years and older, which were followed by a treatment service for SUD.
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1.7 Composite Measure
No
1.7 Measure Type
Process
1.8 Level of Analysis
Population or Geographic Area
1.8a Population or Geographic Area Level of Analysis
State
1.9 Care Setting

Behavioral Health: Inpatient (e.g., Inpatient Psychiatric Facility), Behavioral Health: Outpatient,
Clinician Office/Clinic, Emergency Department, Hospital: Acute Care Facility, Hospital: Critical
Access, Hospital: Inpatient, Hospital: Outpatient, Inpatient Rehabilitation Facility, Long-Term
Acute Care Facility, Outpatient Rehabilitation, Pharmacy

1.10 Measure Rationale

Continuity of care is related to improve health and life outcomes, therefore a quality measure to
target extra efforts to engage individuals less likely to have continuity of care is expected to yield
better care for beneficiaries with SUD. Continuity after inpatient or residential treatment has
been found to be generally low and the variation in continuity rates suggests that there is
substantial opportunity for improvement.

While other measures evaluate continuity of care after inpatient or residential substance use
treatment, CBE #3453 varies in timing of continuity of care, diagnoses in the continuity of care
visit, and the type of practitioners providing follow-up services. In addition, there are typically
fewer quality measures for Medicaid and high rates of substance use for this population.

1.11 Measure Webpage

https://www.medicaid.gov/resources-for-states/innovation-accelerator-program/fu...

1.13 Data Dictionary

Not attached. I attest that all information will be provided where codes and/or value sets are
needed (1.14a - 1.15c¢).

1.13a Attach Data Dictionary
CBE 3453 Value Sets 2024.04.17.xlsx

1.14 Numerator

Discharges from inpatient or residential treatment settings that were followed by:An outpatient
visit, intensive outpatient encounter, or partial hospitalization with a primary or secondary SUD
diagnosis on the day after discharge through day 7 or 14;A telehealth encounter for SUD on the
day after discharge through day 7 or 14;Pharmacotherapy (filling a prescription or being

administered or dispensed a medication) on day of discharge through day 7 or 14; orResidential


https://www.medicaid.gov/resources-for-states/innovation-accelerator-program/functional-areas/quality-measurement/index.html
https://www.p4qm.org/sites/default/files/2024-05/CBE%203453%20Value%20Sets_2024.04.17.xlsx
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admissions on day 3 through day 7 or day 14 (for inpatient discharges only).

1.14a Numerator Details

CBE #3453 calculates the percentage of discharges from inpatient or residential treatment for
substance use disorder (SUD) for Medicaid beneficiaries, ages 18 and older, which were followed
by a treatment service for SUD. The numerator is the number of discharges from inpatient or
residential treatment settings that were followed by an outpatient visit, intensive outpatient
encounter, or partial hospitalization with a primary or secondary SUD diagnosis on the day after
discharge through day 7 or 14; telehealth encounter for SUD on the day after discharge through
day 7 or 14; pharmacotherapy (filling a prescription or being administered or dispensed a
medication) on day of discharge through day 7 or 14; or residential admissions (for inpatient
discharges only) on day 3 through day 7 or day 14. The measure will report two rates, continuity
of care within 7 days and within 14 days after discharge. If an overdose diagnosis code appears on
the same outpatient or inpatient claim that is being viewed as follow-up, that claim does not
qualify as follow up.

1.15 Denominator

Discharges from inpatient or residential treatment settings with a primary diagnosis of SUD by
Medicaid or Medicare-Medicaid beneficiaries, aged 18 years and older, that occurred between
January 1 and December 15 of the measurement year. Beneficiaries must be enrolled in Medicaid
during the month of discharge from inpatient or residential treatment and the following month.

1.15a Denominator Details

The CBE #3453 measure data is reported annually across 12 months. The denominator is
discharges from inpatient or residential treatment settings with a primary diagnosis of SUD by
Medicaid or Medicare-Medicaid beneficiaries, aged 18 years and older, that occurred between
January 1 and December 15 of the measurement year. Beneficiaries must be enrolled in Medicaid
during the month of discharge from inpatient or residential treatment and the following month.

1.15b Denominator Exclusions

Denominator exclusions include discharges with hospice services during the measurement year
and both the initial discharge and the admission/direct transfer discharge if the admission/direct
transfer discharge occurs after December 15 of the measurement year. Discharges followed by
admission or direct transfer to any inpatient (regardless of diagnosis) or SUD residential
treatment setting within 7- or 14-day continuity of care period are also excluded. Transfer,
hospitalization, or admission to inpatient or SUD residential treatment within 7 or 14 days after
discharge may prevent a continuity of care visit from taking place. An exception is admission to
residential treatment following discharge from inpatient treatment; these admissions are not
excluded, because continuity into residential treatment after inpatient treatment is considered
appropriate treatment.

1.15c¢ Denominator Exclusions Details
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To calculate denominator exclusions:

e Exclude discharges for patients who receive hospice services during the measurement year.

e Exclude discharges after December 15 of the measurement year.

e Exclude discharges followed by admission or direct transfer to an inpatient or SUD
residential treatment setting within the 7- or 14-day continuity of care period regardless of
the primary diagnosis (with exception of admission to residential treatment following
discharge from inpatient treatment).

e Exclude episodes that do not include at least one claim with primary diagnosis of SUD.

The denominator for the 7- and 14-day continuity of care rates will differ because of the different
exclusions based on transfer or admission to a hospital or residential treatment for 7 versus 14
days. For example, a beneficiary admitted to a residential setting on day 10 after discharge will be
excluded from the 7-day rate but not from the 14-day rate.

1.16 Type of Score
Rate/proportion

1.17 Measure Score Interpretation
Better performance = Higher score

1.18 Calculation of Measure Score
Please see measure score calculation diagram attachment.

1.18a Attach measure score calculation diagram
CBE 3453 Measure Score Diagram.pdf

1.19 Measure Stratification Details

States have the option to stratify by location of the inpatient or residential discharge. To do this
stratification:

¢ Calculate the inpatient continuity of care rate by dividing the number of discharges with
evidence of a qualifying continuity of care visit or pharmacotherapy event by the
denominator (after exclusions), only including discharges with a treatment location assigned
as residential. Calculate the inpatient continuity rates separately for 7 and 14 days after
discharge.

e Calculate the residential continuity of care rate by dividing the number of discharges with
evidence of a qualifying continuity of care visit or pharmacotherapy event by the
denominator (after exclusions), only including discharges with a treatment location assigned
as residential. Calculate the residential continuity rates separately for 7 and 14 days after
discharge.

e For episodes assigned to a mix of both settings, for the purposes of stratification, assign the
episode to one setting based on the last setting of the episode.


https://www.p4qm.org/sites/default/files/2024-05/CBE%203453%20Measure%20Score%20Diagram.pdf
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1.20 Types of Data Sources
Claims Data

1.25 Data Source Details

CBE #3453 uses administrative claims or encounter data. For measure testing the data source is
the Transformed Medicaid Statistical Information System (T-MSIS), which contains beneficiaries,
service utilization, administrative claims, and expenditure data for the Medicaid population,
including those covered through both fee-for-service and managed care payers.

1.26 Minimum Sample Size
Not applicable. CBE #3453 measure does not involve sampling.

2.1 Attach Logic Model
CBE 3453 Logic Model.pdf

2.2 Evidence of Measure Importance

Continuity of care helps to sustain the gains attained in initial treatment and to prevent relapses.
Individuals who are at an increased risk of relapse, either due to low social support or motivation,
may particularly benefit from continuing care following discharge (McKay, 2021). Half of the
individuals who complete SUD treatment relapse within a year of discharge and are not connected
to aftercare services (Stanojlovic & Davidson, 2021). Low treatment rates are associated with
increased relapse, treatment readmission, and mortality (Stanojlovic & Davidson, 2021). In
contrast, continuity of care after discharge from inpatient or residential SUD treatment is linked
to reduced substance use (McKay, 2021), fewer readmissions (Kinard, Brennan-Cook, Johnson,
Long, Yeatts, & Halpern, 2024), less criminal justice involvement (RTI International & National
Governors Association, 2021), lower mortality (Stanojlovic & Davidson, 2021), improved housing
and employment (Stanojlovic & Davidson, 2021), and a decrease in mental health symptoms
(Stanojlovic & Davidson, 2021). Use of a performance measure to identify patients who are less
likely to have continuity of care or have shorter stays in follow-up care is critical in targeting extra
efforts in engaging these patients (Harris, McKellar, Moos, Schaefer, & Cronkite, 2006).

References:

Harris, A. H., McKellar, J. D., Moos, R. H., Schaefer, J. A., & Cronkite, R. C. (2006). Predictors of
engagement in continuing care following residential substance use disorder treatment. Drug
Alcohol Depend, 84(1), 93-101. doi: 10.1016/j.drugalcdep.2005.12.010

Kinard, T., Brennan-Cook, J., Johnson, S., Long, A., Yeatts, ]J., & Halpern, D. (2024). Effective Care
Transitions: Reducing Readmissions to Improve Patient Care and Outcomes. Professional case
management, 29(2), 54-62. https://doi.org/10.1097/NCM.0000000000000687

McKay J. R. (2021). Impact of Continuing Care on Recovery From Substance Use Disorder.
Alcohol research : current reviews, 41(1), 01. https://doi.org/10.35946/arcr.v41.1.01
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https://doi.org/10.1097/NCM.0000000000000687
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RTI International & National Governors Association. (2021). Community Supervision and
Treatment of Individuals With Substance Use Disorder - Challenges and Opportunities for
Governors and State Officials. Bureau of Justice Assistance Comprehensive Opioid, Stimulant, and
Substance Abuse Program. Retrieved from:
https://www.nga.org/wp-content/uploads/2021/06/RTI Community Supervisio...

Stanojlovi¢, M., & Davidson, L. (2021). Targeting the Barriers in the Substance Use Disorder
Continuum of Care With Peer Recovery Support. Substance abuse : research and treatment, 15,
1178221820976988. https://doi.org/10.1177/1178221820976988

2.4 Performance Gap

The distribution of performance scores for CBE #3453 are presented in Exhibit 1, within the
performance-gap attachment. Scores demonstrate room for improvement with median scores of
30.8 percent for the 7-day rate and 37.9 percent for the 14-day rate.

Exhibit 2, within the performance-gap attachment, examines performance scores by several
beneficiary characteristics, including age, sex, race, ethnicity, education level, language and living
arrangement (lives alone or with someone else). Chi-square and probability were calculated to
determine whether differences in performance scores based on these characteristics were
statistically significant.

Performance score differences in all categories except for sex (age, race and dual eligibility
status) were statistically significant demonstrating disparities in treatment based on these traits.
Performance scores were lowest for beneficiaries aged 65 and older (7-day rate of 16.7 percent
and 14-day rate of 20.1 percent) and those who were dually-eligible for Medicaid and Medicare
benefits (7-day rate of 23.6 percent versus 39.1 percent for Medicaid-only beneficiaries and 14-
day rate of 27.0 percent versus 42.7 percent for Medicaid-only beneficiaries).

2.4a Attach Performance Gap Results
CBE 3453 Performance Gap Tables.pdf

2.6 Meaningfulness to Target Population

Forty to sixty percent of individuals who complete inpatient or residential substance use
treatment experience relapse (National Institute on Drug Abuse, 2020). Continuing care is an
important part of treating SUDs and individuals at high risk of relapse may benefit more from
continuing care compared to individuals at low risk (McKay, 2021). Benefits of continuity of care
for substance use include improved mental health, improved housing and employment, and less
criminal justice involvement (Stanojlovic & Davidson, 2021; RTI International & National
Governors Association, 2021).

References:

McKay J. R. (2021). Impact of Continuing Care on Recovery From Substance Use Disorder.
Alcohol research: Current reviews, 41(1), 01. https://doi.org/10.35946/arcr.v41.1.01
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National Institute on Drug Abuse. (2020). Treatment and Recovery. Drugs, brains, and behavior:
the science of addiction. Retrieved from Treatment and Recovery | National Institute on Drug
Abuse (NIDA).

RTI International & National Governors Association. (2021). Community Supervision and
Treatment of Individuals With Substance Use Disorder - Challenges and Opportunities for
Governors and State Officials. Bureau of Justice Assistance Comprehensive Opioid, Stimulant, and
Substance Abuse Program. Retrieved from
https://www.nga.org/wp-content/uploads/2021/06/RTI Community Supervisio...

Stanojlovi¢, M., & Davidson, L. (2021). Targeting the Barriers in the Substance Use Disorder
Continuum of Care With Peer Recovery Support. Substance Abuse: Research and treatment, 15,
1178221820976988. https://doi.org/10.1177/1178221820976988

3.1 Contributions Towards Closing Care Gaps

As shown in Exhibit 2, within the performance-gap attachment, some potential social risk factors
were examined to identify performance gaps. These factors include biological sex, race, age band,
and dual eligibility status. Statistically significant differences in performance have been identified
which demonstrate an opportunity for improving health equity based on these risk factors.

4.1 Feasibility Assessment

CBE #3453 was assessed via qualitative survey of a multi-stakeholder panel. Results of the
feasibility assessment, as captured in two survey questions, indicate that CBE #3453 does not
have any data collection challenges and the measure is minimally burdensome to report.

In general, there are no concerns with capturing data for this measure using data elements
defined in the specifications. All respondents indicated No or Not Sure/Do Not Know when asked
about challenges associated with data collection and reporting. These findings indicate general
support for data collection feasibility. Burden of reporting was also not identified as a concern for
use of CBE #3453, with all respondents stating either Yes or Not Sure/Do Not Know when asked
about undue burden associated with implementation. These findings suggest that the measure is
likely minimally burdensome to report, and feasibility is not a concern.

Results from the qualitative survey related to measure feasibility for CBE #3453 appear in
Exhibit 3 and Exhibit 4 (within the supplemental attachment).

4.3 Feasibility Informed Final Measure

No changes were made to the final measure specifications in response to the feasibility
assessment. There was high agreement that the measure is likely minimally burdensome to report.

4.4 Proprietary Information


https://www.nga.org/wp-content/uploads/2021/06/RTI_Community_Supervision_and_Treatment_of_Individuals_With_Substance_Use_Disorder.pdf
https://doi.org/10.1177/1178221820976988
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Not a proprietary measure and no proprietary components

5.1.1 Data Used for Testing

As described above, CBE #3453 uses administrative claims or encounter data and pharmacy
claims. For measure testing, the data source is the Transformed Medicaid Statistical Information
System (T-MSIS) which contains part beneficiary, service utilization, administrative claims, and
expenditure data for the Medicaid population, including those covered through both fee-for-
service and managed care payers. The measurement period for scientific acceptability testing was
calendar year 2021.

5.1.2 Differences in Data
The same data were used for all aspects of testing.
5.1.3 Characteristics of Measured Entities

For 49 states (see note below Exhibit 5) and the District of Columbia, there were 764,497
episodes of inpatient or residential treatment for SUD among eligible Medicaid beneficiaries in
the measurement year of 2021. As shown in Exhibit 5, within the supplemental attachment,
denominator counts ranged from 66 to 97,231 with a median of 5,519.

5.1.4 Characteristics of Units of the Eligible Population

More than half (59.8 percent) of the denominator were beneficiaries between 25 and 44 years of
age, and approximately 67.8 percent of the denominator were male beneficiaries. White, non-
Hispanic beneficiaries accounted for approximately 56.3 percent of the denominator, followed by
other or multi-racial groups (approximately 18.1 percent), and Black, non-Hispanic beneficiaries
(approximately 16.2 percent). About 9.4 percent of the denominator were beneficiaries who were
Hispanic of any race. More information is presented in Exhibit 6 (within the supplemental
attachment).

5.2.1 Level(s) of Reliability Testing Conducted
Accountable entity level (i.e., measure score) (e.g., signal-to-noise analysis)

5.2.2 Method(s) of Reliability Testing

Reliability was calculated in accordance with the methods described in The Reliability of Provider
Profiling: A Tutorial (2009). This approach calculates the ability of the measure to distinguish
between the performances of different measured entities. Specifically, the testing calculated the
signal-to-noise ratio for each entity (in this case, state or district), with higher scores indicating
greater reliability. The reliability score is estimated using a beta-binomial model and is a function
of the entity’s sample size and score on the measure, as well as the variance across entities.
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References:

Adams, J. (2009). The Reliability of Provider Profiling: A Tutorial. https://doi.org/10.7249/ tr653

5.2.3 Reliability Testing Results

Exhibit 7, within the reliability attachment, provides the distribution of reliability scores for CBE
#3453. The average signal-to-noise reliability for the 7-day rate was 0.99785, and ranged from
0.98723 to 0.99996 across states. The average signal-to-noise reliability for the 14-day rate was
0.99782, and ranged from 0.98581 to 0.99996 across states.

5.2.3a Attach Additional Reliability Testing Results
CBE 3453 Reliability.pdf

5.2.4 Interpretation of Reliability Results

The signal-to-noise analyses showed that the reliability of CBE #3453 is excellent. Although high
signal-to-noise reliability is not indicative of high-quality healthcare, it does indicate that the
measure may be used to distinguish between states with respect to healthcare quality.

High reliability for CBE #3453 is likely supported by large enough sample sizes at the state level.
The median number of denominator episodes per state was 5,519 (ranging from 66 to 97,231).

5.3.1 Level(s) of Validity Testing Conducted
Accountable entity level (i.e., measure score) (e.q., criterion validity)

5.3.3 Method(s) of Validity Testing

Convergent Validity: To assess convergent validity, the team examined the correlations between
CBE #3453 7-day and 14-day rates and HEDIS Initiation and Engagement of Alcohol and Other
Drug Abuse or Dependence Treatment (IET) measure (measurement year 2021, 18 and older age
stratification, “initiation” indicator). The HEDIS IET measure assesses the percentage of
individuals with new episode of alcohol or other drug abuse or dependence who initiated
treatment within 14 days and received ongoing treatment within 34 days after initiation.

The measure developer also examined the correlation between CBE #3453 and CBE #3400, which
represents the percentage of Medicaid beneficiaries aged 18 or older with an OUD who filled a
prescription for or were administered or dispensed an FDA-approved medication for OUD during
the measurement year.

Face Validity: Results of the face-validity assessment, as captured in the TEP survey (for
questions 4 through 14), showed a variety of opinions from the TEP respondents, with the majority
of responses indicating some level of agreement with the face validity of CBE #3453.

5.3.4 Validity Testing Results


https://doi.org/10.7249/
https://www.p4qm.org/sites/default/files/2024-05/CBE%203453%20Reliability.pdf
https://www.p4qm.org/taxonomy/term/4581
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Validity results are presented within the attachment.

5.3.4a Attach Additional Validity Testing Results
CBE 3453 Validity.pdf

5.3.5 Interpretation of Validity Results

Convergent validity results. Performance score data for the HEDIS® IET measure show moderate
correlation with both reported scores for CBE #3453, as presented in Exhibit 8. For the 7-day
continuity of care score, the Spearman correlation coefficient was 0.66 with the IET 14-day
treatment initiation score and 0.65 with the IET 34-day treatment initiation score. For the 14-day
continuity of care score, the Spearman coefficient was 0.68 for the IET 14-day treatment initiation
score and 0.67 with the 34-day treatment initiation score. Correlations with the CBE #3400
measure were strong (Spearman correlation coefficients of 0.70 with the CBE #3453 7-day
continuity of care score and 0.72 with the CBE #3453 14-day continuity of care score. All
correlations were statistically significant with p<0.0001.

CBE #3453 is rated strongly for validity. The majority of TEP respondents indicated that the
measure has face validity and is able to distinguish between good quality and poor quality of care.
In addition, convergent validity analysis shows strong (or high moderate) correlation with
performance measures expected to perform similarly to CBE #3453.

Face validity results. The results shown above in Exhibit 9, all respondents either strongly agreed
or agreed that CBE #3453 assesses continuity of care for adult Medicaid beneficiaries after
inpatient or residential treatment for SUD (i.e., 75 percent strongly agreed, and the remaining 25
percent of respondents agreed). These findings suggest that the measure concept, as specified, is
meaningful in assessing what it intends to assess.

Exhibit 10 shows that all respondents either strongly agreed or agreed that seven and 14 days
after discharge are reasonable timeframes to assess for continuity of care after inpatient or
residential treatment for SUD (i.e., 50 percent of respondents strongly agreed, and 50 percent
agreed). These findings suggest that the timeframes used to assess timely follow-up in this
measure are supported by stakeholder consensus.

In Exhibit 11, all respondents either strongly agreed or agreed that comparing scores for this
measure meaningfully differentiates good performance from poor performance (i.e., 75 percent of
respondents strongly agreed, and the remaining 25 percent of respondents agreed). These
findings suggest that the measure, as specified, is useful in understanding and comparing the
quality of care between different entities measured.

The results in Exhibit 12 show that the majority of individuals responded Strongly Agree or
Agree. One respondent (i.e., 25 percent) indicated Do Not Know or Not Applicable, as they were
unsure if the codes adequately inform the measure. Overall, these findings suggest that the data
elements defined in this measure for identifying the discharge episodes for the denominator are
reasonable and useful in identifying the population of interest.


https://www.p4qm.org/sites/default/files/2024-05/CBE%203453%20Validity.pdf
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Exhibit 13 shows that the majority of individuals responded Strongly Agree or Agree. T One
respondent (i.e., 25 percent) was undecided on the appropriateness of the exclusion, as they were
unclear on the rationale behind it. Overall, these findings suggest general stakeholder support for
the exclusion of denominator episodes that are followed by an inpatient admission within the
continuity of care assessment period.

In Exhibit 14, all respondents either strongly agreed or agreed that admission to residential
treatment following discharge from inpatient treatment should be considered appropriate
treatment in the assessment of continuity of care (i.e., 50 percent strongly agreed, and 50 percent
agreed). These findings reflect stakeholder support for the continued inclusion of residential
treatment as an option for care continuity in the numerator criteria.

The findings presented in Exhibit 15 show that 75 percent of respondents either strongly agreed
or agreed, that continuity of care visits can be identified using outpatient claims files or tables
that contain diagnosis, procedure, revenue codes, procedure code modifiers, or place of service
codes (i.e., 25 percent strongly agreed, and 50 percent agreed). One respondent (i.e., 25 percent)
indicated Do Not Know or Not Applicable, as they were unsure of the various claims and coding
systems that could be used to inform the measure. These results, as a whole, suggest that the data
elements used to define the measure’s numerator criteria are reasonable and useful for capturing
services indicative of care continuity.

In Exhibit 16, 75 percent of respondents strongly agreed that continuity of care visits with an
SUD diagnosis in the primary or secondary position should be considered appropriate for the
measure’s numerator (i.e., 25 percent strongly agreed, and an additional 50 percent of
respondents agreed). One respondent (i.e., 25 percent) disagreed, stating that the SUD diagnosis
should be in the primary position only. These results suggest that, while there may be slight
disagreement on this topic, the majority of respondents supported the allowance of any diagnosis
position for the SUD diagnosis on the continuity of care visit claim. Allowing any diagnosis
position on the claim (i.e., primary or secondary), measured entities have a greater chance of
satisfying the measure’s numerator criteria.

In Exhibit 17, 75 percent of respondents either strongly agreed or agreed that telehealth should
be considered an appropriate continuity of care visit (i.e., 25 percent strongly agreed, and an
additional 50 percent of respondents agreed). One respondent (i.e., 25 percent) was undecided on
this topic. These findings suggest that the majority of stakeholders are supportive of the allowance
of telehealth modalities in the measure’s numerator. Allowing telehealth services increases the
ability of measured entities to satisfy the measure’s criteria for a continuity of care visit.

Exhibit 18 shows that the majority of respondents stated Strongly Agree or Agree when asked if
pharmacotherapy should be considered an appropriate continuity of care option. The findings
from these results indicate that pharmacotherapy should be allowed as an appropriate continuity
of care option in the numerator. A response of Not Sure/Do Not Know may be a byproduct of this
stakeholder having a different understanding of the measure’s intent, and thus, how the measure
should define continuity of care.

The findings in Exhibit 19 show that all respondents strongly agreed, agreed, or did not know if
indications of pharmacotherapy can be identified in outpatient or pharmacy files, or tables that
contain the specified procedure codes or NDCs (i.e., 25 percent strongly agreed, and 25 percent
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agreed). These findings suggest that the numerator criteria for pharmacotherapy, as specified, is
reasonable and useful for identifying OUD pharmacotherapy events.

5.3.2 Type of Accountable Entity Level Validity Testing Conducted (derived)

Empirical validity testing at the accountable entity-level (e.g., criterion validity, construct validity,
known groups analysis), Systematic assessment of face validity of the measure’s performance
score as an indicator of quality or resource use

5.4.1 Methods Used to Address Risk Factors
No risk adjustment or stratification

6.1.1 Current Status
In use

6.1.3 Current Use(s)

Quality Improvement with Benchmarking (external benchmarking to multiple organizations),
Quality Improvement (Internal to the specific organization)

6.1.3 Program Details

Name of the program and sponsor

Medicaid Innovation Accelerator Program (IAP), Center for Medicaid and CHIP Services (CMCS)
URL of the program
https://www.medicaid.gov/resources-for-states/innovation-accelerator-program/fu...

Purpose of the program

See below (applicable level of analysis and care setting).

Geographic area and percentage of accountable entities and patients included

See below (applicable level of analysis and care setting).

Applicable level of analysis and care setting

Purpose: 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 Reducing SUD area was to support states to introduce policy, program,
and payment reforms to better identify individuals with SUD, expand coverage for effective
treatment, enhance care and practices delivered to beneficiaries, and develop payment
mechanisms for SUD services that will provide better outcomes.

Geographic area and percentage of accountable entities and patients included: The IAP covered
all 50 states.

Level of analysis and care setting: The measure is included in the IAP for optional reporting at the
state level.

’

Name of the program and sponsor
Shatterproof
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URL of the program
https://www.shatterproof.org/blog/shatterproof-introduces-atlas

Purpose of the program

See below (applicable level of analysis and care setting).

Geographic area and percentage of accountable entities and patients included
See below (applicable level of analysis and care setting).

Applicable level of analysis and care setting

Purpose: Shatterproof is a nonprofit organization focused on the ongoing addiction crisis in the
United States. The organization promotes treatment through advocacy and partnerships, and
developed the Addiction Treatment Locator, Assessment, and Standards platform (ATLAS)—a
website and mobile application that provides information on treatment facilities, including types of
services offered, insurances accepted, quality measures, consumer experience responses, and
provider survey responses.

Geographic area and percentage of accountable entities and patients included: Shatterproof
confirmed that CBE #3453 is reported in the following four states: Delaware, Massachusetts, New
York, and West Virginia.

Level of analysis and care setting: This measure is reported at the state level.
6.2.1 Actions of Measured Entities to Improve Performance

Usability of the measure was assessed via qualitative survey of a multi-stakeholder group. The
results indicate that respondents had mixed opinions on the usability of the measure in
determining care quality. While the majority of respondents agreed that the measure is useful, one
respondent did not believe that a claims-based process measure is a sufficient assessment for
understanding and determining health care quality. The team notes that CBE #3453 may be
bundled with other process (and outcome, as available) measures for the SUD population to
establish a more comprehensive evaluation of quality.

Furthermore, 75 percent of respondents to the measure developer’s survey of usability either
strongly agreed or agreed that the CBE #3453 measure assesses the quality of care (i.e.,
continuity of care) provided to Medicaid beneficiaries who are at high risk due to their recent
inpatient or residential treatment event for SUD (i.e., 50 percent strongly agreed, and another 25
percent agreed). One respondent (i.e., 25 percent) strongly disagreed, stating that quality cannot
be measured using claims data alone. These findings suggest mixed feedback on whether this
claims-based measure is sufficient in determining the quality of care provided by different
Medicaid agencies on this care process.

Similarly, 75 percent of respondents either strongly agreed or agreed that results from the CBE
#3453 measure can be used by state Medicaid agencies and other entities to guide decision-
making and improve healthcare quality and health outcomes (i.e., 50 percent strongly agreed, and
another 25 percent agreed). One respondent (i.e., 25 percent) disagreed, stating that CBE #3453
is a process measure lacking meaningful outcome components, and quality cannot be measured
using only claims data. These findings suggest general support for the CBE #3453 measure as a
sufficient tool for guiding care and improving health care quality.
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Fifty percent of respondents strongly agreed, and an additional 25 percent of respondents agreed,
that assessing for continuity of care after inpatient or residential treatment for SUD is important
because the measure’s results can supply meaningful information to the individuals or entities
that use the measure’s data (e.g., Medicaid beneficiaries, healthcare providers, states, health
plans, and other entities). One respondent (i.e., 25 percent) was undecided on this assertion.

Taken as a whole, these findings suggest general support for the measure’s importance. One TEP
respondent provided an additional comment, stating that CBE #3453 is an “important measure for
reporting and quality improvement.”

6.2.2 Feedback on Measure Performance

CBE #3453 has been discussed with the measure developer’s technical expert panel to solicit
input from a multidisciplinary body with perspectives related to the measure’s construct and
implementation. To date, other than feedback from one TEP member to express this measure
using a data source other than claims, no additional feedback on the technical specifications has
been received.

6.2.3 Consideration of Measure Feedback
No feedback has been received for CBE #3453.
6.2.4 Progress on Improvement

Data from the Shatterproof ATLAS are not yet available. Trends in performance will be provided
as part of future endorsement maintenance review.

6.2.5 Unexpected Findings
No positive or negative findings have been identified for CBE #3453.

7.1 Supplemental Attachment
CBE 3453 Supplement.pdf

Developer POC email
wdowd@rti.org
Measure Developer POC

United States

The measure developer is different from the measure steward

Yes
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Steward Organization

Substance Abuse and Mental Health Services Administration (SAMHSA)
Steward Organization URL

https://www.samhsa.gov/
Steward POC email

Shweta.Palakkode@samhsa.hhs.gov
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