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DATE: January 22, 2015 

TO: Performance Measures Coordinating Committee 

FROM:  Behavioral Health Measures Selection Work Group 

RE: FINAL Recommendations for 2016 

INTRODUCTION AND BACKGROUND INFORMATION 

In 2014, the Washington State Legislature passed ESHB 2572, which  is a law relating to 

improving the effectiveness of health care purchasing and transforming the health care delivery 

system.  A portion of this legislation (Section 6) relates to the development and use of a 

statewide common measure set on healthcare quality and cost.  Governor Inslee appointed a 

Performance Measures Coordinating Committee (PMCC) in June 2014 to oversee this work.  In 

December 2014, the PMCC approved the first Common Measure Set for Washington, including 

52 measures.  The first report from this initial measure set was co-released by the Washington 

Health Alliance and Healthier Washington on December 8, 2015. 

Looking ahead, work is progressing to modify the measure set for 2016.  During the process in 

2014, several topics were identified for further consideration in future years. At their June 26, 

2015 meeting, the PMCC considered these topics and selected behavioral health as the priority 

focus area for the selection of one or more additional measures to be added to the Common 

Measure Set in 2016. 

Under the direction of the PMCC, an ad hoc work group was formed for the specific purpose of 

exploring potential behavioral health measures and recommending a limited number of new 

measures to be added to the Common Measure Set in 2016.  The work group was instructed to 

formulate their recommendations taking into account: (1) the measure selection criteria used in 

2014, and (2) what is feasible to implement in Washington State with currently available data 

sources.  The PMCC indicated that both population and clinically-oriented measures could be 

considered. The Washington Health Alliance provided staff support for this ad hoc work group, 

providing both facilitation and technical expertise. 

On October 22nd, the work group presented its preliminary recommendations to the PMCC.  

These recommendations are described in detail in a memorandum from the work group to the 

PMCC dated October 22, 2015.   

Following deliberations and the opportunity for public comment at the October 22nd meeting, the 

PMCC decided the following: 

1. The PMCC will seek public comment on including the following NCQA measure in the 

Common Measure Set for implementation in 2016: Follow-up after Discharge from ER 

for Mental Health, Alcohol or Other Drug Dependence (NQF-endorsed #2605). 
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2. The PMCC will seek public comment on whether to pilot the following four measures in 

2016 prior to taking action on their inclusion in the Common Measure Set (for 2017 or 

beyond). It was made clear that piloting the measures in 2016 means generating results 

for each of the four measures and evaluating these results at the PMCC before a 

decision is made whether to include one or more of the measures in the Common 

Measure Set. 

a. Mental Health Service Penetration (Broad Version) 

Measure Steward: WA State Department of Social and Health Services 

b. Substance Use Disorder Treatment Penetration 

Measure Steward: WA State Department of Social and Health Services 

c. Hospital Discharges Attributable to Psychiatric Disorders 

Measure Steward: WA State Department of Health 

d. Hospital Discharges Attributable to Alcohol and Drug Use 

Measure Steward: WA State Department of Health 

3. The PMCC tabled action on the recommendation related to the patient experience 

survey and asked that the work group revisit this recommendation with the concerns and 

questions of the PMCC in mind. 

A public comment period, facilitated by the WA State Health Care Authority, was held for 

approximately three weeks during November 2015. Responses to the survey soliciting public 

comment were limited.  There were a total of 26 responses, including 16 complete responses 

(i.e., all questions were answered). The details may be found in “Attachment 2A_BH Measures 

Public Comment.” 

The Behavioral Health Measures Selection Work Group re-convened on December 9 to finalize 

their recommendations to the PMCC.  The work group was made aware of the PMCC’s October 

22nd discussion and decisions. All of the detailed results from the public comment period were 

made available to the work group prior to the meeting and there was ample time during the 

meeting to take all of the information into account. 
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FINAL WORK GROUP RECOMMENDATIONS FOR BEHAVIORAL HEALTH MEASURES 

The following are the final recommendations of the Behavioral Health Measures Selection Work 

Group to the PMCC.  

Recommendation #1 

Include the following measure in the 2016 Common Measure Set:  Follow-up after 

Discharge from ER for Mental Health, Alcohol or Other Drug Dependence within 30 days  

 Measure Steward: NCQA (NQF-endorsed #2605) 

 Produce four separate rates:  

1. The percentage of emergency department visits for mental health for which the patient 

received follow-up within 30 days of discharge (ages 6-17) 

2. The percentage of emergency department visits for mental health for which the patient 

received follow-up within 30 days of discharge (ages 18 and older) 

3. The percentage of emergency department visits for alcohol or other drug dependence 

for which the patient received follow-up within 30 days of discharge (ages 6-17) 

4. The percentage of emergency department visits for alcohol or other drug dependence 

for which the patient received follow-up within 30 days of discharge (ages 18 and older) 

 Data Source: Commercial Health Plans and Medicaid Managed Care Organizations 

 Units of Analysis for Public Reporting: Commercial Health Plans, Medicaid MCOs (and 

possibly County and Accountable Community of Health – TBD) 

Rationale: 

This measure is somewhat complementary to the measure already included in the Common 

Measure Set, Follow-up after Hospitalization for Mental Illness (NCQA, NQF #0576), and will 

provide additional information about transitions in care and community/outpatient follow-up for 

patients with behavioral health needs following an acute care episode. 

This measure is a new measure developed by NCQA and endorsed by NQF in March 2015.  It 

is currently not included in the HEDIS measure set required for health plan accreditation but is 

being considered for inclusion in the 2017 NCQA-HEDIS measure set (it will come out for public 

comment in February 2016 with a decision made during 2nd quarter 2016).   

The NQF-endorsed version of this measure is for individuals ages 18 and older.  The Work 

Group recommends also producing results (separately) for individuals ages 6-17. 

Measure specifications are currently available through the NQF website.  The measure 

specifications do not accompany this memo because they are NQF-endorsed. 

[Note: This will be a new measure for health plans and we will require their cooperation to 

implement the measure for the first time in Washington and share results for public reporting in 

2016. Their formal commitment to do so is not in place at this time.  We will also need to explore 

with the health plans whether they would be able to provide data at a county level in order to 

produce county/ACH results -- results at this level would increase action-ability.] 
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Recommendation #2 

Include the following two measures in the 2016 Common Measure Set:   

(1) Mental Health Service Penetration (Broad Version) 

(2) Substance Use Disorder Treatment Penetration 

 Measure Steward: Washington State Department of Social and Health Services 

 Produce two separate rates for each measure: (1) Ages 6-17 and (2) Ages 18 and older 

 Data Source: Commercial Health Plans and DSHS for Medicaid 

 Units of Analysis for Public Reporting:  

o Mental Health Service Penetration: Commercial Health Plans, Medicaid Managed 

Care Organizations (possibly county and ACH – TBD) 

o Substance Use Disorder Treatment Penetration: Medicaid Managed Care 

Organizations (possibly county and ACH – TBD) 

Rationale: 

The work group understands that the PMCC was concerned that these measures were not 

ready for “prime time” and instead wanted to explore the possibility of piloting the measures.  

However, the work group respectfully disagrees and wishes to maintain its original 

recommendation to include these measures in the 2016 Common Measure Set. 

The proposed mental health and substance use disorder treatment penetration measures are 

designed to measure access to services to treat or manage behavioral health conditions. 

Measure specifications can be found in “Attachment 2B_Penetration Measures Specifications.” 

[Note: This attachment is very long but is included here for those who want access to the detail.] 

The proposed measures are analogous to the NCQA HEDIS “Adult Access to Preventive/ 

Ambulatory Health Services” (AAP) measure which measures access to “primary care” (the 

AAP measure is in the Common Measure Set). The measures use a two-year window to identify 

need for Mental Health and Substance Use Disorder treatment services, and then measure the 

proportion of those in need who used qualifying services in the measurement year. The two-

year window to identify need is motivated by the tendency for behavioral health conditions to be 

under-identified in claims and encounter data. Given that there can be significant variation 

across health plans and other reporting units in the proportion of enrolled/attributed populations 

with behavioral health needs, using a need-based denominator provides a form of case-mix 

adjustment to achieve fairer comparisons of access across reporting entities or organizations. 

These metrics were developed by the DSHS Research and Data Analysis Division (RDA), and 

have been shown in several studies over more than a decade to have a strong relationship to 

Medicaid client outcomes. That is, clients who meet numerator criteria have, in a variety of 

studies, better outcomes along many domains (e.g., health service utilization, cost, disease 

progression, mortality, criminal justice involvement, employment, and housing stability) relative 

to people who meet the denominator criteria but do not receive treatment as captured in the 

numerator. Below is a list of links to representative studies, including some in peer-reviewed 
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journals, using these approaches to define populations “in need,” and the associated “treated” 

and “untreated” comparison groups.  David Mancuso is an excellent resource for questions. 

1. Mental health services 

a. https://www.dshs.wa.gov/sites/default/files/SESA/rda/documents/research-3-

29.pdf 

b. https://www.dshs.wa.gov/sesa/rda/research-reports/outpatient-mental-health-

services-and-medical-cost-offsets  

2. Substance use disorder treatment services 

a. https://www.dshs.wa.gov/sesa/rda/research-reports/impact-substance-abuse-

treatment-funding-reductions-health-care-costs-disabled-medicaid-adults-

washington-state  

b. https://www.dshs.wa.gov/sesa/rda/research-reports/health-impact-substance-

abuse-accelerating-disease-progression-and-death 

c. https://www.dshs.wa.gov/sesa/rda/research-reports/bending-health-care-cost-

curve-expanding-alcoholdrug-treatment  

d. https://www.dshs.wa.gov/sesa/rda/research-reports/evaluation-washington-state-

screening-brief-intervention-and-referral-treatment-project-cost-outcomes-

medicaid-patients-screened-hospital-emergency-departments 

e. https://www.dshs.wa.gov/sesa/rda/research-reports/effect-substance-abuse-

treatment-medicaid-expenditures-among-general-assistance-welfare-clients-

washington-state  

f. https://www.dshs.wa.gov/sesa/rda/research-reports/chemical-dependency-

treatment-public-safety 

These measures are currently being implemented in the Medicaid environment here in 

Washington State, where they are being deployed to help support the movement towards 

increasingly integrated delivery of physical and behavioral health care. These metrics are being 

adopted for use in 2016 in the Behavioral Health Organization delivery system administered by 

the DSHS Division of Behavioral Health and Recovery, and will be used statewide in Health 

Care Authority Apple Health contracting in 2016.   

The work group understands the PMCC’s caution insofar as these are “home grown” measures.  

However, the Common Measure Set already includes other home grown measures, such as the 

30-day psychiatric inpatient readmission measure, and doesn’t believe that this, in and of itself, 

should be a deterrent.  In order to keep pace with a rapidly changing industry, the Common 

Measure Set will need to strike a careful balance between including a majority of tried-and-true, 

nationally vetted measures along with a small handful of more innovative measures that 

advance the work and help us target areas of particular interest here in Washington.  We know 

that there are not many nationally vetted measures in behavioral health that we are able to use 

in Washington with currently available data sources, so this topic area is ripe for innovation.  

These are important measures to include in the Common Measure Set. They focus on access to 

services to treat or manage behavioral health conditions – a major focus area of Healthier 

Washington. Behavioral health risk factors are a key driver of health care utilization across 

https://www.dshs.wa.gov/sites/default/files/SESA/rda/documents/research-3-29.pdf
https://www.dshs.wa.gov/sites/default/files/SESA/rda/documents/research-3-29.pdf
https://www.dshs.wa.gov/sesa/rda/research-reports/outpatient-mental-health-services-and-medical-cost-offsets
https://www.dshs.wa.gov/sesa/rda/research-reports/outpatient-mental-health-services-and-medical-cost-offsets
https://www.dshs.wa.gov/sesa/rda/research-reports/impact-substance-abuse-treatment-funding-reductions-health-care-costs-disabled-medicaid-adults-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/impact-substance-abuse-treatment-funding-reductions-health-care-costs-disabled-medicaid-adults-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/impact-substance-abuse-treatment-funding-reductions-health-care-costs-disabled-medicaid-adults-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/health-impact-substance-abuse-accelerating-disease-progression-and-death
https://www.dshs.wa.gov/sesa/rda/research-reports/health-impact-substance-abuse-accelerating-disease-progression-and-death
https://www.dshs.wa.gov/sesa/rda/research-reports/bending-health-care-cost-curve-expanding-alcoholdrug-treatment
https://www.dshs.wa.gov/sesa/rda/research-reports/bending-health-care-cost-curve-expanding-alcoholdrug-treatment
https://www.dshs.wa.gov/sesa/rda/research-reports/evaluation-washington-state-screening-brief-intervention-and-referral-treatment-project-cost-outcomes-medicaid-patients-screened-hospital-emergency-departments
https://www.dshs.wa.gov/sesa/rda/research-reports/evaluation-washington-state-screening-brief-intervention-and-referral-treatment-project-cost-outcomes-medicaid-patients-screened-hospital-emergency-departments
https://www.dshs.wa.gov/sesa/rda/research-reports/evaluation-washington-state-screening-brief-intervention-and-referral-treatment-project-cost-outcomes-medicaid-patients-screened-hospital-emergency-departments
https://www.dshs.wa.gov/sesa/rda/research-reports/effect-substance-abuse-treatment-medicaid-expenditures-among-general-assistance-welfare-clients-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/effect-substance-abuse-treatment-medicaid-expenditures-among-general-assistance-welfare-clients-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/effect-substance-abuse-treatment-medicaid-expenditures-among-general-assistance-welfare-clients-washington-state
https://www.dshs.wa.gov/sesa/rda/research-reports/chemical-dependency-treatment-public-safety
https://www.dshs.wa.gov/sesa/rda/research-reports/chemical-dependency-treatment-public-safety
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physical and behavioral health settings. In addition, behavioral health conditions are key risk 

factors affecting patient experiences and quality of life across many functional domains. 

Because of this, the work group believes we need to take steps to increase the amount of 

information that we have and share about access to behavioral health treatment in order to 

inform the ongoing work of the state, accountable communities of health and health care 

providers.  This is an important starting point for the state and will be foundational for moving us 

in the right direction.   

And, as is the case with NCQA HEDIS measures, RDA expects to continue to revise these 

metrics over time based on input from plans, providers and other key stakeholders. In particular, 

there is an expectation that the metrics will continue to evolve to more comprehensively capture 

services provided to manage behavioral health conditions in a primary care setting.  

[Note: The Mental Health Service Penetration measure will be new for the commercial health 

plans and we will require their cooperation to implement the measure for the first time in 

Washington and share results for public reporting in 2016.  Their formal commitment to do so is 

not in place at this time.  We will also need to explore with the health plans whether they would 

be able to provide data at a county level in order to produce county/ACH results -- results at this 

level would increase action-ability.] 

 

 

Recommendation #3 

Pilot the following two measures in 2016 and evaluate results at the PMCC before a 

decision is made about whether to include the measures in the Common Measure Set. 

 (1) Hospital Discharges Attributable to Psychiatric Disorders and (2) Hospital Discharges 

Attributable to Alcohol and Drug Use  

 Measure Steward: Washington State Department of Health 

 Data Source: Washington State Department of Health (CHARS) 

 Units of Analysis for Public Reporting: Counties, Accountable Communities of Health 

Rationale: 

The Behavioral Health Measures Selection Work Group agrees that these two measures are 

important to pilot because they have the potential to provide valuable information about 

prevalence and level of need.  It’s understood that the results may not be immediately 

actionable and there is some discomfort that we’re not entirely clear whether more is better or 

worse.  However, all things considered, the work group agreed that it is better to have fewer 

people hospitalized for behavioral health issues, believing that optimal care is primarily 

delivered on an outpatient basis in the communities where people live.  The results may provide 

a directional indication about geographic variation within the state and level of need for 

additional outpatient services in different communities. 

A pilot, led by the WA State Department of Health, will provide the opportunity to (1) develop 

and test detailed measure specifications and (2) facilitate broad agreement on those 

specifications prior to public reporting. A preliminary list of hospital discharge codes is included 

in “Attachment 2C_Hospital Discharge Codes.” The work group suggests that this list be refined 
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and that the pilot analysis examines three different denominators in producing rates to 

determine which one (or more) makes the most sense: 

1. County population (per capita) - the work group recommends that the hospital 

discharge be attributed based on where the patient lives rather than where the 

hospital is located 

2. Hospital discharges (acute medical care only) 

3. Total hospital discharges (medical and psychiatric) 

 

 
Recommendation #4 

Recommend that the CG-CAHPS patient experience survey implemented in Washington 

state by the Washington Health Alliance be modified to include the following four 

questions from the Veteran’s Administration (VA) Survey of Health Experiences of 

Patients (SHEP) related to screening and brief alcohol intervention.  

Results would be publicly reported at a statewide level (not at a medical group level). 

1. How often did you have a drink containing alcohol in the past 12 months? Consider a 

"drink" to be a can or bottle of beer, a glass of wine, a wine cooler, or one cocktail or a 

shot of hard liquor (like scotch, gin or vodka). (Please mark only one.) 

_____ Never (If never go to question #___)  

_____ Monthly or less 

_____ 2-4 times a month  

_____ 2-3 times a week  

_____ 4-5 times a week  

_____ 6 or more times a week 

2. How many drinks containing alcohol did you have on a typical day when you were 

drinking in the last year? 

_____ 0 drinks (If 0, Go to question # __)  

_____ 1-2 drinks  

_____ 3-4 drinks  

_____ 5-6 drinks  

_____ 7-9 drinks  

_____ 10 or more  

3. How often did you have 6 or more drinks on one occasion in the past 12 months? 

_____ Never 

_____ Less than monthly  

_____ Monthly  

_____ Weekly 

_____ Daily or almost daily  
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4. In the past 12 months has a [VA] doctor or other [VA] health care provider advised you 

about your drinking (to drink less or not to drink alcohol)? 

_____ Yes 

_____ No  

 

[Note: In the Washington Health Alliance’s current version of the CG-CAHPS survey, one 

question is asked related to alcohol/drug use: In the last 12 months, did you and anyone in this 

provider’s office talk about alcohol use or drug use? [Yes/No]  The four questions listed above 

would replace this one question in future surveys.] 

Rationale: 

This proposed set of questions indicate whether brief advice for unhealthy alcohol use – to drink 

less or not to drink alcohol -  is taking place among patients who screen positive for unhealthy 

alcohol use on a confidential mailed survey.  Measuring brief advice for unhealthy alcohol use is 

important for the following reasons: 

 High prevalence of unhealthy alcohol use. The prevalence of unhealthy alcohol use 

ranges from 10 - 30% in primary care settings: 11 - 26% in three Washington State clinics 

that recently began screening. 

 High burden of disease. Unhealthy alcohol use is a major contributor to the global burden 

of disease, including both disability and death.1-3 

 US Preventive Services Task Force (USPSTF) recommends brief alcohol counseling 

for unhealthy alcohol use in primary care. Screening and brief alcohol counseling for 

unhealthy alcohol use has been recommended by USPSTF for primary care since 2004.4,5  

 Advice to drink below recommended limits or to abstain is a consistent element of 

brief alcohol counseling interventions proven effective in randomized trials.4  

 Essential benefit. Alcohol screening and brief alcohol counseling for patients with 

unhealthy alcohol use are essential benefits under health care reform based on USPSTF 

recommendation.  

 Ranked 3rd as a Prevention Priority.  When the U.S. Commission on Prevention Priorities 

ranked preventive interventions—based on the clinically preventable burden and the cost 

effectiveness of interventions—brief alcohol counseling for unhealthy alcohol use was 

ranked 3rd for adults (below aspirin and tobacco counseling, and above blood pressure, 

mammograms colon cancer screening etc.).6 

Patient experience surveys, like CG-CAHPS, are an optimal way to measure brief alcohol 

advice. The Veteran’s Administration (VA) has included an alcohol screening questionnaire and 

a question about alcohol-related advice on a patient experience survey since 2004, yielding the 

following results and benefits: 
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 The alcohol screening questions on surveys have been used to estimate the 

prevalence of unhealthy alcohol use in VA outpatients.  

 Surveys showed that screening at the time of outpatient visits was markedly under-

estimating the prevalence of unhealthy alcohol use.7   

 The survey was linked to chart reviews to show that 61% of patients who were screening 

positive on mailed surveys were missed when they were screened as part of clinical 

care.8 

 The measure of brief alcohol advice was sensitive to changes over time in the 

proportion of patients with alcohol-related advice documented in their EHRs.  

 VA quality improvement efforts resulted in a 15% increase in rates of advice reported by 

patients who screened positive for surveys over 5 years.9 

 The measure will plateau if there are limitations in the quality of clinical alcohol screening 

(if patients with unhealthy alcohol use aren’t identified, they won’t be advised.)   

 Aligns with appropriate incentives.  Patient surveys get at what the patient experienced 

(i.e., were they screened and counseled if appropriate), rather than focusing on what was 

documented in the medical record.  If you use chart review, V-codes or CPT codes to 

measure brief alcohol counseling, two things may happen:   (1) fewer patients may be 

identified with screening10, i.e., fewer patients in the denominator may positively impact the 

score (Note: a regional study suggested that was operating in a VA department in 2013); or, 

(2) the incentive to the provider is to document rather than offer high quality counseling.  It is 

also possible to arrange settings in an EHR to document that the patient was counseled any 

time a screen is positive. 

 Association with patient satisfaction. VA patients with unhealthy alcohol use who report 

advice on the measure have higher satisfaction with VA care and their VA provider.11  

 Tobacco use is assessed similarly on the CAHPS.10 Such measures assess patient 

experience related to advice—which may be more important for predicting changes in 

behavior than EHR documentation. In the Washington Health Alliance’s current version of 

the CG-CAHPS survey, two questions are asked related to tobacco use: 

1. Do you now smoke cigarettes or use tobacco products every day, some days or not at 

all? 

_____ Every day 

_____ Some days  

_____ Not at all (If Not at all, Go to question # __) 

2. In the last 12 months, how often were you advised to quit smoking or using tobacco 

products by this provider? 

_____ Never 

_____ Sometimes  

_____ Usually 

_____ Always 
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 Why have we not recommended asking about drug screening and counseling?  Brief 

alcohol counseling is an essential benefit under the ACA because it is recommended by 

the US Preventive Services Task Force.  The US Preventive Services Task Force does not 

recommend drug screening and brief counseling because trials have shown no benefit. 

 Agency for Healthcare Research and Quality (2008). Screening in Primary Care Settings 
for Illicit Drug Use: Staged Systematic Review for the United States Preventive Services 
Task Force. http://www.ahrq.gov/clinic/uspstf08/druguse/drugsys.pdf. Rockville, MD, U. 
S. Department of Health and Human Services. 

 Roy-Byrne, R., K. Bumgardner, et al. (2014). "Brief Intervention for Problem Drug Use in 
Safety-Net Primary Care Settings: A Randomized Clinical Trial." JAMA 312(5): 492-501. 

 Saitz, R., T. P. A. Palfai, et al. (2014). "Screening and Brief Intervention for Drug Use in 
Primary Care: The ASPIRE Randomized Clinical Trial." JAMA 312(5): 502-513. 
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