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Frequently Asked Questions About Continuity of Care in Substance Use 

Disorder Treatment 
 
 
What does the Continuity of Care Performance Measure require and how does it work? 
 
1.  What does the VHA Performance Measure (PM) for continuity in substance use disorder 
(SUD) treatment require?   
 
The current continuity of care performance measure applies to patients entering specialty 
treatment for SUDs (inpatient, residential, domiciliary or outpatient, but not opioid substitution).  
The measure involves 100% review of administrative databases using clinic stop codes or 
inpatient/residential bedsection codes to determine specialty care for SUDs.  The performance 
period applies to patients completing their 90-day retention period from October through August 
of the fiscal year. 
 
Indicator Statement:  Percent of patients beginning a new episode of treatment for SUD who 
maintain continuous treatment involvement for at least 90 days after the date of a qualifying 
event 
 
Numerator:  Veterans with a qualifying inpatient/residential or outpatient event for SUD who 
maintain continuous treatment involvement for at least 90 days as demonstrated by at least 2 
visits every 30 days for a total of 90 days in any of the outpatient specialty SUD clinics.  
 
Denominator:  Veterans with a qualifying inpatient/residential or outpatient event for a new 
episode of specialty treatment for SUD. 
 
Continuous Treatment Involvement (Retention period):  Continuous treatment involvement 
for at least 90 days is defined as visits on at least 2 days during every 30 day retention interval 
for a total of 90 days (three discrete 30 day intervals) in any of the VA outpatient specialty SUD 
clinics other than 523 (methadone maintenance).  The continuous SUD treatment retention 
period begins the day after the qualifying date and ends 90 days after the qualifying data.  
 
2.  How does a veteran qualify for the PM?   
 
Cohort:  Universe includes all veterans with a SUD outpatient encounter or inpatient discharge 
from a SUD specialty bed section in VHA. 
 
Veterans beginning a new SUD treatment episode:  
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To qualify as a new SUD outpatient episode, two criteria must be met:  
 
(1)  A 90-day history without SUD outpatient or inpatient treatment (i.e., no SUD outpatient 
visit, telephone 545, inpatient admission or discharge or inpatient SUD encounters) before the 
date of the 1st of three qualifying SUD outpatient visits, AND  
 
(2) Three visits within 30 days to outpatient SUD care.  (Clinic stops 513 SA-IND or 514 SA-
Home or 519 SA/PTSD or 547 INT-SA TRT, or 560 SA GRP; listed stops are included if paired 
with other stops as primary or secondary except smoking cessation 707 or methadone 
maintenance 523.  SUD Telephone visits [Stop Code 545] will NOT be used to qualify new SUD 
treatment episodes.) 
 
The date of the 3rd SUD visit in 30 days is the qualifying date for the outpatient track.  The 
retention period begins the next day. 
 
Patients who accrue outpatient workload while in an inpatient SUD bed section will not qualify 
for the measure via the outpatient track.  A patient who is admitted to a SUD bedsection during 
the retention period will have his/her retention period reset at the time of discharge.  
 
To qualify as a new SUD inpatient episode, a single criterion must be met: 
 
(1) A discharge or transfer from an SUD inpatient bed section.  (PTF Discharge Specialty 27 SA 
Res Rehab or 74 SA HI INT,  86 DOM SA) with a length of stay of at least 4 calendar days.) 
 
The SUD bed section discharge or transfer date is the qualifying date for the inpatient track.  The 
retention period begins the next day. 
 
2a.  What if a veteran qualifies by VISITS, and then qualifies again during the retention period 
by DISCHARGE?  If a patient qualifies as an outpatient, but fails the PM (i.e., no visits in Month 
1), and then the patient begins inpatient treatment, does this count as a failure or is the patient 
requalified?   
 
Admission during the retention period:  If a veteran has already qualified for the measure (from 
the inpatient or the outpatient tracks) and, during the retention period has a discharge from one 
of the SUD inpatient bed sections listed above, and LOS 
 – < 4 calendar days,  will have no effect on the measure. 
 – At least 4 calendar days, would have their retention period reset at the date of discharge 
or transfer from that bedsection and the original inpatient/residential or outpatient qualifying 
event would be dropped from the measure.  
 
 
3.  What counts as a visit? 
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  -  VA outpatient continuing care visits or inpatient encounters (if patient is in a non-SUD 
bedsection, such as General Domiclicary or Acute Psychiatry) with stop codes 513 SA-IND or 
514 SA-Home or 519 SA/PTSD or 547 INT-SA TRT or 560 SA GRP  
 
  - Visits with stop code 523 (opioid substitution) in either primary or secondary position 
are ignored by the measure and do not count for qualifying or retention visits.  
 
 -  Telephone care:  SUD clinical care by telephone which meets the same standard as  
    face-to- face visits (e.g., documented clinical encounter with stop code 545; staff 
qualifications, time spent with the veteran, etc.) will be accepted for continuity of care for visits 
during the 2nd and 3rd 30-day retention  intervals.  (Stop code 545 is not used to qualify new 
veterans into the measure).   
 
4.Is there an easy way for treatment staff to track a veteran’s visits after he or she qualifies? 
 
Many programs have developed local tracking systems from the point of first contact with a 
patient. A number of programs have relied on the VISN 16 Casefinder that is a Class III patch to 
VISTA available from Pam Croston (Pamela.Croston@va.gov). Note that the Casefinder is 
based only on local VISTA data, so it is not the definitive source for the measure and may lack 
information available from multiple facilities in the National Patient Care Database in Austin 
that is the definitive source of data for the measure.  
 
5.  What should treatment staff do in terms of continuing care if a patient leaves their VA facility 
and goes to another one?  How can treatment staff help patients get continuing care at another 
VA facility?   
 
Veterans seen in multiple facilities will be attributed to the facility where the last retention visit 
occurred in order to promote timely coordinated transitions between facilities.  
 

– If the veteran is not seen in any substance abuse clinic in VHA during the 1st 30 days of 
the retention period, s/he fails the measure.  The failure will be attributed to the facility 
where the qualifying event occurred (i.e., where the 3rd visit occurred that qualified the 
veteran as beginning a new episode of care or where the veteran was discharged from 
inpatient/residential SUD care).   

 
– If the veteran is seen for a 1st retention visit in a SUD clinic during the 1st 30-day 

retention period but is not seen again, the patient fails the measure. The failure will be 
attributed to the facility where the first retention visit occurred.   

 
– If the patient passed the first 30-day retention interval requirement but failed to meet the 

2nd 30-day retention interval requirement, the patient fails the measure and the failure is 
attributed to the facility where the latest retention visit occurred. 
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– If the patient passed the first and second 30-day retention interval requirement but failed 
to meet the 3rd 30-day retention interval requirement, the patient fails the measure and the 
failure is attributed to the facility where the latest retention visit occurred. 

 
 
What is the evidence for the current PM? 
 
1.  Is there evidence that continuing care for veterans with substance use disorders benefits 
them?  If yes, what is the evidence (e.g., less rehospitalization and other additional use of health 
care; lower ASI scores, higher abstinence rates)? 
 
There are not controlled trials that randomly assign patients to receive or not receive continuing 
care, so the evidence base relies on observational studies.  
  
Research has shown that good addiction treatment outcomes (i.e., abstinence and improvement 
in other measures of use or addiction severity) are contingent on adequate lengths of treatment. 
There is no predetermined length of addiction treatment that assures success, but duration of 
treatment is the factor most consistently associated with successful addiction treatment outcome 
(Crits-Cristoph & Siqueland, 1996; Donovan, 1998; Onken et al., 1997; Simpson et al., 1997; 
Zhang, Friedmann & Gerstein, 2003). 
 
2.  Why is the goal three months of treatment, when veterans have a month of treatment when 
they qualify for the PM?  Would it make more sense to focus on three months of treatment 
(qualification plus two months)? 
 
 Many outpatients would receive their 3 qualifying visits within the first week of an intensive 
outpatient program. Many patients drop out during the initial 90 days of treatment with limited 
clinical benefit and high rates of relapse. While two contacts per month for three months would 
rarely be sufficient, most patients require ongoing treatment for at least this duration to establish 
early remission.   Many individuals continue to benefit from treatment (e.g., methadone 
maintenance) over a period of years. AA and other 12-Step programs also emphasize the 
imnporatance of the first 90 days of recovery. 
 
 Consistent with the VHA/DoD Guideline for Treatment of Substance Use Disorders, this 
performance measure is intended to emphasize the importance of early treatment retention as an 
essential but not sufficient condition of quality care for addiction. Treatment duration beyond 3 
months presents important opportunities to individualize treatment plans consistent with 
treatment response over time by adjusting the intensity of psychosocial interventions (e.g., 
frequency of group sessions), pharmacotherapy (e.g., dose amount and monitoring frequency), 
community recovery support (e.g., promoting Twelve-Step program involvement), and 
management of comorbid conditions.  
 
3.  Why are only two visits per month required? 
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 The initial intensity of treatment should be considered primarily as a means to promote 
treatment retention, e.g., severely dependent patients typically may require multiple treatment 
contacts per week in order to stabilize early remission. Patients with insufficient treatment 
intensity during the early weeks of treatment are unlikely to be retained over subsequent months. 
However, for many patients following initial stabilization, particularly those with recovery 
support in the community, it may be appropriate to provide a lower intensity of addiction-
focused treatment extending over a longer duration with superior remission rates for those who 
remain engaged in treatment for 6-12 months (Ritsher et al, 2002). 
 
4.  What is the evidence comparing the benefits of face-to-face versus telephone continuing 
care? 
 
 Available evidence from randomized trials in VA supports the effectiveness of telephone 
follow-up for patients after they have stabilized during the initial weeks of outpatient treatment 
(McKay, et al., 2004; McKay et al., 2005; a telephone-based relapse prevention manual is also 
available from James McKay, PhD). 
 
 
Motivations and mechanisms for increasing CoC? 
 
1.  Why is the treatment program held responsible for SUD patients continuing in care?  Isn’t 
this decision up to the patient? 
 
Treatment decisions (in the absence of legal pressure) are always up to the patient.  Providers, 
likewise, have options when designing programs and conducting training of staff about best 
practices.  One option open to providers is to create conditions which facilitate patients obtaining 
an individualized dosage of treatment that, can promote early stabilization and lead to a 
sustained period of abstinence.  Such efforts need not undermine a patient’s sense of autonomy 
in making treatment decisions, but, instead, can convey support and concern for the patient’s on-
going sobriety. 
 
Consistent with the VA/DoD Clinical Practice Guideline and national consensus standards on 
evidence-based practices for treatment of SUD from the National Quality Forum, the program is 
accountable for developing and implementing treatment engagement strategies including 
attention to patients’ co-occurring psychosocial conditions that may interfere with treatment 
involvement. Evidence over the past several years in VA indicates that programs can improve 
substantially when retention is monitored. The continuity of care measure is intended to identify 
patients clinically appropriate for and initially accepting specialty care. Most patients who are 
considered clinically inappropriate or who reject recommended care are intended to be identified 
in initial assessment visits.  
 
2.  How can treatment staff increase the likelihood that SUD patients will engage in continuing 
care,  i.e., what are the best clinical strategies? 
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A report completed by the SUD QUERI Retention in Continuing Care Workgroup in 2006 
compared continuity of care practices for high and low performing programs.  High performing 
programs were much more likely to identify a number of resources at their stations, such as the 
presence of on-site housing resources, providing transportation assistance, and staff dedicated to 
tracking patients.  Although the vast majority of facilities reported having a continuity of care 
coordinator, only programs at high performing stations identified this individual as the key 
resource in meeting the continuity of care PM.  They also were more likely to identify the key 
role of this person as tracking patients, measuring performance, and providing feedback on 
performance to providers.  Low performing stations were much more likely to note significant 
barriers to providing continuing care, and as a key barrier noted having a sizable number of 
patients living far from their facility, homeless patients or having difficulty identifying patients 
who are eligible for the measure.  The report in its entirety can be found at 
(http://www.chce.research.va.gov/docs/pdfs/CoCFAQ.pdf). 
 
 
3.  Who can treatment staff call for help in  solving specific problems in meeting the PM at their 
VA facility? 
 
In an effort to improve continuity of care performance in the VA as a whole, members of the 
SUD QUERI Retention in Continuing Care Workgroup have convened a "panel" of SUD 
continuity of care consultants.  The Workgroup’s goal is to facilitate communication between 
staff at programs that are having difficulty meeting the challenges posed by the continuity of 
care PM and staff who have found ways to achieve high performance.  We hope to facilitate 
contact between programs that offer comparable services and serve similar patient populations 
(e.g., mix of rural and urban) and help generate relevant solutions for programs that may feel a 
disheartened by their performance.   
 
An excel file that lists providers who have agreed to participate in this project and attributes of 
their programs can be found at (http://www.chce.research.va.gov/docs/pdfs/CoCFAQ.pdf).  The 
excel file can be used to find the contact information of a provider whose program attributes are 
most similar to yours.  All individuals listed on the spreadsheet have graciously agreed to act as 
an informational support person.  The easiest way to view the spreadsheet is on your computer 
which keeps all columns on one page and allows you to see attributes in color.  You may find it 
easiest to save the excel file to your desktop. 
 
Other resources for consultation are the Centers of Excellence in Substance Abuse Treatment 
and Education (CESATEs) in Seattle (Daniel.Kivlahan@va.gov) and Philadelphia 
(James.McKay@va.gov). 
 

 
 
 
 
 

mailto:Daniel.Kivlahan@va.gov
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