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PROJECT TITLE 
Developing and Implementing Quality Rating System Measures for Qualified Health Plans 

DATES 
The Call for Public Comment was opened on August 10, 2018, and closed on August 28, 2018. 
The Public Comment Summary was written on September 11, 2018. 

PROJECT OVERVIEW 
The Centers for Medicare & Medicaid Services (CMS), as part of the Measure & Instrument 
Development and Support (MIDS) contract, has contracted with IMPAQ International, LLC and 
Health Services Advisory Group, Inc. (HSAG) to develop quality measures for Qualified Health 
Plans (QHPs) operating in the Health Insurance Exchanges (Contract #HHSM-500-2013-13009I; 
Task Order #HHSM-500-T0001). The purpose of the project is to develop a set of measures that 
can be used to evaluate QHPs operating in the Health Insurance Exchange (also known as the 
Marketplace) and provide consumers with timely and comparative information on QHPs to 
guide their choice of insurer. As part of its measure development process, CMS has requested 
interested parties to submit comments on the candidate measure that may be suitable for this 
project. 

PROJECT OBJECTIVES 
The primary project objectives are to develop new measures that drive quality improvement, 
are patient-centered, are aligned with other programs, fill critical gaps for future inclusion in 
the QRS, and limit plan burden. 

To provide an important indicator of the quality of care patients receive in the QRS, HSAG 
developed the de novo measure Drug Testing for Individuals on Chronic Opioid Therapy (COT) 
that assesses the proportion of patients age 18 years and older who are continuously enrolled 
in a QHP product and on COT who have not received a drug test at least once during the 
measurement year. As part of the measure development process, CMS requests interested 
parties to submit comments concerning the importance/relevance, scientific acceptability, 
feasibility, and usability of the proposed measure or general comments about the proposed 
measure. 

INFORMATION ABOUT THE COMMENTS RECEIVED 
The announcement for the Call for Public Comment was posted on the CMS Public Comment 
web page. The Methodology Report, Measure Information Form, and Data Dictionary were 
available to the commenters to review. 
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Public comments were solicited by notifying five federal agencies, three state agencies, 70 
organizations/groups, and seven health insurance payers about the opening of the public 
comment period via e-mail. In addition, 25 individual experts were notified, which included 
current technical expert panel members, expert consultants, and university representatives 
regarding the Call for Public Comment announcement. Appendix A lists the stakeholder 
organizations, including those represented by technical expert panel members and expert 
consultants, and universities.  

Eight participants submitted comments. Of the eight participants, six (75%) represented an 
individual perspective and two (25%) reflected an organizational perspective. 

Stakeholder Comments – General and Measure Specific 
Stakeholders were requested to provide feedback on Drug Testing for Individuals on Chronic 
Opioid Therapy (COT) concerning any of the following measure evaluation criteria: 

1. Importance/Relevance of the measure in that the measure addresses a high-impact or 
meaningful aspect of healthcare; 

2. Scientific Acceptability of measure properties such that the measure produces reliable 
and valid results about the intended area of measurement; 

3. Feasibility of the measure, which assesses the extent to which the required data are 
available, retrievable without undue burden, and the extent to which the measure can 
be implemented for performance measurement; and, 

4. Usability of the measure, which assesses whether the measure can be used for various 
types of measurement programs, including public reporting, whether it can lead to 
actual improvement for patients, and whether the benefits of the measure outweigh 
any potential harms. 

In addition, respondents were invited to provide General Comments on the measure. Appendix 
B contains the verbatim comments received from stakeholders.  

The summary of verbatim comments is presented below with corresponding responses. 

Summary of Public Comments 
1. Importance/Relevance 

a. Three commenters remarked that drug testing for COT patients is important for 
combatting the nation’s opioid crisis and ensuring adherence to treatment plans.  

Response: Your comments are appreciated. Drug testing is a standard of care 
based on five clinical practice guidelines for COT patients,1-5 serving as an 
evaluation and decision support tool for providers.   

b. One commenter did not support the measure, in preference of prescriber 
autonomy, and advocated for decreased consumption of chronic use of narcotics. 

Response: The project team acknowledges that opioids should not be a 
common treatment. However, many patients need opioid therapy to manage 
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their chronic pain and this drug class has a high risk for addiction, abuse, and 
diversion. Additionally, while a portion of patients tested are compliant with 
their treatment plans, the extent of the opioid epidemic and the impact of 
addiction or adverse drug events on individuals necessitates that plans and 
providers monitor patients closely. Therefore, plans and providers have a 
responsibility to promote medication safety through the use of drug testing 
patients on COT. COT is defined as at least 90 days’ supply of opioid medication 
in a given year. Providers retain the autonomy to manage their patients, 
provide necessary patient education, determine if COT is appropriate, and 
decide the frequency of any additional testing.  

2. Measure Specifications 

a. Two commenters remarked on the frequency of drug testing and one questioned 
the appropriateness of COT for certain subpopulations. 

Response: The measure specifies the minimum frequency (at least once a year) 
based on five clinical practice guidelines.1-5 All five guidelines recommend 
periodic drug testing and two guidelines specify testing at least once a year, 
which is the testing frequency captured by this measure. As the measure is 
currently specified, providers retain the autonomy to test more or less 
frequently based on risk assessment, but at a minimum of once a year.  

The project team acknowledges that opioids should not be a common 
treatment and that certain patient populations may not be suited for COT. This 
measure is not intended to monitor provider prescribing of COT. Providers are 
encouraged to refer to clinical practice guidelines to aid in the decision-making 
process for prescribing of COT.  

b. One commenter supported alignment of quality measures across public and private 
programs, noting the newly NQF-endorsed measures related to opioids. 

Response: We agree that measures should be aligned where feasible across 
public and private programs. The measure Drug Testing for Individuals on 
Chronic Opioid Therapy (COT) is aligned to the extent feasible with three NQF-
endorsed plan-level measures (NQF 2940, 2950, and 2951) and one non-
endorsed measure (Concurrent Use of Opioids and Benzodiazepines). 
Specifically, we aligned the denominator exclusion criteria (i.e., cancer 
patients, except non-melanoma skin cancer, and/or hospice patients) with the 
existing measures.  However,  the measure denominator could not be aligned 
with the length of opioid therapy and age specifications with the existing 
measures because the clinical practice guidelines on which the measure is 
based focus on chronic opioid therapy (= 90 days) and adults age 18 and 
older.1-5  

Although the measures are related through similar target populations, only the 
COT measure focuses on drug testing for patients on COT. The measure adds 
value to existing plan-level measures because it focuses on an evidence-based 



Development and Implementation of  
Quality Rating System Measures 
for Qualified Health Plans  
 

   4 

process aimed at preventing patients who are taking COT from developing an 
opioid-use disorder, whereas existing measures focus on identification of 
patients who may already have an opioid-use disorder. Given the scope of the 
opioid crisis, it is important to consider measures that focus on the prevention 
of opioid-use disorder. 

c. One commenter recommended the exclusion of patients who refuse drug tests.  

Response: The measure, as specified, is based on a minimum standard of care 
(i.e., testing once per year). Empirical testing of the measure shows that the 
large majority of patients (e.g., a mean of 69% of QHP members on COT) do 
not receive this standard of care and improving the measure rate could yield 
many benefits. In addition, since patient refusal specific to drug tests is not a 
data element available in the administrative claims data, including patient 
refusal would require a hybrid measurement. Potentially, hybrid measurement 
would add undue burden to health plans and providers as a result of additional 
steps required for reporting the measure with limited benefit to both plans 
and providers.  

3. Feasibility 

a. One commenter who did not support the measure discussed the importance of not 
creating unnecessary administrative burdens or unintended consequences. 

Response: We agree that the measure should not create undue administrative 
burden or unintended consequences that would outweigh the benefits of 
implementation. Since the measure is specified with administrative claims 
data, it is feasible to calculate with existing data available to health plans and 
therefore would not impose any unnecessary burden. In terms of unintended 
consequences, we did not identify any unintended consequences during 
measure testing. However, we did identify a potential unintended 
consequence through stakeholder input that suggested patients may not 
return for follow-up care or might select plans with lower rates of drug testing. 
While this is a potential unintended consequence, we do not have any 
evidence to suggest that it would occur within a significant portion of the 
population included in the measure. In addition, if the measure were to be 
implemented in the QRS it would become part of the hierarchy under patient 
safety and therefore would not influence patient perceptions regarding a 
plan’s rate of drug testing. In summary, we consider that the benefits of the 
measure outweigh any administrative burden or potential unintended 
consequences. 

4. Usability 
a. A total of two commenters suggested the measure not be restricted to the QRS 

program. One commenter who supported the measure suggested that CMS include 
the measure in other programs and populations to improve patient outcomes. 
Another commenter who did not support the measure was concerned about 
treatment disparities caused by targeting the measure to members of QHPs.  
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Response: Broader use of the measure across public and private reporting 
programs would be beneficial to improve outcomes related to COT. While the 
measure was specified and tested using data from the Medicare and QRS 
populations based on the objectives of the project, this does not preclude 
broader use of the measure for plan-level reporting programs. 

b. One commenter questioned the appropriateness of the attribution of the measure 
stating that the measure should capture information applicable to areas that health 
plans can directly influence and suggested that attribution might be more 
appropriate at the provider level.  

Response: Quality measures at the health-plan level promote the partnership 
between clinicians and health plans. The health-plan level is an effective level 
of analysis to identify prescription fills and drug tests from multiple pharmacies 
and providers. The measure will assist QHPs in identifying clinicians who are 
objectively not utilizing evidence-based clinical practice guidelines that 
enhance patient safety for patients on COT. This process will help QHPs 
support clinicians in identifying patients on COT who have not had drug 
testing. Additionally, health plans can directly influence this measure by 
covering at least one drug test per member per year and engaging providers in 
discussions related to effective drug testing.  

5. General Comments 

a. One commenter recommends that education is provided to demonstrate how drug 
tests can be used in the treatment plan. 

Response: Thank you for your comment. We agree that such education is 
important. 

b. One commenter discussed the proposed changes to Medicare physician payments. 
Response: Thank you for your comment. 

Preliminary Recommendations 
The feedback from all participants is appreciated. The project team recommends retaining the 
measure specifications as described in the Methodology Report, Measure Information Form, 
and Data Dictionary.  

Overall Analysis of the Comments and 
Recommendations 
Of those who provided feedback specific to the measure, Drug Testing for Individuals on 
Chronic Opioid Therapy (COT), the measure was supported by four stakeholders (one 
organizational and three individual perspectives) and not supported by two stakeholders (one 
organizational and one individual). The measure will be submitted to NQF for endorsement 
consideration.
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Appendix A: Listing of Stakeholders Invited to 
Participate in Public Comment 
Table A.1. Stakeholder Organizations Invited to Participate in Public Comment 

 Stakeholder Organization Name  
1.  Accreditation Association for Ambulatory Health Care (AAAHC)  
2.  Advanced Medical Technology Association (AdvaMed)  
3.  Aetna  
4.  Agency for Health Research & Quality (AHRQ)  
5.  Alliance of Community Health Plans  
6.  America's Essential Hospitals  
7.  America’s Health Insurance Plans (AHIP)  
8.  American Academy of Actuaries  
9.  American Academy of Pain Medicine  
10.  American Academy of Pediatrics  
11.  American Association for the Treatment of Opioid Dependence, Inc.  
12.  American Chronic Pain Association  
13.  American Medical Association  
14.  American Medical Group Association  
15.  American Medical Informatics Association  
16.  American Nurses Association  
17.  American Pharmacists Association  
18.  American Society of Addiction Medicine  
19.  American Society of Health System Pharmacists  
20.  Anne Arundel Medical Center  
21.  Association for Community Affiliated Plans (ACAP)  
22.  Blue Cross Blue Shield of Massachusetts  
23.  Blue Shield of California  
24.  Boston Children's Hospital  
25.  Brown University  
26.  Centers for Medicare and Medicaid Services (CMS)  
27.  Center for Patient Partnerships  
28.  Cigna Healthcare  
29.  Civic Health Partners  
30.  Coding and Quality ADA Practice Institute  
31.  DC Health Benefit Exchange Authority  
32.  Discern Health  
33.  David Geffen School of Medicine at UCLA  
34.  Duke-Margolis Center for Health Policy  
35.  Families USA  
36.  Federation of American Hospitals  
37.  Florida Atlantic University  
38.  George Washington University  
39.  Georgetown University  
40.  HealthPartners  
41.  Health Care Service Corporation  
42.  Health Resources and Services Administration (HRSA)  
43.  Health and Medicine Division (HMD)  
44.  Illex Consulting, LLC  
45.  Informed Medical Decisions Foundation  
46.  Informed Patient Institute  
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 Stakeholder Organization Name  
47.  Institute for Safe Medication Practices  
48.  Iowa Healthcare Collaborative  
49.  Joint Commission  
50.  Kaiser Health News   
51.  Kaiser Permanente  
52.  March of Dimes  
53.  Mayo Clinic  
54.  McDermottPlus Consulting  
55.  Medicaid Health Plans of America  
56.  Medical University of South Carolina  
57.  Memphis Business Group on Health  
58.  Milliman  
59.  National Institute on Drug Abuse  
60.  National Academy of State Health Policy  
61.  National Alliance of State Health CO-OPs  
62.  National Association of Insurance Commissioners  
63.  National Association of Medicaid Directors  
64.  National Committee for Quality Assurance (NCQA)  
65.  National Consumers League  
66.  National Council of State Legislatures  
67.  National Health Council  
68.  National Partnership for Women and Families  
69.  National Quality Forum (NQF)  
70.  Network for Regional Healthcare Improvement  
71.  Office of Personnel Management (OPM)  
72.  Oregon Health Authority  
73.  Pacific Business Group on Health  
74.  PatientsLikeMe  
75.  Patient Navigator, LLC  
76.  PhRMA  
77.  PTN Consulting Group, LLC  
78.  Public Health Institute  
79.  Qualis Health  
80.  SNP Alliance  
81.  Texas Pain Rehabilitation Institute  
82.  The Commonwealth Fund  
83.  The Institute for Functional Medicine  
84.  UC Irvine  
85.  United Healthcare  
86.  University of Chicago Medical Center  
87.  University of Maryland, School of Medicine  
88.  URAC  
89.  US Office of Population Affairs  
90.  von Glahn Consulting  
91.  Washington State Department of Health  
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Appendix B. Listing of Verbatim Comments from Responders  
* All comments in the table appear as they were received with minor editing for spelling, punctuation, or grammar. 
 
Table B.1. Public Comment Verbatim Report 

Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

1.  8/8/18 Graves Owen, 
MD 

Not indicated Individual Frequency of UDT should be based on a risk assessment. However, 
chronic opioid therapy should not be a common treatment. Opioids 
should not be prescribed to people with mental health disorders or 
maladaptive coping strategies. See attached. 
 
Attached: 
1. Krebs EE, Gravely A, Nugent S, et al. Effect of Opioid vs Nonopioid 
Medications on Pain-Related Function in Patients With Chronic Back 
Pain or Hip or Knee Osteoarthritis Pain: The SPACE Randomized 
Clinical Trial. JAMA. 2018;319(9):872-882. doi: 
10.1001/jama.2018.0899. 
2. Owen GT, Bruel BM, Schade CM, Eckmann MS, Hustak EC, Engle 
MP. Evidence-based pain medicine for primary care physicians. Proc 
(Bayl Univ Med Cent). 2018;31(1):37-47. doi: 
10.1080/08998280.2017.1400290. 
3. Owen GT, Burton AW, Schade CM, Passik S. Urine drug testing: 
current recommendations and best practices. Pain Physician. 2012;15(3 
Suppl):ES119-133. 
4. Sullivan MD, Ballantyne JC. What are we treating with long-term 
opioid therapy? Arch Intern Med. 2012;172(5):433-443. doi: 
10.1001/archinternmed.2011.2156. 

2.  8/10/18 Susan Martin Patient Individual Drug testing is very important for chronic opioid therapy.  It will assist in 
identifying misuse, underutilization, as well as other medications being 
used.  I am a patient who is tested approximately 4 times per year, I 
think it is a wonderful idea. 



Development and Implementation of  
Quality Rating System Measures 
for Qualified Health Plans  
 

   9 

Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

3.  8/16/18 Louis E. Baxter 
Sr., MD, 
DFASAM, 
DABAM, 
Executive 
Medical 
Director, 
Professional 
Assistance 
Program of NJ, 
Inc 

Health 
Professional 
Organization 

Individual This measure is extremely important in our struggle to manage the 
current opioid crisis in the United States.  Appropriate drug testing for 
patients receiving opioids and other psychoactive substances for their 
medical illnesses, especially pain patients, is essential.  Appropriate drug 
testing allows for the evaluation of the treatment plan developed for the 
patient’s care.  Regular or routine urine testing can help to detect any 
unauthorized use of confounding psychoactive substances that may 
negate the effectiveness of the prescribed medication and in too many 
instances can lead to overdose and death. 
By utilizing drug testing, patients that are at risk to develop substance 
use disorders can be identified and referred early on in treatment for 
their substance use issues if they exist. 
Finding positive drug test results may lead to alteration of the treatment 
plan to include beyond management of the chronic pain other counseling 
for substance use disorder. 
Therefore, I would recommend that chronic opiate treatment patient 
undergo an initial urine drug test and then on a quarterly basis thereafter. 

4.  8/21/18 Marc Weisman, 
DO, FAAFP 
Board Certified 
Family & 
Geriatric 
Medicine, 
Professor of 
Medicine, 
Preferred 
Medical Group 

Health 
Professional 
Organization 

Individual CMS 
As a board-certified Gerontologist, I am deeply troubled by the proposed 
CMS model for reducing the administrative burden that has progressively 
plagued health care providers in recent decades. While I enthusiastically 
applaud the Trump administration’s desire to improve efficiency in 
government, the office-visit portion of the proposal, although no doubt 
well-intentioned, would result in disastrous and deleterious unintended 
consequences. Your plan homogenizes office visits as if one office visit 
is the same as another This is a blatantly false premise. Please allow me 
to elaborate. 
As a Gerontologist with a very complex patient population, my days 
although deeply rewarding, are challenging on many levels. My average 
patient has five or more major diagnoses and a host of chronic as well as 
new complaints. At least three of my typically eighteen patients per day 
are post-hospital transitions-of-care visits. While many of my patients 
see a host of other “specialists”, I am typically the “primary treater” for 
most of their ailments. As such, my visits “touch” many aspects of their 
health including their chronic and current symptoms, recent “specialists” 



Development and Implementation of  
Quality Rating System Measures 
for Qualified Health Plans  
 

   10 

Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

visits, medications, changes in medications as well as medication 
adverse effects, their mobility or lack thereof, their sleep and home 
safety and a review of outside testing results since their last visit. 
Approximately one-third of my patients are accompanied by at least one 
family member or professional caregiver. Consequently, the average 
time I personally spend with each patient is just over 40 minutes. This is 
separate from the time my staff spends chasing data from various 
sources such as hospitals and other treating doctors. They update 
immunization records, assess changes in fall risk, alcohol use, ADL’s, 
IADL’s etc. None of these activities are revenue producing activities but 
rather they are cost centers and they all take time to perform. 
Consider now that the average medical office visit duration (all 
specialties) in the U.S. is under twelve minutes. My dermatologist 
friends, and I apologize to them for using them as my example, tell me 
that if they do not see between fifty and sixty patients in a day they feel 
inefficient. These doctors are treating rashes, acne, office-amenable skin 
cancers and on occasion, I am sure, more difficult and more serious 
problems but quite rarely life-threatening or emotionally devastating 
ailments. This is what allows them to operate at a clip of nearly sixty 
patients per day. Certainly, several other specialties such as cardiology 
also have many complex and lengthy office visits, but most specialty’s 
office visits are very focused, less time consuming, less grueling and 
less labor intensive. Also, most PCP’s do not perform high paying 
procedures so all we have to make ends meet are office visit charges. 
Consequently, this CMS proposal which, in the interest of “simplicity of 
office charting and auditing”, would reimburse the dermatologist at the 
same $93 for 7 minutes as a gerontologist for his or her complex and 
emotionally draining 40 minutes is offensive and out of touch with us 
doctors in the trenches doing the very hard and necessary work of 
providing primary care for serious diseases and elders. I would argue the 
same is true for certain other specialties, most notably cardiology. 
Furthermore, not that a furthermore should be necessary given the 
argument above, I feel compelled to also challenge the basic premise 
behind the proposed CMS model. The model, if I understand it, is 
predicated on the idea that if CMS requires less “documentation” to 
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Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

support the now emasculated reimbursements, we will save so much 
time in reduced charting that we come out ahead. This is utterly false. 
The truth is that robust documentation will still be necessary both for 
medical (sharing data with other providers) and legal reasons so there 
will be very little change in our administrative burden but a whopping 
32% reduction (for doctors like me, where my average $135 à $93) in 
reimbursement.  
I will most definitely be forced to withdraw my participation in Medicare 
should this proposal be instituted as I could not meet my overhead 
expenses with even a modest 5.0% reduction due to the very tight 
margins under which we PCP’s operate. If this proposal is enacted, it 
would be a shame for thousands of physicians but much more 
importantly millions of patients. I submit that I am not unique and that 
thousands of PCP’s would be forced to de-participate or even worse, 
reduce the quality of care we provide to survive because there are only 
so many minutes in a day, even the long days of a PCP. I entreat you to 
reconsider. My CV is included, and I offer you my services to help you 
craft a more equitable cost and time-saving plan for CMS if you think I 
may be able to help. I sincerely thank you for considering my comments. 
Dr. Marc Weisman 

5.  8/26/18 Maria Carlota 
Chavez, RN, 
Staff Nurse 

Individual 
comment on 
nursing 
homes 

Individual Drug testing for patients who used opioids I think is a waste of money 
and time. Why are we going to test people who needs the medication 
itself? I think we should actually respect the knowledge of the prescriber 
on how to assist the patient on how to use opioids properly and how to 
wean the patient on their chronic use of opioids.  
Like all controlled drugs we have to make sure that when it is given it is 
because we as nurses assessed that the patient needs it. Looking at 
pain assessments is crucial in regulating narcotics. So aside from 
assessment as health workers they should try to decrease consumption 
of chronic use of narcotics and find the root cause of the use. If it is 
physical such as healing fractures is the cause of the use of the opioids 
there should be regulation to how long a patient can use one or two 
opioids medications.  
If the patient is at home, then instructions should be given as to how 
medication is given and what again is the cause of the pain. Drug testing 
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Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

is just giving us criteria that the patient is still using the narcotic. So, if the 
prescriber thinks that a patient does not need any narcotics, then he 
should stop it and if they come back with a problem then maybe it is now 
needed the drug testing to check that the patient did stop using the 
narcotic and they come in with the need to use opioids. 

6.  8/27/18 Ester Stein, 
MBA, Director, 
Corporate 
Reimbursement, 
Abbott 

IVD 
Manufacturer/ 
Alere 
Toxicology is 
a lab provider 
which offers 
testing 
services to 
detect and 
deter the 
abuse of drug 

Organization Abbott is committed to helping people live their best possible life through 
the power of health.  For more than 125 years, we've brought new 
products and technologies to the world -- in nutrition, diagnostics, 
medical devices and branded generic pharmaceuticals -- that create 
more possibilities for more people at all stages of life.  Today, 94,000 
Abbott employees are working to help people live not just longer, but 
better, in the more than 150 countries we serve.  Many Abbott products 
are used in various healthcare settings for diagnosis and treatment of 
many different disease states. In particular, The Alere™ Medication 
Monitoring solution helps physicians identify drug misuse or diversion 
and allows them to manage medication adherence for chronic pain 
patients. 
Abbott commends CMS for making a concerted effort to address the 
importance of drug testing for patients on Chronic Opioid Therapy 
(COT).  The problem of under-testing in this patient population, which 
has become a significant issue, and lack of drug testing often prevents 
those patients with a propensity to addiction from getting the intervention 
and help they need early on.  It also creates an opportunity for some 
patients to take advantage of non-testing providers and trade prescribed 
medications for illicit drugs or sell them for profit.  As long as patients fill 
their prescribed medications at an agreed upon pharmacy with only see 
one provider, they otherwise pass all the “checks” in the system such as 
Prescription Drug Monitoring Databases and Opioid Contracts. 
CMS should also consider that the proposed measure only includes 
clinic-based patients and providers. The proposed measure should be 
expanded to also include Substance Abuse Facilities as providers in 
those settings often prescribe drugs such as Suboxone for Opiate 
dependence and withdrawal.  Suboxone, also known as Buprenorphine, 
is an Opioid itself.  If CMS would consider including in the proposed 
measure Substance Abuse Facilities, Medication Assisted Treatment 



Development and Implementation of  
Quality Rating System Measures 
for Qualified Health Plans  
 

   13 

Entry 
ID. 

Date 
Posted 

Name, 
Credentials, 
Title, and 
Organization of 
Commenter 

Type of 
Organization 

Perspective Text of Comments 

Facilities, etc., we believe this would be an excellent measure to watch 
over time and would achieve the improvement in patient outcomes that is 
desired.  If this subsection of patients is left out of the measure, the view 
is limited at best. 
We appreciate your consideration of our comments.  Should you require 
any additional information, please feel free to contact 
ester.stein@abbott.com via email. 

7.  8/27/18 Arlene 
Salamendra 

Not indicated Individual Thousands of innocent lives are being lost to the perils of drug addiction. 
In America, we are experiencing an opioid epidemic, a nationwide crisis, 
affecting all walks of life. Opioid addiction is a complex problem which 
requires complex solutions. I believe yearly drug testing is one step we 
could take that could make a difference. I support the measurement. 

8.  8/28/18 Chinwe Nwosu, 
Director, Clinical 
Affairs, 
America's 
Health 
Insurance Plans 
(AHIP) 

Health Plan/ 
Payer 
Organization 

Organization Do Not Support 
AHIP supports drug testing for individuals on COT as a standard of care, 
consistent with appropriate guidelines. AHIP’s Safe, Transparent, Opioid 
Prescribing (STOP) Measure – a robust, evidence-based methodology – 
includes drug testing measures based on CDC’s recommendations. 
However, it is critical that any new quality measures do not create 
unnecessary administrative burdens, are appropriate, and do not create 
unintended consequences.  
While we support continued efforts to address the opioid epidemic, we 
encourage alignment of quality measures across public programs and 
the private sector. Several new measures related to opioid use have 
recently been developed and endorsed by the National Quality Forum 
(NQF). Some of these measures have been adopted into public and 
private programs, such as Concurrent Use of Opioids and 
Benzodiazepines (COB) (NQF #3389) and Use of Opioids at High 
Dosage in Persons Without Cancer (NQF #2940), which are both 
included in the Medicaid Adult Core Set, and Use of Opioids from 
Multiple Providers and at High Dosage in Persons Without Cancer (NQF 
#2951), which will be added to the Medicare Part D Star Ratings display 
page for 2019. Before implementing new, QRS-specific measures, CMS 
should evaluate whether opioid measures that have already been 
developed and/or are in use in other quality rating programs can be used 
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for QRS. This would align with CMS’ ongoing efforts to promote 
harmonization across programs and reduce provider reporting burden. 
Treatment for individuals on COT must be addressed from a multi-
disciplinary perspective, and qualified health plans (QHPs) are only one 
of multiple stakeholders involved in this process. To be truly reflective of 
a QHP’s performance, the measure should capture information 
applicable to areas that health plans can directly influence. Drug tests 
are ordered by providers, and testing patterns are primarily influenced by 
provider behavior.  A health plan’s ability to influence provider behavior 
can vary by type of provider and network, making a measure of drug 
testing rates an inaccurate portrayal of quality at the health plan level. 
We urge CMS to consider the influence of provider behavior on 
beneficiary drug testing and work with the provider community to align 
testing rates with appropriate guidelines.  
We also have several outstanding questions related to the measure’s 
specifications and unintended consequences. The measure testing 
report does not provide sufficient justification for the use of this measure 
in the QHP population specifically as opposed to a measure developed 
for use across programs. Creating a drug testing measure focused solely 
on the QHP population could create treatment disparities, with QHP 
enrollees becoming more likely to receive drug testing than enrollees in 
other lines of business. Requiring drug testing for individuals on COT 
may also have the adverse effect of consumers not returning for follow-
up care after the test is administered or not seeking treatment/leaving 
the plan altogether in an effort to avoid testing. CMS should ensure that 
if drug testing is used to measure quality, providers and payers should 
also be equipped with necessary educational materials to demonstrate 
how such tests should be used in a treatment plan and what is seen as 
appropriate follow up if opioids are detected, as well as to outline 
sufficient testing frequency to ensure there is a flag for potential fraud. 
With regard to the measure specifications, we recommend that the 
developer exclude patients who refuse drug tests. Such an exclusion 
would reduce some of the noise around the measure result and prevent 
plans and providers from being penalized for patient noncompliance. 
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