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Background: Measuring and improving the quality of treatment
for patients with substance use disorders are enduring challenges.
Methods: This article describes how the Veterans Affairs health
care system is using incentivized performance measures to promote more effective delivery of interventions for nicotine, illegal
drug, and alcohol disorders. Results: The monitoring and incentive system has increased the delivery of evidence-based services,
including screening for alcohol use disorders. Conclusions: Further work remains to be done to strengthen the connection between
process-based measures and longer-term patient outcomes.
Keywords

Continuous quality improvement, substance use disorders, performance monitoring, veterans

INTRODUCTION
The Veterans Health Administration (VHA) directly provides more services targeting alcohol, illegal drug, and tobacco
use than any other health care organization in the United States.
Like all other areas of VHA health care services, substance
use-related interventions are continuously evaluated in order to
enhance their accessibility, efficiency, safety, and effectiveness
(1). This article describes one of the most potent evaluation
methods—incentivized performance monitoring—and explores
how it can produce improvements in care quality both within
VHA and in the broader U.S. health care system.
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We begin with essential background on veterans and VHA.
The veteran population currently stands at around 24 million.
The number of surviving World War II and Korean War veterans is rapidly dwindling, whereas new veterans are being created
daily by the current wars in Iraq and Afghanistan. The net effect of these two forces is to increase the proportion of young
people and women in the veteran population. In 1996, Congress
expanded eligibility for VHA services to all veterans. This was
subsequently somewhat restricted in 2003, but the vast majority of veterans are still eligible for VHA services, and about 5
million access the system each year (2).
National survey data gathered from 2000–2003 (i.e., before
there were many veterans from the current wars) showed high
rates of past month substance use among veterans, including
binge consumption of five or more alcoholic drinks on the
same occasion (22.6%), having at least five such binges per
month (7.5%), using marijuana (3.5%), using other illegal drugs
(1.7%), and smoking cigarettes every day (18.8%). The survey
study also showed that use of most addictive substances was
somewhat higher among veterans than among nonveterans of
similar age, sex, and geographic region (3). More recent data
from veterans of the current wars in Iraq and Afghanistan reveals that substance use disorders are among the most prevalent
mental health diagnoses among VHA users (4). Ensuring high
quality services for substance use disorder is thus a higher priority than ever.
To address this substantial need, VHA provides a wide array
of services for substance use disorders. In fiscal year 2006,
the system comprised 226 specialty alcohol and drug treatment programs, which treated over 120,000 patients (5, 6).
These specialty programs are complemented by substance use–
focused services provided within mental health programs (e.g.,
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case management for veterans with co-occurring disorders), behavioral medicine clinics (e.g., smoking cessation counseling
and nicotine replacement therapy) and primary care settings
(e.g., screening for alcohol misuse and brief interventions for
problem drinking).
THE NATURE AND STRUCTURE OF THE VA
PERFORMANCE MONITORING SYSTEM
Among the key strategies in the successful transformation of
care in VHA was the investment in a system of performance
measurement across several domains including quality of care,
access to services, and patient satisfaction (7, 8). Both financial
and nonfinancial incentives promoted improved performance on
these measures. Regional directors, each of whom oversees the
facilities in a particular geographic area, have a performance
contract with salary bonuses of roughly 10% contingent on
meeting specified quality standards (1).Regional directors establish corresponding financial performance incentives on these
standards for managers and clinicians at facilities in their region. Facility-level results are posted on a VHA intranet site
and widely disseminated. This data availability facilitate ongoing monitoring and generate nonfinancial incentives in the form
of competition within and between networks (2). The centralized
infrastructure for the system is lead by a national Office of Quality and Performance that works through quality managers at the
regional and facility level. In a cooperative effort between clinicians and health services researchers, disease-specific quality
enhancement research initiatives, including one for substance
use disorders, focus on identifying and addressing barriers to
improved quality (9).
Selection of performance measures has been largely driven
by the recommendations included in evidence-based clinical practice guidelines developed by VHA in collaboration with the Department of Defense (available on line at
www.oqp.med.va.gov). Based on these guidelines and a sys-

tematic evaluation process, a work group of managers, clinicians, researchers, and policy makers operationalizes potential
performance measures and recommends them to the Undersecretary for Health for national adoption (10). Those selected are
determined to have the most compelling evidence base, highest
potential to reduce disease burden in the VHA population, feasibility of reliable measurement, and a gap between current and
optimal performance. VHA also takes account of what important bodies in the performance management field, such as the
National Quality Forum and the Washington Circle, are recommending as this often yields opportunities to benchmark VHA
care against that in other healthcare systems.
Typically, at least a year of pilot data is required before a
measure is included in the incentivized performance system.
Other measures are removed from the incentivized performance
system when there is no further room for improvement, though
they are still monitored and can be restored for a specific region
if performance deteriorates.
Current performance measures relevant to substance use disorders (see Table 1) monitor population-based screening for
alcohol misuse with the first 3 items of the Alcohol Use Disorders Identification Test (AUDIT-C) (11), appropriate clinical follow-up for those who screen positive for alcohol misuse,
evidence-based approaches to smoking cessation (12), and treatment retention over 90 days for patients beginning new episodes
of substance use disorder specialty care (13).
THE LOGIC BEHIND THE VHA PERFORMANCE
MONITORING SYSTEM
Why does VHA, or for that matter any health care system,
need a performance monitoring system at all? Consider two
related questions: (1) Why are there no bad restaurants in San
Francisco? and (2) Why do prison cafeterias serve lousy food?
The answer to the first question is that San Francisco has a large
number of people who eat out frequently and have excellent

TABLE 1
Substance use disorder (SUD) related performance measures in VHA
FY08 Targets
Alcohol Misuse Screening and Brief Intervention
Percent of all outpatients screened annually for alcohol misuse using the AUDIT-C with documented item
responses and total score
Percent of patients who screen positive on the AUDIT-C (total score >= 5) who have documented brief
alcohol counseling
Tobacco Use Cessation
Percent of tobacco users with documentation of tobacco use cessation counseling in the past 12 months
Percent of tobacco users offered medication to support smoking cessation within the past 12 months
Percent of tobacco users offered referral to a tobacco use cessation program within the past 12 months
Continuity of Specialty care for SUD
Percentage of patients beginning new episodes of SUD specialty care with at least two visits each 30 days
for 90 days

93%
N/A

84%
73%
93%
47%
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judgment about the quality of food. Further, when they sign the
bill, like all restaurant goers, San Francisco diners can assess
if the quality they received justifies the cost. Through normal
market forces, this results in poor restaurants (i.e., those who do
not deliver quality appropriate to the price they charge) going
out of business and good restaurants staying in existence. In
short, because consumers can detect quality and cost, it makes
sense for restaurants to invest in producing the best possible
food at the most attractive price.
If serving good food is rewarded, why do prisons, even prisons near San Francisco, serve lousy food? Even prisoners of the
most refined taste must eat whatever the cafeteria serves. Lack
of investments in quality food thus cannot be punished in the
market place by prisoners because they don’t have the choice to
eat somewhere else.
The above examples are relevant to substance use disorder
treatment in different respects. First, unlike in the San Francisco restaurant example, consumers have little idea how to tell
whether the substance use disorder treatment they are receiving is good or bad and are usually shielded from knowing the
costs of care. Second, as in the prison example, Substance Use
Disorder (SUD) treatment is usually sought in the public sector, in which consumers have little choice. SUD treatment thus
typically lacks the required elements for a market to improve
quality, namely, the ability of consumers to detect quality and
costs and then to reward it by choosing higher value services
over lower value services.
In short, without a performance measurement system that
detects and rewards quality, public sector substance use disorder
services have no internal incentive to improve quality. Indeed,
they actually have a disincentive, in that investments in quality
consume resources without creating any competitive advantage
in the marketplace. By creating a system that recognizes quality
and rewards it financially, the VHA performance monitoring
system overcomes these structural problems.

HAS PERFORMANCE MONITORING INFLUENCED THE
RANGE AND QUALITY OF ADDICTION-RELATED
SERVICES?
The effort to improve quality of care through performance
measurement has been an iterative process as shown by the
successful VHA experience with alcohol screening. Given the
high prevalence of alcohol use disorders within VHA and evidence that it often went unrecognized or unaddressed by primary care providers, one of the earliest performance measures
required annual alcohol screening with any validated questionnaire. Baseline performance was only 2% in 1996. By the end of
1997, when the performance measure was first required, 40% of
patients were screened, and this increased to 85% by 2000; however, most sites were screening only with the CAGE questionnaire (11). Although this screening resulted in some increased
identification of patients with more severe problems, only a minority of patients with the full spectrum of alcohol misuse (i.e.,
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including drinking beyond recommended levels) reported receiving any alcohol-related advice. The VHA Office of Quality
and Performance became especially concerned by survey data
in the late 1990s indicating that, among patients who reported
a need for help with their drinking, fewer than 1 in 6 heavy
drinkers or very heavy drinkers reported receiving it.
Following validation of the AUDIT-C as a brief screen for
the full spectrum of alcohol misuse (15), VHA changed the
performance measure to require the AUDIT-C (or full AUDIT,
which comprises it) for alcohol misuse screening. In late 2003, a
computerized clinical reminder was disseminated widely to facilitate scoring and documentation with the AUDIT-C. Revised
targets for screening rates were set at 82% (successful) and 89%
(exceptional) with patients considered adequately screened if
there was 1) documentation of AUDIT-C screening, 2) consistent chart documentation of no alcohol use, or 3) evidence of
recent substance use disorder treatment involvement. Based on
standardized medical record reviews using the revised performance measure, all 21 regional networks exceeded the exceptional standard in 2005 with a national average of 93% (11).
Subsequent analyses showed inconsistencies between
screening results as documented in the medical record and responses to mailed patient surveys after outpatient visits (e.g.,
the medical record documented no drinking but the patient selfreported drinking on the mailed questionnaire) (16). These results prompted refinements of the performance measure that
now requires documentation of AUDIT-C item responses and
total score (to facilitate risk stratification) and that all patients be
asked at least the first question of the AUDIT-C to establish nondrinker vs. drinker status. Along with screening for depression,
Post-Traumatic Stress Disorder, and suicide risk, alcohol misuse
screening with the AUDIT-C is a major component of the incentivized performance system for FY08. Notably, FY08 is the
first time there has been a performance measure for appropriate
follow-up of alcohol misuse screening results. This measure is
now monitored as one of the selected “Transformational Measures,” and this will likely follow a similar incremental course
in improving performance and refining the metric over time.
LINKING PROCESS MEASURES TO DISTAL OUTCOMES
Direct monitoring of post-treatment outcomes by clinicians
was once attempted in VHA. But because the time to track and
re-interview former patients competed with clinician’s efforts
to treat current cases, follow-up rates never approached 50%
at any facility and were more commonly around 20% (17, 18).
Further, the validity and reliability of measurement across sites
was often in question, and the program was widely resented
as a drain on clinicians’ time. A subsequent centralized posttreatment outcome monitoring system done by a core evaluation
team resulted in substantially better, if not outstanding, followup rates (e.g., 65%) and also established consistent reliability
and validity of measurement by using a small team of welltrained interviewers (19). Yet this approach would be very costly
to implement for all patients, and further did not solve the basic
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dilemma that post-treatment outcome assessments are not of
help to clinicians during the process of treatment (20).
For these reasons, it is highly desirable to rely on more easily gathered, rapidly reportable process measures such as those
presented in Table 1. Such measures are typically designed by
expert panels, who operationalize the processes of care shown
in the treatment research literature to predict better patient outcomes (21).The often unstated assumption is that performance
measures constructed in this way will serve at least two functions: a) to incentivize care that produces better clinical outcomes for individual patients and b) to distinguish facility-level
quality, that is, to identify high and low performing facilities as
gauged by average outcomes.
Because process measures usually have high face validity,
the extent to which they serve these functions is often left
unchecked. However, the path from nuanced research studies
or clinical practice guidelines to a performance measure that
serves its intended functions is fraught with hazard (22). For
logistic and cost reasons, designers of performance measures
often limit themselves to data elements available in administrative databases (e.g., utilization records, diagnostic information,
and procedure codes). Just because treatment research literature
unequivocally supports a specific process of care need not imply
that the process of care can be easily measured using currently
available administrative data (23).
Relatedly, the untested assumption is often made that individual patient-level associations between processes of care and
outcomes will generalize to the facility-level. Once aggregated
to the facility-level, the meaning of the performance measure
changes from the effect of individual patients meeting the criterion to the effect of being at a facility with a specific rate
of meeting the criterion. Although a treatment retention performance measure, for example, may predict better outcomes
for individual patients, being at facilities where patients tend
to engage in treatment longer may be packaged with other factors that may cause average patient outcomes to be worse (e.g.,
higher baseline severity) or better (e.g., excellent follow-up case
management) than predicted with individual level data. Perhaps
surprisingly, performance measures that tap processes of care
that are reasonable approximations to those indicated in the
treatment literature may predict neither patient nor facility-level
outcomes. This problem is not unique to substance use disorder
treatment, but has been recognized in multiple medical specialties (24). Therefore it is critical to conduct post-construction
validation of performance measures before implementing them,
a step that is rarely taken.
Our own efforts to validate the association between the VHA
Continuity of Care (CoC) performance measure and patientand facility-level outcomes did not yield encouraging results
(13).The CoC measure was quite poor at predicting individual
patient outcomes, and was actually negatively correlated with
facility-level outcomes. Although post-hoc analysis identified
ways to improve the predictive validity of the measure, these
findings were, to put it mildly, rather humbling.

The implications of these analyses are clear. Although VHA
has been able to show substantial increases in continuity of care
since the inception of the performance measure in FY04 (27%
to 44%), the reasonable-seeming and face-valid CoC performance measure is not closely linked with outcomes at follow-up.
Although any one study has limitations and can be criticized,
no other studies directly evaluating the CoC measure exist, especially at the facility-level. The use of quality measures with
unknown or poor validity has many serious risks, including incentivizing poor care, deemphasizing issues not covered by the
measure, or directing clinical energy and attention to a treatment process that is not part of the causal chain by which the
treatment produces its intended effects. Performance measures
are interventions targeted at the system and facility, and they
should be held to the same evidence-based standards as clinical
interventions at the pateint level. That is, they should be directly evaluated for their intended purpose before wide-spread
implementation.

DIRECTIONS FOR THE FUTURE
Currently, performance measures are designed by expert
panels that imperfectly operationalize nuanced patient-level
evidence into measures intended to serve several, sometime
unspecified, goals. This design process could be improved by
better specification of the purpose of the measures (e.g., to guide
the care of individual patients or assess the quality of facilities?), and greater use of existing data on which patterns of care
best predict outcome. Evaluators could then conduct prospective
analyses under real-world care conditions to determine whether
changes in performance predict changes in outcomes.
Other strategies might also improve process performance
measures (e.g., direct survey of patients about processes of
care) in VHA and outside of it as well. Although performance
measures are usually designed to be as simple and universal
as possible, it may be useful to examine whether certain patient
characteristics (e.g., treatment history, co-morbid diagnoses, demographics, treatment preferences) and setting factors (inpatient
vs. outpatient delivery) can be used to refine the specifications
such that power to predict outcome is maximized. Other possible refinements involve the use of other clinically relevant data
from the medical record, such as patient or clinician assessments
of need for treatment or documentation of informal care (e.g.,
12-step group involvement). Such information could be used to
better define the denominator of a retention-based performance
measure so that only patients who need and stand to benefit from
more treatment are encouraged to stay involved.
When validity and feasibility conflict in the design of performance measures, the latter usually carries the day. Gathering detailed process or outcome data on tens of thousand of
patients is simply impossible without substantial investment
(23).However, sampling strategies could reduce the burden of
this task in those cases where the goals of a performance measure are to distinguish and improve quality at the facility level.
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In addition to refining current process measures of care, VHA
is also experimenting with real-time, brief assessments of patient
progress during treatment. If feasible and clinically acceptable,
concurrent treatment monitoring would provide a good guide
to quality as well as being of use in clinical care, without the
enormous cost associated with locating and re-interviewing former patients.
We hope this article provides managers, clinicians, and purchasers of substance use disorder services with useful information about the VHA performance management system. As
indicated, such systems can increase the frequency with which
clinicians apply evidence-based practices. However, the addiction field clearly needs more research to guide the selection
of such measures so that they are validated against the criteria
of interest whether that involves some evidence-based standard
of quality or prediction of distal outcome. That, in our view, is
the chief challenge of performance measurement for substance
use disorder services, not just in the VHA but in the U.S. health
care system as a whole.
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