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SECTION 1: OVERVIEW 

This overview is to provide billing guidance; however, this document is not intended to provide 

instruction on how to bill. For any questions specifically related to plan claims submission, please 

reach out to the claims department.   

Statement of Medicare Benefits: The Special Needs Plan is designed to improve the care of 

Members enrolled into the Plan. Our Members are Medicare beneficiaries who meet the 

requirements of eligibility.  

For additional details, the Evidence of Coverage or Summary of Benefits is listed on the Plan 

website. 

This content is current as of March 23, 2021.  

SECTION 2: SUBMISSION OF CLAIMS 

• The Plan follows all Medicare guidelines pertaining to timely filing requirements (12 

months from date of service) 

o Cannot bill future date of service 

o The facility should bill the Plan as with Medicare, in 30-day increments 

 

• Acceptable claim forms: 

o CMS 1500 for Professional Claims 

o UB04 for Facility Claims 

 

• Claims can be submitted via paper, EZ-Net, or SSI Claimsnet 

o Mail paper claims to: P.O. Box 908 Addison, TX, 75001 

o The Plan name should be listed on the envelope 
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• Billing Resources: EZ-Net 

EZ-Net Provider Portal offers Providers secure, web-based access to healthcare 

information, including claims, eligibility, and benefits.  

 

o Functionality: 

▪ Member eligibility and benefits lookup 

▪ Claims submittal and inquiry 

▪ Authorization and referral inquiry 

▪ Research procedure codes, diagnostic codes, and other general 

reference information 

o Please contact your Plan Account Manager additional information (i.e. webpage 

and training resources) 

▪ Plan-specific billing training is located: 

1. Plan EZ-Net webpage 

2. Plan webpage (Under the ‘Providers and Partners’ tab) 

▪ For EZ-Net support, contact eznetsupport@allyalign.com  

 

• Billing Resources: Electronic Billing 

o Providers may submit claims through their clearinghouse and receive electronic 

remits 

o Contact your clearinghouse to request the Payer ID if not shown on your 

clearinghouse payer list 

o If your clearinghouse has any questions, please have the vendor contact SSI 

Claimsnet Customer Support at 800-356-0092 or via email at 

HelpDesk_Dallas@ssigroup.com.  

o Note: This helpdesk does not provide EZ-Net support 

SECTION 3: BILLING RESOURCES 

 

Click below for more information:  

 

Medicare Homepage 

Anesthesiologists Center 

Medicare MAC List Rural Health Clinics Center 

Physician Fee Schedule Look-Up Tool Durable Medical Equipment, Prosthetics/Orthotics, 

and Supplies Fee Schedule 

Ambulance Fee Schedule Ambulatory Surgical Center (ASC) Payment 

Clinical Lab Pricing Information ESRD (End Stage Renal Disease) Prospective 

Payment System 

CMS Approved Telehealth Services 

*COVID-19 Response 

CMS Approved Telehealth Services- Audio Only 

Acceptable 

*COVID-19 Response 

*Information subject to change by CMS 

mailto:eznetsupport@allyalign.com
mailto:HelpDesk_Dallas@ssigroup.com
https://www.cms.gov/Medicare/Medicare
https://www.cms.gov/Center/Provider-Type/Anesthesiologists-Center
https://www.cms.gov/Medicare/Medicare-Contracting/FFSProvCustSvcGen/MAC-Website-List
https://www.cms.gov/Center/Provider-Type/Rural-Health-Clinics-Center
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PFSlookup/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/DMEPOSFeeSched/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/DMEPOSFeeSched/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AmbulanceFeeSchedule/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ASCPayment/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ClinicalLabFeeSched/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/index
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ESRDpayment/index
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
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SECTION 4: PLAN PROVIDER/PRACTICE GROUP BILLING 

HEDIS & STAR MEASURE DOCUMENTATION & BILLING 

HEDIS® (Healthcare Effectiveness Data and Information Set) is a performance measurement tool 

developed by the National Committee for Quality Assurance (NCQA) to assess the quality of 

healthcare and improve patient health and outcomes. HEDIS® data is collected using medical 

claims, pharmacy claims, and sometimes medical records*. Medicare Managed Care 

Organizations are required by Centers for Medicare & Medicaid Services (CMS) to submit HEDIS® 

data. 

Some HEDIS® measures are also part of the 5 – Star Quality Rating System that the Centers for 

Medicare & Medicaid Services (CMS) uses to evaluate Medicare Managed Care Organizations. 

Not all Star Measures are HEDIS® measures. This guide (embedded below) includes select 

measures and was developed to assist network providers with understanding how to efficiently 

and accurately document and bill for certain preventive care and other services being 

provided.    

 

 

 

*Most measures can be satisfied by submitting the appropriate code on a claim.  However, 

there are two measures (Breast Cancer and Colorectal Cancer Screening)that allow screenings 

performed historically to count.  Please refer to specific details for additional guidance on 

submitting historical information. 

 

QUALITY MEASURES/HEDIS CODING TIPS (CPT II)  

When the following CPT Category II or ICD-10 – CM codes are added to a claim, it helps identify 

additional information about the Member’s care.  This method of reporting simplifies and 

improves accuracy of reporting select quality measures for both HEDIS and CMS Star Ratings 

reporting.  The codes listed are for informational purposes only and this communication is not 

intended to suggest or guide reimbursement.   

Measure                                                Code Descriptor CPT 
Category 
II Code 

Care for Older Adults 
Advance Care Planning 

Advance care planning discussed and documented – advance care plan or 
surrogate decision-maker documented in medical record 

1123F 

Advance care planning discussed and documented in medical record – 
patient didn’t wish to or was unable to provide an advance care plan or 

name a surrogate decision-maker 

1124F 

IMPORTANT: 

To access HEDIS/STAR Tip Sheet, Click the Paper Clip 

Icon to open attachment. 



 

                                

     P a g e  5 | 12 

 

Advance care plan or similar document in medical record 1157F 

Advance care planning discussion documented 1158F 

Care for Older Adults 
Pain Assessment 

Pain assessment – pain documented 1125F 

Pain assessment – no pain documented 1126F 

Care for Older Adults 
Medication Review –  

both codes on same day 

Medication list documented 1159F 

Medication review by prescribing care provider or clinical pharmacist 

documented 

1160F 

Care for Older Adults 
Functional Status 
Assessment 

Functional status assessed 1170F 

Comprehensive Diabetes 
Care 

Dilated retinal eye exam with interpretation by an ophthalmologist or 
optometrist documented and reviewed; with evidence of retinopathy 

2022F 

Dilated retinal eye exam with interpretation by an ophthalmologist or 
optometrist documented and reviewed; without evidence of 
retinopathy 

2023F 

7 standard field stereoscopic retinal photos with interpretation by an 
ophthalmologist or optometrist documented and reviewed; with 
evidence of retinopathy 

2024F 

7 standard field stereoscopic retinal photos with interpretation by an 
ophthalmologist or optometrist documented and reviewed; without 
evidence of retinopathy 

2025F 

Eye imaging validated to match diagnosis from 7 standard field 
stereoscopic retinal photos results documented and reviewed; with 
evidence of retinopathy 

2026F 

Eye imaging validated to match diagnosis from 7 standard field 
stereoscopic retinal photos results documented and reviewed; without 
evidence of retinopathy 

2033F 

Low risk for retinopathy (no evidence of retinopathy in the prior year) 3072F 

HbA1c level less than 7.0 3044F 

HbA1c greater than or equal to 7.0 and less than 8.0     3051F 

HbA1c greater than or equal to 8.0 and less than or equal to 9.0                 3052F 

HbA1c level greater than 9.0 3046F 

Positive microalbuminuria test result reviewed and documented 3060F 

Negative microalbuminuria test result reviewed and documented 3061F 

Positive macroalbuminuria test result reviewed and documented 3062F 

Documentation for treatment of nephropathy 3066F 

ACE/ARB Therapy prescribed or currently being taken 4010F 

Comprehensive Diabetes 
Care  
OR 
Controlling Blood 
Pressure 

Systolic less than 130 3074F 

Systolic between 130 to 139 3075F 

Systolic greater than/equal to 140 3077F 

Diastolic less than 80 3078F 
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Diastolic between 80 to 89 3079F 

Diastolic greater than/equal to 90 3080F 

Medication 
Reconciliation Post-
Discharge 

Discharge medications reconciled with current medications in outpatient 
record 

1111F 

Palliative Care 

Encounter for Palliative Care  Z51.5 
(ICD.10) 

Patient Admitted to Palliative Care Services  M1017 
(HCPCS) 

*HEDIS is a registered trademark of the National Committee for Quality Assurance (NCQA) 8/2020 

 

PLAN SPECIFIC BILLING: 

The below CPT codes and definitions are meant to highlight the coding specific to the activity of 

the Plan Providers. This activity includes both Model of Care requirements and Plan-specific 

initiatives; it is not an all-inclusive list of codes that are payable for Plan Provider services.  The 

Plan Provider (or practice) should follow Medicare guidelines for billing procedures and visits not 

listed below. 

  Billing Codes & Descriptions 

Billing Code Visit Type Assumptions: 

96160 Health Risk Assessment 

(HRA) 

Providers who use their own Health Risk Assessment Tool must 

submit this service code to indicate the completion of the initial 

and subsequent HRAs.     

*REMINDER: Providers who use WellAlign360 do not need to submit a claim to 

indicate completion. 

G0438 Annual Wellness Visit 

(initial) 

Annual wellness visit; includes a personalized prevention plan of 

service (PPS), initial visit 

G0439 Annual Wellness Visit 

(subsequent) 

Annual wellness visit, includes a personalized prevention plan of 

service (PPS), subsequent visit 

G0175 Interdisciplinary Care 

Team (ICT) Meeting  

Nursing Facility Conference (Practitioner Payment for Care 

Coordination and Caregiver Engagement):  This code is for 

Nursing Facility Conference (also referred to as an 

Interdisciplinary Care Team meeting or Care Plan Meeting).  In 

order to bill for this service, the provider must conduct the 

discussion: 

1. With the Member and/or individual(s) authorized to make 

health care decisions for the beneficiary (as appropriate);  

2. In a conference for a minimum of 25 minutes;  

3. Without performing a clinical examination of the Member 

during the discussion (this should be conducted as 
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needed through regular operations and this session is 

focused on a care planning discussion);  

4. With at least three members of the interdisciplinary care 

team and the provider must also document the 

conversation in the Member’s medical chart. 

 

If you are providing Chronic Care Management (CCM) services 

for a Plan Member, you should not charge the extra ICT code.  

 

If you are following a Member or CCM, either use the CCM 

code OR the G0175 ICT code, but do not charge both within a 

30-day period.  

 

Reminder: CCM codes must meet current CPT guidelines.  

Medicare Learning Network: Chronic Care Management 

Services  

 

99497  

(initial 30 mins) 

 

99498 

(ADDL 30 mins) 

 

Advanced Care 

Planning (ACP) 

Advance Care Planning includes the explanation and 

discussion of advance directives, such as standard forms (with 

completion of such forms, when performed), delivered by the 

physician or other qualified health professional; use CPT 99497 

for the first 30 minutes of face-to-face review with the patient, 

family member(s) and/or surrogate] 

Use add-on CPT code 99498 for each additional 30 minutes of 

this same service (list separately on claim in addition to code 

for primary procedure) 

99495 

 

99496 

Transition Care 

Management 

(TCM) 

 

(Triggering Event) 

 

These services are for an established patient whose medical 

and/or psychosocial problems require moderate or high 

complexity medical decision-making during transitions in 

care from an inpatient hospital setting (including acute 

hospital, rehabilitation hospital, long-term acute care 

hospital), partial hospital, observation status in a hospital, or 

skilled nursing facility/nursing facility, to the patient’s 

community setting (home, domiciliary, rest home, or assisted 

living.)  The Plan, for purposes of TCM billing, considers non-

skilled Nursing Facility care (often called custodial, nursing 

home, or Medicaid bed) as a “home” setting in which 

Members benefit from TCM.   TCM commences upon the 

date of discharge and continues for the next 29 days.  The 

first face-to-face visit is part of the TCM service and not 

reported separately. Additional E/M services after the first 

face-to-face visit may be reported separately. 

 

TCM requires an interactive contact with the patient or 

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf
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caregiver, as appropriate, within two business days of 

discharge. The contact may be direct (face-to-face), 

telephonic or by electronic means. Medication reconciliation 

and management must occur no later than the date of the 

face-to-face visit.   TCM services should be billed with a date 

of service of the face-to-face visit which must take place no 

later than 7 days of discharge per the Plan policy for both 

99495 and 99496.  These services address any needed 

coordination of care performed by multiple disciplines and 

community service agencies. The reporting individual 

provides or oversees the management and/or coordination 

of services, as needed, for all medical conditions, 

psychosocial needs, and activity of daily living support by 

providing first contact and continuous access. 

(Do not report 90951-90970 , 98960- 98962 , 98966- 98969 , 

99071, 99078, 99080, 99090, 99091, 99339, 99340, 99358, 99359, 

99363, 99364, 99366- 99368 , 99374- 99380 , 99441- 99444 , 

99487- 99489 , 99605- 99607 when performed during the 

service time of codes 99495 or 99496). 

 

99495 

 

o Initial communication 

(direct contact, 

telephone, electronic) 

with the patient and/or 

caregiver within 2 business 

days of discharge 

o Followed by a face-to-

face visit within 14 

calendar days of 

discharge 

99496 o Initial communication 

(direct contact, 

telephone, electronic) 

with the patient and/or 

caregiver within 2 business 

days of discharge 

o Followed by a face-to-

face visit within 7 calendar 

days of discharge 

  

Model of Care Coding: 99495 or 99496 is the correct code to 

use for a Triggering Event that most often results in a change in 

care level from Hospital to SNF.  TCM codes should only be 

used by the Plan Provider on discharge from NF to community 

when the Plan Provider continues to follow the Member post-

discharge for up to 30 days. 
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G9685 Skill in Place (SIP) Treatment of Conditions Onsite at Nursing Facility:  This code is 

for the onsite response to an acute change in condition or a 

service is provided to evaluate “skill in place” services for a 

Member with (or suspected to have) one of the following 

diagnoses: 

Acute Nursing Facility Care Descriptor:  Used for the evaluation 

and management of a beneficiary’s acute change in 

condition in a nursing facility and requires three key 

components: A comprehensive review of the beneficiary’s 

history; a comprehensive examination; and medical decision 

making of moderate to high complexity. Also includes 

counseling and/or coordinating care with nursing facility staff 

and other providers or agencies consistent with the nature of 

the problem(s) and the beneficiary’s/family’s needs. This code 

can only be used for the first visit in an LTC facility in response to 

a beneficiary who has experienced an acute change in 

condition (to confirm and treat the diagnosed 

conditions).  Follow-up or subsequent visits with the patient 

while still in a Skill in Place stay should use traditional rounding 

visit codes 

 

Note: For all other visits, document and bill all services provided as you would traditional 

Medicare.  
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SECTION 5: SKILLED NURSING FACILITY BILLING 

SKILL IN PLACE 

• From and To dates should be the same at the Header and Detail lines. 

• At a minimum, SIP claims should bill 3 lines with the following revenue codes 0022, 0120 

and 0559 and include the quantity of days in SIP care. 

• Total Charges are required.  Amounts can be billed on any line, but will be priced on the 

first detail line of the Remittance Advice. 

• Authorization is required.  

Note: Please ensure to continue to bill with appropriate HIPPS codes.  

• If your agreement/contract includes carve out services, please continue to bill those 

services separately.  
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SKILL IN PLACE WITH PART D BILLING REQUIRMENTS 

From and to dates should be the same at the Header and Detail lines. 

Skill in Place Stay 

• At a minimum, SIP claims should bill 3 lines with the following revenue codes 0022, 0120 

and 0559 and include the qty of days in SIP care. 

• Total Charges are required.  Amounts can be billed on any line, but will be priced on the 

first detail line of the Remittance Advice, 

• Authorization is required.  

• Note: Please ensure to continue to bill with appropriate HIPPS codes.  

• If your agreement/contract includes carve out services, please continue to bill those 

services separately.  

Part D 

• Revenue code 0250  

• Pharmacy charges are to be billed on a separate line. 

• Billed amount will be paid separately.  

• Some medications may require authorization. 
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SECTION 6: BILLING CLAIMS WITH MORE THAN 12 DIAGNOSES 

During the Annual Wellness Visit process, many visits may capture greater than 12 diagnosis 

codes. Some EMR or billing tools used to submit claims may have a standard number of 

diagnosis codes submitted per visit or claims. It is important that the Plan is notified of ALL ICD-10 

codes during those visits. The provider should validate initially, and ongoing, with their EMR/billing 

vendor that all ICD-10 codes are submitted to the Plan for each visit. See instructions below for 

submitting multiple claims for an encounter.  

• Enter the CPT Code 

• Units: 1 for each claim 

• Amount: Enter contracted amount for the first claim 

o Add an additional penny per subsequent encounter submitted on members with 

more than 12+ diagnoses 

o Example: Jane Doe has 26 diagnoses 

▪ Claim #1: 1st set of 12 DX billed at contracted amount 

▪ Claim #2: 2nd set of 12 DX billed at $0.01 

▪ Claim #3: Last 2 DX billed at $0.02 

• Continue the process until all claims are keyed/billed 

Note: The Plan is set up to reimburse the provider for the first claim of 12 diagnoses based upon 

the contracted rate and will zero out the additional penny claims. The additional penny claims 

are still submitted to Medicare as Encounters for Risk Adjustment purposes. Remit will contain 

specific CARC/RARC information needed by the provider. 

SECTION 7: FREQUENTLY ASKED QUESTIONS 

 

1. Question: Can a Primary Care Provider (PCP) and Plan Provider visit the member on the 

same day? 

Answer: Yes, the PCP and Plan Provider do not compete for visits. The PCP will be able to 

bill the Plan for services/encounters and be paid for those visits, even if the Plan Provider 

also visits the member that day.  

 

2. Question: Are there specific quality measures that our practice needs to send to AllyAlign 

Health (AAH)?  

Answer: The main requirement is the NP practice needs to submit claims to the Plan for 

services conducted for plan members. The quality measures AAH tracks are tied to the 

CPT/CPT II codes on the claims, so applicable submitted claims will “count” towards the 

submitting standard quality measures. 

 

3. Question: Regarding CPT codes 99495-99496: Transitional Care Management, can we bill 

this when member goes from Hospital to SNF and PCP sees them there instead of office?  

Answer: Yes, PCP can bill this code when a member returns from the hospital to their LTC 

residence. 
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		HEDIS & STAR MEASURES
2020 RESOURCE GUIDE

		HEDIS® (Healthcare Effectiveness Data and Information Set) is a performance measurement tool developed by the National Committee for Quality Assurance (NCQA) to assess the quality of healthcare and improve patient health and outcomes. HEDIS® data is collected using medical claims, pharmacy claims, and sometimes medical records. Medicare Managed Care Organizations are required by Centers for Medicare & Medicaid Services (CMS) to submit HEDIS® data.

		Some HEDIS® measures are also part of the 5 – Star Quality Rating System that the Centers for Medicare & Medicaid Services (CMS) uses to evaluate Medicare Managed Care Organizations.

		Not all Star Measures are HEDIS® measures. This guide includes select measures and was developed to assist network providers with understanding how to efficiently and accurately document and bill for certain preventive care and other services being provided. This, in turn, supports:

		     ·  Identification of opportunities to improve quality of care to members;

		     ·    Comparison of performance against other Medicare Managed Care Organizations;

		     ·     Efficiency in gathering data to report HEDIS® and Star data; and

		     ·    Achieving optimal HEDIS® and Star Ratings!

		Reports:

		     ·         HEDIS Care Gap Report – this report identifies members that require attention in order to satisfy the requirements
                                                          for HEDIS.

		               Location: AllyAlign Reporting Site in the Clinical Folder

		     Key:

		                                                                                 Ind icates that a member has a gap in care for the measure.

		                                                                                Indicates that a member has the condition noted in the measure.

		      Blank: indicates that the member is compliant with the measure OR not part of the measure. No action required.

		     Key Tips

		       ·       Evidence documented can be any one of the items listed. 

		       ·         HEDIS does not allow for removal of members in Comfort Care status.

		       ·         HEDIS does not allow for removal of members that decline to have a service provided.

		                   Medication Adherence Dashboard and Detail – identifies members adherence rating for select medications.

		       Location: AllyAlign Reporting Site in the Pharmacy Folder

		       Key: Review members that have lower adherence ratings in order to determine the reason. Sometimes, the reason for 
                non - adherence can be corrected (member refusal, claim wasn’t submitted to the health plan).

		      HEDIS Rate Reports – Prospective monthly HEDIS rates for current calendar year. Includes numerators, denominators, 
                                             NCQA Percentiles.

		       Location: Sent by AllyAlign the second Friday of each month from July – December.

		       - reflects which NCQA percentile for the reported rate.

		       - indicates the rate is either below the 10th percentile OR above the 90th percentile.

		     *Includes certain HEDIS® (based on HEDIS 2020) and Star Measures (based on 2019 technical specifications).  Star measures are designated with a        .
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Measures

		HEDIS MEASURES
Section Two

		Importance		Measures		Comments		Data Capture  ISNP & CSNP EZCare		Data Capture DSNP EZCare		Data Capture ISNP, CNSP & DSNP Other EHR 

		Adult/Elderly 

		HEDIS		 AAP
Adult Access to Preventive / Ambulatory Health Services
		Complete and bill for a visit each calendar year. The Model of Care helps support completion of this visit. 
Exclusion: 
Members in Hospice
Ages:
All members 20 years of age and older		Medical claim.		Medical claim.		Medical claim.

				COA  
Care for Older Adults

Star Measures:
Functional Status
Medication Review
Pain Screening
		Members are monitored for each of the indicators annually.
1. Advance Care Planning - Evidence of advance care planning during the measurement year -  DNR, Living Will, Surrogate decision maker in place  or Advance Care Plan
2. Functional  Status Assessment  -  At least one functional status assessment during the measurement year, as documented through either administrative data or medical record review.
3. Medication Review  -  A medication list, signed and dated during the measurement year by the appropriate practitioner type (prescribing practitioner or clinical pharmacist), meets criteria (the practitioner’s signature is considered evidence that the medications were reviewed).  
4. Pain Screening - Documentation that the patient was assessed for pain (which may include positive or negative findings for pain). Unable to determine is not acceptable. 

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit for Advance Care Planning, Functional Status and Pain Assessment (ONLY).
Exclusion: 
Members in Hospice
Age: 
All members 66 years of age and older		Advanced Directive
HRA or HEDIS Supplemental Assessment V1:-Living Will or DNR; Power of Attorney or Health Care Surrogate = Yes. 
-If no, launch End of Life or Life Planning Care Plan.
-HRA V3 (if Plan uses)
Functional Status:
-EZ Care HRA or FACTS Assessment: ADL/IADLs assessed.
-HRA V3 (if Plan uses) - Questions 4137 and 4139 must confirm provider assessed.
Medication Review:
-EZ Care-Care Activity Note: Med Reconciliation completed
-EZ Care FACTS Assessment: Medication Review –  question 3 
-HEDIS Supplemental
-Triggering Event Assessment
Pain Screening:
-EZ Care HRA or HEDIS Supplemental Assessment V1:
-Outpatient Pain Assessment = Yes or No (cannot use “Unable to Assess”).
-Triggering Event Assessment
-HRA V3 (if Plan uses) - Questions 4137 and 4139 must confirm provider assessed.

OR
Medical claim with the applicable CPT Category II codes. See appendix for codes.		Advanced Directive
-DSNP HRA V1 - Living Will or DNR; Power of Attorney or Health Care Surrogate = Yes. 
-If no, launch End of Life or Life Planning Care Plan.
Functional Status: ADL/IADLs assessed.
-DSNP HRA V1
-DSNP Interdisciplinary Care Team V1
-FACTS Assessment
Medication Review:
ONLY IF DONE BY NP or PCP:
-Add DSNP Interdisciplinary Care Team V1   
-DSNP Member Contact V1 
-Triggering Event question 
-EZ Care-Care Activity Note: Med Reconciliation completed
-EZ Care FACTS Assessment: Medication Review 
Pain Screening: 
- DSNP HRA V1 - Outpatient assessment pain screening. 
- DSNP Member Contact V1 - Modified ESAS
- Triggering Event 
HEDIS Supplemental Assessment V1:
- Outpatient Pain Assessment = Yes or No (cannot use “Unable to Assess”).
		 Medical claim with the applicable CPT Category II codes. See appendix for codes.

										Medical claim - with the applicable CPT Category II codes. See appendix for codes.

		HEDIS		FMC 
Follow-up After Emergency Department Visit for People with Multiple Chronic High-Risk Conditions 

		This measure is tracking what percentage of members 18 years and older with high risk chronic conditions (such as COPD, Alzheimer’s, Heart Failure, Chronic Kidney Disease) visited the ED had a follow-up within 7 days.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion:
Members in Hospice Care		Medical claim.		Medical claim.		Medical claim.

		Adult/Elderly 

				SNP  
Special Needs Plan Care Management

		Special Needs Plan (SNP) enrollees who received a Health Risk Assessment (HRA) during the measurement year.
•  New members due for an Initial HRA,
   -  Within 90 days of Enrollment 
•  Members due for Annual HRA
  -   Before Anniversary Date of the Last HRA
 
The Model of Care helps support completion of the HRA timeliness.

Exclusion: None
Age:  All enrollees		EZCare		EZCare		Separate data feed;
Medical claim; or
WA360 data feed.


		HEDIS		TRC 
Transitions of Care

		Every member 18 years and older that experienced an inpatient stay:
Sub-Measures:
1. Document receipt of notification of the stay on the day of admission through 2 days after the admission.
2. Document receipt of discharge information on the day of discharge through 2 days after the discharge.
3. Document patient engagement within 30 days of discharge.
4. Document medication reconciliation within 31 days of discharge.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion:  
Members in Hospice Care		Sub-measure 1 and 2
-EZ Care Triggering Event Assessment.
Sub-measure 3
-Medical claim
-Triggering Event Assessment
Sub-measure 4 
-CAN note (MEDREC) at the same time triggering event assessment or HRA
- HEDIS Supplemental Assessment 
-Medical Claim

Members that remain in a long term care faclity  through December 1st of the measurement year can be excluded.    
Of note, the Quality team will do these exclusions manually after the year is over.  We continue to track the measure during the year as this supports the Model of Care and Transitions process and in case members are discharged from nonacute facility before December 1. 		Sub-measure 1 and 2
- EZ Care Triggering Event Assessment
- DSNP HRA
Sub-measure 3
- DSNP HRA
- Medical claim
-Triggering Event Assessment
Sub-measure 4 
-CAN note (MEDREC)at the same time triggering event assessment or HRA
- DSNP ICT Assessment
- DSNP Member Contact Assessment
- HEDIS Supplemental Assessment
- Medical Claim		Sub-measure 1 and 2:  
DSNP -  practitioner's note reflecting notification of admission and discharge within timeframe. 

ISNP and CSNP -  proof of discharge back to LTC facility and remained at the facility through December 1 of measurement year.   

For all Plans - QI department will notify Plans when records are needed. 

Sub-measure 3 and 4 Medical claim


		Cancer Screening

				BCS  
Breast Cancer Screening

		Female members should have a mammogram at least every two years. 

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion: 
Members in Hospice Care
Members in Palliative Care
Bilateral mastectomy
Unilateral mastectomies
Age: (STAR Age Range)
DSNP - 52-74 years of age
ISNP - Members 50 - 65 year old  living in LTC
 		HRA V2
Triggering Event Assessment 
HEDIS Supplemental Assessment V1
Lab Assessment
Medical Claim

Palliative Care exclusion see appendix for ICD.10 code.

Must have date of test recorded on assessment to count.  If year of the test is not the current year and the exact date is not known, use 01/01/Year.  If in current year, it is assumed that a claim will be submitted for the test.		DSNP HRA V1
Triggering Event Assessment 
HEDIS Supplemental Assessment V1
Lab Assessment
Medical Claim

Palliative Care exclusion see appendix for ICD.10 code.

Must have date of test recorded on assessment to count.  If year of the test is not the current year and the exact date is not known, use 01/01/Year.  If in current year, it is assumed that a claim will be submitted for the test.		Medical Claim

Historical testing capture - Copy of medical record indicating mammogram was done in prior year (send to qualityteam@allyalign.com) OR supplemental data file (secure file transfer and standard format would have to be arranged). New plans MUST coordinate with QI department to determine best solution.

Palliative Care exclusion see appendix for ICD.10 code.

				COL  
Colorectal Cancer Screening

		Any of the following meet criteria:
• Fecal occult blood test (FOBT) during the measurement year.
• Flexible sigmoidoscopy within last 5 years.
• Colonoscopy within the last 10 years.
• CT colonography within the last 5 years.
• FIT-DNA (Cologuard) during the last 3 years.
• Colog​uard every 3 years
Exclusion: 
Members in Hospice Care
Members in Palliative Care
Colorectal Cancer 
Total Colectomy
Age: 
ISNP: Members under the age of 66  living in LTC
DSNP: 50-75 years of age		HEDIS Supplemental Assessment V1
LAB Assessment FOBT and Colonoscopy question
Triggering Event Assessment 
Medical claim.

Palliative Care exclusion see appendix for ICD.10 code.

Must have date of test recorded on assessment to count.  If year of the test is not the current year and the exact date is not known, use 01/01/Year.  If in current year, it is assumed that a claim will be submitted for the test.		DSNP HRA V1
HEDIS Supplemental Assessment V1
Lab Assessment
Triggering Event Assessment 
Medical claim.

Palliative Care exclusion see appendix for ICD.10 code.

Must have date of test recorded on assessment to count.  If year of the test is not the current year and the exact date is not known, use 01/01/Year.   If in current year, it is assumed that a claim will be submitted for the test.		Medical claim.

Historical testing capture - Copy of medical record outlining history of specific test and date performed (send to qualityteam@allyalign.com) OR supplemental data file (secure file transfer and standard format would have to be arranged). New plans MUST coordinate with QI department to determine best solution.

Palliative Care exclusion see appendix for ICD.10 code.

		HEDIS		PSA
Non-Recommended PSA-Based Screening in Older Men

		PSA-based screening for prostate cancer for men should not be used unless a clinically indicated diagnosis is present. The following diagnoses are considered clinically appropriate:
• Prostate cancer any time during the member’s history.
• Dysplasia of the prostate during the measurement year, or year prior.
• A PSA test during the year prior to the measurement year, where lab data indicate an elevated result (>4.0 ng/mL).
• Dispensed prescription for 5-alpha reductase inhibitor (5-ARI) during the measurement year (finasteride, dutasteride).
Exclusion:  
Members in Hospice
Age: 
Men 70 years and older 		Medical claim.		Medical claim.		Medical claim.

		Cardiovascular

				ADH-MED-HTN
Medication Adherence for Hypertension (RAS Antagonists)AS antagonists)D-HTN  
Medication Adherence for Hypertension (RAS antagonists)		Members that receive a prescription for a blood pressure medication (ACE, ARB, or direct renin inhibitor) fill their prescription often enough to cover 80% of the time they are supposed to be taking the medication.
Exclusion:
Members in Hospice
ESRD diagnosis
Age:
Members over the age of 18 years
		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.

				ADH-MED-CHOL  
Medication Adherence for Cholesterol (Statins)
Triple Weighted Star Measure

		Members that receive a prescription for a cholesterol medication (statin) during the year and receive refills often enough to cover 80% of the time they are supposed to be taking the medication. 
Exclusion: 
Members in Hospice
ESRD diagnosis
Age:
Members over the age of 18 years		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.

		HEDIS - Star in 2023 SR Year		CBP
Controlling High Blood Pressure
*Must be bill with a preventive visit code*

		Members with a diagnosis of hypertension (HTN) should have adequately controlled blood pressure (BP < 140/90) during the measurement year. Most recent B/P result is used and must be associated with a visit the day of the BP recording.  Retake BP if elevated to confirm reading. 

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion: 
Members in Hospice Care
Members in Palliative Care
ESRD Diagnosis    
Age: 
DSNP: All members 18-85 years of age 
ISNP: Members under the age of 66 living in LTC    		HRA or HEDIS Supplemental Assessment V1
Blood Pressure Result
or
Triggering Event Assessment 
or
Medical claim (with Category II CPT code to indicate BP result. See appendix for BP reading codes.  
AND
-a claim to prove a visit occurred.

Palliative Care exclusion see appendix for ICD.10 code.		DSNP HRA V1 or
HEDIS Supplemental Assessment V1 
Blood Pressure Result
or
Triggering Event Assessment 
or
Medical claim (with Category II CPT code to indicate BP result. See appendix for BP reading codes.  
AND
-a claim to prove a visit occurred.

Palliative Care exclusion see appendix for ICD.10 code.		Medical claim (with Category II CPT code to indicate BP result and a claim to prove a visit occurred). See appendix for BP reading codes.

Palliative Care exclusion see appendix for ICD.10 code.


		Cardiovascular

		HEDIS		CRE
Cardiac Rehabilitation

		Members 18 years and older, who attended cardiac rehabilitation following a qualifying cardiac event.   
Excludes: 
Members in Hospice
Members in Palliative Care
Age: 
DSNP: All members 18 years of age and older 
ISNP: Members under the age of 66 living in LTC
		Medical Claims

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims

Palliative Care exclusion see appendix for ICD.10 code.

				SPC  
Statin Therapy for Patients with Cardiovascular Disease

		Members with clinical atherosclerotic cardiovascular disease (ASCVD) who were dispensed at least one high or moderate-intensity statin medication and remained on a high or moderate-intensity statin medication for at least 80% of the treatment period.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion: 
Members in Hospice Care
Members in Palliative Care
Members with any of  the following conditions:
    - ESRD, - Cirrhosis, 
    - Myalgia, - Myositis, 
    - Myopathy &  
    -Rhabdomyolysis.  
Age: 
ISNP:  Members under the age of 66  living in LTC
DSNP: Males: 21-75; Females: 40-75		Medical and pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.		Medical and pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.		Medical and pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.

		Diabetes

				ADH-MED-DM  
Medication Adherence for Diabetes Medications
Triple Weighted Star Measure

		Members that receive a prescription for a diabetes medication fill their prescription often enough to cover 80% of the time they are supposed to be taking the medication.
Exclusion: 
Members in Hospice
ESRD diagnosis
Age:
Members over the age of 18 years		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year. 
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.

		Diabetes

				CDC 
Comprehensive Diabetes Care
		Members with diabetes (type 1 and type 2):
Sub-Measures
1. HbA1c testing
2. HbA1c poor control(>9.0%)
3. HbA1c control (<8.0%)
4. Retinal Eye Exam: 
    •  Retinal or dilated eye exam by optometrist or ophthalmologist in the measurement year. 
    •  A negative exam in the year or year prior counts.  
5. Medical attention for nephropathy - Only one demonstrates compliance
    •  Micro albumin urine test (see also new KED Measure)
    •  ACE/ARB therapy
    •  A visit with a nephrologist
    •  Evidence of stage 4 chronic kidney disease
    •  Evidence of kidney transplant
6. BP control (<140/90 most recent measurement 
during the year) at time of a visit.

Exclusion: 
Members in Hospice or Palliative Care
ESRD diagnosis
Bilateral eye enucleation (eye exam)
Age: 
DSNP: All members 18-75 years of age 
ISNP: Members under the age of 66 living in LTC		Sub-Measures 
1 - 3 - HbA1c 
-HRA 
-LAB Assessment
-HEDIS Supplemental Assessment V1
-Triggering Event Assessment 
-Medical Claim with category II code
4. Retinal Eye Exam
-HEDIS Supplemental Assessment V1
-Medical Claim (category II code for result)
5. Medical attention for nephropathy
-Medical Claim
6. BP control
-HRA or
-HEDIS Supplemental Assessment V1 or
-Triggering Event Assessment or
-Medical claim with Category II CPT code to indicate BP result (See appendix for BP reading codes). AND
-a claim to prove a visit occurred. 

Category II CPT available for all sub-measures.  See appendix for codes.
Palliative Care exclusion see appendix for ICD.10 code.

		Sub-Measures 
1 - 3 - HbA1c 
-DSNP HRA V1 
-LAB Assessment
-HEDIS Supplemental Assessment V1
-Triggering Event Assessment 
-Medical Claim with category II code
4. Retinal Eye Exam
-HEDIS Supplemental Assessment V1
-Medical Claim  with category II code
5. Medical attention for nephropathy
-Medical Claim
6. BP control
-DSNP HRA V1 or
-HEDIS Supplemental Assessment V1 or
-Triggering Event Assessment or
-Medical claim with Category II CPT code to indicate BP result (See appendix for BP reading codes). AND
-a claim to prove a visit occurred. 

Category II CPT available for all sub-measures.  See appendix for codes.
Palliative Care exclusion see appendix for ICD.10 code.

		Sub-Measures 
1 - 3 - HbA1c 
-Medical Claim with category II code
4. Retinal Eye Exam
-Medical Claim with category II code
5. Medical attention for nephropathy
-Medical Claim
6. BP control
-Medical claim with category II code (See appendix for BP reading codes). AND
-a claim to prove a visit occurred. 

Category II CPT available for all sub-measures.  See appendix for codes.

Palliative Care exclusion see appendix for ICD.10 code.



		Diabetes

		HEDIS - possible  Star in future		KED
Kidney Health Evaluation for Patients with Diabetes

		Members with diabetes (type 1 and type 2) who received a kidney health evaluation each year, defined as :
-estimated glomerular filtration rate (eGFR) AND 
-urine albumin-creatinine ratio (uACR) including a quantitative urine albumin test (supports Star Measure) and a urine creatinine test with dates of service 4 or less days apart.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion: 
Members in Hospice
Members in Palliative Care
Age: 
DSNP: All members 18-85 years of age 
ISNP: Members under the age of 66 living in LTC		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.

				SUPD  
Statin Use in Persons with Diabetes

		Make sure members with Diabetes 40-75 years old were dispensed  drugs to treat high cholesterol in an effort to lower risk of developing heart disease.
Members who were dispensed at least two diabetes medication re-fills who received a statin medication fill during the measurement period.
Exclusion: 
Members in Hospice
ESRD Diagnosis
		Pharmacy claims.		Pharmacy claims.		Pharmacy claims.

		Medication

				ADH-MED-CHOL 
Medication Adherence for Cholesterol (Statins)		Members 18 years and older that receive a prescription for a cholesterol medication (statin) during the year and receive refills often enough to cover 80% of the time they are supposed to be taking the medication.
Exclusion: 
Members in Hospice
ESRD diagnosis		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year.
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims
• Use the Medication Adherence Dashboard and Details report to track progress during the year.
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.		• Pharmacy claims 
• Use the Medication Adherence Dashboard and Details report to track progress during the year.
• Make sure pharmacies are billing the Health Plan, not the long-term care facility.
• Discontinued medications count toward non- adherence.

		HEDIS		COU
Risk of Continued Opioid Use 

		Members 18 – years of age and older who have a new episode of opioid use that puts them at risk for continued opioid use. Two rates are reported:
1.  The percentage of members with at least 15 days of prescription opioids in a 30-day period.
2.  The percentage of members with at least 31 days of prescription opioids in a 62-day period.
Exclusion:
•  Member in Hospice Care
•  Members in Palliative Care.
•  Cancer
•  Sickle cell disease		Pharmacy Claims 

Palliative Care exclusion see appendix for ICD.10 code.		Pharmacy Claims

Palliative Care exclusion see appendix for ICD.10 code.		Pharmacy Claims

Palliative Care exclusion see appendix for ICD.10 code.

		Medication

		HEDIS		DAE
Use of High-Risk Medications in Older Adults

		Caution should be used in dispensing high-risk medications to the elderly. Members age 67 and older who received at least 2 of these high-risk medications during the measurement year:
High-Risk Medication Categories:
•  Anticholinergics, first-generation antihista- mines
•  Anticholinergics, anti-Parkinson agents
•  Antispasmodics
•  Antithrombotics
•  Cardiovascular, alpha agonists, central
•  Cardiovascular, other
•  Central nervous system, antidepressants
•  Central  nervous system, barbiturates
•  Central  nervous system, vasodilators
•  Central nervous system, other (Meprobamate)
•  Endocrine system, estrogens with or without progestins; include only oral and topical patch products
•  Endocrine system, sulfonylureas, long- duration
•  Endocrine system, other (Desiccated thyroid, Megestrol)
•  Pain medications, skeletal muscle relaxants
•  Pain medications, other (indomethacin, Ketorolac, Meperidine)
High-Risk Medications with Days Supply Criteria:
•  Anti-Infectives, other (Nitrofurantoin >90 days)
•  Non-benzodiazepine hypnotics >90 days
High-Risk Medications with Average Daily Dose Criteria:
•  Alpha agonists, central (Reserpine >0.1 mg/day)
•  Cardiovascular, other (Digoxin >0.125 mg/day) Tertiary TCAs (Doxepin >6mg/day)
Exclusion: 
Members in Hospice
Members in Palliative Care
		•  Pharmacy claims.
•  Palliative Care exclusion see appendix for ICD.10 code.		•  Pharmacy claims.
•  Palliative Care exclusion see appendix for ICD.10 code.		•  Pharmacy claims.
•  Palliative Care exclusion see appendix for ICD.10 code.



		Medication

				DDE
Potentially Harmful Drug-Disease Interactions in the ELderly

		Caution should be used in dispensing certain medications to the elderly (65 and older) who have certain conditions.
•  A history of falls or hip fracture and a prescription for anticonvulsants, SSRIs, antipsychotics, benzodiazepines, nonbenzodiazepine hypnotics or tricyclic antidepressants.
• Dementia and a prescription for antipsychotics, benzodiazepines, non-benzodiazepine hypnotics, tricyclic antidepressants, H2 receptor antagonists or anticholinergic agents.
• Chronic kidney disease and prescription for Cox- 2 selective NSAIDs or non-aspirin NSAIDs.
A lower rate of these prescriptions for these conditions represents better performance. Evaluate if the member has one of these conditions before dispensing these medications.

Exclusion:
• Members in Hospice.
• Members in Palliative Care.
• For falls, exclude members with a diagnosis of psychosis, schizophrenia, schizoaffective disorder, bipolar disorder, or seizure disorder up to 2 years prior.
• For dementia, exclude members with all of the above except seizure disorder.		• Medical and pharmacy claims.
• Palliative Care exclusion see appendix for ICD.10 code.		• Medical and pharmacy claims.
• Palliative Care exclusion see appendix for ICD.10 code.		• Medical and pharmacy claims.
• Palliative Care exclusion see appendix for ICD.10 code.

		HEDIS		HDO
Use of Opioids at High Dosage



		Members 18 years and older  receiving prescription opioids for ≥15 days during the measurement year at a high dosage (average milligram morphine dose [MME]
>90).
Excludes members with at least one of the following during the measurement year:
•  Hospice Care
•  Cancer
•  Sickle Cell disease
•  Methadone
•  Palliative Care
		Pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.		Pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.		Pharmacy claims.

Palliative Care exclusion see appendix for ICD.10 code.

		Medication

				MTM
Program Completion Rate for Comprehensive Medication Review

 		Medication Therapy Management (MTM) program enrollees 18 years and older receive a  Comprehensive Medication Review (CMR) during the reporting period which includes a discussion between the member’s PCP or NP and a Pharmacist, about the member's medications.
Exclusion: 
Members in Hospice
		•  Access the MTM Weekly Update Report (Pharmacy Reports)and review the tab “CMR Not Completed” to determine which member needs an MTM completed. 
•  Fax the completed medication history and pertinent labs to Sinfonia 520-585-5074 at least 48 hours prior to appointment. 
•   Call 866-970-9808 to complete MTM.
•  Note: New patients will qualify weekly throughout the year.
		•  Access the MTM Weekly Update Report (Pharmacy Reports)and review the tab “CMR Not Completed” to determine which member needs an MTM completed. 
•  Fax the completed medication history and pertinent labs to Sinfonia 520-585-5074 at least 48 hours prior to appointment. 
•   Call 866-970-9808 to complete MTM.
•  Note: New patients will qualify weekly throughout the year.
		•  Access the MTM Weekly Update Report (Pharmacy Reports)and review the tab “CMR Not Completed” to determine which member needs an MTM completed. 
•  Fax the completed medication history and pertinent labs to Sinfonia 520-585-5074 at least 48 hours prior to appointment. 
•   Call 866-970-9808 to complete MTM.
•  Note: New patients will qualify weekly throughout the year.


		HEDIS		UOP
Use of Opioids From Multiple Providers

		Members 18 years old and older receiving prescription opioids for ≥15 days. Three rates are reported:
•  Multiple Prescribers: Receiving prescriptions for opioids from four or more different prescribers during the measurement year.
•  Multiple Pharmacies: Receiving prescriptions for opioids from four or more different pharmacies during the measurement year.
•  Multiple Prescribers and Multiple Pharmacies: Receiving prescriptions for opioids from four or more different prescribers and four or more different pharmacies during the measurement year.
Exclusion: 
Members in Hospice
Methadone 
		Pharmacy claims.		Pharmacy claims.		Pharmacy claims.

		Mental/Behavioral Health

		HEDIS		AMM
Antidepressant Medication Management

		Members 18 years and older with a diagnosis of major depression should be prescribed an antidepressant medication and remain on the medication for treatment. PHQ-9 of >=5 qualifies for diagnosis.
Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Effective Acute Phase Treatment:
    •  At least 84 days (12 weeks).
Effective Continuation Phase Treatment:
    •  At least 180 days (6 months).

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion:
•  Member in Hospice Care.

		•  Medical and pharmacy claims. 
•  If the diagnosis is coded as full remission (F33.42, F32.5), the member does not qualify for this measure.		•  Medical and pharmacy claims.
•  If the diagnosis is coded as full remission (F33.42, F32.5), the member does not qualify for this measure.		•  Medical and pharmacy claims.
•  If the diagnosis is coded as full remission (F33.42, F32.5), the member does not qualify for this measure.

		HEDIS		FUH
Follow-Up After Hospitalization for Mental Illness

		Member 6 years old and older should receive follow-up with a mental health practitioner within 7 days after discharge from admission for mental illness. We also track visits within 30 days after discharge for mental illness.
Visits that occur on the date of discharge do not count.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion:
•  Member in Hospice Care.
		Medical claim.		Medical claim.		Medical claim.

		HEDIS		FUM
Follow-Up After Emergency Department Visit for Mental Illness

		Member 6 years old and older should receive follow-up with any practitioner within 7 days after ER visit for mental illness. We  also track visits within 30  days after ER visit for mental illness.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion:
•  Member in Hospice Care.		Medical claim.		Medical claim.		Medical claim.

		Respiratory

		HEDIS		PCE
Pharmacotherapy Management of COPD Exacerbation

		Members 40 years of age and older with an inpatient stay or emergency department (ED) visit for a COPD exacerbation should fill a prescription (or have enough on the last refill to cover) for both:
• Systemic corticosteroid within 14 days of discharge and
• Bronchodilator within 30 days of discharge. 

Exclusion:
Member in Hospice Care.		Medical and Pharmacy claims.		Medical and Pharmacy claims.		Medical and Pharmacy claims.

		HEDIS		SPR
Use of Spirometry Testing in the Assessment and Diagnosis of COPD

		Members 40 years of age and older with a new diagnosis of COPD or newly active COPD, should receive appropriate spirometry testing to confirm the diagnosis.
The spirometry meets the criteria if within the following time frame:
• 2 years prior up through 6 months after the outpatient visit, ED visit, or acute inpatient discharge with a diagnosis of COPD.

Telephonic visit, e-visits, or virtual check- in will count as an outpatient visit.
Exclusion: 
Members in Hospice		Medical claims.		Medical claims.		Medical claims.

		Musculoskeletal Conditions

		HEDIS		OSW
Osteoporosis Screening in Older Women		Women who received osteoporosis screening.
Exclusion:
•  Member in Palliative Care.
•  Member in Hospice Care.
Age: 
DSNP: All members 65-75 years of age 
ISNP: Members under the age of 66 living in LTC		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.		Medical Claims 

Palliative Care exclusion see appendix for ICD.10 code.





Coding Tips

				When the following CPT Category II or ICD - 10 – CM codes are added to a claim, it helps identify additional information about the member’s care. This method of reporting simplifies and improves accuracy of reporting select quality measures for both HEDIS and CMS Star Ratings reporting. The codes listed are for informational purposes only and this communication is not intended to suggest or guide reimbursement.

				Measures		Code Descriptor		CPT Category
 II Code

				Care for Older Adults Advance Care Planning		Advance care planning discussed and documented – advance care plan or surrogate decision-maker documented in medical record		1123F

						Advance care planning discussed and documented in medical record – patient didn’t wish to or was unable to provide an advance care plan or name a surrogate decision-maker		1124F

						Advance care plan or similar document in medical record		1157F

						Advance care planning discussion documented		1158F

				Care for Older Adults Pain Assessment		Pain assessment – pain documented		1125F

						Pain assessment – no pain documented		1126F

				Care for Older Adults Medication Review
 (Both Codes Required on Same Date)		Medication list documented 		1159F

						Medication review by prescribing care provider or clinical pharmacist documented		1160F

				Care for Older Adults Functional Status Assessment		Functional status assessed		1170F

				Comprehensive Diabetes Care		Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and reviewed; with evidence of retinopathy		2022F

						Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist documented and reviewed; without evidence of retinopathy		2023F

						7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist documented and reviewed; with evidence of retinopathy		2024F

						7 standard field stereoscopic retinal photos with interpretation by an ophthalmologist or optometrist documented and reviewed; without evidence of retinopathy		2025F

						Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented and reviewed; with evidence of retinopathy		2026F

						Eye imaging validated to match diagnosis from 7 standard field stereoscopic retinal photos results documented and reviewed; without evidence of retinopathy		2033F

						Low risk for retinopathy (no evidence in prior year)		3072F

						HbA1c level less than 7.0		3044F

						HbA1c greater than or equal to 7.0 and less than 8.0		3051F

						HbA1c greater than or equal to 8.0 and less than or equal to 9.0		3052F

						HbA1c level greater than 9.0		3046F

						Positive microalbuminuria test result reviewed and documented		3060F

						Negative microalbuminuria test result reviewed and documented		3061F

						Positive macroalbuminuria test result reviewed and documented		3062F

						Documentation for treatment of nephropathy		3066F

						ACE/ARB Therapy prescribed or currently being taken		4010F

				Comprehensive Diabetes Care OR
Controlling Blood Pressure
*Must bill with a visit code.*		Systolic less than 130		3074F

						Systolic between 130 to 139		3075F

						Systolic greater than/equal to 140		3077F

						Diastolic less than 80		3078F

						Diastolic between 80 to 89		3079F

						Diastolic greater than/equal to 90		3080F

				Medication Reconciliation Post-Discharge		Discharge medications reconciled with current medications in outpatient record		1111F

				Palliative Care		Encounter for Palliative Care		Z51.5(ICD.10)

						Patient Admitted for Palliative Care Services		M1017 (HCPCS)
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