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The following entities, which serve the noted regions, are independent licensees of the Blue Cross Blue Shield
Association: Western and Northeastern PA: Highmark Inc. d/b/a Highmark Blue Cross Blue Shield, Highmark
Choice Company, Highmark Health Insurance Company, Highmark Coverage Advantage Inc., Highmark Benefits
Group Inc., First Priority Health, First Priority Life, Highmark Care Benefits Inc., or Highmark Senior Health
Company. Central and Southeastern PA: Highmark Inc. d/b/a Highmark Blue Shield, Highmark Benefits Group
Inc., Highmark Health Insurance Company, Highmark Choice Company, or Highmark Senior Health Company.
Delaware: Highmark BCBSD Inc. d/b/a Highmark Blue Cross Blue Shield. West Virginia: Highmark West Virginia
Inc. d/b/a Highmark Blue Cross Blue Shield, Highmark Health Insurance Company, or Highmark Senior Solutions
Company. Western NY: Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Cross Blue Shield.
Northeastern NY: Highmark Western and Northeastern New York Inc. d/b/a Highmark Blue Shield. All references to
“Highmark” in this document are references to the Highmark company that is providing the member’s health benefits

or health benefit administration and/or to one or more of its affiliated Blue companies.

CPT codes are a registered trademark of the AMA American Medical Association.

HEDIS is registered a trademark of NCQA. National Commitee for Quality Assurance.

Avalility is an independent company that contracts with Highmark to offer provider portal services.

Refer to this document for information on how to improve clinical quality care and performance on the
Medicare Advantage STAR, ACA, and CHIP Quality metrics.

Examples of potential coding opportunities for metric compliance and/or exclusion are provided in this document.
The examples provided are meant for guidance only. Listing of a code in this document does not equate to coverage

under Highmark medical policy.

The clinical information provided is intended to aid in your understanding of Highmark’s 2026 Medicare

Advantage Star/ACA/CHIP Metrics. It is not intended to influence and coding judgment.

Best Practice Disclaimer

The guidance, best practices, and guidelines (referred to as “best practices”) provided to you are presented for your
consideration and assessment only. Please assess whether the described best practices are appropriate for you. There
are no requirements that you use the best practices, and the best practices are not required for any Highmark program
or initiative. Please note that the successful implementation of any program or initiative depends upon many factors
and variables. Therefore, Highmark makes no representation with respect to the described best practices and whether
the practices will positively impact your reimbursement, value-based payment, or performance under a Highmark
program or initiative.

The best practices are not intended to situate Highmark as a provider of medical services or dictate the diagnosis,
care, or treatment of patients. Your medical judgment remains independent with respect to all medically necessary
care to your patients.
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C51: Annual Wellness Visit (AWV)
Initial Preventive Physical Exam (IPPE)

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

Best practices

Prevention and Screening

Static (Not a CMS Star Measure)

Percentage of Medicare Advantage members who had the AWV during the
measurement year or IPPE within the first 12 months of enrollment in the
Medicare product.

All Medicare Advantage members 18 years of age and older

have covered benefits for AWV.

Requirements:

* Member must be continuously enrolled during the measurement year.
* Member may not exceed more than a 45-day gap in enrollment.

* Member must be enrolled in the plan at the end of the year.
Members who completed the AWV or the IPPE during the measurement year.

Submit the appropriate HCPCS for the AWV/IPPE visit:
* G0438 — Initial AWV

e G0439 — Subsequent AWV

¢ G0402 — IPPE (Welcome to Medicare)

* G0468 — FQHC IPPE or AWV

* Schedule early in the year fo maximize benefit. By scheduling earlier in the year,
needed preventive screenings can be assessed and scheduled.

* Maximize member encounter — this may be the only visit of the year to address
routine screenings and a prescription drug regimen.

* Develop template (EHR or paper) to capture all components of the AWV.

* Have patient complete their portion of components (self-report) prior to the
visit by sending a pre-visit questionnaire to be brought back at the time of
the appointment. Or, by having patients self-report while waiting to be seen
by provider.

* Utilize medical assistant to capture applicable components of visit.
* Redeploy office personnel and space fo accommodate visit.
* Prepare by capturing information in advance of visit — chart prep.

* Allow enough time to complete the visit as these visits can take anywhere from
30 to 45 minutes or longer depending on the patient.

* Reference available Unconfirmed Diagnosis program data to assure
completeness of visit documentation and coding of medical diagnoses.

e Know that CMS requires the provider, at a minimum, to collect and document
the patient’s medical, surgical, and procedural history, including experiences with
ilinesses, hospital stays, operations, allergies, injuries, and treatment, and then
prepare and provide the patient with a personalized plan for preventive care.



TOPIC EXPLANATION

Best practices e Schedule a “wellness day” to focus on AWVs.

(continued) * Be proactive. Evaluate practice processes for opportunities to close gaps every

time the patient is seen rather than reacting fo gap closure reports.

* Issue member letters from your practice to noncompliant members to explain why
Annual Wellness Visits are important on an annual basis. Templates are located on
the Provider Resource Center. If assistance needed, reach out to your MAQC.

Other * AWV is not a CMS Star Measure and is not included in the Star rating,
but this visit offers the opportunity to address many quality measures.

e AWV is included in Highmark’s Value-Based Reimbursement and Quality
Incentive Programs.
- There is no copay when performing an AWV by itself.
- AWV can be performed in any setting/location.

- Requires face-to-face encounter or the use of interactive telemedicine
communication system, meaning use multimedia communications equipment
that includes, at a minimum, audio and video equipment permitting two-way,
real-time interactive communication between the patient and distant site
physician or practitioner.

- If AWV is performed with a problem office visit, use modifier 25. Documentation
must clearly reflect the services reported as significant and separately
identifiable. A copay may apply in this situation.

e CMS provides guidance on provider documentation requirements and
appropriate coding/billing. Highmark follows established CMS policy guidance
on the billing/payment of AWV codes. The only exception is that Highmark
allows the AWV to be billable once a calendar year (while CMS limits to once
every 12 months). Meaning edits are in place to assure Highmark is:

- Paying for “Welcome to Medicare Visit” (G0402, IPPE) only when billed within
the first 12 months of a member being enrolled in Medicare Part B.

- Not paying for multiple AWVs being billed within the same year. Coding
is put in place to reimburse for G0438 (AWYV, initial) once per lifetime per
provider practice and G0439 (AWYV, subsequent) once per calendar year per
provider practice.

Key additional resources

Additional information can be found on the Provider Resource Center.

CMS provides guidance on provider documentation requirements, and appropriate coding/billing.

Reference sites have been attached below.

cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/

MLNProducts/preventive-services/medicare-wellness-visits.html

Prevention and Screening
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C1: Breast Cancer Screening W Star Measure 2026

TOPIC EXPLANATION

Measure type Static Star Measure
Description of The percentage of members 40 - 74 years of age who were
the measure recommended for routine breast cancer screening and had a

mammogram to screen for breast cancer.

Eligible Attributed members 42 - 74 years of age as of the last date of the
population measurement year who were recommended for breast cancer screening and
meet the criteria for participation.

Members 42 - 74 years of age by the end of the measurement period who
were recommended for routine breast cancer screening and meet the criteria
for participation.

Include members recommended for routine breast cancer screening with any
of the following criteria:

e Administrative Gender of Female (Administrative Gender code F) at any time
in the member’s history.

* Sex Assigned at Birth (LOINC code 76689-9) of Female (LOINC code LA3-6)
at any time in the member’s history.

¢ Sex Parameter for Clinical Use of Female (Sex Parameter for Clinical Use code
Female-Typical) during the measurement period.
Exclusions:

* Those who had a bilateral mastectomy (ICD-10 Z90.13) anytime during the
member’s history through the last day of the measurement year.

e Unilateral mastectomy with a bilateral modifier (same procedure).

* Members who had gender-affirming chest surgery (CPT code 19318) with a
diagnosis of gender dysphoria anytime during the member’s history through
the end of the measurement period.

Advanced lliness and Frailty Exclusion:

Members 66 — 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced illness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

e Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

4 | Prevention and Screening



TOPIC EXPLANATION

Compliant member One or more mammograms during the measurement year or the 15 months prior
to the measurement year. For 2026, the testing period for compliance will begin on
Oct. 1, 2024 - Dec. 31, 2026.

How to submit * CPT codes to identify breast cancer screening: 77061, 77062, 77063, 77065, 77066,
to Highmark Inc. and 77067.

e Submit bilateral screening via claim.

Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

Best practices ¢ |dentify noncompliant patients and address at the earliest opportunity for the
patient to complete the test during the measurement year.

* Review chart notes to find evidence of past bilateral mammogram or
exclusions — submit via CQF Loop.

- Previous breast cancer screening that may not have been submitted to
Highmark via normal claims processing.

e Create alerts to inform providers of needed mammography.

e Prep chart to ensure that provider addresses the need and orders bilateral
mammography during the next office visit.

e |f no visit is scheduled, reach out to the member to discuss the need for
bilateral mammography.

* Create and send standing order to mail to patients for mammography.
* Provide ongoing member outreach to encourage mammography screening.

¢ Ask your patients if they’ve had a bilateral mammogram through a free screening
event. Submit documentation through the CQF function.

* Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.

* Review EMR open orders that were not completed in a consistent manner and
complete outreach to the member(s).

Prevention and Screening | 5
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TOPIC EXPLANATION

Other

Measure assesses the use of imaging to detect early breast cancer. Because

the measure does not remove members at a higher risk, all types of methods for
mammogram qualify for numerator compliance. This includes screening (covered
in full benefit), diagnostic (member liability could be encountered), film, digital,
or digital breast tomosynthesis.

MRIs, ultrasounds, and biopsies do NOT count for numerator compliance. Although
these procedures are indicated for evaluating members at high risk for breast
cancer, these procedures are performed in conjunction with mammography.

Data analytics has shown that there is a strong correlation between the AWV
date and BCS test completion. There is a marked increase in compliance within
three months of an AWV and a dramatic drop after the three-month mark. Hence,
member(s) remaining noncompliant after three months should be reengaged.

Key additional resources

Additional information can be found on the Provider Resource Center .

Prevention and Screening



C2: Colorectal Cancer Screening

W Star Measure 2026

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Compliant member

Static Star Measure

Percentage of members 45 - 75 years of age who had appropriate screening
for colorectal cancer.

Members 46 - 75 years of age as of the last date of the measurement year.

Exclusions:

* Diagnosis of colorectal cancer or evidence of a total colectomy.

Codes to identify exclusions:

e Colorectal Cancer — HCPCS: G0213-G0215, G0231, ICD-10: Z85.038, Z85.048,
C18.0-C18.9, C19, C20, C21.2, C21.8, C78.5

* Total Colectomy — CPT®: 44150-44153, 44155-44158, 44210-44212

Advanced lliness and Frailty Exclusion:

Members 66 — 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced illness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

* Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

One or more of the following screenings for colorectal cancer:

* Fecal occult blood test (FOBT) performed during the measurement year. The
following meet screening criteria for any service dates of Jan. 1, 2026 - Dec. 31, 2026:

- Guaiac (gFOBT) performed during the measurement year.

- Immunochemical (iFOBT, also referred to as fecal immunochemical test,
or FIT) performed during the measurement year.

* Flexible sigmoidoscopy performed during the measurement year or the four
years prior to the measurement year. For 2026, the testing period for a
flexible sigmoidoscopy would be Jan. 1, 2022 - Dec. 31, 2026.

e Colonoscopy performed during the measurement year or the nine years prior
to the measurement year. For a colonoscopy, the testing period for 2026
would be Jan. 1, 2017 - Dec. 31, 2026.

* CT colonography performed during the measurement year or the four years
prior to the measurement year. The testing period for a CT colonography would
be Jan. 1, 2022 - Dec. 31, 2026.

e FIT-DNA testing during the measurement year or two years prior to the measurement
year. For FIT-DNA testing, the testing period is Jan. 1, 2024 — Dec. 31, 2026.

Prevention and Screening
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TOPIC EXPLANATION

How to submit e Colonoscopy or Flexible Sigmoidoscopy:

to Highmark Inc. - Screening completed during the measurement year will be captured by
Highmark claims.

- Submit proof of screening via the CQF Loop only if not captured by Highmark
claims. Allow at least 30 days for claims to process before submitting through
the CQF Loop.

- Appropriate documentation must include a note indicating the date the
screening was performed AND the result or finding.

- If the completion of the screening is noted in the member’s medical history,
documentation of a result is not required, but the date (at minimum, the year)
of screening must be provided.

e FOBT:
- Submit claim for resulting FOBT.

- Submit via the CQF Loop only if not captured by Highmark claims. Allow at
least 30 days for claims to process before submitting through the CQF Loop.

- gFOBT — CPT code 82270.
- iFOBT — CPT code 82274, HCPCS code G0328.

e CT Colonography:
- Submit screening via claim.
- Submit via CQF Loop only if not captured by Highmark claims.
- CT Colonography — CPT Codes 74261, 74262, 74263.

* FIT-DNA testing:
- Submit via claim.
- Submit via CQF Loop.
- FIT-DNA-CPT code 81528 and 0464U, HCPCS G0464.

Medical Record Documentation:

e Documentation from the medical record must include a note indicating the
date when the colorectal screening was performed.

* Patient-reported data can be used if medical record documentation of
procedure type and date of service are listed.

e Aresultis not required if the documentation is clearly part of the member’s
“medical history.” If not clear, result or finding must be present.

Best practices e ldentify noncompliant patients and address at the earliest opportunity
for the member.

* Review chart notes — submit documentation via CQF Loop.
- Evidence of compliance where claims were not submitted to Highmark.

- Evidence of exclusion.

8 | Prevention and Screening



TOPIC EXPLANATION

Best practices e Prep chart to order and discuss with patient at next office visit.

(continued) ¢ If patient refuses a colonoscopy, consider other alternative options such

as FOBT/FIT-DNA.
e Submit FOBT claims completed in the provider office in a timely manner.
* Provide ongoing outreach and education to noncompliant patients.

* Issue member letters from your practice to noncompliant members to explain
why colorectal cancer screening is important on an annual basis. Templates are
located on the Provider Resource Center. If assistance is needed, reach out to
your MAQC.

e Clearly document patients with ileostomies, which imply colon removal
(exclusion), and patients with a history of colon cancer (exclusion).

e Provide at-home FOBT colorectal cancer screening kits for use in patients’ homes
(via direct distribution or mail).

* Update patient history annually regarding colorectal cancer screening (test
completion and corresponding date).

* Use standing orders for colonoscopy and FOBT.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.

e Data analytics have shown that there is a strong correlation between the AWV
date and COL test completion. There is a marked increase in compliance within
three months of an AWV and a dramatic drop after the three-month mark. Hence,
member(s) remaining noncompliant after three months should be reengaged.

Other Digital Rectal Exam:

* FOBT tests performed in an office setting on a sample collected via digital rectal
exam are not an acceptable form of screening for this measure.

* Difference between colonoscopy and a flex sigmoidoscopy.

- In some circumstances, a colonoscopy cannot be completed. If the scope cannot
be advanced beyond the sigmoid colon, the procedure meets criteria of a
flexible sigmoidoscopy. Please keep in mind that if a colonoscopy is performed
because of an abnormal finding from one of the other colorectal cancer
screening tests, the colonoscopy is now a follow-up colonoscopy.

- In keeping with federal coverage requirements, diagnostic colonoscopies
completed due to positive FOBT or FIT-DNA test result (within the same
measurement year) are covered in full. Please keep in mind that if a
colonoscopy is performed because of an abnormal finding from one of the
other colorectal cancer screening tests, the colonoscopy is now a follow-up
colonoscopy and will not have any cost sharing.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Prevention and Screening | 9
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C12: Osteoporosis Management

W Star Measure 2026

in Women Who Had a Fracture

TOPIC EXPLANATION

Measure type
Description of

the measure

Eligible
population

Static Star Measure

Women 67 - 85 who have suffered a fracture and who had either a bone mineral
density (BMD) test or prescription for a drug to treat or prevent osteoporosis in the
six months (180 days) after the fracture.

Female members 67 — 85 years of age by the end of the measurement year who
were enrolled in the plan at the end of the measurement year and suffered a
fracture* identified by an outpatient, observation, ED, non-acute inpatient,

or acute inpatient encounter for a fracture during the intake period.

Exclusions:

* Members who had a positive diagnosis history of a fracture within 60 days prior to
a new fracture event does not result in a new care gap, the remediation date for
numerator compliance is based on the first fracture.

* Members who had a claim for a BMD test during the 730 days (24 months) prior
to index episode start date (IESD).

* Members who had a claim for osteoporosis therapy (medication) during the 365
days (12 months) prior to IESD.

* Members who received a dispensed prescription or had an active prescription
to treat osteoporosis during the 365 days (12 months) prior to IESD.
Advanced lliness and Frailty Exclusion:

Members 67 — 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced iliness criteria
to be excluded:

* Frailty. At least two indications of frailty with different dates of service during the
intake period through the end of the measurement year.

* Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service
- Dispensed dementia medication

For members 81 years of age and older as of Dec. 31 of the measurement year,
frailty diagnoses alone will exclude.

* Frailty. At least two indications of frailty with different dates of service during the
intake period through the end of the measurement year.

*Fractures of finger, toe, face, and skull are not included.

Chronic Conditions



TOPIC EXPLANATION

Compliant member Appropriate testing or treatment for osteoporosis after the fracture defined by
any of the following criteria:
e BMD test on the IESD or in the 180-day period after the IESD.
* BMD test during the inpatient stay for the fracture.
* Osteoporosis therapy on the IESD or in the 180-day period after the IESD.

* Dispensed prescription to treat osteoporosis on the IESD or in the 180-day
period after the IESD.

* The following are approved prescription therapies:

- Bisphosphonates: Alendronate, Alendronate-cholecalciferol, Ibandronate,
Risedronate, Zoledronic acid.

» Alendronate is a Tier 1low-cost option on all Highmark Medicare formularies.
- Other agents: Denosumab, Raloxifene, Teriparatide.

- For a complete list of National Drug Codes that will meet compliance,
please visit: ncqa.org/hedis/measures.

Reminder: Treatment with calcium or vitamin D does not meet compliance
for this measure.

How to submit e Submit a claim for bone mineral density test.

to Highmark Inc. e Submit measurement year test or prescription via the CQF Loop only if not

captured by Highmark claims. Allow at least 30 days for claims to process before
submitting through the CQF Loop.

Best practices ¢ |dentify noncompliant patients and address at the earliest opportunity
with the member.

* Review Stars Gap Closure tab in Value Insight Center for any new fractures that
have occurred within the last month.

* Review admission/discharge lists for patients who may have been recently
hospitalized with fractures.

e Prep chart to address with patient during the next office visit.

* Encourage hospital to perform bone mineral density test prior to
discharging patient.

e Review recent hospitalizations within the measurement year for evidence of
a dispensed medication for osteoporosis therapy while member was in the
inpatient setting. Services billed during an inpatient setting will typically be billed
as a bundle and may not be recorded for gap closure. Osteoporosis therapy
management services are typically represented by | codes and are therapeutic
injections. Please reference the HEDIS value sets for a complete list of the Long-
Acting Osteoporosis Medications.

* Provide ongoing outreach efforts to noncompliant patients.

e Review chart notes for evidence of compliance that can be submitted
via the CQF Loop.

Chronic Conditions
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TOPIC EXPLANATION

Best practices
(continued)

Other

¢ Review chart notes for evidence of exclusions that can be submitted via the

CQF Loop.

Ensure proper coding. When fracture has not just occurred and is healed,
then coding should indicate a history of a fracture.

Be proactive. Evaluate practice processes for opportunities to close gaps
every time the patient is seen rather than reacting to gap closure reports.

For prescription drug therapy, consider effective but low-cost treatment
options that are on Tier 1 of the Highmark Medicare Part D formularies.

Utilize Highmark’s predesigned member letter templates and other
informational resources that are located on the Provider Resource Center.

Once a 180-day period has elapsed following fracture, and the proper treatment
or testing has not occurred, the patient is beyond remediation, and the
opportunity to close the gap is lost for numerator compliance. Thoroughly review
medical record for exclusionary data.

If a prescription of appropriate medication was picked up at a pharmacy, CQF
documentation must include all the following: generic name of the drug, strength/
dose, route, and date when the medication was received by the member.

Note: A receipt from the pharmacy will contain all the required elements.

If a sample was provided, documentation must include all the following: route, lot
number, expiration date, generic medication name, quantity, strength, and date
medication was received by the member.

Portable sonometers that use ultrasound for bone mineral density testing
on a distal phalanx are available for providers to use in the office setting.
Contact your Medicare Advantage Quality Consultant for more information.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Chronic Conditions



C13: Eye Exam for Patients With Diabetes W Star Measure 2026

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Compliant member

Static Star Measure

The percentage of adult members with diabetes who have received an eye
screening for diabetic retinal disease.

Diabetic members aged 18 - 75 years who met any of the following criteria
during the measurement year and who were enrolled in the plan at the end
of the measurement year.

e Claim data. Members who had at least two diagnoses of diabetes (Diabetes Value
Set) on different dates of service during the measurement year or the year prior to
the measurement year.

OR

* Pharmacy data. Members who were dispensed insulin or hypoglycemics/
antihyperglycemics during the measurement year or the year prior to the
measurement year (Diabetes Medications List) and have at least one diagnosis

of diabetes (Diabetes Value Set) during the measurement year or the year prior
to the measurement year.

Exclusions:

* Bilateral eye enucleation anytime during the member’s history through
Dec. 31 of the measurement year.

Advanced lliness and Frailty Exclusion:

Members 66 - 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced illness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

¢ Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

An eye screening for diabetic retinal disease as identified by administrative data.
This includes diabetics who had one of the following:

¢ Aretinal or dilated eye exam by an eye care professional (optometrist or
ophthalmologist) in the measurement year.

* A negative retinal or dilated eye exam (negative for retinopathy performed
by an ophthalmologist) in the year prior to the measurement year.

Chronic Conditions
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TOPIC EXPLANATION

How to submit e Submit eye screening via claim to Highmark from an eye care professional
to Highmark Inc. (optometrist or ophthalmologist).

- Automated Eye Exam 92229

- Most common code: CPT 92014 (billed by eye care professional) and
CPT 92250 (fundus photography with interpretation and report billed by an eye
care professional)

* Submit proof of a 2026 eye screening or 2025 negative eye screening via
the CQF Loop only if not captured by Highmark claims.

e Submit CPT Il codes reflecting documentation in the chart with proof of eye exam
— 2022F, 2023F, 2024F, 2025F, 2026F, 2033F, and 3072F (2025 negative result).

- When resulfing a prior year negative exam, with a CPTII 3072F, the code
must be submitted with a 2026 date of service.

- CPTIl codes 2023F, 2025F, and 2033F are current year measurement codes
that are descriptive to say that a member is without evidence of retinopathy.
For this measure, if a member is without retinopathy, they meet for numerator
compliance for the measurement year and the following year. These codes will
allow for compliance for both years.

e Documentation in the medical record must include the following:

- A note or letter from an optometrist, ophthalmologist, PCP, or other health care
professional indicating that an ophthalmoscopic exam was completed by an eye
care professional, with the date the procedure was performed and the results of
the exam.

OR

- A chart or photograph of refinal abnormalities. If fundus photography was used
in the exam, there must be documentation in the medical record indicating
the date of the procedure and evidence that an eye care professional read the
results. Alternatively, results may be read by a qualified reading center that
operates under the direction of a medical director who is a retinal specialist.

OR

- Documentation of normal findings for a retinal or dilated eye exam
performed by an eye care professional in the year prior to the measurement
year (to support 3072F).
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TOPIC EXPLANATION

Best practices ¢ |dentify noncompliant patients and address at the earliest opportunity with
the patient. Execute referrals for required services to assure scheduling and
completion within measurement year.

e Review chart notes to find evidence of retinal eye exam or statement from
patient that they have completed within the year or year prior.

e Review chart notes to find evidence for exclusion.

e Prepare standing referral to eye care professional.

e Assist patient in making appointment with eye specialist.

e Educate patient regarding importance of retinal eye exam.

* Reach out fo ophthalmologist to obtain documentation of retinal exam if
patient advises they have completed an exam with an eye care provider.

* Provide ongoing member outreach to noncompliant patients.

« Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center. (Screening reminder
cards are located under the Educational Materials section.)

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.
Other For PCP offices that complete a Retinal Eye Exam in the office setting:

If 92250 or 92227 or 92228 is billed by a PCP practice, then the practice
must also apply a CPTIl Code 2022F, 2023F, 2024F, 2025F, 2026F, or 2033F.

If 92250 or 92227 or 92228 is submitted via claims to Highmark by an ophthalmologist
or optometrist — HEDIS compliance will be accepted, and care gap will close.

Automated Eye Exam CPT Code 92229

Blindness is not an exclusion for this measure. Members may be considered legally
blind but would still require a retinal exam. Members who have had bliateral eye
enucleation are excluded.

Hypertensive retinopathy is not considered differently from diabetic retinopathy
when reporting this measure. For example, if a member is positive for hypertensive
retinopathy, then it is counted as positive for diabetic retinopathy.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Chronic Conditions



C15: Glycemic Status Assessment W Star Measure 2026
for Patients With Diabetes (GSD)

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

18 | Chronic Conditions

Dynamic Star Measure

The percentage of members 18 — 75 years of age with diabetes (types 1 and
2) whose most recent glycemic status (hemoglobin Alc [HbAlc] or glucose
management indicator [GMI]) was at < 9% during the measurement year.

Diabetic members aged 18 - 75 years as of Dec. 31 of the measurement year who
were identified as diabetic using the following criteria:

e Claim/encounter data. Members who had at least two diagnoses of diabetes
(Diabetes Value Set) on different dates of service during the measurement year
or the year prior to the measurement year.

OR

* Pharmacy data. Members who were dispensed insulin or hypoglycemics/
antihyperglycemics during the measurement year or the year prior to the
measurement year (Diabetes Medications List) and have at least one diagnosis
of diabetes (Diabetes Value Set) during the measurement year or the year
prior to the measurement year.

Advanced lliness and Frailty Exclusion:

Members 66 - 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced iliness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

* Advanced lliness. Either of the following during the measurement year or
the year prior o the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

The member is compliant if the most recent HbAlc level is < 9.0%
(during the measurement year). This is the inverse of poor control > 9.

e When submitting a CPT Il code for
an HbA1c result, the date of service HBA1C LEVEL CPT Il CODE
must match the date that the HbAlc < 7% 3044F

test was performed.
=27%-8% 3051F
e Submit lab values either by normal claim

processing, submission of Provider Portal 28%—-<9% 3052F
1500 claim form, or CQF Loop. Allow at

least 30 days for claims to process before

submitting through the CQF Loop.

¢ In Clinical Quality Feedback Tool, the GMI raw result must be reported.
There are no CPTIl codes developed for GMI results.



TOPIC EXPLANATION

Best practices ¢ ldentify noncompliant patients and outreach to scheduling lab testing
during the measurement year.

e Determine reason for noncompliance.
Value is > 9.0% (CPTIl code 3046F).

Ensure that lab was ordered.

Lab was ordered but not drawn.

Lab was drawn but value not resulted via claim or CQF Loop.

e Review chart note for exclusion — submit via CQF.

¢ Review chart note to locate value — submit CPT Il code via claim or value in CQF.
* Assure HbAIlc result and date of testing are recorded within the patient’s EMR.

* To enable identification of all members that require further care management
to bring info compliance range the submission of all HbAlc values via CPTII codes
is encouraged.

* Ensure that practice submits the appropriate CPT Il code to Highmark.

* Implement care coordination to manage patients with > 9.0% levels. Review with
member current diabetes plan, including adherence, diet, medication regimen,
and exercise routine.

* Member-reported GMI results can be documented in the member’s medical
record and do not need to be collected by a PCP or specialist

* Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.

e Ensure that members that have a value > 9% are medically managed and retested
prior to the end of the measurement year and result submitted prior to the end of
the measurement year.

Other ¢ Be aware that labs can be ordered by other providers (specialists, ED,
urgent care, community screenings, etc.).

* The value of the last HbA1lc test completed in the measurement year is
required for this measure. Establish a process for obtaining lab results from
lab processing facilities.

Key Additional Resources

Additional information can be found on the Provider Resource Center.
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C16: Controlling High Blood Pressure W Star Measure 2026

TOPIC EXPLANATION

Measure type Dynamic Star Measure
Description of Percentage of members 18 — 85 years of age who had a diagnosis of hypertension
the measure and whose BP was adequately controlled < 139/< 89 mmHG) during the

measurement period.

Eligible Members who had at least two visits on different dates of service with a diagnosis
population of hypertension within the first six months of the measurement year (through
June 30) or the year prior to the measurement period (counting services that occur
over both years) during an outpatient visit.
Exclusions:
* Members with a diagnosis of pregnancy anytime during the measurement year.
Advanced lliness and Frailty Exclusion:

Members 66 — 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced illness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

e Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

For members 81 years of age and older as of Dec. 31 of the measurement year,
frailty diagnoses alone will exclude.

* Frailty. At least two indications of frailty with different dates of service during
the intake period through the end of the measurement year.
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TOPIC EXPLANATION

Compliant member The most recent BP reading during the measurement period (if it occurred on
or after the second diagnosis of hypertension) during an outpatient office visit.

A representative systolic BP <139 mmHG and a representative diastolic BP of
< 89 mmHG must be reported and in controlled range for numerator compliance.

Systolic blood pressure value and the diastolic blood pressure value are considered
separate and distinct required components. Both must be submitted and both
should be compliant.

¢ If multiple blood pressure measurements occur within the same encounter,
report the lowest systolic reading and lowest diastolic BP reading (you may
mix/match from the same encounter to reflect the lowest reading).

¢ If no BP is recorded during the measurement year, assume that the member is
“not controlled”

* When identifying the most recent blood pressure reading, all eligible BP readings
in the medical record should be considered, regardless of practitioner type and
setting (exclude acute inpatients and ED visits).

* Blood pressures reported prior to the second diagnosis of hypertension
are noncompliant.

e All blood pressure values reported via CPTIl code are processed through the
HEDIS engine.

* Member-reported services, i.e., BP readings taken with a digital blood pressure cuff,
are acceptable only if the information is collected by a primary care practitioner or
specialist, if the specialist is providing a primary care service related to the condition
being assessed, while taking a patient’s history. The information must be recorded,
dated, and maintained in the member’s legal health record.

How to submit Submit CPTIl code via claim to identify numerator compliance:

to Highmark Inc. .
¢ Most recent systolic:

- 3074F: <130 mmHG
- 3075F: 130 - 139 mmHG

* Most recent diastolic:
- 3078F: < 80 mmHG
- 3079F: 80 - 89 mmHG

If CPTIl codes are not submitted at the fime of service on the original outpatient
claim, they may be submitted via Provider Portal 1500 claim forms and must
reflect same date of service.

Chronic Conditions



TOPIC EXPLANATION

Best practices e Review monthly Stars Gap reports for members identified via two separate
claims as having hypertension.

* Retake elevated blood pressures during office visits and submit appropriate
compliant readings from all BPs taken.

* Develop and implement evidence-based guidelines to treat members identified
with high blood pressure.

e Ensure that practice submits the appropriate CPTIl code to Highmark for both
systolic and diastolic values. Compliance for this measure requires both values
to be within range.

* Implement care coordination to manage patients with values greater than
139 mmHG systolic (CPTIl 3077F) or values greater than 89 mmHG diastolic
(CPTII 3080F).

* Provide ongoing outreach to noncompliant members.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
time the patient is seen rather than reacting to gap closure reports.

* Do not include BP readings:

* Taken during an acute inpatient stay or an ED visit.

e Taken on the same day as a diagnostic test or diagnostic or therapeutic
procedure that requires a change in diet or change in medication on or one day
before the day of the test or procedure, with the exception of fasting blood tests.

* Taken by the member using a non-digital device such as with a manual blood
pressure cuff and a stethoscope.

Other If most recent blood pressure value occurred during a nursing only visit, and there

was not a claim submitted to Highmark or the claim was not submitted by your
office, please submit a 1500 claim with the appropriate CPT2 Codes.

Key Additional Resources

Additional information can be found on the Provider Resource Center.
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C26: Kidney Health Evaluation W Star Measure 2026
for Patients With Diabetes

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Static Scored Measure

Percentage of members 18 - 85 years of age with diabetes (type 1 and type 2)
who received a kidney health evaluation, defined by an estimated glomerular
filtration rate (eGFR) and a urine albumin-creatinine ratio (UACR), during the
measurement year.

Diabetic members aged 18 - 85 years who met any of the following criteria
during the measurement year and who were enrolled in the plan at the end of
the measurement year.

¢ Claim/encounter data. Members who had at least two diagnoses of diabetes
(Diabetes Value Set) on different dates of service during the measurement year
or the year prior to the measurement year.

OR

* Pharmacy data. Members who were dispensed insulin or hypoglycemics/
antihyperglycemics during the measurement year or the year prior to the
measurement year (Diabetes Medications List) and have at least one diagnosis

of diabetes (Diabetes Value Set) during the measurement year or the year prior
to the measurement year.

Note: Glucophage/metformin as a solo agent is not included because it is used
to treat conditions other than diabetes.
Exclusions:

* Members with a diagnosis of ESRD (ESRD Diagnosis Value Set) anytime
during the member’s history on or prior to Dec. 31 of the measurement year.

* Members who had dialysis (Dialysis Procedure Value Set) anytime during the
member’s history on or prior to Dec. 31 of the measurement year.
Advanced lliness and Frailty Exclusion:

Members 66 - 80 years of age as of Dec. 31 of the measurement year with frailty
and advanced illness. Members must meet both frailty and advanced iliness criteria
to be excluded. (Exclusions applied based on processed claims data only.)

* Frailty. At least two indications of frailty with different dates of service during
the measurement year.

¢ Advanced lliness. Either of the following during the measurement year or
the year prior to the measurement year:

- Advanced illness on at least two different dates of service

- Dispensed dementia medication

For members 81 years of age and older as of Dec. 31 of the measurement year,
frailty diagnoses alone will exclude.

* Frailty. At least two indications of frailty with different dates of service during
the intake period through the end of the measurement year.

Chronic Conditions
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TOPIC EXPLANATION

Compliant member Members who received both an eGFR and a uACR during the measurement
year on the same or different dates of service:
e At least one eGFR
* At least one UACR identified by either of the following:

- Both a quantitative urine albumin test and a urine creatinine test with
service dates four days or less apart

- A urine albumin-creatinine ratio (UACR) lab test

How to submit Submit lab claim for an eGFR: 80047, 80048, 80050, 80053, 80069, 82565.

to Highmark Inc.
AND

* UACR OR submit lab claim for a quantitative urine albumin test:
82043 and a urine creatinine test: 82570.

e Submit proof of screenings via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before
submitting through the CQF Loop.

Best practices ¢ Identify noncompliant patients.
* Provide ongoing outreach to noncompliant patients.

* Educate patients when ordering a test that requires a urine sample to allow
the member to prep appropriately.

e Review chart to find documentation — submit via CQF Loop.
e Obtain urine specimen in office (can be sent to lab for analysis).

* Be proactive. Evaluate practice processes for opportunities to close gaps every
time the patient is seen rather than reacting to gap closure reports.

* Provider monthly practice reporting has been enhanced to show member level
eGFR and UACR component data.
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C21: Plan All-Cause Readmission Rate

W Star Measure 2026

TOPIC EXPLANATION

Measure type
Description of

the measure

Eligible
population

Compliant member

Care Coordination

Dynamic Star Measure

For Medicare Advantage members, the number of acute inpatient stays
and observation stays during the measurement year that were followed
by an unplanned acute readmission for any diagnosis within 30 days.

Count of index hospital stays (IHS) — For Medicare Advantage members 18 years
and older, the count of acute inpatient stays AND observation stays with a discharge
on or between the first day of the measurement year and 31 days prior to the last
day of the measurement year. Includes acute admissions to behavioral health

care facilities.

¢ All-Cause Readmissions have an anchor date, which is the Index Discharge Date,
and continuous enrollment through 30 days after the Index Discharge Date;
therefore, members who cease to breathe after 30 days of discharge remain in
the denominator.

Outlier (Excluded from scoring)

* Members with four or more index hospital stays (including both inpatient
and observation). Stays must occur between the first day of the measurement
year and Dec. 1 of the measurement year.

A member not readmitted as an acute inpatient or observation stay within
the 30 days following discharge.
Exclusions:

e Hospital stays where the index admission date is the same as the index
discharge date.

* Inpatient stays and observation stay with discharges for death.

* Acute inpatient discharges or observation stays with a principal diagnosis
of pregnancy.

* Acute inpatient discharge or observation stay with a principal diagnosis for
a condition originating in the perinatal period.

* Acute inpatient stays or observation stays as an IHS if the admission date
of the first planned hospital stay within 30 days of the discharge includes
any of the following:

- A principal diagnosis of maintenance chemotherapy.
- A principal diagnosis of rehabilitation.
- An organ transplant.

- A potentially planned procedure without a principal acute diagnosis
as defined on the HEDIS value set.



TOPIC EXPLANATION

How to submit This measure is captured through medical claims.
to Highmark Inc.

Best practices ¢ To allow population of the discharge query tool, assure that hospital partners
are entering discharge date into Provider Portal.

* Monitor admission, discharge, and ED visit reports to schedule timely
patient follow-up.

* Schedule post-discharge appointments within three to seven days.

 Assure adequate diagnosis coding within claims submissions to reflect accurate
acuity of patient. Claims diagnoses are used to determine expected component
of observed/expected ratio.

* Consider home health visit for discharged patients when appropriate.

e Acquire and review medication reconciliation and discharge summary and
update outpatient medication list as appropriate.

* Complete patient risk assessments to manage potential admissions.
e Contact Highmark Member Service if additional Care Coordination is needed.
* Provide extensive ongoing member outreach fo manage potential admissions.

* Develop a coordinated transition of care process (include multifaceted
treatment team).

Key Additional Resources

Additional information can be found on the Provider Resource Center.

*Please reference HEDIS specifications for detail on CMS calculation algorithm.

Care Coordination
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C25: Follow-Up Emergency Department W Star Measure 2026
for People With Multiple Chronic Conditions

TOPIC EXPLANATION

Measure type Static Star Measure
Description of The percentage of emergency department (ED) visits for members 18 years
the measure and older who have multiple high-risk chronic conditions who had a follow-up

service within seven days of the ED visit.

Eligible An ED visit on or between Jan. 1 and Dec. 25 of the measurement year where
population the member was 18 years or older on the date of the visit and had at least two
or more chronic conditions listed below within the measurement year or year
prior to the measurement year:
e COPD and asthma
e Alzheimer’s disease and related disorders
* Chronic kidney disease
* Depression
e Heart failure
* Acute myocardial infarction
e Atrial fibrillation

e Stroke and transient ischemic attack

Exclusions:

e Exclude ED visits that result in an inpatient stay, regardless of the principal
diagnosis for the admission.

* Exclude ED visits followed by admission to an acute or non-acute inpatient
care sefting on the date of the ED visit or within seven days after the ED visit,
regardless of the principal diagnosis for the admission.

* Members who use hospice services or elect to use a hospice benefit
anyfime during the measurement year.

* Members who die anytime during the measurement year.

Compliant member A follow-up service within seven days after the ED visit.

Visits that occur after ED discharge, even if on same day, that meet the below
criteria are considered compliant:

e Outpatient visit, telephone visit, e-visit, or virtual check in.

 Transitional Care Management

* Case Management visits

e Complex Care Management Services

e An outpatient or virtual behavioral health visit

* An intensive outpatient encounter
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TOPIC EXPLANATION

How to submit J
to Highmark Inc.

Best practices J

Other o

Submit encounter claims for numerator compliance.

For non-billed follow-up telephone visits, you may submit encounter
documentation via the CQF tool.

Schedule post-discharge appointments within three fo seven days.
Evaluate ED utilization trends.

Educate members about their condition and provide extensive ongoing
member outreach to manage chronic conditions.

Provide extensive ongoing member outreach to manage potential admissions
and ED usage.

Consider a referral for members to case and disease managers to assist
a member with self-managing their chronic condition.

Measure denominator includes only one visit per eight-day period and
reflects the initial ED visit.

Measure is based on ED visits, not members. If members have more than
one ED visit, include all ED visits during appropriate time frame listed above.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Care Coordination

29



C23: TRC Medication Reconciliation W Star Measure 2026
Post-Discharge

TOPIC EXPLANATION

Measure type Static Star Measure
Description of The percentage of discharges from Jan. 1 - Dec. 1 of the measurement year
the measure for members for whom medications were reconciled on the date of discharge

through 30 days after discharge (31 total days).

Eligible Medicare Advantage members 18 years and older as of Dec. 31 of the
population measurement year with an acute and non-acute inpatient discharge between
Jan. 1 and Dec. 1 of the measurement year.

* If discharge is followed by a readmission or a direct transfer to an acute
or non-acute facility on the day of discharge to 30 days after, count
only the last discharge.

* Exclude discharge if occurs after Dec. 1 of the measurement year.

Compliant member Medication reconciliation conducted by a prescribing practitioner, clinical
pharmacist, or physician’s assistant or registered nurse on the date of discharge
through 30 days after discharge (31 total days), in which the discharge medications
are reconciled with the most recent medication list in the outpatient medical record.
Do not include patient engagement that occurred on the date of discharge.

Visits that occur within 30 days of an acute and non-acute inpatient discharge
that meet the below criteria are considered compliant. Med reconciliation can
be completed and documented via the following encounters:

» Telephone visit

e Outpatient visit

o E-visit

* Virtual check-in (Outpatient and Telehealth Value Set)

 Transitional care management services (Transitional Care Management
Services Value Set)

Please see “Other” section for medical record documentation requirements.

How to submit e Submit a claim for medication reconciliation completed (1111F) .

to Highmark Inc. - CPT Il code 1111F is a supplemental tracking code for data collection, specifically

for medication reconciliation post-discharge. It applies to outpatient settings,
where discharge medications are reconciled with the current medication list in
the outpatient medical records within 30 days of the patient’s discharge from an
inpatient facility.

- More specifically, the reconciliation can be performed during an outpatient office
visit, or even through other encounter types such as phone or video calls, as long as
it occurs within 30 days of discharge. Therefore, the place of service associated with
1111F would generally be the outpatient setting where this reconciliation takes place.

- It's important to note that performing the medication reconciliation during the
inpatient hospital stay does not qualify for billing under 1111F.

* Transition of Care Codes 99495 or 99496 satisfy numerator compliance.
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TOPIC EXPLANATION

Best practices ¢ Monitor Monthly Care Gap Reports for discharge, readmission,
and medication reconciliation outcome data.

* If available, review your patients’ admissions and discharges through the
Admission/Discharge Query on the Provider Portal to monitor patient activity
to schedule and complete medication reconciliations post-discharge.

e Acquire and review medication reconciliation in discharge summary.
Secure in outpatient record to support submission of 1111F on claim for
medication reconciliation within 30 days of discharge.

e Partner/coordinate with other providers in the care continuum who have held
a patient visit within 30 days of discharge to obtain Medication Reconciliation
information for review and inclusion in the outpatient medical record.

Other e Only documentation in the outpatient chart meets the intent of the measure,
but an outpatient visit is not required.

e Documentation in the medical record must include evidence of medication
reconciliation, the date it was performed, and that it was completed due to a
recent discharge from an inpatient or skilled nursing facility. Any of the following
meets criteria:

- Documentation of the current medications with a notation that the provider
reconciled the current and discharge medications.

- Documentation of the current medications with a notation that references
the discharge medications (e.g., no changes in medications since discharge,
same medications at discharge, or discontinue all discharge medications).

- Documentation of the member’s current medications with a notation that the
discharge medications were reviewed.

- Documentation of a current medication list, a discharge medication list,
and notation that both lists were reviewed on the same date of service.

- Documentation of the current medications with evidence that the member
was seen for post-discharge hospital follow-up with evidence of medication
reconciliation or review. Requires documentation that indicates provider was
aware of the member’s hospitalization and discharge.

- Documentation in the discharge summary that the discharge medications were
reconciled with the most recent medication list in the outpatient medical record.
There must be evidence that the discharge summary was filed in the outpatient
chart on the date of discharge through 30 days after discharge (31 total days).

- Notation that no medications were prescribed or ordered upon discharge.

- Medication list is defined as a list of medications in the medical record.
Medication list may include medication names only or may include medication
names, dosages, and frequency; over-the-counter (OTC) medications; and
herbal or supplemental therapies.

Key Additional Resources
Agency for Healthcare Research and Quality: psnet.ahrq.gov/primers/primer/l1/medication-reconciliation
Additional information can be found on the Provider Resource Center.

Care Coordination
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C24: TRC Patient Engagement

W Star Measure 2026

After Inpatient Discharge

TOPIC EXPLANATION

Measure type
Description of
the measure
Eligible

population

Compliant member

How to submit
to Highmark Inc.

Best practices

Care Coordination

Static Star Measure

The percentage of discharges for members 18 years of age and older who had
documentation of patient engagement (e.g., office visits, visits to the home, virtual
visits) provided within 30 days after discharge.

An acute or non-acute inpatient discharge on or between Jan. 1 and Dec. 1
of the measurement year.

Documentation of patient engagement provided within 30 days after discharge.
Do not include patient engagement that occurs on the date of discharge.

Documentation must include:

* An outpatient visit (including home visits).
 Atelephone visit.
* Avirtual visit using audio and video.

¢ Transition of care visits (99495, 99496, and 99483).

Submit encounter claims for numerator compliance.

* Monitor admission and discharge reports daily to assure timely follow-up.

* Monitor discharge tool that your facility/practice utilizes to track admissions
and discharges.

e Schedule post-discharge appointments within three to seven days. To meet
numerator requirements for this measure, encounter must occur within 30 days
of discharge.

e Educate patients about their condition and provide extensive ongoing outreach
to manage chronic conditions.

* Provide extensive ongoing member outreach to manage potential admissions.




Affordable Care Act

(ACA) and Children’s
Health Insurance

Program (CHIP)
Metrics Content
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Childhood Immunization: Influenza

TOPIC EXPLANATION

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

The percentage of members age 2 who had two Influenza by their second birthday.
The second dose is due 30 days after the first dose. The influenza vaccination can
be administered as soon as the child turns 6 months old.

Attributed members that turn 2 years of age during the measurement period.

Exclusions:

e Exclude from denominator those with anaphylactic reaction to any vaccine

or its component; encephalopathy with a vaccine adverse-effect code;
immunodeficiency; HIV; lymphoreticular cancer; multiple myeloma; leukemia;
anaphylactic reaction to streptomycin, polymyxin B, or neomycin; anaphylactic
reaction to common baker’s yeast; severe combined immunodeficiency; history of
intussusception; or member is in hospice.

Members with flu vaccines (at least two doses) on or before their second birthday.

¢ Identify noncompliant patients and address at the earliest opportunity (eligible

once child turns 6 months old) for the patient to complete immunizations during
the measurement year and on or before their second birthday.

For CHIP members: Pull your Value Insight Center Noncompliant Flu Member List
and reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the
due dafe.

- Please note that there will be a Child Immunization Status “Scored”
Noncompliant List in addition to Child Immunization Status “Prospective”
Noncompliant List. Both lists should be reviewed regularly fo ensure members
are receiving complete vaccination series by antigen-specific due dates.

- The “Prospective” measure list tracks members expected to be included in
future scoring. Although not currently scored, these members need monitoring
fo ensure they receive fimely wellness and preventive services.

Timely outreach: Monitor these members to address any missing services
before deadlines.

Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

Review chart notes to find evidence of immunizations.

- Previous documentation that may not have been submitted to Highmark via
normal claims processing.

Create alerts to inform providers of needed immunizations.

Prep chart to ensure that provider addresses the need and addresses
immunizations during the next office visit.

Affordable Care Act (ACA) and Children’s Health Insurance Program (CHIP) Metrics Content



TOPIC EXPLANATION

Best practices e The influenza vaccination can be administered as soon as the child turns 6
months old.

e The second dose is due 30 days after the first dose.

* Remain focused on meeting the HEDIS® required timeline for administration of
childhood immunization vaccines.

e Submit timely claims that include the vaccinations details.
¢ Include vaccine name in to ensure proper gap closures.

» Continue fo monitor and schedule visits to ensure children are staying current on
the vaccination schedule.

* Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.
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Lead Screening in Children

TOPIC EXPLANATION

Description of The percentage of children 2 years of age who had one or more capillary or
the measure venous lead level blood tests for lead poisoning by their second birthday.

This measure is for CHIP only

Eligible Attributed members who turn 2 during the measurement year.

population .
Exclusions:

* Members in hospice or using hospice services during the measurement period.

Compliant member Members who have received at least one lead capillary or venous blood test

on or before the child’s second birthday.

How to submit * CPT codes to identify lead blood screening 83655.

e LT < * Submit lead blood screening via claim.

Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting

through the CQF Loop.

Best practices

Members can be tested for lead blood screening as early as 9 months of age.
Consider completing the test at or before 1-year-old visit.
The lead questionnaire does not close the gap for the measure.

Identify noncompliant patients and address at the earliest opportunity for
the patient to complete the test during the measurement year.

For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

- Please Note that there will be a Lead “Scored” Noncompliant List in addition to
Lead “Prospective” Noncompliant List. Both lists should be reviewed regularly to
ensure members are receiving screenings as early as 9 months old.

- The “Prospective” measure list fracks members expected to be included in
future scoring. Although not currently scored, these members need monitoring
fo ensure they receive timely wellness and preventive services.

Timely outreach: Monitor these members to address any missing services
before deadlines.

Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

For PA Providers: Report all blood lead test results to the Pennsylvania
Department of Health.

Review chart notes to find evidence of past lead blood tests — submit via
CQF Loop.

- Previous lead blood tests that may not have been submitted to
Highmark via normal claims processing.
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TOPIC EXPLANATION

Best practices
(continued)

e Create alerts to inform providers of needed lead blood testing prior to the

second birthday.

Prep chart to ensure that provider addresses the need and orders lead
blood testing during the next office visit.

If no visit is scheduled, reach out to the member to discuss the need for a
lead blood test.

Utilize Highmark’s predesigned member letter templates and other
informational resources that are located on the Provider Resource Center.

Be proactive. Evaluate practice processes for opportunities to close gaps every
time the patient is seen rather than reacting fo gap closure reports.

Review EMR open orders that were not completed in a consistent manner
and complete outreach to the member(s).

Remind CHIP members that well child visits, lead blood testing, and
developmental screenings are covered benefits with no out-of-pocket costs
to CHIP members and their families.

Remind families that CHIP members are required to have well child visits,
lead blood tests, and developmental screenings at the ages listed previously in
this section.
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Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents: BMI Percentile

TOPIC EXPLANATION

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

Best practices

The percentage of members 3 - 17 years of age who had an outpatient visit
with a PCP or OB-GYN and who had evidence of BMI percentile documentation
during the measurement period. This includes well visits, but also sick visits and
telephone and virtual visits, in addition to in-person visits.

There are three components of the WCC Measure.

Attributed members 3 - 17 years as of Dec. 31 of the measurement year.

Exclusions:
* Members who have a diagnosis of pregnancy during the measurement period.

* Members in hospice or using hospice services during the measurement period.
Members with BMI percentile documentation during the measurement year.

* Include the appropriate codes for each of the three components of the
measure for full measure compliance.

* Primary diagnosis: Encounter for routine child health examination without
abnormal findings (Z00.129).

e BMI Percentile code: Z68.52.
* Include height, weight, and BMI percentile during the measurement year.

* Percentile must be documented as a value (80th percentile) or noted as > 99%
or < 1% (ranges such as, “BMI 50th - 75th percentile are NOT acceptable).

Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

¢ Identify noncompliant patients and address at the earliest opportunity for
the patient to complete the test during the measurement year.

e For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

* Timely outreach: Monitor these members to address any missing services
before deadlines.

e Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

¢ Review chart notes to find evidence of BMI Percentile documentation.

- Previous documentation that may not have been submitted to Highmark
via normal claims processing.

e Create alerts to inform providers of needed documentation.

* Prep chart to ensure that provider addresses the need and addresses WCC
during the next office visit.
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Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents: Nutrition Counseling

TOPIC EXPLANATION

Description of The percentage of members 3 - 17 years of age who had an outpatient visit with

the measure a PCP or OB-GYN and who had evidence of Nutrition counseling documentation
during the measurement period. This includes well visits, but also sick visits and
telephone and virtual visits, in addition to in-person visits.

There are three components of the WCC Measure.

Eligible Attributed members 3 — 17 years as of Dec. 31 of the measurement year.

population .
Exclusions:

* Members who have a diagnosis of pregnancy during the measurement period.

* Members in hospice or using hospice services during the measurement period.

Compliant member Members with nutrition counseling documentation during the measurement year.
How to submit ¢ Include the appropriate codes for each of the three components of the measure
to Highmark Inc. for full measure compliance.

* Primary diagnosis: Encounter for routine child health examination without
abnormal findings (Z00.129).

e Nutrition Counseling code: 771.3.

Include documentation of eating habits, dieting behavior, well-rounded diet,
and snacking habits. Types of food eaten or meal frequency. May also include
copies of nutrition checklists or provided education with noted discussions on
content. Counseling is not required to be completed by a dietitian.

Submit proof of screening or exclusions via the CQF Loop only if not captured
by Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

Best practices ¢ |dentify noncompliant patients and address at the earliest opportunity
for the patient to complete the test during the measurement year.

e For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

e Timely outreach: Monitor these members to address any missing services
before deadlines.

* Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

* Review chart notes to find evidence of nutrition counseling documentation.

- Previous documentation that may not have been submitted to Highmark
via normal claims processing.

e Create alerts to inform providers of needed documentation.

e Prep chart to ensure that provider addresses the need and addresses
WCC during the next office visit.
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Weight Assessment and Counseling for Nutrition
and Physical Activity for Children/Adolescents:
Physical Activity Counseling

TOPIC

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

Best practices

| EXPLANATION

The percentage of members 3 - 17 years of age who had an outpatient visit
with a PCP or OB-GYN and who had evidence of physical activity counseling
documentation during the measurement period. This includes well visits, but
also sick visits and telephone and virtual visits, in addition to in-person visits.
There are three components of the WCC Measure.

Attributed members 3 - 17 years as of Dec. 31 of the measurement year.

Exclusions:
* Members who have a diagnosis of pregnancy during the measurement period.

* Members in hospice or using hospice services during the measurement period.
Members with physical activity documentation during the measurement year.

¢ Include the appropriate codes for each of the three components of the measure
for full measure compliance.

¢ Include documentation of current physical activity behaviors such as exercise
or sports participation. May include copies of a checklist indicating physical
activity or educational materials provided with noted discussion on content.

* Primary diagnosis: Encounter for routine child health examination without
abnormal findings (Z00.129).

* Physical Activity Counseling codes:
- Z02.5 — Encounter for examination for participation in sport.
- 771.82 — Exercise Counseling.

Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

¢ |dentify noncompliant patients and address at the earliest opportunity for
the patient to complete the test during the measurement year.

* For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

* Timely outreach: Monitor these members to address any missing services
before deadlines.

e Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark's records.

¢ Review chart notes to find evidence of BMI Percentile documentation.

- Previous documentation that may not have been submitted to Highmark
via normal claims processing.

e Create alerts to inform providers of needed documentation.

e Prep chart to ensure that provider addresses the need and addresses
WCC during the next office visit.
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Childhood Immunization Status: Combination 7

TOPIC

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

| EXPLANATION

The percentage of members age 2 who had four diphtheria, tetanus, and acellular
pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella (MMR); three
haemophilus influenza type B (HiB); three hepatitis B (HepB); one chickenpox (VZV);
four pneumococcal conjugate (PCV); one hepatitis A (HepA); and two or three
rotavirus (RV) by their second birthday. The only difference between Combo 7

and Combo 10 is the requirement of the flu vaccine.

Attributed members that turn 2 years of age during the measurement period.

Exclusions:

¢ Exclude from denominator those with anaphylactic reaction to any vaccine
or its component; encephalopathy with a vaccine adverse-effect code;
immunodeficiency; HIV; lymphoreticular cancer; multiple myeloma; leukemia;
anaphylactic reaction to streptomycin, polymyxin B, or neomycin; anaphylactic
reaction to common baker’s yeast; severe combined immunodeficiency; history of
intussusception; or member is in hospice.

Members with vaccines (single or combination doses) on or before their second
birthday: DTaP, IPV, MMR, HiB, HepB, VZV, PCV, HepA, and RV, or has history of the
iliness or evidence of antigen in the measurement period.

¢ |dentify noncompliant patients and address at the earliest opportunity for the
patient to complete immunizations during the measurement year.

e For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

- Please note that there will be a Child Immunization Status “Scored”
Noncompliant List in addition to Child Immunization Status “Prospective”
Noncompliant List. Both lists should be reviewed regularly to ensure members
are receiving complete vaccination series by anfigen-specific due dates.

- The “Prospective” measure list fracks members expected to be included in
future scoring. Although not currently scored, these members need monitoring
to ensure they receive timely wellness and preventive services.

* Timely outreach: Monitor these members to address any missing services
before deadlines.

¢ Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

¢ Review chart notes to find evidence of immunizations.

- Previous documentation that may not have been submitted to Highmark
via normal claims processing.

e Create alerts to inform providers of needed immunizations.

e Prep chart to ensure that provider addresses the need and addresses
immunizations during the next office visit.
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TOPIC EXPLANATION

Best practices e Remain focused on meeting the HEDIS®-required timeline for administration
of childhood immunization vaccines.

e Submit timely claims that include the vaccinations details.

* Include vaccine name in to ensure proper gap closures (i.e., ftwo dose vs.
three dose rotavirus).

* Continue to monitor and schedule visits to ensure children are staying
current on the vaccination schedule.

Submit proof of screening or exclusions via the CQF Loop only if not captured
by Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.
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Immunizations for Adolescents: Combination 2

TOPIC

Description of
the measure

Eligible
population

Compliant member

How to submit
to Highmark Inc.

| EXPLANATION

The percentage of adolescents age 13 who had one dose of meningococcal
vaccine and one tetanus, diphtheria toxoids, and acellular pertussis vaccine (Tdap),
and have completed the human papillomavirus (HPV) vaccine series by their 13th
birthday. Members must be numerator compliant for all three indicators.

Attributed members who turn 13 years of age during the measurement period.
Exclusions:

¢ Exclude from the denominator members in hospice or using hospice services
anytime during the measurement year.

Members with at least one meningococcal conjugate vaccine with a date of service
between the member’s 11th and 13th birthdays or evidence of anaphylaxis anytime
on or before the member’s 13th birthday. At least one tetanus, diphtheria toxoids,
and acellular pertussis (Tdap) vaccine with a date of service between the member’s
10th and 13th birthdays or evidence of anaphylaxis or encephalitis on or before

the member’s 13th birthday, and at least two HPV vaccines with different dates of
service on or between the member’s 9th and 13th birthdays with dates of service

at least 146 days apart. Anaphylaxis due to the HPV vaccine also meets numerator
compliance for that vaccine.

* Remain focused on meeting the HEDIS-required timeline for administration
of adolescent immunization vaccines.

Submit timely claims that include the vaccinations details.

Including vaccine name in fo ensure proper gap closures (i.e., two dose vs.
three dose rotavirus).

» Continue fo monitor and schedule visits to ensure adolescents are staying
current on the vaccination schedule.

Submit proof of screening or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims fo process before submitting
through the CQF Loop.
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TOPIC EXPLANATION

Best practices * For adolescents turning 13 years old, consider scheduling the wellness visit
before their birthday.

* One annual visit per calendar year — These visits and services are covered
under the preventive schedule, and do not need to wait until 365 +1 days
from the last visit fo be scheduled or reimbursed.

* All adolescent immunizations in Combo 2 are required before they turn 13,
with some having specific deadlines:

Meningitis ACYW

e First dose as early as 11 years old
 All doses required before they turn 13 years old
TDAP

* First dose as early as 10 years old
 All doses required before they turn 13 years old
HPV

e First dose as early as 9 years old
At least six months between doses is required
e Two doses required before they turn 13 years old

¢ |dentify noncompliant patients and address at the earliest opportunity for
the patient fo complete immunizations during the measurement year.

e For CHIP members: Reach out fo CHIP member’s parent(s)/guardian(s) to
schedule prior to the due date on the report.

- Please note that there will be an Immunizations for Adolescent “Scored”
Noncompliant List in addition to Immunizations for Adolescent “Prospective”
Noncompliant List. Both lists should be reviewed regularly fo ensure members
are receiving complete vaccination series by antigen-specific due dates.

- The “Prospective” measure list fracks members expected to be included in
future scoring. Although not currently scored, these members need monitoring
fo ensure they receive fimely wellness and preventive services.

* Timely outreach: Monitor these members fo address any missing services
before deadlines.

e Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

¢ Review chart notes to find evidence of immunizations.

- Previous documentation that may not have been submitted to Highmark
via normal claims processing.

e Create alerts to inform providers of needed immunizations.

* Prep chart to ensure that provider addresses the need and addresses
immunizations during the next office visit.
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Well Child Visits in the First 30 Months of Life:
First 15 Months

TOPIC
Description of

the measure

Eligible

population

Compliant member

How to submit
to Highmark Inc.

Best practices

| EXPLANATION

The percentage of members who turned 15 months old during the
measurement period and had six or more well-child visits with a PCP during
their first 15 months of life.

Attributed members turning 15 months old during the measurement period.

Exclusions:

* Members in hospice or using hospice services anytime during the measurement
year are excluded from this measure.

The percentage of members who turned 15 months old during the
measurement period and had six or more well-child visits with a PCP
during their first 15 months of life.

Submit proof of well visits via claim.

Submit proof of visits or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims fo process before submitting
through the CQF Loop.

» Submit first visit to pediatric office after birth as a well visit claim, not a weight check.

e Children 0 - 2 years old require at least eight well visits which should ideally
be completed before they turn 2 years old.

* Next appointment should be scheduled during the current visit.

e Check for missing vaccines at every office visit and administer them at that time
if possible.

¢ Identify noncompliant patients and address at the earliest opportunity for the
patient to schedule well visits during the measurement year.

* For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

- Please note that there will be a Well Child Visits for the First 30 Months “Scored”
Noncompliant List in addition to Well Child Visits for the First 30 Months
“Prospective” Noncompliant List. Both lists should be reviewed regularly to
ensure members are completing all required well visits by due dates.

- The “Prospective” measure list fracks members expected to be included in
future scoring. Although not currently scored, these members need monitoring
to ensure they receive timely wellness and preventive services.

e Timely outreach: Monitor these members to address any missing services
before deadlines.

* Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

 Create alerts to inform providers of needed well visits.

* Prep chart to ensure that provider addresses the need and addresses
immunizations during the next office visit.
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Child and Adolescent Well Care Visit

TOPIC | EXPLANATION
Description of The percentage of members 3 - 21 years of age who had at least one
the measure comprehensive well-care visit with a PCP or an OB-GYN practitioner during

the measurement period.

Eligible Attributed member 3 — 21 years as of Dec. 31 of the measurement period.

population .
Exclusions:

* Members in hospice or using hospice services anytime during the

measurement year are excluded from this measure.

Compliant member The percentage of members who had one or more well care visits during

the measurement period.

How to submit e Submit proof of well visits via claim.

to Highmark Inc.

Best practices

Submit proof of visits or exclusions via the CQF Loop only if not captured by
Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

Next appointment should be scheduled during the current visit.

Check for missing vaccines at every office visit and administer them at that
time if possible.

Identify noncompliant patients and address at the earliest opportunity for
the patient to schedule well visits during the measurement year.

For CHIP members: Pull your Value Insight Center Noncompliant Member List and
reach out to CHIP member’s parent(s)/guardian(s) to schedule prior to the due
date on the report.

Timely outreach: Monitor these members to address any missing services
before deadlines.

Address discrepancies: If a member is compliant but the system shows
noncompliance, submit a claim or a record submission through the Clinical Quality
Feedback Tool (CQF) to update Highmark’s records.

Create alerts to inform providers of needed well visits.

Prep chart to ensure that provider addresses the need and addresses
immunizations during the next office visit.
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Follow-Up After ED Visit for Mental lliness

TOPIC | EXPLANATION
Description of The percentage of emergency department (ED) visits for members 6 years of
the measure age and older with a principal diagnosis of mental illness or intentional self-harm,

who had a follow-up visit for mental illness.

There are two rates reported for this measure:

* The percentage of ED visits for which the member received follow-up within
30 days of the ED visit (31 total days).

* The percentage of ED visits for which the member received follow-up within
seven days of the ED visit (eight total days).

This measure is for CHIP only.

Eligible Attributed member 6 and older as of the date of the ED visit.

population Exclusions:

e Exclude ED visits that result in an admission to an acute or nonacute
inpatient care setting.

* Members in hospice or using hospice services anytime during the
measurement year are excluded from this measure

Compliant member The percentage of members who had:

* 30-Day Follow-Up — A follow-up visit with any practitioner, with a principal
diagnosis of a mental health disorder or with a principal diagnosis of intentional
self-harm and any diagnosis of a mental health disorder within 30 days after the
ED visit (31 total days). Include visits that occur on the date of the ED visit.

e Seven-Day Follow-Up — A follow-up visit with any practitioner, with a principal
diagnosis of a mental health disorder or with a principal diagnosis of intentional
self-harm and any diagnosis of a mental health disorder within seven days after
the ED visit (eight total days). Include visits that occur on the date of the ED visit.

How to submit e Submit proof of well visits via claim.

to Highmark Inc. * Submit proof of visits or exclusions via the CQF Loop only if not captured by

Highmark claims. Allow at least 30 days for claims to process before submitting
through the CQF Loop.

Best practices ¢ If a member has more than one ED visit in a 31-day period, include the first
eligible ED visit.

e The measure is based on ED visits not on member, if there is more than one
visit for a member, identify all eligible ED visits.

* Outpatient follow-up visit should have a principal mental health diagnosis
or diagnosis of intentional self-harm.

* Follow-up visit does not have to be with a mental health provider.
e Can be a telehealth visit.

¢ Identify noncompliant patients and address at the earliest opportunity
for the patient to schedule well visits during the measurement year.

e Create alerts to inform providers of ED admissions.

Affordable Care Act (ACA) and Children’s Health Insurance Program (CHIP) Metrics Content

47



48 | Affordable Care Act (ACA) and Children’s Health Insurance Program (CHIP) Metrics Content




Medication
Management



D10: Medication Adherence for W Star Measure 2026
Diabetic Medications

TOPIC EXPLANATION

Measure type Dynamic Star Measure
Description of Percent of Medicare Advantage members 18 years of age and older taking diabetic
the measure medication who fill their prescription often enough to cover 80% or more of the

time they are supposed to be taking the medication. Diabetes medications include
biguanides, sulfonylureas, thiazolidinediones, DPP-IV inhibitors, GIP/GLP-1 receptor
agonists, meglitinides, and SGLT2 inhibitors.

Eligible Members must be 18 years and older with at least two fills of medication
population across any diabetic drug class during the measurement period.
Exclusions:

* Members on insulin.
e Members with end-stage renal disease.
* Members in hospice anytime during the measurement year.

* Members without Part D benefits through Highmark.

Compliant member Percentage of members with a prescription for a diabetes medication who fill their
prescriptions often enough to cover 80% or more of the time they are supposed to
be taking the medication (as derived from the prescription daily dosage).

Medication Adherence is calculated based on the proportion of days covered during
the measurement period. The measurement period begins with the earliest date of
service for a target medication during the measurement year and ends at the end of
the measurement year or date of disenrollment.

How to submit The claim is only captured via a pharmacy claim. The dispensing pharmacist
to Highmark Inc. generates the claim as the claim is processed at the point of sale. Adherence
is calculated based on claims that are processed through the Part D benefit:
therefore, claims must adjudicate at the point of sale. There is no supplemental
data source for measures requiring pharmacy claims. Retrospective claims
adjudication is not permissible.
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TOPIC EXPLANATION

Best practices e Write prescriptions for 100-day supplies of medications when appropriate.
Highmark covers a 100-day supply of medication at the same copay as a 90-day
supply for generic medications on Tier 1 and Tier 2 of the medication formularies.

 Discourage “pill splitting” or taking medications every other day. If dosage
changes, rewrite prescription to accurately reflect prescribed dose and have
dispensing pharmacy discontinue the previous script.

¢ Identify all patients who are prescribed medication for diabetes.
* Prep chart fo ensure that provider discusses ongoing compliance.
* Discuss with members the benefits of adhering fo medication.

e Utilize medication adherence report to identify those trending poorly (percent)
on compliance.

* Provide ongoing patient outreach to those showing as noncompliant.
¢ |dentify reason for noncompliance and attempt to resolve.

e Educate patients about their condition and explain why the medication is
being prescribed.

* Use motivational interviewing to help patients commit to taking their
medication and set goals for taking their medications.

* Ask patients what routine they use to help them remember to take their
medications (apps, alarms, pillooxes).

e Consider effective but low-cost tfreatment options that are on Tier 1 of the
Highmark Medicare Part D formularies.

o Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.

Other Samples, filling medication without billing the insurance, and using discount cards
will not generate an insurance claim. Therefore, these patients will appear to have a
lower adherence rate and
will appear to be noncompliant with the measure.

Always encourage patients to utilize their insurance card, as this may help to identify
other services that may be beneficial to them, as in cases for disease management
programs. Also, utilizing the insurance ID card is the way to leverage benefit
enhancements for the current plan year.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.

Medication Management



D11: Medication Adherence W Star Measure 2026
for Hypertension (RASA)

TOPIC EXPLANATION

Measure type Dynamic Star Measure
Description of Percent of Medicare Advantage members 18 years of age and older with a
the measure prescription for a RASA antihypertensive medication who fill their prescription

often enough to cover 80% or more of the time they are supposed to be taking
the medication.

Eligible Members 18 and over who were dispensed at least two prescriptions for a
population RASA antihypertensive agent during the measurement year.
Exclusions:

* Members with one or more pharmacy claims for the medication
sacubitril/valsartan (Entresto®).

e Members with end-stage renal disease.
* Members in hospice anytime during the measurement year.

* Members without Part D benefits through Highmark.

Compliant member Percentage of members with a prescription for a blood pressure medication who fill
their prescriptions often enough to cover 80% or more of the time they are supposed
to be taking the medication (as derived from the prescription daily dosage).

Medication Adherence is calculated based on the proportion of days covered during
the measurement period. The measurement period begins with the earliest date of
service for a target medication during the measurement year and ends at the end of
the measurement year or date of disenrollment.

How to submit The claim is only captured via a pharmacy claim. The dispensing pharmacist

to Highmark Inc. generates the claim as the claim is processed at the point of sale. Adherence
is calculated based on claims that are processed through the Part D benefit;
therefore, claims must adjudicate atf the point of sale. Retrospective claims
adjudication is not permissible.

Best practices e Write prescriptions for 100-day supplies of medications when appropriate.
Highmark covers a 100-day supply of medication at the same copay as a 90-day
supply for medications on Tier 1 and Tier 2 of the Medication formularies.

* Discourage “pill splitting” or taking medications every other day. If dosage
changes, rewrite prescription to accurately show prescribed dose and have
dispensing pharmacy discontinue the previous script.

e Identify all patients who are prescribed a RASA medication for the treatment
of high blood pressure.

* Prep chart to ensure that provider discusses ongoing compliance.
* Discuss with patients the benefits of adhering to medication.

e Utilize medication adherence report to identify those trending poorly (percent)
on compliance.
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TOPIC EXPLANATION

Best practices ¢ Provide ongoing member outreach to those showing as noncompliant.

(continued) ¢ |dentify reason for noncompliance and attempt to resolve.

e Educate patients about their condition and explain why the medication is
being prescribed.

* Use motivational interviewing to help patients commit to taking their
medication and set goals for taking their medications.

¢ Ask patients what routine they use to help them remember to take their
medications (apps, alarms, pillooxes).

o Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

» Consider effective but low-cost treatment options that are on Tier 1 of the
Highmark Medicare Part D formularies.

e Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting to gap closure reports.

Other Samples, filling medication without billing the insurance, and using discount cards
will not generate an insurance claim. Therefore, these patients will appear to have a
lower adherence rate and will appear to be noncompliant with the measure.

Always encourage patients to utilize their insurance card, as this may help to identify
other services that may be beneficial to them, as in cases for disease management
programs. Also, utilizing the insurance ID card is the way to leverage benefit
enhancements for the current plan year.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.

Medication Management
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D12: Medication Adherence W Star Measure 2026
for Cholesterol (Statins)

TOPIC EXPLANATION

Measure type Dynamic Star Measure
Description of Percent of Medicare Advantage members 18 years of age and older with a
the measure prescription for a cholesterol medication (a statin drug) who fill their prescription

often enough to cover 80% or more of the time they are supposed to be taking
the medication.

Eligible Members 18 and over who were dispensed at least two prescriptions for a statin
population medication during the measurement year.
Exclusions:

* Members with end-stage renal disease.
* Members in hospice anytime during the measurement year.

e Members without Part D benefits through Highmark.

Compliant member Percentage of members with a prescription for a statin medication who fill their
prescriptions often enough to cover 80% or more of the time they are supposed to
be taking the medication (as derived from the prescription daily dosage).

Medication Adherence is calculated based on the proportion of days covered during
the measurement period. The measurement period begins with the earliest date of
service for a target medication during the measurement year and ends at the end of
the measurement year or date of disenrollment.

How to submit The data is only captured via a pharmacy claim. The dispensing pharmacist

to Highmark Inc. generates the claim as the claim is processed at the point of sale. Adherence is
calculated based on claims that are processed through the Part D benefit, therefore
claims must adjudicate at the point of sale. Retrospective claims adjudication is
not permissible.

Best practices e Write prescriptions for 100-day supplies of medications when appropriate.
Highmark covers a 100-day supply of medication at the same copay as a 90-day
supply for medications on Tier 1 and Tier 2 of the Medication formularies.

* Discourage “pill splitting” or taking medications every other day. If dosage
changes, rewrite prescription fo accurately reflect prescribed dose and have
dispensing pharmacy discontinue the previous script.

¢ |dentify all patients who are prescribed medication for cholesterol.
* Prep chart to ensure that provider discusses ongoing compliance.
* Discuss with patients the benefits of adhering to medication.

* Utilize medication adherence report to identify those trending poorly (percent)
on compliance.

* Provide ongoing patient outreach to those showing as noncompliant.

* Identify reason for noncompliance and attempt to resolve.
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TOPIC EXPLANATION

Best practices * Educate patients about their condition and explain why the medication is
(continued) being prescribed.

* Use motivational interviewing to help patients commit to taking their medication
and set goals for taking their medications.

* Ask patients what routine they use to help them remember to take their
medications (apps, alarms, pillooxes).

» Consider effective but low-cost treatment options that are on Tier 1 and
Tier 2 of the Highmark Medicare Part D formularies.

* Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
fime the patient is seen rather than reacting fo gap closure reports.

Other Samples, filling medication without billing the insurance, and using discount cards
will not generate an insurance claim. Therefore, these patients will appear to have a
lower adherence rate and will appear to be noncompliant with the measure.

Always encourage patients to utilize their insurance card, as this may help to identify
other services that may be beneficial to them, as in cases for disease management
programs. Also, utilizing the insurance ID card is the way to leverage benefit
enhancements for the current plan year.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.

Medication Management
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D14: Statin Use in Persons With Diabetes W Star Measure 2026

TOPIC EXPLANATION

Measure type Static Star Measure

Description of Percentage of members who were dispensed medications for diabetes that receive
the measure a statin medication.

Eligible e Members 40-75 as of the first day of the measurement year who received two or

population more prescriptions for a hypoglycemic agent* on different dates of service during

the measurement year. Monotherapy with either dapagliflozin or empagliflozin
will not pull members into this measure’s denominator.

* The index prescription for the first hypoglycemic medication must occur at least
90 days prior to the end of the measurement year for denominator inclusion.

*PQA removed dapagliflozin and empagliflozin single-ingredient products from

the measure because dapagliflozin and empagliflozin are sodium-glucose
cotransporter 2 (SGLT2) inhibitors, which were recently approved for use in reducing
the risk of cardiovascular death and hospitalization for heart failure in adults with
heart failure (New York Heart Association) with reduced ejection fraction.
Exclusions:

* Members with rhabdomyolysis or myopathy.

- Most common codes to identify myopathy, myositis, and rhabdomyolysis:
G72.0, G72.9, M60.9, and M62.82.

* Members with a diagnosis of pregnancy or lactation, or at least one prescription
claim for a medication indicated for fertility.

- Evidence of in vitro fertilization in the measurement year or year prior
to the measurement year.

e Members with a diagnosis of cirrhosis.
- Most common codes to identify cirrhosis: K70.30, K70.31, K71.7, K74.3, K74.69.
* Members with a diagnosis of prediabetes.
* Members with a diagnosis of polycystic ovarian syndrome (PCOS).
* Members with end-stage renal disease.

* Members in hospice anytime during the measurement year.

Compliant member Members who filled at least one ambulatory prescription fill for a statin or statin
combination during the measurement year. For those members who age info
Medicare Advantage during the measurement year, a Medicare Part D claim
must be received.

How to submit Only one pharmacy claim is required. This measure is only captured via a

to Highmark Inc. pharmacy claim at the point of sale that is adjudicated via the Part D benefit
(member must show their ID card).
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TOPIC EXPLANATION

Best practices ¢ |dentify all patients who are noncompliant in measure.
¢ Patients who do not tolerate one statin may be able to tolerate a different statin.

* Consider statins with fewer drug interactions such as rosuvastatin, pravastatin,
and fluvastatin to reduce risk of adverse events.

* Rosuvastatin and pravastatin are also water soluble and have a lower likelihood
of causing muscle side effects compared to other statins.

e Consider effective but low-cost treatment options that are on Tier 1 and
Tier 2 of the Highmark Medicare Part D formularies.

* Be proactive. Evaluate practice processes for opportunities to close gaps every
time the patient is seen rather than reacting fo gap closure reports.

e Utilize Highmark’s predesigned member letter templates and other informational
resources that are located on the Provider Resource Center.

e Ensure that provider prescribes appropriate medication.

e Educate diabetic patients on the increased risk of cardiovascular disease, so
that they may understand the benefits of statin therapy in reducing their risk of
stroke, heart attack, and cardiovascular death.

e Prep chart to ensure that provider discusses ongoing compliance.

e Scour chart to identify any exclusions for this measurement year.
Exclusions for this measure need to be submitted each calendar year.

* Provide ongoing patient outreach to those showing as noncompliant.

¢ |dentify reason for noncompliance and attempt to resolve.

Other Samples, filling medication without billing the insurance, and using discount cards
will not generate an insurance claim. These patients will appear as noncompliant
with the measure. Encourage patients to utilize their insurance card, as this may
help to identify other services that may be beneficial to them.

Statin Medications

DESCRIPTION PRESCRIPTION

Statin Medication e Atorvastatin e Pravastatin
e Lovastatin ¢ Rosuvastatin
¢ Pitavastatin e Simvastatin

Statin Combination e Atorvastatin and amlodipine

Products

¢ Ezetimibe and simvastatin

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.
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D15: Concurrent Use of Opioids and W Star Measure 2026
Benzodiazepines (COB)

TOPIC EXPLANATION

Measure type Static Star Measure
Description of Percent of Medicare Advantage members > 18 years of age with concurrent use
the measure of prescription opioids and benzodiazepines. Concurrent use is defined as

overlapping days’ supply for = 30 cumulative days during the measurement year.
A lower rate indicates better performance.

Eligible Members must be 18 years or older as of the first day of the measurement year
population with at least two fills of any opioid medications on different dates of service for
at least a 15-day cumulative supply during the measurement year.

Exclusions:

e Members in hospice or palliative care at any time during the measurement year.

* Members with a diagnosis of cancer or sickle cell disease submitted via claims
data in an encounter during the measurement year.

* Members who are receiving cancer-related pain tfreatment during the
measurement year.

Members included Members with = two fills of any opioid medications who have concurrent
in numerator use of a benzodiazepine for 30 or more days during the measurement year.
The benzodiazepine must also have = two fills on different dates of service.

A lower rate indicates better performance.

How to submit The claim is captured via a pharmacy claim. The dispensing pharmacist generates

to Highmark Inc. the prescription claims as the claim is processed at the point of sale. Exclusion
diagnoses can only be submitted to Highmark via an encounter during the
measurement year. There is no supplemental data source for measures requiring
pharmacy claims. Retrospective claims adjudication is not permissible.

Best practices » Reference the Highmark formularies prior to initiating therapy to identify
opioid and benzodiazepine medication alternatives.

e Review monthly Stars Gap reports to help identify members already on opioids (those
members in the denominator) and evaluate if the member is on a benzodiazepine
that can be discontinued. If the benzodiazepine is discontinued prior to reaching 30
cumulative days of overlapping use, the member will not be counted in the numerator.

 Scour chart to identify if the member meets the cancer or sickle cell exclusions.
Appropriate exclusion diagnoses must be submitted via claims data in an
encounter during the measurement year each year to exclude the member.

Other A lower rate indicates better performance.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.
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D18: Initial Opioid Prescribing for Long Duration
(IOP-LD) PROFILED

TOPIC EXPLANATION

Measure type

Description of
the measure

Eligible
population

Members included
in numerator

How to submit
to Highmark Inc.

Best practices

Static Star Measure

The percentage of individuals = 18 years of age with = one initial opioid prescriptions
for > seven cumulative days’ supply. A lower rate indicates better performance.

Initial Opioid Prescription is defined as the earliest date of service of an opioid
prescription claim following a 90-day period of no prescription claims for opioids.

Members = 18 years of age as of the first day of the measurement year with at
least one opioid prescription claim during the measurement period and a negative
medication history for any opioid medication during the 90-day lookback period.

Members 2= 18 years of age with = one initial opioid prescriptions for > seven

cumulative days’ supply.

For multiple opioid claims with different dates of service, sum the days’ supply for all
the prescription claims regardless of overlapping days’ supply within three days of

the initial opioid prescription.

Exclusions:

Individuals who meet at least one of the following during the measurement year or

the 90 days prior fo the initial prescription:

o Members in hospice or palliative care
e Members with a diagnosis of cancer or sickle cell disease

o Members diagnosed with cancer-related pain treatment

e Data is captured by pharmacy claim only. The dispensing pharmacist generates
the prescription claims as the claim is processed at the point of sale.

Exclusion diagnoses can only be submitted to Highmark via an encounter during

the measurement year. There is no supplemental data source for measures
requiring pharmacy claims. Retrospective claims adjudication is not permissible.

OPIOID MEDICATIONS

Benzhydrocodone Hydromorphone Oxycodone
Butorphanol Levorphanol Oxymorphone
Codeine Meperidine Pentazocine
Dihydrocodeine Methadone Tapentadol
Fentanyl Morphine Tramadol
Hydrocodone Opium

a. Includes combination products.

b. Excludes the following: injectable formulations; opioid cough and cold products;
sublingual sufentanil (used in a supervised setting); and all buprenorphine products
(as a partial opioid agonist is not expected to be associated with overdose risk in the
same dose-dependent manner as doses for full agonist opioids).

Medication Management
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D17: Polypharmacy: Use of Multiple W Star Measure 2026
Anticholinergic Medications in Older Adults (POLY-ACH)

TOPIC EXPLANATION

Measure type Static Star Measure
Description of Percent of Medicare Advantage members = 65 years of age with concurrent use of
the measure = two unique anticholinergic medications. Concurrent use is defined as overlapping

days’ supply for = 30 cumulative days during the measurement year. A lower rate
indicates better performance.

Anticholinergic medications include antihistamines, antiparkinsonian agents,
skeletal muscle relaxants, antidepressants, antipsychotics, antimuscarinics,
antispasmodics, and anfiemetics.

Eligible Members must be 65 years or older as of the first day of the measurement year
population with at least two fills of the same anticholinergic on different dates of service
during the measurement year.

Exclusions:
* Members in hospice anytime during the measurement year.

Members included Eligible members with = two unique anticholinergic medications, each with at least
in numerator two fills on different dates of service, totaling 30 or more days of concurrent use in the
measurement year. A lower rate indicates better performance.

How to submit Data is captured via pharmacy claim only. The dispensing pharmacist generates the
to Highmark Inc. claim as the claim is processed at the point of sale. There is no supplemental data
source for measures requiring pharmacy claims.
Retrospective claims adjudication is not permissible.

Best practices * Reference the Highmark formularies prior to initiating therapy to identify
anticholinergic alternatives.

* Some non-anticholinergic alternatives covered on all Highmark formularies
include the following:

- Myrbetriq for overactive bladder
- Baclofen for muscle relaxants
- Amiodarone, flecainide, and sotalol for antiarrhythmia

* Review monthly Stars Gap reports on the Value Insight Center to help identify
members already on a single anticholinergic medication (those members in the
denominator) and evaluate if the member is on a second anticholinergic that can
be discontinued. If the second anticholinergic is discontinued prior to reaching 30
cumulative days of overlapping use, the member will not be counted in the numerator.

Other A lower rate indicates better performance.

Key Additional Resources

Additional information can be found on the Provider Resource Center.

Information on formulary medications and Utilization Management restrictions can be found on the

Provider Resource Center.
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Medication Adherence —

Helpful Resources

W Reference Material 2026

Your patients may benefit from many free tools and services available within the community to help

them stay on track with their medications. Please review the list of resources below to determine the

most convenient ones for your patients.

Available Options to Improve

Medication Adherence

Description

Call to Action

Automatic refill programs

100-day supplies

Refill synchronization

Mail order

Automated reminders

Medication Management Resources

Service that is offered by almost
all retail chains, independent
pharmacies, and mail order.
Facilitates automatic refills for a
patient and notifies the patient
that their medication is ready.

Benefit available to most
Highmark members that cover a
100-day supply for medications
on Tiers 1 and 2 of the Medicare
formularies at the same copay as
a 90-day supply.

Tool that coordinates fill dates so
that all medications for a 30-day
supply can be obtained on the
same day each month, which is
available at most pharmacies.

Service that offers home
delivery of 90-day supplies for
maintenance medications.

Service offered by pharmacies
that will send automated refill
reminders in the form of text
messages or IVR calls to noftify
patients that it is fime to pick up
their medication.

Notify your patient of this
program and warm transfer
to their pharmacy to enroll
them in this service.

When appropriate, write
prescriptions for 100-day
supplies if prescribing a Tier 1
or 2 medication.

Notify your patient of this
program and warm transfer
to their pharmacy to enroll
them in this service

Have patients contact Express
Scripts using the number on
the back of their benefit card to
establish mail order services.

Notify your patient of this
program and warm transfer
to their pharmacy to enroll
them in this service.



Available Options to Improve

Medication Adherence

Compliance packaging

Preferred generics

Preferred pharmacy network

Description

Service that combines 30-

day medication supplies into
personalized packets labeled

by the date and time of day the
patient is to take the medication.

Tier 1 medications on Highmark’s
Medicare Formularies.

These are the lowest cost
medications offered.

Mail order, select retail, and
independent pharmacies have
reduced copays on covered,
non-specialty medications
compared to retail pharmacies
in the standard network. During
the Initial Coverage Phase,
Preferred Generics can be as low
as a $0 copay when filled at a
Preferred Pharmacy.

Call to Action

Notify your patient of this
program and warm transfer
to their pharmacy to enroll in
this service.

Prescribe Preferred Generics,
when appropriate, to help your
patients save money.

Send prescriptions to a Preferred
Pharmacy to help your patients
save money.

To locate a Preferred Pharmacy,
please refer to medicare.
highmark.com/home for more
information. Go to Resources,
enter your patient or practice
ZIP code, then select Find a
Pharmacy from the Find Care
menu on the left-hand side of
the page.

Medication Management Resources
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Preferred Generic Medications W Reference Material 2026

Highmark offers one of the most comprehensive drug formularies on the market. This includes several
Preferred Generic Medications, which are the lowest cost medications offered. During the Initial Coverage
Phase, Preferred Generics can be as low as a $0 copay when filled at a Preferred Pharmacy for members

with the Preferred Pharmacy benefit.

The following medications are in the Preferred Generics Tier 1 across all Highmark Medicare Formularies.

Cholesterol Hypertension

 Atorvastatin e Glimepiride e Amlodipine- e Lisinopril
* Lovastatin * Glipizide Benazepril * Lisinopril-Hctz
* Pravastatin * Glipizide ER * Benazepril * Losartan
 Rosuvastatin * Glipizide-Metformin * Benazepril-Hctz e Losartan-Hctz
e Simvastatin * Metformin * Enalapril e Moexipril
e Metformin * Enalapril-Hctz  Quinapril
ER (generic e Fosinopril « Ramipril
Glucophage Xr) e Irbesartan

e Trandolapril

* Pioglitazone
* Valsartan

All strengths of atorvastatin, lovastatin, pravastatin, and simvastatin are covered on the Preferred Generic Tier 1.

Additional medications may be available in the Preferred Generics tier depending on the member’s
individual formulary. Please refer to individual formularies located on the Provider Resource Center (PRC)

at providers.highmark.com.
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Why quing Cash Is Not the W Reference Material 2026
Best Option for Patients

Several companies offer discounted prices on medications and many pharmacies have programs that offer
low copays to patients regardless of their insurance coverage. While these cash options may be appealing to

your patients, it is best to encourage them to always use their insurance.

Paying cash can be more expensive for your patients

Many generic medications can be as low as a $0 copay during the Initial Coverage Phase. Filling a prescription

with a discount program will often exceed this amount.

Beginning in 2026, your patients with Part D coverage will not pay more than $2,100 per calendar
year in out-of-pocket costs for their prescription medications. All prescription medications covered
by Part D are included under this cap, including deductibles, copayments, and coinsurance for

covered medications.

If your patient is not using their Highmark insurance to fill their prescription, their out-of-pocket
costs will not be captured and therefore not count toward the $2,100 maximum. Paying cash could

result in your patients paying more than the max $2,100.

Patients do not receive their full insurance benefits when they pay cash

Included in the benefit structure, Highmark offers several programs, such as Complex Case Management and
Case and Disease Management, to assist patients with their drug and disease management. Patients must utilize
their insurance when filling prescriptions to allow Highmark the information needed to identify patients eligible

for these services.

Patients who pay cash can negatively affect Star measures
The Medication Adherence, Statin Use in Persons With Diabetes, and The Medication Adherence and Statin

Use in Persons With Diabetes measures are solely captured by pharmacy claims for medications. Patients who

don’t use their insurance for medications can show as being noncompliant or having lower adherence rates.

Formularies are designed to make medications affordable

Highmark’s Medicare Advantage formularies offer several medications that satisfy the Medication Adherence,
Statin Use in Persons With Diabetes, measures at the preferred generic status. Preferred Generics are the lowest
cost medications offered. During the Initial Coverage Phase, preferred generics can be as low as a $0 copay when

filled at a Preferred Pharmacy for members with the Preferred Pharmacy benefit.

Medication Management Resources

65



Preferred Pharmacy

Network

W Reference Material 2026

Approximately 30,000 pharmacies, including Express Scripts mail order, are included in Highmark’s

Preferred Pharmacy Network. Below are some examples of preferred pharmacies by regions.

Pennsylvania CVS, Costco, Giant Eagle, Giant Pharmacy, Kroger (West Virginia only), Sam’s Club,
and West Virginia Walmart, Weis, and assorted independent pharmacies.
New York Hannaford, Price Chopper/Market Fresh, Tops Pharmacy, Walgreens, Walmart,

and assorted independent pharmacies.

Delaware Kinney Drugs, Price Chopper, Sam’s Club, Tops, Walgreens, Walmart,
Wegmans, and assorted independent pharmacies.

Members with the Preferred Pharmacy benefit receive $0 copays on Preferred Generics and save up to

$5 per prescription by using a pharmacy in the Preferred Network.*

Pharmacies in the Preferred Network also offer several programs designed to assist your patients with their

medication adherence, such as:

* Automatic refill programs.
 Refill synchronization.

* Automated reminders.

* Blister packing.

* Home delivery.

* Drive-thru service.

e 24-hour pharmacies.

Above services may not be available at all pharmacies. Please check with the patient’s specific pharmacy to

determine what services are offered.

» To locate a pharmacy in the Preferred Network, please utilize the pharmacy search on

medicare.highmark.com/home.

* Go to Resources > enter patient or practice ZIP code > choose Find a Pharmacy under Find Care >

choose the Medicare Preferred Performance Pharmacy Network link > enter the ZIP code or city

to find available pharmacies in the Preferred Network.

e Preferred Pharmacies are notated as shown below.

-
© Preferred pharmacy

1. CVS

70 W Steuben St
Pittsburgh, PA 15205-2644
Allegheny County

1(412) 921-2060

Store Details Directions

~N
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*Members may not receive cost savings at a preferred pharmacy if they:

(i) receive PACE or PACENET benefits;

(ii) receive Extra Help and take any drug that is not a preferred generic drug;
(iii) are taking specialty medication(s);

(iv) are taking a Tier 3 — 5 drug and have reached the coverage gap; and/or
(v) have reached the catastrophic coverage amount.

Please note that this may not be an exhaustive list. Contact the health plan
for more information.



Medications Requiring W Reference Material 2026
Authorization

To ensure that members have access to prescription medications that are both safe and effective,

some medications may require an authorization before Highmark will cover it.

Formulary restrictions are in place for several reasons such as to support dosing according to FDA-labeled
indications and to ensure patient safety. Restrictions are not meant to discourage the appropriate use

of medications.

Identifying whether a medication requires authorization

Highmark formularies are accessible on the Provider Resource Center.

Review these formularies to determine if any coverage restrictions apply to the medication(s) you are prescribing.

Restrictions are indicated by the icons in the chart below.

N

NF | Non-formulary/ Non-formulary drugs are not covered on the formulary drug list.

Non- Non-covered An exception may be requested that is subject to review by the plan
- and is based on Pharmacy policy.

PA Prior Authorization Coverage of this drug is subject to review by the plan and is based

Prior on pharmacy policy.

PAns Prior Authorization — Prior authorization applies to new starts only. Members currently on
New New Starts the medication may not be subject fo the prior authorization policy.
PA Prior Authorization — This drug may be covered under Medicare Part B or D

Bvs. D Part B vs. Part D depending upon the circumstance. Information may need to

be submitted describing the use and setting of the drug to
make the determination.

Quantity Limit Limits the amount of a drug that a beneficiary may receive
in a certain period.

g

ST Step Therapy For a step therapy drug to be covered, the beneficiary will be
Ths:-appr first required to try a therapeutically equivalent medication.

Identifying required medical information needed

When searching within the formularies, click on the above icons that display next to the medication

name for more detail on what information is required for authorization.

Use the Pharmacy Policies — SEARCH on the Provider Resource Center to find these details as well.

Medication Management Resources



Requesting an Authorization

Electronic submissions through Cover My Meds are the most efficient way to request an authorization.
You can also use the Auth Automation Hub, accessible via Provider Portal, or you can fill out a Pharmacy

Prior Authorization form and fax or mail it to Highmark.

To mail or fax a pharmacy authorization request:

1. Use the applicable Pharmacy Prior Authorization Form found under the Forms section on the Provider

Resource Center.
. Include only one patient and one prescription per request.
. Include all supporting clinical documentation.

. Double-check the form to make sure everything is filled out and accurate.

U s W N

. Fax form to 1-866-240-8123 or mail to:
Clinical Services, 120 Fifth Ave., MC P4207, Pittsburgh, PA 15222.

Best Practices

Your request for medication coverage can be processed more efficiently when you:

* Recognize applicable restrictions.

* Use the restriction icons and/or Pharmacy Policy — SEARCH to identify what medical
information is required.

* Submit complete information on the Prescription Drug Medication Request form to Highmark.

Doing so will help minimize any delays in access to medication for your patients.
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General Guidelines * Reference Material 2026

The following is to assist your practice with understanding of eligibility criteria and continuous
enrollment requirements for measure inclusion.
Death Exclusions

Continuous Enrollment Palliative Care

and Anchor Dates

* Members who use ¢ Each measure has an e Exclusions for ¢ Members that die

hospice benefits
anytime during the
measurement year,
regardless of when
the services began,
are excluded.

¢ Documentation that
a member is near
the end of life (e.g.,
comfort care, DNR,
DNI) or is in palliative
care does not meet
criteria for the
hospice exclusion.

e Members may be
identified using
various methods,
which may include
but are not limited to
enrollment data and
claims/encounter
data.

Additional Information

enrollment period with
gap defined by HEDIS
Part C or PQA Part

D specifications. This
helps ensure adequate

time to render services.

Members must be
enrolled and have
benefits through
anchor dates identified
within each measure
specification.

palliative care are
specified in HEDIS
measures where
the services being
captured may not
be of benefit for
this population or
may not be in line
with patients’ goals
of care.

Members receiving
palliative care

are captured and
excluded via claims as
defined by the HEDIS
Value sets (Palliative
Care Assessment
Value Set; Palliative
Care Encounter
Value Set; Palliative
Care Intervention
Value Set) during the
measurement year.

Codes for Palliative
Care: G9054;
M1017; Z51.5.

anytime within the
measurement year
are removed from
ALL Part C measures
that are under
Effectiveness of care
and Access to care
categories.

Once the health
plan is notified of

a member’s death,
after a three-month
run-out period, the
member is removed
from all reports.

This is not applicable
to Utilization and
Risk Adjusted
measures.

PCR: Plan All-Cause
Readmissions.

* All-Cause Readmissions has an anchor date, which is the Index Discharge Date and continuous

enrollment through 30 days after the Index Discharge Date.

* Osteoporosis Management in Women Who Had a Fracture requires that a member be enrolled

during the 180 days after the index fracture date.
* Medication Reconciliation Post-Discharge requires enrollment for the 30 days after the index discharge.

* Medication Adherence is based on the proportion of days covered. The measurement period ends at

the end of the measurement year or disenrollment.

Note: All claim data submitted to Highmark is included in the determination of numerator compliance
and denominator inclusion and exclusion.
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Star Measures With Advanced lliness W Reference Material 2026
and Frailty Exclusions

Source: HEDIS 2024

Exclusion if claim submission on file reflects the diagnosis of one of the below categories

Measure Description Must have both elements of Frailty Can qualify under Frailty

and Advanced lliness in population alone in population 81 years
66 years of age or older of age or older

Controlling High Yes Yes

Blood Pressure

Breast Cancer Screening Yes —

Colorectal Cancer Screening Yes —

HbA1c Controlled for Yes -

Patients With Diabetes

Eye Exam for Patients Yes -
With Diabetes

Kidney Health Evaluation Yes Yes

Osteoporosis Management in Yes Yes
Women Who Had a Fracture

Frailty Advanced lliness

Per HEDIS guidelines, frailty exclusions are Per HEDIS, exclusions are determined via
determined via administrative claims data only. administrative claims data only.

For exclusions to be captured, at least two claims
that include frailty must be submitted during the
measurement year on two different dates of service.

For exclusions, either of the following during the
measurement year or prior to the measurement
year will be applied:

Members with osteoporosis members who become
eligible for the 2026 measurement year (from a
fracture that occurs during the intake period of July
1, 2025, through June 30, 2026) must have a frailty * Adispensed dementia medication.
diagnosis captured by the end of the measurement

year (December 31, 2026).

¢ Advanced lliness diagnoses on at least two
different claims on two different dates of service.

General Resources | 71



S‘l‘eps for Closing W Reference Material 2026
Care Gaps

CO01: Breast Cancer Screening

1. Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center.

2. Review patient chart notes to find evidence of compliance (mammogram report with date) or exclusion
(bilateral mastectomy or left unilateral mastectomy AND right unilateral mastectomy with dates of both).
Submit documentation of compliance via CQF if not submitted to Highmark via claims. Reference CQF

guidelines for submission requirements.

3. If the patient has not had a wellness visit this year, schedule an appointment to discuss face-to-face/virtual
visits and the importance of preventive screenings as soon as possible. If medically appropriate, capture
Advanced Illness and Frailty diagnoses during the visit. This may remove a noncompliant patient from the

denominator and will avoid unnecessary screening for the patient.

4. Consider including a template letter that explains the benefits of screening for breast cancer. Highmark
offers template letters (located on the Provider Resource Center) that are unbranded, allowing for your

practice to customize the letter format.

5. Make follow-up calls to encourage those who have not completed a mammography test despite

receipt of an order.

C02: Colorectal Cancer Screening

1. Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center.

2. Review patient chart notes to find evidence of compliance: colonoscopy completed in the measurement year
or nine years prior to measurement year; flexible sigmoidoscopy completed in the measurement year or four
years prior to the measurement year; CT colonography completed in the measurement year or four years
prior to the measurement year or exclusion (total colectomy, colon cancer with date); FIT-DNA testing
during the measurement year or two years prior to the measurement year; fecal occult blood test (FOBT)
performed during the measurement year. Submit documentation via CQF if not submitted to Highmark via

claims. Reference CQF guidelines for submission requirements.

3. If patient has not had a wellness visit this year, schedule an appointment to discuss face-to-face/virtual visits
and the importance of preventive screenings ASAP. If medically appropriate, capturing Advanced Illness
and Frailty diagnoses within the visit may remove noncompliant patients from the denominator and will

avoid unnecessary screening for the patient.

4. Issue a template letter that explains the benefits of screening for colorectal cancer. Highmark offers
template letters (located on the Provider Resource Center) that are unbranded, allowing for your practice to

customize the letter format.

5. If your organization does not distribute FIT (fecal immunochemical testing) kit/Cologuard Kkits to your
Highmark Medicare Advantage patients, encourage noncompliant patients to request a FIT kit to be sent to

them from Highmark. Direct patients to call the Member Service number on the back of their card.

6. Make follow-up calls to encourage those who have not completed testing despite receipt of
FIT/Cologuard kit.
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C12: Osteoporosis Management
in Women Who Had a Fracture

1.

Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center. Note: There

is only a 180-day window from fracture date to specified osteoporosis treatment for numerator compliance.

. Review patient chart to find evidence of compliance (Osteoporosis Medication Therapy). Submit

documentation via CQF if not submitted to Highmark via claims. Reference CQF guidelines for

submission requirements.

Patients with current fractures may be under an orthopaedic specialist’s care. Discuss with the orthopaedic
provider a timeline for required X-ray testing (monitoring of healing) and request DEXA scan be
completed during the same outing; or discuss the opportunity of prescribing an osteoporosis medication.
When appropriate, outreach to those patients who may benefit from this option to discuss and notify of
prescription being called in to the pharmacy of patient’s choice. Please note that alendronate is a low-cost

option across all Highmark Medicare Formularies.

. Schedule a bone mineral density (BMD) test prior to discharge from hospital. Entities with orthopaedic

service lines should have interest in maintaining this testing within their program.

. Advanced Illness diagnoses and Frailty diagnoses may be captured via virtual visits. Use of device to

support mobility is an acceptable frailty diagnosis code.

. Review each patient in the denominator for appropriate fracture diagnosis coding and correct those coded

in error. Proper coding is essential in correctly identifying members who have recently suffered a fracture.
Recent or new fractures are fractures that are not yet healed and should be coded as such. However, if a
fracture is healed, coding should indicate that the member has a history of fracture. In this case, providers
are encouraged to use the appropriate Z-code from the list below when coding for “History of Fracture.”

Example ICD 10 Codes:

7.87.310 Personal history of (healed) osteoporosis fracture
7.87.311 Personal history of (healed) other pathological fracture
7.87.312 Personal history of (healed) stress fracture

7.87.81 Personal history of (healed) traumatic fracture

. Portable sonometers that use ultrasounds for bone mineral density testing on a distal phalanx are

available to use in the office setting. Contact your Medicare Advantage Quality Consultant

for more information.
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C13: Eye Exam for Patients With Diabetes

1.
2.

Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center.

Review patient chart to find evidence of compliance (eye exam report from 2026 or a negative eye exam
report from 2025). When submitting a negative 2025 report, submit using the date of the eye exam. Submit
zero-dollar claims with appropriate CPTII codes via 1500 form submission.

. If patient has not had a wellness visit this year, schedule an appointment to discuss face-to-face/virtual visits

and the importance of preventive screenings ASAP. If medically appropriate, capturing Advanced Illness
and Frailty diagnoses within the visit may remove noncompliant patients from the denominator and will

avoid unnecessary testing for the patient.

. Consider sending the noncompliant patients a template letter that explains benefits of screening for diabetic

retinopathy. Highmark offers template letters that are (located on the Provider Resource Center) unbranded
and allow for your practice to customize the letter format.

. Complete a standing referral to eye care providers for all noncompliant patients; indicate on referral request

for report to be faxed to PCP office.

. Submit zero-dollar claims with appropriate CPTII code via 1500 form submission to report DRE

completion: 2022F, 2023F, 2024F, 2025F, 2026F, 2033F, 3072F. Reference CMS Star Performance
Measures: Accepted Codes in the Measure Guide.

. Make follow-up calls to encourage those who have not completed an eye exam testing despite receipt of referral.

C15: Glycemic Status Assessment for Patients With Diabetes

1.
2.

Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center.

Review patient chart to find evidence of lab result value and date of test completion. Submit documentation
via CQF if not submitted to Highmark via claims. Reference CQF guidelines

for submission requirements.

. Review HbA1c Detail tab within Stars Gap Closure tab in Value Insight Center to determine who has

not had testing and who needs medical intervention due to non-controlled value > 9. Note: Value in
reviewing prior end-of-year, noncompliant patients to assure appropriate medical management of these
patients (adjust medication, start on medication, discuss adherence, seek specialist, refer to Highmark
case management).

. If patient has not had a wellness visit this year, schedule an appointment to discuss face-to-face/virtual visits

and the importance of preventive screenings ASAP. If medically appropriate, capturing Advanced Illness
and Frailty diagnoses within the visit may remove noncompliant patients from the denominator and will

avoid unnecessary screening for the patient.

. Contact patients who have not had an HbA1c test to notify that practice is sending an order for testing

or send a letter of explanation with the order. Highmark offers template letters (located on the Provider
Resource Center) that are unbranded and allow for your practice to customize the letter format.

. Submit zero-dollar claims with appropriate CPTII code via 1500 form:

- 3044F for < 7%
- 3051F > 7% and < 8%
- 3052F > 8% and < 9%

. There are no CPTII codes developed for GMI results.
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C21: All Cause Readmission Rate — Medicare Advantage

1.
2.

Call patient within 72 hours of discharge/one week after discharge/two weeks after discharge.

Review Stars Gap Closure tab in Value Insight Center patient detail specific to this measure
(Readmissions). Evaluate for unfavorable trends (patient populations, SNF/LTC facility trends, principal
readmission diagnosis, and repetitive readmissions). Develop action plan/execute.

. Schedule PCP/surgeon visit/virtual visit within seven days of patient discharge.

. Complete a review of discharge instructions Medication Reconciliation at earliest point

possible post-discharge.

. Identify patients with multiple readmissions (inpatient or observation stays) for transition of care or

specialty programs (HF clinic/Joslin/Home care post DC, HM Care management programs, etc.).

. Consider a patient referral for a Highmark Case Management program. After patient agrees to

participate, initiate referral via the Provider Portal (Availity), then choose State > Payer Spaces/Region >
Predictal Tile > Case Management Referral Icon from the list on the left of your screen.

D10, D11, D12: Medication Adherence
(Diabetes, HTN-RASA, Cholesterol-Statins)

1.
2.

Identify noncompliant patients by utilizing the Stars Gap Closure tab in Value Insight Center.

Address medication adherence if appropriate during any face-to-face/virtual visit.

. Identify behaviors that result in pill splitting or alternative dosing and issue a new prescription based

on how patient is taking their medication. If dosage changes, rewrite prescription to accurately reflect

prescribed dose and have dispensing pharmacy discontinue refills on previous script.

. Notify clinical outreach personnel to contact patient to discuss compliance and encourage patients to

obtain 100-day supplies at a retail pharmacy or by mail. Emphasize that pharmacies have unique ways
to make it easy for patients to pick up their medications such as drive-through services and medication
synchronization programs. Remind patients to always ask for medication to be run through insurance
benefits. Patient may contact customer service advocates through the Member Service phone number on
the back of the patient’s ID card for mail-order assistance.

. Consider sending a template letter to encourage medication adherence. Highmark offers template

letters (located on the Provider Resource Center) that are unbranded and allow for your practice to

customize the letter format.
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C23: TRC Medication Reconciliation Within 30 Days of Discharge

1. Review Stars Gap Closure tab in Value Insight Center specific to this measure: Med Reconciliation Post-
Discharge tab. Note: Medication reconciliation is required upon every discharge. Discharges from Skilled

Nursing Facilities are included within this measure.

2. Schedule PCP visits/virtual visit within seven days of patient discharge but no later than 29 days to

meet gap closure criteria.

3. Secure medication reconciliation completed on the day of hospital discharge, review, and make part of
the patient’s outpatient medical record within 30 days of hospital discharge. There must be evidence that
the discharge summary with discharge medications/medication reconciliation was filed in the outpatient
medical record within 30 days of discharge. If day of discharge medication reconciliation or discharge
summary was not secured, complete medication reconciliation process. Medication reconciliation must be
conducted by a prescribing practitioner, clinical pharmacist, registered nurse, or physician’s assistant on
the date of discharge through 30 days after discharge (31 total days), in which the discharge medications

are reconciled with the most recent medication list in the outpatient medical record.

Detailed guidance below:

* Complete medication reconciliation of hospital discharge medications and update medication record.
Document in outpatient medical record. Acknowledgement of discharge and completion of

medication reconciliation thereof. Examples below:
- Documentation that the provider reconciled the current and discharge medications.

- Documentation of the current medications with a notation that references the discharge
medications (e.g., no changes in medications since discharge, same medications at discharge,

discontinue all discharge medications).

Documentation of the patient’s current medications with a notation that the discharge medications

were reviewed.

- Documentation of a current medication list, a discharge medication list, and notation that both

lists were reviewed on the same date of service.

- Med list is defined as a list of medications in the medical record. Medication list may include
medication names only or may include medication names, dosages, and frequency, over-the-counter

(OTC) medications, and herbal or supplemental therapies.
- Notation that no medications were prescribed or ordered upon discharge.

» Submit zero-dollar claims with appropriate CPTII code via 1500 form submission: 1111F indicates

that appropriate documentation exists in the patient’s OUTPT medical record.

* Only documentation in the outpatient chart meets the intent of the measure, but an outpatient visit is

not required. Note: Transition of care codes 99495 and 99496 are captured as numerator compliance.
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D14: Statin Use in Persons With Diabetes

1.

Review Stars Gap Closure tab in Value Insight Center for patients within the denominator (can be added

to the denominator anytime during measurement year upon second fill of DM medication).

. Identify patients who require prescription for statin therapy. Evaluate for applicable exclusions

and submit applicable diagnosis codes via claims.

. If patient has not had a wellness visit this year, schedule an appointment to discuss face-to-face/virtual

visits and the importance of initiating statin therapy for those patients with diabetes. If medically
appropriate, capturing prediabetes, and diagnoses indicating adverse reaction to statin therapy
within the visit, may remove patients from the denominator. Diagnoses indicating medically adverse
reaction to statin therapy include rhabdomyolysis or myopathy and must be documented within the

measurement year.

. Consider sending a template letter to encourage statin therapy. Highmark offers template letters

(located on the Provider Resource Center) that are unbranded and allow for your practice to customize
the letter format.

C16: Controlling High Blood Pressure

1.

Review Stars Gap Closure tab in Value Insight Center to identify patients included within the measure.
Patient will be included in measure after two separate diagnoses of hypertension within the first six

months of the measurement year (thru 6/30) or the year prior.

. Review patient chart to find evidence of blood pressure value and date of measure (this should be

the last value of the measurement year) — submit CPTII values (systolic < 139 and diastolic < 89)
via the Provider Portal 1500 claim submission. The CPTII codes must be tied to an outpatient visit

date of service and must occur after the second diagnosis date in order to meet compliance.

. Retake elevated blood pressures during office visits and submit appropriate compliant readings from

all BPs taken.

. Submit non-billed, nurse only (99211), follow-up blood pressure checks via the CQF. The non-billed

nurse visit as well as the submissions resulting the systolic and the diastolic BP values must be uploaded.
See CQF guidebook for further details.

. Monitor high blood pressure tab on the Stars Gap Closure tab in Value Insight Center to determine

who has not been reported compliant and then determine who needs medical intervention due to non-

controlled value for systolic >139 and/or diastolic > 89.

. Submit zero-dollar claims with appropriate CPTII code:

- Systolic 3074F < 130 mmHG or 3075F 130 — 139 mmHG
- Diastolic 3078F < 80 mmHG or 3079F 80 — 89 mmHG

. Virtual health data could apply if patient-reported BP values are collected via a digital device,

documented, and stored in the patient’s medical health record by a primary care practitioner or specialist
(if the specialist is providing a primary care service related to the condition being assessed). Please

include the appropriate CPTII codes via claims for each value — systolic and diastolic.
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C25: Follow-Up ED for People With Multiple Chronic Conditions

1.

Call patient within 72 hours after discharge to schedule patient for PCP/surgeon visit/virtual visit

follow-up by seven days.

. Review Stars Gap Closure tab in Value Insight Center patient detail specific to this measure.

. Complete a review of discharge instructions and a medication reconciliation at earliest point

possible post-discharge.

. Consider a patient referral for a Highmark case or disease management program. After patient agrees

to participate, initiate referral via the Provider Portal under the Case Management Referral and

Inquiry Link.

. If telephone visits are not submitted via claims, submit evidence of those visits through the

CQF Application.

C24: TRC Patient Engagement After Inpatient Discharge

1.

2
3.
4

Call patient within 72 hours of discharge/one week after discharge/two weeks after discharge.

. Review Stars Gap Closure tab in Value Insight Center patient detail specific to this measure.

Schedule PCP/surgeon visit/virtual visit within seven to 14 days of patient discharge.

. Complete a review of discharge instructions and a medication reconciliation at earliest point

possible post-discharge.

. Identify patients with multiple readmissions (inpatient or observation stays) for Transition of Care

or specialty programs (HF clinic/Joslin/Home care post DC, HM Care management programs, etc.).

. Consider a patient referral for a Highmark Case Management program. After patient agrees to

participate, initiate referral via the Provider Portal (Availity), and choose State > Payer Spaces/Region >

Predictal Tile > Case Management Referral Icon from the list on the left of your screen.

. Note: Transition of care codes 99495 and 99496 are captured as numerator compliance.
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2026 CMS Star Performance W Reference Material 2026
Measures: Accepted Codes

CPTII/Diagnosis/G Codes ACCEPTED by HEDIS/CMS/PQA Specifications

C13/QN02.4: Eye Exam for Patients With Diabetes

e 2022F — Dilated retinal exam with interpretation by an ophthalmologist or optometrist documented

and reviewed; with evidence of retinopathy

e 2023F — Dilated retinal eye exam with interpretation by an ophthalmologist or optometrist

documented and reviewed; without evidence of retinopathy

* 2024F — Seven standard field photos with interpretation by an ophthalmologist or optometrist

documented and reviewed; with evidence of retinopathy

* 2025F — Seven standard field stereoscopic retinal photos with interpretation by an ophthalmologist

or optometrist documented and reviewed; without evidence of retinopathy

e 2026F — Eye image validated to match diagnosis from seven standard field photo result;

with evidence of retinopathy

* 2033F — Eye imaging validated to match diagnosis from seven standard field stereoscopic retinal

photos results documented and reviewed; without evidence of retinopathy

* 3072F — Low risk for retinopathy (no evidence of retinopathy the prior year) (N) Note: CPT Category
II code 3072F can only be used if the claim/encounter was during the measurement year because it
indicates the member had “no evidence of retinopathy in the prior year.” Additionally, because the code

definition itself indicates results were negative, an automated result is not required.

C15/QN36: Glycemic Status Assessment for Patients With Diabetes
* 3044F — Most recent hemoglobin Alc level < 7%

* 3046F — Most recent hemoglobin Alc level > 9% (not compliant)
* 3051F — Most recent hemoglobin Alc level > 7% and < 8%
* 3052F — Most recent hemoglobin Alc level > 8% and < 9%

C16/QN76: Controlling High Blood Pressure
* 3074F — Most recent Systolic <130 mmHG

* 3075F — Most recent Systolic 130 — 139 mmHG

3077F — Most recent Systolic > 140 mmHG (not compliant)

3078F — Most recent Diastolic < 80 mmHG

3079F — Most recent Diastolic 80 — 89 mmHG

3080F — Most recent Diastolic > 90 mmHG (not compliant)
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W Reference Material 2026

C23/QN66: TRC Medication Reconciliation Post-Discharge

* 1111F — Discharge medications reconciled with the current medication list in outpatient

medical record

C51/QN51: AWV and IPPE (Not a CMS Measure)
* G0402 — IPPE (member first 12 months of enrollment in Medicare Part B)

* G0438 — AWV, Initial (can be completed after first 12 months of enrollment in Medicare Part B)

* G0439 — AWV, subsequent (can be completed on annual basis after initial AWV, Highmark recognizes

on a calendar year basis)

* G0468 — FQHC IPPE or AWV

Submission of additional diagnosis

Most billing systems today allow providers to submit up to 12 diagnosis codes on a professional claim;
however, some systems may be limited. If the provider has more diagnosis codes than the system allows,
Highmark has developed the following process to submit additional diagnosis codes:

* Highmark classifies 99499 as an eligible procedure code for risk adjustment within the encounter
data processing system RAPS (EDPS). EDPS filtering is set by CMS, and they list only 99499 for the
submission of additional diagnosis as eligible for risk adjustment. It is important to note that a claim
only needs to have one line with an eligible procedure code for the entire claim and all of its diagnosis
codes to be deemed eligible for risk adjustment. However, if 99499 is billed as a separate claim with a
$0 charge, the diagnosis codes(s) would be eligible for risk adjustment, but the separate $0 claim will

be denied/rejected for payment; no payment can be made because there is no charge.
» Affix a claim charge amount of $0 to the procedure code. This must be the amount recorded.

* Note that a denial message will show on the EOB stating that this line item could not be processed
because a charge amount was not attached. Even though this line item is denied, Highmark will still

capture the diagnosis codes affiliated with this procedure code.

» Also, if a diagnosis code of value was omitted from the original billing, a $0 claim via the Provider

Portal 1500 claim submission can submit the additional codes using the 99499,

- For example, if Advanced Illness and Frailty diagnoses were not coded on the original

billing submission.
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Medicare Advantage Star Measures — % Reference Material 2026

Data Submission Option Summary

Dynamic Measure Medical Pharmacy Clinical Quality 1500 ($0 CPTII

Claims Claims Feedback Loop* submission)

C15 Glycemic Status Assessment
for Patients With Diabetes

C16 Controlling High
Blood Pressure

C21 All Cause Readmission
Rate — Medicare Advantage

D10 Medication Adherence
for Diabetes Medications

D11 Medication Adherence
for Hypertension (RASA)

D12 Medication Adherence
for Cholesterol (Statins)

Static Measure Medical Pharmacy Clinical Quality 1500 ($0 CPTII
Claims Claims Feedback Loop* submission)

CO01 Breast Cancer Screening ] o

CO02 Colorectal Cancer Screening o °

C12 Osteoporosis Management

in Women Who Had a Fracture ° ° °
C13 Eye Exam for Patients
With Diabetes ° ° °
C25 Follow-Up ED for People ° °
With Multiple Chronic Conditions
C26 Kidney Health Evaluation ® )
C23 TRC Medication ° o °
Reconciliation Post-Discharge
C24 TRC Patient Engagement
- : ([ ] ()
After Inpatient Discharge
D14 Statin Use in Persons ® °
With Diabetes (exclusions only)

* Systolic readings >139 mmHG and Diastolic readings > 89 mmHG are noncompliant.
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and CAHPS

What is HOS?

The Health Outcomes Survey (HOS) is a survey sent to Medicare Advantage members each fall to track
if members are maintaining or improving their physical and mental health. The HOS survey scores

health plans on five measures.

The five HOS measures include two functional health measures and three HEDIS Effectiveness

of Care measures:

* Improving or maintaining physical health (PCS).
* Improving or maintaining mental health (MCS).
* Monitoring physical activity.
* Reducing the risk of falling.

* Improving bladder control.

What can providers do to help increase HOS scores?

To improve members’ physical and emotional well-being, we recommend focusing on the following:
* Helping shape member perceptions of their health.
* Enabling members to feel in control of their physical/mental health.

» Providing opportunities for members to take action to improve their physical and mental health,

including referrals to programs or specialists as appropriate.
* Encouraging conversations about physical and mental well-being.

* Helping members set realistic expectations of life while managing chronic conditions and

unexpected injuries/illnesses.

* Our analysis of historic survey results demonstrates that it’s NOT the physical condition itself,

but the perception of the conditions that influences the score.

To improve fall risk, bladder control, and physical activity scores, we recommend focusing on the following:

* Increasing the frequency of measure-related discussions.

¢ Initiating relevant conversations with members during all office visits, particularly the Annual Wellness Visit.
* Encouraging members to notify their doctor if they are ever concerned that something has changed.

* Helping members remember measure-related discussions.

+ Asking members if they’ve shared concerns about any of the HOS topics with any of their family

members/support systems.

» Asking members if they have any concerns about their home environment in relation to any fall

risk conversations.

*Allow at least 30 days for claims to process before submitting through the CQF Loop.

While CQF lifetime exclusionary submission will carry over from year to year, submission of
numerator event data must be submitted during the measurement year.
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What is CAHPS?

Consumer Assessment of Healthcare Providers and Systems Survey (CAHPS) is a survey that is
administered annually by CMS to a random sample of MA members in order to assess their satisfaction

with the health plan overall. CAHPS is used to review nine measures across several areas of the health plan.
The nine CAHPS measures:

* Getting Care Quickly.

* Getting Needed Care.

* Care Coordination.

* Customer Service.

* Rating of the Health Plan.

* Rating of Health Care Quality.

e Getting Needed Drugs.

* Rating of the Drug Plan.

* Flu Shot.

What can providers do to help increase CAHPS scores?

* Make sure your office staff has acquired all the member’s medical records and other care information

including care from specialists. Be sure to let them know you have all their information to inspire confidence.
* Have a conversation about all the prescription medications that the member is currently taking.

* Make every effort to see a patient within 15 minutes of arrival (appointment time). If there is a delay,

encourage office staff to proactively update the member for the reason and expected wait.

* Have a written follow-up protocol for office staff to give members test results and answer any

member questions.

 If tests are ordered, or the member is being referred to a specialist, inform them about when they can

expect to be contacted about their test results or appointment.
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2026 Highmqu Wellness W Reference Material 2026
Rewards Program

How to participate
All Highmark Medicare Advantage members are eligible to participate in the Highmark Wellness Rewards

Program and can earn rewards for completing certain preventive tests and screenings detailed on their
Personalized Wellness Plan. Highmark will notify members by mail of any new reward opportunities throughout

the year. These notifications are typically sent twice per year and via My Highmark.

Reward opportunities for 2026

Reward opportunities and eligibility criteria are subject to change each year. Members should always refer to

their Personalized Wellness Plan for the most up-to-date information.

All Medicare Advantage members are eligible for a $20 reward for completing a House Call Visit in person

or via a video wellness call (telehealth) by December 31, 2026.

Select members, in certain Medicare Advantage plans, may be eligible for additional rewards for completing
certain health screenings, such as a diabetic retinal eye exam, colorectal cancer screening, breast cancer
screening, or bone mineral density test. Members should check their Personalized Wellness Plan for specific

reward opportunities and eligibility requirements.

How are rewards received?

To earn Highmark Wellness Rewards, the member must opt in to the Highmark Wellness Rewards Program and
the activity must be completed by the date identified on the member’s Personalized Wellness Plan. The Highmark

Wellness Reward will be mailed directly to the member following the opt in process and the processing of their claim.

Members should allow up to eight weeks to receive their Highmark Wellness Reward.
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Given Highmark’s wide range of supportive programs for members and providers, we often partner with
external vendors for assistance in running successful programs. Highmark has contracted with external vendors

for each of the programs below.

Pharmacy Benefits

Highmark utilizes a Pharmacy Benefits Manager (PBM) to administer pharmacy benefits to members.

As pharmacy claims are processed, the PBM monitors for any patient safety issues, and, if found, will reach

out to the prescribing provider. Providers are encouraged to review these communications and take actions they
feel are appropriate for the member. In addition to processing pharmacy claims, the PBM provides mail-order
services to eligible Medicare Advantage members. Mail order services enable members to obtain up to a 100-day
supply of either generic or brand name drugs, for either one or two times the retail generic or brand copayment,
or applicable coinsurance, depending upon the member’s benefit plan. Members interested in mail order may

contact the Member Service phone number on their member ID card for more information.

In-Home Clinical Vendors — House Call Visit

Highmark partners with several vendors to provide comprehensive health assessments through a House Call
Visit for select Medicare Advantage members. During a House Call Visit, and depending on the member’s
location, the vendor may offer in-home lab screenings to address specific care gaps. These screenings can include
Alc finger sticks (for diabetes), eGFR and uACR (for kidney health), and FIT or Cologuard kits (for colorectal
cancer). These visits can be conducted in the member’s home or virtually. During the visit, the licensed clinician
will discuss the member’s medical history and risk factors, review their medications and address any side effects,

suggest or complete certain tests and offer tips for keeping their home safe and secure.

This service provides a convenient way for members to monitor their health between appointments with their
Primary Care Physician (PCP) or specialists, at no additional cost. House Call Visits aren’t meant to replace the
Annual Wellness Visit, but to complement the care members already get with their PCP. Members will receive a
summary of their visit and results from any tests completed to better understand their condition or health risks.
A summary of the in-home or virtual visit and any lab results performed will be shared directly to the attributed

PCP from the clinical vendor.

At-Home Testing Kit Vendors

Highmark makes it easier for some Medicare Advantage members to get important health screenings by mailing
them testing kits for use at home. We partner with specialized vendors to provide this service. At-home testing
kits may include a FIT, Cologuard, KED, or Alc. These kits are mailed directly to targeted members or can be
requested by contacting Highmark Member Service. Each kit comes with simple instructions and equipment for
collecting a sample, plus a postage-paid envelope for members to return the kit. Members will generally receive
their test results within one to two weeks. The vendor will also send a copy of the member’s test result to their
attributed PCP on file.
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Statin Use in Patients With Diabetes (SUPD)

Highmark utilizes a vendor partner to support the SUPD measure. The vendor may reach out to providers,
pharmacies, or members to ensure measure compliance or identify exclusion opportunities. Providers may
receive communications from the vendor (phone calls or faxes) requesting patient status review or attestation
for potential exclusions. Providers are encouraged to review these communications and take actions they feel are

appropriate for the member.

Medication Adherence Measures

Highmark utilizes a vendor partner to support the Medication Adherence measures. Clinicians from the vendor
may reach out to members to ensure they are taking their medication as prescribed and address any barriers to
medication adherence. These vendor clinicians may also contact providers by phone to ensure new prescriptions
are written and sent to the pharmacy when necessary. Providers are encouraged to respond to vendor requests to

help improve member medication adherence outcomes.
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2026 Preventive Schedule

Medicare-Covered Services

Plan your care: Know what you need and when to get it

Preventive or routine care helps us stay well or finds problems early,

Questions?

,  Call Member
Service

%d Ask your
doctor

when they are easier to treat. The preventive services listed below follow

the Medicare schedule. Most services do not involve cost-sharing when
your health plan’s requirements are met. Some tests and services and

(] Log in to
your account

their frequency may depend on your health risks and doctor’s advice.
That’s why it’s important to talk with your doctor about the services that
are right for you. If you have questions about which services are covered
for you and how, please check with Member Service before getting the

suggested care.

Female Male

GENERAL HEALTH CARE

“Welcome to Medicare”
Preventive Visit

Annual “Wellness” Visit

* Once in a lifetime benefit. Must be performed within the
first 12 months of signing up for Medicare Part B.

* Once a year after enrollment in Part B for more than
12 months

SCREENINGS/COUNSELING

Abdominal Aortic Aneurysm

Screening

Alcohol Misuse Screening
and Counseling

Bone Mass Measurement

Breast Cancer Screening
(Mammograms)

Cardiovascular Disease Risk
Reduction Visit (therapy for
cardiovascular disease)

Cardiovascular Disease Testing
(including cholesterol screening)

Cervical Cancer with
HPV testing

* Once in a lifetime benefit for those with certain
risk factors

* Doctor referral required
* Once a year

* Those who screen positive for alcohol misuse but don’t
meet the medical criteria for alcohol dependency:
four face-to-face counseling sessions per year

* Once every 24 months

* More often for those meeting medical criteria

* Ages 35 — 39: One baseline screening

» Ages 40 and older: Once a year

* Behavioral therapy to lower risk of cardiovascular disease

* Once a year

* Once every five years

* Ages 30 — 65: Once every five years
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SCREENINGS/COUNSELING

Cervical and Vaginal Cancer * Once a year
Screening (including Pap test)

Pelvic Exam Screening * Once a year as part of Pap/pelvic exam

(including clinical breast exam)

Colorectal Cancer Screening * Ages 45 and older: Every 1 — 10 years, depending
(including colonoscopy) on screening test

* High risk: Earlier or more frequently

» Colonoscopy following a positive result obtained by other
mandated screening methods

Depression Screening * Once a year

Diabetes Screening * One or two per year, depending on risk factors
Diabetes Self * Covered for all Medicare Advantage members
Management Training diagnosed with diabetes including those who are at

risk for complications
» Cost sharing may apply
Medicare Diabetes Prevention |+ Covered for eligible Medicare beneficiaries
Program (MDPP) + Call Member Service to determine eligibility

Hepatitis B Screening * All pregnant women at the first prenatal visit of
each pregnancy

* Every year for men and women without symptoms
who have not had hepatitis B vaccine but are at high risk,
as determined by doctor

Hepatitis C Screening * An initial screening for those who had a blood transfusion
before 1992 or have injected illegal drugs in the past

* Once for those born between 1945 and 1965
* Every year for those who are at high risk
HIV Screening * Screening covered annually

* For Medicare beneficiaries who are pregnant, the
screening is covered up to three times per pregnancy

Lung Cancer Screening * Ages 50 — 80: Once a year for those who meet criteria
with Low Dose Computed + Must receive counseling prior to initial screening
Tomography (LDCT) , .

* Requires doctor prescription
Medical Nutrition Therapy * For those with diabetes or renal disease (but not on

dialysis), or within 36 months following a kidney transplant

* Requires doctor referral
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Obesity Screening and
Counseling o Promote
Sustained Weight Loss

Prostate Cancer
Screening

Screening for Sexually
Transmitted Infections (STls)
and Counseling to Prevent STls

Smoking and Tobacco
Use Cessation (counseling to
stop smoking or tobacco use)

Vision Care
(Glaucoma Screening)

IMMUNIZATIONS

COVID-19
Flu (Influenza)

Hepatitis B

Pneumonia

PREVENTIVE DRUG MEASURES THAT R

PrEP Drugs and Certain
Related Services for
Prevention of HIV Infection

SCREENINGS/COUNSELING

* Behavioral therapy to promote weight loss

* For those with body mass index (BMI) of 30 or greater

* Ages 50 and older: Once a year

* Screening: Once a year if at increased risk; more often
if pregnant

* Counseling: Two face-to-face sessions per year if at
increased risk

* Covered for all Medicare Advantage beneficiaries
who use tobacco

* Up to eight face-to-face visits in a 12-month period for
those who meet criteria

* Counseling must be provided by a physician or other
Medicare approved provider

* Once a year for those with certain risk factors

* Cost sharing may apply

* As recommended by doctor
* Once per flu season or more often if medically necessary

* For individuals who have not previously received a
completed hepatitis vaccination series or whose vaccine
history is unknown, as recommended by doctor

* For those at risk, as recommended by doctor

EQUIRE A DOCTOR’S PRESCRIPTION

* Adults at risk for HIV infection, without an
HIV diagnosis
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