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• Introductions

• Risk Adjustment

• Assess Demonstration 

• Quality

• Reminders - Provider Relations

• Pharmacy Services



Introduction of Presenters

3

• Suzanne Lufadeju, Director Provider Experience

• Bryan Boyd, Senior Project Manager – Risk Adjustment

• Iyana Johnson, Clinical Transformation Consultant - Risk Adjustment

• Su-Linn Zywiol, Strategy Program Manager – Quality

• Samantha Jenkins-Witt, Provider Account Liaison – Provider Relations

• Meghana Desai, Pharmacy Product Director - Pharmacy



Welcome



Risk Adjustment



What is HHO’s Risk Adjustment Strategy
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Our overall risk adjustment strategy is to address and document persistent and 

suspected conditions which will feed into our risk stratification and care 

management programs as well as align reimbursement to the morbidity of the 

population we serve.

• Point of Care chronic gap closure (PGC), is the most effective way to 

achieve our strategy because it aligns program activities with care 

delivery

• We have deployed an online platform, Assess, to administer our strategy, 

improve the effectiveness of our Prospective Gap Closure (PGC), and 

Retrospective Gap Closure (RGC) programs. 



PGC

PGC program general process:

• Address conditions presented in the Assess tool 
and select either “Confirm” or “Deny’ then submit

• When conditions are confirmed, the corresponding 
condition code must be on the member’s 
subsequent claim submission.

• This is required to receive the full incentive of 
$25.
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PGC assists the provider to address previously 

reported and/or suspected conditions at the point 

of care.



RGC

RGC program general process:

• Review conditions presented in Assess against 
the medical record for a member encounter 
during the valuation period.

• Visits are for prior year or the previous 12 
months from program begin date

• Select either “Confirm” or “Deny” then submit.

• Member’s visit was completed during 
valuation period

• When a condition is confirmed, a corrected claim 
must be submitted via the standard corrected 
claims process.  

• This is required to receive the full incentive 
of $125
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RGC assists providers with complete and accurate 

diagnoses coding opportunities reflected in the clinical 

documentation but were not previously included on prior 

claims submissions.

https://www.google.com/url?sa=i&url=https://online.regiscollege.edu/blog/what-is-professionalism-in-nursing/&psig=AOvVaw3BvqcvVNHYCZc7ctWuWGIY&ust=1603417197914000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCJjTmbmJx-wCFQAAAAAdAAAAABAD


Sample Program Statistics
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PGC
Sample number of members 100

Average gap per member 2.4

Total Number of gaps 240

Incentive per confirmed condition* $25 

Incentive per denied condition $5

Incentive per 120 confirmed conditions** $3,000

Incentive per 120 denied conditions** $600

*Includes submission of claim with 

condition

RGC
Sample number of members 100

Average gap per member 2.4

Total Number of gaps 240

Incentive per confirmed condition* $125 

Incentive per denied condition $5

Incentive per 120 confirmed conditions** $15,000

Incentive per 120 denied conditions** $600

*Includes submission of the corrected/reconciled claim

**Example assumes 50% confirmed and 50% denied



Risk Adjustment Team Contact Information
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Michael Dean

Director, Risk Revenue Program 
Management

Michael.G.Dean@highmark.com

Bryan Boyd

Sr. Project Manager, Risk Adjustment

Bryan.Boyd@highmark.com

Felicia Herron

Program Manager, Risk Adjustment

Felicia.Herron@highmark.com

Iyana Johnson

Clinical Transformation Consultant

Iyana.Johnson@Highmark.com

mailto:Michael.G.Dean@highmark.com
mailto:Bryan.Boyd@highmark.com
mailto:Felicia.Herron@highmark.com
mailto:Iyana.Johnson@Highmark.com


Appendix A:

If during the visit, any one of 
the four M.E.A.T criteria is 
documented within the 
encounter, then it is 
considered addressed and 
can be billed.
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Documentation and M.E.A.T



Assess Demonstration



Quality Improvement



Clinical Practice Guidelines
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Highmark Health Options maintains Clinical Practice Guidelines (CPGs) in an effort 

to optimize patient care through evidenced-based care options. Some of our CPGs 

include:

Highmark Health Options website – Provider tab on site; 

‘Guidelines and Resources’

Where Can You Find Our Clinical Practice Guidelines?

• Preventive Care (Child and Adult)

• Diabetes

• Routine & High Risk Prenatal Care

• Major Depression

• HIV/AIDS

• Asthma

https://www.highmarkhealthoptions.com/providers/guidelines-resources.html



HEDIS
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HEDIS = Healthcare Effectiveness Data Information Set

HEDIS Helps Us to Strive to Deliver Highest Quality Health Care

• Measurement of healthcare 

performance and a way to provide 

information on healthcare quality. 

• Helps identify gaps in key preventive 

care.

• Highmark Health Options can gauge 

itself and understand where we can 

put more resources and efforts. 



HEDIS
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HEDIS Rates are derived from:

Claims Data     -PLUS- Medical Record Reviews

Data Capture is a Key Component to HEDIS success.

A Big THANK YOU to All Providers! 

We Just Finished a Successful HEDIS Season thanks to your cooperation in 

fulfilling our Medical Record Requests and/or providing us remote access to your 

EMR. Your Data was Key!

Remote EMR Access Inquiries: su-linn.zywiol@Highmark.com



Preliminary HEDIS Rates
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Despite 2020 Obstacles, You Provided Important 

Preventive Care to Your Patients, Our Members

• Nearly two-thirds of women are up-to-date with their Cervical 

Cancer Screening (CCS) 

• Over half of diabetic members have HbA1c controlled (<8%) 

in 2020

• Over 90% of women who delivered a baby had timely 

prenatal care

• Over three-quarters of children had a lead screening by age 2



Preliminary HEDIS Rates
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HEDIS Rates – Opportunities for Improvement

• Breast Cancer Screening – Half of women age 50 to age 74 received a 

screening in required timeframe. We need to do better.

• What are we doing? DE Breast Cancer Coalition Partnership

• What can you do? COVID-related catch-up outreach?

• Postpartum Care – Nearly a third of 

moms did not have a postpartum visit. We 

are working to have more of our members 

receive this important care. 



HEDIS – Tips for Improvement
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You Can Improve Your HEDIS Score!

• Provide appropriate care within the designated timeframes. 

• Know gaps in care prior to patient visit. 

• Document clearly and completely ALL of the care provided. 

• Code accurately.  

• Understand HEDIS® measures including documentation requirements and 

parameters. 



Preparing Your Patients for Telehealth Visits
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Make the most of Telehealth Visits!

Visit Reminder Communication to Patients:

• Take vitals prior to visit (temperature, weight, blood pressure, pulse)

• Write down all symptoms and questions prior to visit

• Have medications/list handy for discussion

COVID-19 = Telehealth Visits  

65% of our Providers began offering telehealth services for 

the first time during pandemic!



Provider Medical Record Audit
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Medical Record Standards Ensure High Quality Records

• For 2020, we were able to eliminate outreach to PCPs/SPCs by using medical records 

from HEDIS audit and using remote EMR access (BH providers still need outreaching). 

• Provider success for 2020’s audit was 100%. 

• We are required to ensure quality and completeness of medical records for our members. 

• To do this, we maintain medical record standards which are used to conduct reviews each 

year on a sample of our providers. Just to name a few, every visit should address:

• Medical history

• Medication list & allergies

• Tobacco/alcohol/drug assessment

• Plan of action/treatment

• Follow-up visit

• Confidentiality statements

• Signature (electronic) and date



Member Rights & Responsibilities
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• Why are they important?
• Encourages a mutually respectful relationship with members
• Part of the commitment to service excellence by the Plan and its Network
• Required reading for all staff, providers, and sub-contractors serving members
• Annual notification complies with:

• United States Code of Federal Regulations (CFR)
• Delaware Division of Medicaid and Medical Assistance (DMMA)
• National Committee for Quality Assurance (NCQA)

• What can you do?
• Ask your staff to read the Member Rights & Responsibilities Statement found at:

https://www.highmarkhealthoptions.com/members/member-rights-and-
responsibilities.html

https://www.highmarkhealthoptions.com/members/member-rights-and-responsibilities.html


Quality-of-Care Concerns
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• A quality-of-care concern is an unsubstantiated deviation from 
expected provider performance, clinical care, or outcome of care 
which has been determined by a clinical review of medical records.

• A Quality-of-Care Issue includes an issue impacting the quality of care 
a member receives including but limited to issues affecting safety; 
access to services; member healthcare outcomes; or member 
experience. 



Who Can Report A Quality-of-Care Concern?
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•Anyone
• External Reporting – members, family 

members, providers, practitioners, office 
staff, State or Federal Agencies, Fraud, 
Waste, & Abuse

• Internal Reporting – Care Management, 
Member Services, Quality Improvement 



Critical Incidents
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• Critical Incidents (CIs) are defined by the Division of Medicaid and 
Medical Assistance (DMMA). They include but are not limited to:

• Unexpected death of a member.

• Suspected physical, mental, or sexual mistreatment; abuse; and 
neglect of a member.

• Suspected theft or financial exploitation of a member.

• Severe injury sustained by a member.

• Inappropriate or unprofessional conduct by a provider involving a 
member.



Critical Incidents
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Highmark Health Options will report to the state:

If any staff or the staff of a subcontractor has reason to believe that a 
member has been abused, mistreated, neglected, or financially 
exploited, or has knowledge of the occurrence of other critical incidents



Critical Incidents
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Critical Incidents
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Eliza:  Member Engagement Program
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Highmark Health Options is your partner to engage our mutual members 

towards a healthier life.  Members can check for eligibility by calling the 

Healthy Rewards Support Line at 1-844-678-1456.  Hours are Monday through 

Friday, 8 AM to 10 pm EST and Saturday 10 AM to 3 pm EST. 

✓Improves Member Experience

✓Increases Participation

✓Improves Redemption Characteristics

✓Improves Outcomes



Quality Improvement
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Questions?



Provider Relations



Provider Reminders
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• Balance Billing

• Cultural Competency

• Atlas

• Medical Records

• Provider Services

• HHO Website

• Taxonomy

• NaviNet

• Virtual Visits



Balance Billing
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Payment by Highmark Health Options is considered payment in full. 
Under no circumstance, including, but not limited to, non-payment by 
Highmark Health Options for approved services, may a provider bill, 
charge, collect a deposit from, seek compensation, remuneration, or 
reimbursement from or have any recourse against a Highmark Health 
Options member.



Cultural Competency
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Highmark Health Options understands that in order to best improve the quality of life 
of our members, we must be cognizant of their cultural and linguistic differences. A 
collaborative and trusting patient-provider relationship is the key to reducing the 
gaps in health care access and outcomes. Highmark Health Options has assembled 
a list of resources and web-based tools that are intended to help build sensitivity to 
the cultural and linguistic differences and foster improved understanding and 
communication.  

Start here:

Visit our Cultural 

Competency Toolkit 

Educational Resources

• Training

• Assessments

• Communication tools 

Attestation 

Complete CC training? 

Let us know

Attestation: Cultural 

Competency Training Complete

https://www.highmarkhealthoptions.com/providers/cultural-competency-toolkit.html
https://www.highmarkhealthoptions.com/content/dam/digital-marketing/en/highmark/highmarkhealthoptions/providers/cultural-competency-toolkit/CulturalCompetencyAttestation.pdf


Atlas
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Highmark Health Options will conduct quarterly outreaches to verify your provider data.  Our Vendor, Atlas 
Systems, Inc. will perform the quarterly outreach on our behalf.

Atlas will fax a letter to your practice locations within the first two weeks of a quarter.  This letter will provide 
instructions on how to register on PrimeHub, the Atlas portal.  Please complete your data verifications through 
this portal.  If the data validations are not completed through the portal, Atlas will begin making calls to your 
practice locations to verify the data.

The list of provider data elements that will be verified are:

• Practitioner Name

• Practice Name

• Practitioner Specialty

• Locations where the practitioner schedules appointments and sees patients

• Phone Number

• Address

• Whether the practitioner does or does not accept new Medicaid patients

• Languages spoken by the practitioner

• Age ranges seen by practitioner

• Wheelchair accessibility

• Group Website



Medical Record Requests
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• The member, or a member’s representative, including head of household, legal 
guardian, or durable power of attorney, shall have access to view and/or receive 
copies of the medical record or request medical records be transferred to a new 
PCP upon written request. Each member is entitled to one free copy of his/her 
medical records. The fee for additional copies should not exceed the costs of time 
and materials used to compile, copy, and furnish such records. Requests should 
be available or transferred within 10 calendar days of the written request and 
follow the specific procedures of the practitioner or provider. 

• Highmark Health Options may also request copies of medical records from the 
provider. If Highmark Health Options requests medical records, the provider must 
provide copies of those records at no cost within thirty (30) calendar days of 
Highmark Health Option’s request or sooner. 



Provider Services
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First Line of Communication

Provider Services Team is trained to help assist our valuable providers in a wide range of routine inquiries, including:

• Benefits coverage information

• Member eligibility and demographic information

• Claims status

• Medical and Payment Policies

• Payment Rates

Provider Service Team is on hand to support by receiving and providing:

• Investigative Research and Triage

• Claims and Authorization Issue Resolution

• Follow Up and Communication on all systemic issues

Provider Services reached through multiple 

methods:

• By telephone at 844-325-6251

• Directly through NaviNet

• Email:  hho-depsresearch2@Highmark.com

• Representatives are available Monday through 

Friday 8am-5pm

mailto:hho-depsresearch2@Highmark.com


Additional Reminders
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Taxonomy is required on all claim submissions.  Highmark Health Options requires a credentialed taxonomy 

be included for all billing, rendering/performing, and attending providers on an inbound claim.  

NaviNet - File Claims Disputes, Check Member Eligibility, Update Demographics, Request/Check 

Authorizations, Obtain EOB/Remittances, Check Claim Status Inquiry 

Website – Visit the website for HHO resources and announcements.

Virtual Visits – Your Provider Account Liaison will be reaching out to you to conduct your visits virtually this 

year.  Virtual visits will continue until it is safe to start visiting face-to-face again.  



Provider Network Contact Information
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Provider Relations



Provider Network Contact Information
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Provider Contracting



Pharmacy Services



Pharmacy Services
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• Our retail pharmacy network includes most local, independent pharmacies and the national chains 
to provide medication access when your patients are occasionally out of the state.

• In 2017, we launched our specialty pharmacy network for medications requiring special 
monitoring, adherence, handling, or storage requirements.

• Highmark Health Options formulary follows the Delaware Health and Social Services (DHHS) 
Preferred Drug List (PDL). PDL is located at:

➢ https://medicaid.dhss.delaware.gov/provider/Home/PharmacyCornerLanding/tabid/2096/Default.aspx

➢ Some medications covered in the formulary require prior authorization, have a quantity limit, must be 
dispensed by a specialty pharmacy, or require step therapy. 

➢ These medications are listed and marked with a symbol under the “Notes & Restrictions” column in the 
online drug formulary.

➢ Prior authorization criteria approved by DMMA is posted to the Provider tab on our website.

• Pharmacy Department: 1-844-325-6251



Medications Requiring Medical 
Benefit Prior Authorization

• The prior authorization* process applies to all Highmark 
Health Options members.

• NaviNet is the most efficient means to request prior 
authorization and for using autofill functionality.

• If you have trouble completing an authorization or have an 
issue with accessing NaviNet, contact your provider 
account liaison.

• Prior authorization criteria for J-code medications covered 
under the medical benefit can be found on the Highmark 
Health Options website: 
https://www.highmarkhealthoptions.com/providers/medicati
on-information/ We send J-code medication prior 
authorization updates and effective dates in provider 
newsletters. Copies of these updates can be found on the 
Highmark Health Options website: 
https://www.highmarkhealthoptions.com/providers/provider-
news.html

• Please continue to review the list of J-code medications 
that require prior authorization for additions.

*Applies to outpatient drugs only
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https://www.highmarkhealthoptions.com/providers/medication-information/
https://www.highmarkhealthoptions.com/providers/provider-news.html


Accessing the 
Prescription Prior 
Authorization Forms

• Prior Authorization forms can be accessed using the Highmark    
Health Options website:

• https://www.highmarkhealthoptions.com

https://www.highmarkhealthoptions.com/


Accessing the Prescription Prior Authorization Forms
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Once on the website click on Provider.



Accessing the Prescription Prior Authorization Forms
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Toggle down and click Medication Information on the Provider page.

• This will lead you to the Medication Prior Authorization Criteria page.

• Here you will be able to access all the Prescription Prior Authorization Forms



Accessing the Prescription Prior Authorization Forms
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Medication Prior Authorization Criteria Page

• On this page you will also find the Prior Authorization Criteria by Type (Medical and Pharmacy and just 
Pharmacy)



Accessing the Prescription Prior Authorization Forms
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Medication Prior Authorization Criteria Page

• Prior Authorization Forms:

• Are listed in alphabetical order by drug name or drug class

• General  Drug Exception Form is for drugs that do not have a specific prior authorization form.

Example of a PA form by drug name:

Example of a PA form by drug class:



Accessing the Prescription Prior Authorization Forms
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Medication Prior Authorization Form 

Example of Prior Authorization Form: (Carisoprodol)



Accessing the 
Prescription Prior 
Authorization Forms

Medication Prior Authorization Criteria

• It is important to review the Prior 
Authorization  Criteria for the 
medication you want approved. 

• Member must meet criteria or 
physician must provide 
evidence that non-preferred 
product would be beneficial 
over the preferred product.
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Accessing the Prescription Prior Authorization Forms
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Where to fax the forms?

• Prescription Prior Authorization Forms can be faxed into Pharmacy Services:

• Fax # 1-855-476-4158

• Fax number is located on each of the PA forms

• Length of Prior Authorization process turnaround time is 24 hours.

• If needed, you may call to speak to a Pharmacy Services Representative at:

• Phone # 1-844-325-6251

• Phone Number is located on each of the PA forms



HHO Drug Formulary:
Where do I find HHO formulary?
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HHO formulary is located on Highmark Health Options website:

https://www.highmarkhealthoptions.com



HHO Drug Formulary:
Where do I find HHO formulary?
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Once on the website click on Provider:



HHO Drug Formulary:
Where do I find HHO formulary?
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Toggle down and click Medication Information on the Provider page:

• Click on Drug Formulary

• Once you click on Drug Formulary, you will leave Highmark Health Options website for 
another website. Please click OK.

• You will be directed to the Highmark Health Options Medicaid Formulary



HHO Medicaid Formulary
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HHO Medicaid Formulary includes medications:

• In the Delaware medical Assistance Program (DMAP)

• Preferred Drug List (PDL)

• Medications which are not otherwise covered in the PDL



HHO Medicaid Formulary
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You can search the formulary many ways:

• You can search the formulary alphabetically by selecting the first letter of the drug you are looking for, OR by either 
the Brand or Generic name of a drug by entering the name of the drug or the first few letters if the full name or 
correct spelling is not known.

• You can also search the formulary by Therapeutic Class of the drug if the exact drug name is not known.

• Some of the medications on the formulary require prior authorization, have a quantity limit, must be dispensed by a 
specialty pharmacy or require step therapy. These medications are marked with a symbol under the Notes & 
Restrictions column.

• If your drug is not included in this formulary, you should first call member services at 1-844-325-6251 and ask if your 
drug is covered.

• A physician may request a non-formulary medication only if medical necessity or failure of formulary alternatives are 
documented by the physician on the Health Options Medicaid Drug Exception Form.

https://www.highmarkhealthoptions.com/sites/default/files/Medicaid%20Exception%20Request%20Form.pdf


HHO Medicaid Formulary
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Searching for a medication

Type in drug name or class (e.g. Abilify Maintena) and click Search.



HHO Medicaid Formulary
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Searching for a medication

Click on the product your are searching for:



HHO Medicaid Formulary

59

Searching for a medication

Example of Abilify Maintena 300mg IM PFS:



HHO Medicaid Formulary
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Searching for a medication

Example of Abilify Maintena 300mg IM PFS:

• Brand Name/Generic Name: lists both names of the drug.

• Therapeutic Class/Sub-class: lists other medication in the class.

• Click on the class and it will provide a list of alternatives meds in the class.

• Dose Strength: provides formulation and strength of drug



HHO Medicaid Formulary
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Searching for a medication

Example of Abilify Maintena 300mg IM PFS:

• Status:

Preferred product on the drug list

• Notes & Restrictions:

Prior Authorization. Please go to PA Criteria for more details

Age Restriction

Specialty Pharmacy

ICD-10 Code Required

https://www.highmarkhealthoptions.com/Provider/Medication-Information/Medication-Prior-Authorization-Criteria


HHO Medicaid Formulary
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Definition Dictionary


