
QUALITY IMPROVEMENT



DISCLAIMER

The information included is general and in no event should be deemed as a promise or 
guarantee of payment. We do not assume and hereby disclaim any liability for loss 

caused by errors or omissions in preparation and editing of this publication.



AGENDA

• National Committee for Quality Assurance (NCQA®)

• Healthcare Effectiveness Data and Information Set (HEDIS®)

• Requests for Information and Compliance

• Lines of Business Breakouts

• Quality Navigator Program

• Risk Adjustment Data Validation (RADV)

• Key Takeaways



NATIONAL COMMITTEE FOR QUALITY ASSURANCE



NATIONAL COMMITTEE FOR QUALITY ASSURANCE (NCQA®)

What is the National Committee for Quality Assurance (NCQA)?

• NCQA is a private organization dedicated to improving healthcare quality by developing quality standards and 
performance measures.

• Healthcare Effectiveness Data and Information Set (HEDIS®) coordination

• Provider involvement



WHAT NCQA MEANS TO PROVIDERS

Contracts
Bonuses

Incentives

Reporting 
data back to 

the plan

Patient 
Safety



HEALTHCARE EFFECTIVENESS DATA AND INFORMATION SET



HEALTHCARE EFFECTIVENESS DATA AND INFORMATION SET (HEDIS®)

What is Healthcare Effectiveness Data and Information Set (HEDIS)?

• HEDIS is used to track trends in population health.

What entities utilize HEDIS data?

• NCQA®

• Members

• Centers for Medicare and Medicaid Services (CMS)

- Quality Rating System for the ACA/Exchange products

- Medicare Advantage

• Federal Employee Program (FEP)



HEDIS SEASONS

HEDIS Seasons

• Types of HEDIS seasons include:

- Retrospective (also referred to as Retro or Hybrid)

- Prospective (also referred to as Year-Round)

• Each season is based on when the data is being gathered related to the measurement year.



RETROSPECTIVE SEASON

• Also referred to as Retro or Hybrid season or HEDIS Production

• Looks at the care given or due in the prior year (measurement year)

• Runs from January to May of the year following the measurement year

• Members are chosen by NCQA

• All requested member documentation is based on the selected HEDIS measure



PROSPECTIVE SEASON

• Also referred to as Year-Round

• Continuously monitors rates in real-time

• Runs from January 1st to December 31st of the current/measurement year

• Total membership rates

• Additional options for compliance

- Claims

- Data transfer

- Medical records

- Compliance forms



ELECTRONIC DATA TRANSFER

BlueCross receives 
monthly electronic 

data feeds from  
numerous provider 

organizations

Collaboration 
between data 

teams to achieve 
desired results

Closes gaps in care 
and identifies data 

vs. care gaps

Reduces total 
administrative 

burden



REMOTE ACCESS

BlueCross currently has 
many providers that allow 

remote access to their 
EMR

Assigned navigator can 
locate and retrieve 

records from the EMR 
remotely

Helps to reduces provider 
burden



REQUESTS FOR INFORMATION



MEDICAL RECORDS REQUESTS



REQUESTS FOR MEDICAL RECORDS

How are requests sent?

• Sent via email, fax or mail

• Can be avoided by giving remote access to EMR
- Email NAVIGATOR@bcbssc.com 

How are requests created?

• Claims

How are members attributed?

• Claims data

Note: You will not receive medical records requests for compliance that was already received during Prospective HEDIS.

mailto:NAVIGATOR@bcbssc.com


WHAT TO RETURN

• Providers are required to return the requested information in BOLD if there are multiple sub-
measures on a page.

 Example



WHAT TO DO IF YOU CANNOT LOCATE THE PATIENT

• Check the appropriate box and return the letter via fax, email or mail.



LINES OF BUSINESS



LINES OF BUSINESS

• Healthy Blue (Medicaid)

• Health Insurance Exchange (HIX or ACA)

• Federal Employee Program (FEP)



HEALTH INSURANCE EXCHANGE

• The Exchange Line of Business (LOB) covers health plans on the insurance marketplace.

• Used by more than 90 percent of the nation's health plans, employers and regulators.

• The current population has over 276,000 members.

• Measures Clinical, customer satisfaction and patient quality.

• CMS provides guidance to health plans for the Exchange LOB via the Quality Ratings System (QRS) and Quality 
Health Plan (QHP) Technical Specifications and call letter.

- The Annual Call letter communicates updates/changes during the Measurement Year, as well as discusses future planning 
for the LOB.

• For the Exchange line of business, QRS are produced in a star-based rating. The overall rating includes member 
experience, medical care and health plan administration.



FEDERAL EMPLOYEE PROGRAM

• Clinical quality, customer service and resource use (QCR).

• FEP program works based on priority measures that are weighted. 

• This system is administered by the Federal Employee Plan Directors

• FEP is known to members as the Service Benefit Plan.

• Current State Population for FEP: Around 89,000.

• In January 2025, FEP will launch the Postal Service Health Benefit (PSHB) program. This program designation is for 
members within USPS. For 2025, we do not anticipate any impacts to our current quality structure.



HEALTHY BLUE℠

• Rating System

- Reporting of all health plan rating measures is required.

- Adult and child health care quality measures.

- Core set of children’s health care quality measures.

- Audit will be completed by an outside vendor, then submitted to NCQA.

- Additional information can be found on www.HealthyBlueSC.com. 

http://www.healthybluesc.com/


QUALITY NAVIGATOR PROGRAM



QUALITY NAVIGATOR PROGRAM

What is the Quality Navigator Program?

• Participation is based on primary care specialties

• Providers are automatically enrolled

• There is no cost to providers

• Multiple tools and offerings available to support providers

What is a Quality Navigator?

• Dedicated team member with a registered nursing license or related healthcare bachelor’s degree

• Point of contact for care coordination and patient engagement

• Education representative that can schedule sessions to assist with understanding NCQA® measures, review open 
quality care opportunities and collaborate with providers to improve quality scores



QUALITY NAVIGATOR MODEL

• The quality navigator model is a population health and quality improvement program designed to assist primary 
care physicians (PCPs) in meeting quality metrics.

• The goal of the program is to assist PCPs by:
- Streamlining care coordination.

- Providing helpful tools and resources to support patient care efforts.

• Benefits of the Quality Program is that it: 
- Promotes accurate coding guidance.

- Facilitates referrals to disease and case management programs to support treatment plans.

- Assists with care coordination.

• Quality Navigator email: Navigator@bcbssc.com. 

mailto:Navigator@bcbssc.com


ACCESSING CARE REPORTS

Use My Insurance Manager℠ to access Care Opportunity Reports or Gap in Care (GIC) Report  for Prospective 
Season.



UNDERSTANDING REPORTS

• Past medical history has been added for members (     )

• Non-compliance can be a true “gap” in care or a “gap” in data (     )

- A true gap in care or non-compliance is when the member has not received the care.

- A data gap is when the member has received the care, but this information was not shared with the plan.

- Either way, the member will remain listed as “non-compliant” until the care is given AND that information is shared with us. 

• Gap in Care report are available to access for providers monthly on My insurance manager portal. 



RISK ADJUSTMENT DATA VALIDATION



RISK ADJUSTMENT

• Risk Adjustment (RA) is a Payment methodology used by Medicare Advantage health plan and ACA (Affordable 
Care Act) plans to adjust health plan payments based on the enrollee health status and demographic 
characteristics. 

• Risk adjustment methodology relies on enrollee diagnosis as specified by the ICD-10CM guidelines to 
prospectively adjust payments for a given enrollee based on the health status of the enrollee.

• This process allows for the estimated cost to treat a patient in a given year and make sure health providers are 
paid fairly for the patients they treat. 

• Records are requested the 3rd quarter of the year. We request records and review charts for chronic conditions 
that were not submitted via claims but affect patient care and can be captured for patient status. 



RADV

• Center for Medicare & Medicaid Services (CMS) has a formal audit program to monitor health plan compliance 
with HCC (Hierarchical Condition Category) reporting regulations. HCCs are sets of medical codes (ICD-10CM) that 
are grouped into related categories.

• The goal of RADV audits is to ensure that the health status submitted by the plan is supported by health record 
documentation and meets reporting guidelines.

• RADV is CMS primary way to address improper overpayments. Accuracy is confirmed from reviewing charts from 
providers and sending them to CMS for secondary review after an initial review by our selected auditor.

• CMS requires all HCC diagnoses be submitted each year the condition is present. It is of critical importance that 
plans ensure that members with HCC diagnoses be seen by a qualified provider and all current HCC diagnoses be 
evaluated and reported each year. 

• Audit reviews the prior benefit year for our selected Cross and Choice members.

• HHS - RADV is conducted every year for all issuers and the project runs form June- December. 



HOW RISK ADJUSTMENT HELPS PROVIDERS

• Allows sicker members to receive fairly priced coverage since healthy members offset the difference. 

• Identifies potentially new problems early.

• Reinforces self-care and prevention strategies.

• Coordinates care collaboratively.

• Avoids potential drug-drug/disease interactions.

• Improves the overall patient health care evaluations process.

• Improved office practice patterns and communication among the patient’s health care team.



RISK COVER LETTER FOR RELEASE OF INFORMATION

• Letter includes:

- Members information and dates of services we 
must have if they cannot provide the whole year.

- The types of records we are looking for (i.e., office 
notes, consults, etc.).

- How to return the records (i.e., fax, mail or email.).

- How you can reach use if you have any questions.



RADV COVER LETTER FOR RELEASE OF INFORMATION



RADV COVER LETTER FOR RELEASE OF INFORMATION (CONTINUED)

• Letter includes:

- Members information and dates of services we 
must have if they cannot provide the whole year.

- The types of records we are looking for (i.e., office 
notes, consults, etc.).

- How to return the records (i.e., fax, mail or email.).

- How you can reach use if you have any questions.



RADV INVOICE RESPONSE LETTER



HOW PROVIDERS CAN HELP THE PROGRAM

• The best thing you can do for your patients to keep this program going is have clear and thorough documentation 
in your notes. 

• Another help is sending medical records as soon as request are received from insurer. Please call if you need help 
with pulling records.  Help receive records from a third-party vendor in a timely manner. 

• Only use the term “history of” if the patient no longer has this condition. Try using patient current medical 
conditions are… instead of patient with a history of.

• Address any chronic issue that may affect your decision making- coders are not doctors and can not make the 
connection if not clearly stated.

• Document all cause and effect relationships-document conditions which coexist at the time of the visit that 
require or affect patient care or treatment.

• More details on the condition are better for coding accuracy. 



KEY TAKEAWAYS



POSITIVE IMPACTS ON QUALITY SCORES
Customer service 

With every member’s interaction

.
Schedule patients 

Include periodic screenings and preventive services

Follow up on missed appointments

.
Data Transfer 

To reduce medical record requests or grant 

remote access to the quality navigator team.

 
Codes 

Submit NCQA-approved quality codes on 

claims when appropriate.

.

3051F



CONTACT INFORMATION

For questions or additional assistance, send an email to NAVIGATOR@bcbssc.com. 

mailto:NAVIGATOR@bcbssc.com


THANK YOU
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