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Introduction

• First of a 5-part series for providers who care for Health Plan of San 

Joaquin/Mountain Valley Health Plan’s Duals Special Needs Plan (D-SNP) 

members

• Each session will dive into 6-7 Medicare Stars measures and related best 

practices

• A Stars Pocket Guide (e-version) will also be available next week as a 

reference tool for practice staff



Overview of the Medicare Stars Program 

CMS uses Stars ratings 1 to 5 to assess how well health plans perform, with 5 Stars 

being excellent. 

• The Stars program measures quality of care, member experience, and plan 

operations for Medicare Advantage and Prescription Drug Plans

• Higher Stars ratings indicate better performance and lead to:

• Increased member trust and enrollment

• Access to CMS quality bonus payments 

• Improved member satisfaction and health outcomes

• Ratings are based on three main categories: 

1. Medical Care – Preventative and chronic condition management 

2. Patient Experience – Member satisfaction and communication

3. Plan Administration – Accuracy, access, and service quality 



Stars Domains that Overlap with Model of Care
The Stars program measures outcomes of the processes defined by the DSNP MOC. 

While MOC defines how care should be coordinated, Stars shows how well that care is 

delivered and experienced.

Domains:

• Preventative and Chronic Care: Delivery of timely screenings, follow-up, and chronic 

disease management directly drives Stars performance

• Member Experience and Satisfaction: Every interaction matters – clear 

communication, accessibility, and empathy improve member scores

• Care Coordination and Follow-up: Collaboration with the care team ensures 

members don’t fall through the cracks during transitions or after hospitalization

• Medication Adherence and Safety: Reinforcing adherence and reviewing 

medication lists helps members stay on track and support safety measures

Why it matters: Strong performance in these areas improves member outcomes, builds 

trust, and strengthens overall Stars rating.



Provider Roles with Star Measures

Role How to Use This Information

Care Providers 
(e.g., PCPs, NPs, PAs)

• Understand clinical care requirements

• Know what coding/documentation needs to be submitted

Clinical Support Staff 
(e.g., Nurses, MAs)

• Understand clinical care requirements

• Know what coding/documentation needs to be submitted

IT Staff 
(EHR builders)

• Incorporate into EHR visit templates

Pharmacy Staff • Understand clinical care requirements

• Understand roles w/external organizations (e.g., PBMs)

Care Managers • Coordinate closing gaps in care for each measure



Today’s Focus Measures

▪ C01- Breast Cancer Screening

▪ C02 - Colorectal Cancer Screening

▪ C03 - Annual Flu Vaccine

▪ C11- Diabetes Care – Eye Exam

▪ C12 - Diabetes Care – Blood Sugar Controlled

▪ C13 - Kidney Health Evaluation for Patients with Diabetes

▪ C14 - Controlling Blood Pressure



Let’s Begin!



Domain 1 - Staying Healthy: Screenings, Tests, 

and Vaccines

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure



Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines

C01 – Breast Cancer Screening

Description: Percent of female plan members aged 50-74 who had a 

mammogram.

Metric: Percentage of women MA enrollees 50 to 74 years of age (denominator) 

as of December 31 of the measurement year who had a mammogram to screen 

for breast cancer in the past two years (numerator).

HEDIS Label Weighting Category Weight

Breast Cancer Screening (BCS) Process Measure 1



C01 – Breast Cancer Screening

Provider Best Practices and Process Flows

• Implement standing orders or protocolized workflows to allow mammography 

ordering when patients meet eligibility criteria.

• Perform a care gap check at every clinical encounter and schedule the 

mammogram before the patient leaves the clinic.

• Conduct proactive outreach to overdue members using multimodal reminders 

(phone calls, text messages, and/or mailed notices) with direct scheduling 

support.

• Consider mailing mammogram reminder postcards in September to members due 

for a mammogram to align with October’s Breast Cancer Awareness month.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



C01 – Breast Cancer Screening

Provider Data and Technology Expectations

• Use Manifest MedEx or Carequality to retrieve mammography results performed by 

outside imaging providers.

• Track outreach attempts and screening completion status.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



Self-Check:
BCS is measured as the percentage of female plan members ages 
___ to ___ that had a mammogram in the past __ years.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure



C02 – Colorectal Cancer Screening

Description: Percent of plan members aged 50-75 who had appropriate 

screening for colorectal cancer.

Metric: Percentage of MA enrollees 50 to 75 (denominator) as of December 
31 of the measurement year who had appropriate screenings for colorectal 

cancer (numerator). 

HEDIS Label
Weighting 

Category
Weight

Colorectal Cancer Screening (COL) Process Measure 1

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



C02 – Colorectal Cancer Screening

Provider Best Practices and Process Flows

• Practices should implement a standardized colorectal cancer screening pathway, 

including colonoscopy, FIT, FOBT, or stool DNA testing based on patient risk and 

preferences.

• For patients unwilling or unable to complete a colonoscopy, practices should default 

to a FIT-based workflow with mailed kits and return tracking.

• Abnormal screening results must be managed through closed-loop follow-up, with 

positive FIT results triggering colonoscopy scheduling within defined timeframes.

• Screening status should be reviewed during Annual Wellness Visits and chronic care 

encounters.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



C02 – Colorectal Cancer Screening

Provider Data and Technology Expectations

• Practices should maintain a registry of eligible members that includes screening modality and 

due dates.

• Laboratory integrations should support tracking of test kit ordering, shipment, return, and 

processing.

• Referral workflows must support colonoscopy completion tracking and results ingestion into the 

EHR.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



Self-Check:
Abnormal screening results must be managed through _____-loop 
follow-up, with positive FIT results triggering _________ scheduling within 
defined timeframes.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



C03 – Annual Flu Vaccine

Description: Percent of plan members who got a vaccine (flu shot).

Metric: The percentage of sampled Medicare enrollees (denominator) who 

received an influenza vaccination (numerator). 

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines

HEDIS Label Weighting Category Weight

N/A Process Measure 1



C03 – Annual Flu Vaccine

Provider Best Practices and Process Flows

• Practices should implement standing orders for influenza vaccination across all ambulatory 

care settings.

• Influenza vaccination should be offered opportunistically at every encounter during flu season, 

regardless of visit type.

• Proactive outreach should be conducted for unvaccinated members, including coordination 

with retail pharmacies when preferred by the member.

• Vaccinations administered externally must be confirmed and documented in the EHR.

• Provide members a copy of their vaccine record.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



C03 – Annual Flu Vaccine

Provider Data and Technology Expectations

• Practices should maintain integration with the state immunization registry (for example, CAIR2 

or equivalent).

• Regular reports identifying eligible but unvaccinated members should be generated to support 

outreach.

• EHR alerts should notify staff when vaccination is due at check-in or rooming.

• Bidirectional data exchange with pharmacy claims and immunization registries should be 

leveraged when available.

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



Self-Check:
Influenza vaccination should be offered opportunistically at every 
encounter during flu season, regardless of ___________.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



Domain 2 - Managing Chronic Conditions

C11 – Diabetes Care - Eye Exam
Description: Percent of plan members with diabetes who had an eye exam to check for 

damage from diabetes during the year.

Metric: The percentage of diabetic MA enrollees age 18-75 with diabetes (type 1 and 

type 2) (denominator) who had an eye exam (retinal) performed during the 

measurement year (numerator). 

HEDIS Label Weighting Category Weight

Eye Exam for Patients with Diabetes (EED) Process Measure 1



Domain 2 - Managing Chronic Conditions

C11 – Diabetes Care - Eye Exam

Provider Best Practices and Process Flows

• Providers should ensure annual diabetic retinal exams are ordered and scheduled for eligible 

members.

• Partnerships with optometry and ophthalmology practices should be leveraged to improve 

access.

• Digital eye exam, remote imaging, and fundus photography can count if the results are read 

by an eye care professional (optometrist or ophthalmologist). 

• Prepare standing referrals to ophthalmologists, assist members in making appointments, and 

track referrals until the specialist report is obtained.

• Tele-retinal screening should be offered when in-person specialist access is limited.



Domain 2 - Managing Chronic Conditions

C11 – Diabetes Care - Eye Exam

Provider Data and Technology Expectations

• Referral workflows should track exam completion and ingest results into the EHR.

• Providers should use HIEs (e.g., Manifest MedEx, Carequality, Care Everywhere) to retrieve 

external eye exam results.

• EHR reminders should prompt action during diabetes visits and Annual Wellness Visits.



Self-Check:
Partnerships with ______ and ________ practices should be leveraged 
to improve access.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure

Domain 1 - Staying Healthy: Screenings, Tests, and Vaccines



Domain 2 - Managing Chronic Conditions

C12 – Diabetes Care - Blood Sugar Controlled

Description: Percent of plan members with diabetes who had an A1c lab test during 

the year that showed their average blood sugar is under control. 
 

Metric: The percentage of diabetic MA enrollees age 18-75 (denominator) whose 

most recent HbA1c level is greater than 9%, or who were not tested during the 

measurement year (numerator)*. 

HEDIS Label Weighting Category Weight

Glycemic Status Assessment for Patients 

with Diabetes (GSD) - Poor >9%

Intermediate 

Outcome Measure
3

*This measure for public reporting is reverse-scored, so higher scores are better.



Domain 2 - Managing Chronic Conditions

C12 – Diabetes Care - Blood Sugar Controlled

Provider Best Practices and Process Flows

• Providers should ensure that all members with diabetes receive at least one hemoglobin 

A1c test annually to avoid “not tested” measure leakage.

• Members with A1c values greater than 9% should receive intensified management, 

including medication titration, pharmacist support, and nutrition referrals.

• Follow-up frequency should range from every four to twelve weeks, depending on severity 

and control.

• Barriers such as medication affordability, adherence challenges, food insecurity, and 

health literacy should be proactively addressed.



Domain 2 - Managing Chronic Conditions

C12 – Diabetes Care - Blood Sugar Controlled

Provider Data and Technology Expectations

• Laboratory interfaces should support longitudinal A1c trend dashboards.

• Registries should identify members with uncontrolled diabetes and trigger outreach tasks.

• Clinical decision support should guide treatment intensification.

• Pharmacy claims data should be integrated to detect nonadherence contributing to poor 

control. 



Self-Check:
Follow-up frequency should range from every ____ to ____weeks, 
depending on severity and control.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure



Domain 2 - Managing Chronic Conditions

C13 – Kidney Health Evaluation for Patients with Diabetes

Description: Percent of plan members with diabetes who received a kidney 

health evaluation during the year. 

Metric: The 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.

HEDIS Label Weighting Category Weight

Kidney Health Evaluation for Patients with 

Diabetes (KED)
Process Measure 1



Domain 2 - Managing Chronic Conditions

C13 – Kidney Health Evaluation for Patients with Diabetes

Provider Best Practices and Process Flows

• Providers should order an annual diabetes kidney health bundle, including estimated 

glomerular filtration rate (eGFR) and urine albumin-to-creatinine ratio (uACR).

• Abnormal results should trigger standardized protocols, including ACE inhibitor or ARB 

optimization, consideration of SGLT2 inhibitors, and nephrology referral when indicated.

• Patients should receive education on chronic kidney disease risk and follow-up plans.



Domain 2 - Managing Chronic Conditions

C13 – Kidney Health Evaluation for Patients with Diabetes

Provider Data and Technology Expectations

• Laboratory interfaces must capture both eGFR and uACR results, as both are required for 

measure compliance.

• Clinical decision support should assist with chronic kidney disease staging and treatment 

recommendations.

• Referral tracking should support nephrology access and care plan documentation.



Self-Check:
Laboratory interfaces must capture both ____ and ____ results, as both 
are required for measure compliance.



Today’s Focus Measures

• C01- Breast Cancer Screening

• C02 - Colorectal Cancer Screening

• C03 - Annual Flu Vaccine

• C11- Diabetes Care – Eye Exam

• C12 - Diabetes Care – Blood Sugar Controlled

• C13 - Kidney Health Evaluation for Patients with Diabetes

• C14 - Controlling Blood Pressure



Domain 2 - Managing Chronic Conditions

C14 – Controlling Blood Pressure

Description: Percent of plan members with high blood pressure who got 

treatment and were able to maintain a healthy pressure. 

Metric: The percentage of MA members 18–85 years of age who had a 

diagnosis of hypertension (HTN) (denominator) and whose blood pressure (BP) 

was adequately controlled (less than 140/90 mm Hg) (numerator). 

HEDIS Label Weighting Category Weight

Controlling High Blood Pressure (CBP)
Intermediate 

Outcome Measure
3



Domain 2 - Managing Chronic Conditions

C14 – Controlling Blood Pressure

Provider Best Practices and Process Flows

• Providers should follow standardized blood pressure measurement protocols, 

including appropriate rest time, cuff size selection, and repeat measurements when 

elevated.

• Hypertension management pathways should include medication titration schedules 

and home blood pressure monitoring.

• Rapid follow-up visits should be scheduled within two to four weeks for uncontrolled 

blood pressure.

• Medication adherence and lifestyle counseling should be delivered using structured 

approaches.



Domain 2 - Managing Chronic Conditions

C14 – Controlling Blood Pressure

Provider Data and Technology Expectations

• Blood pressure readings should be captured discretely, with prompts for repeat 

measurements when indicated.

• Home blood pressure data should be integrated through device connectivity or 

structured patient-reported workflows.

• Hypertension registries should track control rates by provider and panel.



Self-Check:
Home blood pressure data should be ___________ through device 
connectivity or structured patient-reported workflows.



Upcoming Resources

• Future Look and Learns

• Part 2: March 4

• Part 3: March 25

• Part 4: April 8

• Part 5: April 25

• Stars Pocket Guide

• Quick reference for in-clinic operations

• Measure definitions, best practices, documentation requirements

• Target release date: Week of March 2nd

• Inovalon Training 

• Content: Stars measure results, gaps in care, risk adjustment, coding

• Date TBD



Provider Next Steps

• Ensure all clinical and operational support staff become familiar with the Stars 

measure definitions and best practices

• Print and distribute copies of the Stars Pocket Guide

• Incorporate Stars measures into EHR visit templates

• Train clinical staff on corresponding process changes

• Send feedback to HPSJ on the effectiveness of Stars trainings or potential 

enhancements to the Stars Pocket Guide



Measures Covered Next Session:  

C15 - Reducing the Risk of Falling

C16 - Improving Bladder Control

C17 - Medication Reconciliation Post-Discharge

C18 - Plan All-Cause Readmissions

C20 - Transitions of Care

C21- Follow-up after Emergency Department Visit for People with 

Multiple High-Risk Chronic Conditions



Q&A

Thank You!



THANK

YOU!
www.hpsj-mvhp.org | 1-888-936-PLAN (7526)

San Joaquin

HPSJ/MVHP Headquarters
7751 South Manthey Road
French Camp, CA 95231

Stanislaus

1025 J Street
Modesto, CA 95354

El Dorado

4237 Golden Circle Drive
Placerville, CA 95667



Appendix



Appendix

Star Cut Points - Part C - Domain 1

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C01 - Breast Cancer Screening < 58% ≥ 58% to < 71% ≥ 71% to < 76% ≥ 76% to < 84% ≥ 84%

C02 - Colorectal Cancer Screening < 48% ≥ 48% to < 60% ≥ 60% to < 70% ≥ 70% to < 78% ≥ 78%

C03 - Annual Flu Vaccine* < 57 ≥ 57 to < 61 ≥ 61 to < 68 ≥ 68 to < 73 ≥ 73

C04 - Improving or Maintaining 
Physical Health < 66% ≥ 66% to < 70% ≥ 70% to < 72% ≥ 72% to < 75% ≥ 75%

C05 - Improving or Maintaining 
Mental Health < 81% ≥ 81% to < 83% ≥ 83% to < 85% ≥ 85% to < 88% ≥ 88%

C06 - Monitoring Physical Activity < 41% ≥ 41% to < 47% ≥ 47% to < 53% ≥ 53% to < 59% ≥ 59%

*C03 - Annual Flu Vaccine is not measured by stars but instead by base groups 1-5



Appendix

Star Cut Points - Part C - Domain 2

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C07 - Special Needs Plan (SNP) Care 
Management < 42% ≥ 42% to < 60% ≥ 60% to < 73% ≥ 73% to < 88% ≥ 88%

C08 - Care for Older Adults - 
Medication Review < 58% ≥ 58% to < 85% ≥ 85% to < 93% ≥ 93% to < 98% ≥ 98%

C09 - Care for Older Adults - Pain 
Assessment < 65% ≥ 65% to < 86% ≥ 86% to < 95% ≥ 95% to < 99% ≥ 99%

C10 - Osteoporosis Management in 
Women who had a Fracture < 32% ≥ 32% to < 41% ≥ 41% to < 53% ≥ 53% to < 68% ≥ 68%

C11 - Diabetes Care - Eye Exam < 60% ≥ 60% to < 72% ≥ 72% to < 80% ≥ 80% to < 86% ≥ 86%



Appendix

Star Cut Points - Part C -Domain 2 Continued

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C12 - Diabetes Care - Blood Sugar 
Controlled < 54% ≥ 54% to < 77% ≥ 77% to < 87% ≥ 87% to < 91% ≥ 91%

C13 - Kidney Health Evaluation for 
Patients with Diabetes < 34% ≥ 34% to < 51% ≥ 51% to < 62% ≥ 62% to < 74% ≥ 74%

C14 - Controlling Blood Pressure < 67% ≥ 67% to < 75% ≥ 75% to < 80% ≥ 80% to < 86% ≥ 86%

C15 - Reducing the Risk of Falling < 51% ≥ 51% to < 57% ≥ 57% to < 62% ≥ 62% to < 71% ≥ 71%

C16 - Improving Bladder Control < 41% ≥ 41% to < 45% ≥ 45% to < 49% ≥ 49% to < 53% ≥ 53%



Appendix

Star Cut Points - Part C -Domain 2 Continued

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C17 - Medication Reconciliation 
Post-Discharge < 40% ≥ 40% to < 60% ≥ 60% to < 74% ≥ 74% to < 87% ≥ 87%

C18 - Plan All-Cause Readmission > 12% > 10% to ≤ 12% > 9% to ≤ 10% > 7% to ≤ 9% ≤ 7%

C19 - Statin Therapy for Patients with 
Cardiovascular Disease < 81% ≥ 81% to < 85% ≥ 85% to < 88% ≥ 88% to < 91% ≥ 91%

C20 - Transitions of Care < 44% ≥ 44% to < 56% ≥ 56% to < 69% ≥ 69% to < 79% ≥ 79%

C21 - Follow-up after Emergency 
Department Visit for People with 
Multiple High-Risk Chronic 
Conditions

< 50% ≥ 50% to < 59% ≥ 59% to < 67% ≥ 67% to < 78% ≥ 78%



Appendix

Base Group Cut Points - Part C -Domain 3

Measure
Base 

Group 
1

Base Group 2 Base Group 3 Base Group 4
Base 

Group 
5

C22 - Getting Needed Care < 78 ≥ 78 to < 80 ≥ 80 to < 82 ≥ 82 to < 84 ≥ 84

C23 - Getting Appointments and Care 
Quickly < 80 > 80 to ≤ 82 > 82 to ≤ 84 > 84 to ≤ 86 ≥ 86

C24 -  Customer Service < 88 ≥ 88 to < 89 ≥ 89 to < 91 ≥ 91 to < 92 ≥ 92

C25 -  Rating of Health Care Quality < 84 ≥ 84to < 86 ≥ 86 to < 87 ≥ 87 to < 88 ≥ 88

C26 -  Rating of Health Plan < 84 ≥ 84 to < 85 ≥ 85 to < 87 ≥ 87 to < 89 ≥ 89

C27 - Care Coordination < 85 ≥ 85 to < 86 ≥ 86 to < 88 ≥ 88 to < 89 ≥ 89



Appendix

Star Cut Points - Part C -Domain 4

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C28 - Complaints about the Health 
Plan > 1.34 > 0.71 to ≤ 1.34 > 0.32 to ≤0.71 > 0.11 to ≤ 0.32 ≤ 0.11

C29 - Members Choosing to Leave 
the Plan > 39% > 28% to ≤ 39% > 17% to ≤28% > 8% to ≤ 17% ≤ 8%

C30 - Health Plan Quality 
Improvement

< -
0.1213

68

≥ -0.121368 to 
< 0

≥ 0 to < 
0.202884

≥ 0.202884 to < 
0.391253

≥ 
0.3912

53



Appendix

Star Cut Points - Part C -Domain 5

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

C31 - Plan Makes Timely Decisions 
About Appeals < 74% ≥ 74% to < 90% ≥ 90% to < 99% ≥ 99% to < 

100% ≥ 100%

C32 - Reviewing Appeals Decisions < 83% ≥ 83% to < 96% ≥ 96% to < 96% ≥ 98% to < 
100% ≥ 100%

C33 - Call Center - Foreign Language 
Interpreter and TTY Availability < 51% ≥ 51% to < 74% ≥ 74% to < 97% ≥ 97% to < 00% ≥ 100%



Appendix

Star Cut Points - Part D -Domains 1-3

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

D01 - Call Center - Foreign language 
Interpreter and TTY Availability < 45% ≥ 45% to < 79% ≥ 79% to < 95% ≥ 95% to < 

100% ≥ 100%

D02 - Complaints about the Drug 
Plan > 1.34 > 0.71 to ≤ 1.34 > 0.32 to ≤ 0.71 > 0.11 to ≤ 0.32 ≤ 0.11

D03 - Members Choosing to Leave 
the Plan > 39% > 28% to ≤ 39% > 17% to ≤ 28% > 8% to ≤ 17% ≤ 8%

D04 - Drug Plan Quality Improvement
< -

0.2337
66

≥ -0.233766 to 
< 0

≥ 0 to <  
0.320439

≥ 0.320439 to < 
0.579545

≥ 
0.5795

45

D05 - Rating of Drug Plan < 85 ≥ 85 to < 86 ≥ 86 to < 88 ≥ 88 to < 89 ≥ 89

D06 - Getting Needed Prescription 
Drugs < 87 ≥ 87 to < 88 ≥ 88 to < 90 ≥ 90 to < 91 ≥ 91

*Health Plan is an MA-PD, which is a Medicare Advantage organization that offers Medicare prescription 
drug coverage and Part A and Part B benefits in one plan. 



Appendix

Star Cut Points - Part D -Domain 4

Measure 1 Star 2 Stars 3 Stars 4 Stars 5 Stars

D07 - MPF Price Accuracy < 92 ≥ 92 to < 93 ≥ 93 to < 94 ≥ 94 to < 99 ≥ 99

D08 - Medication Adherence for 
Diabetes Medications < 83% ≥ 83% to < 86% ≥ 86% to < 89% ≥ 89% to < 92% ≥ 92%

D09 - Medication Adherence for 
Hypertension (RAS antagonists) < 84% ≥ 84% to < 88% ≥ 88% to < 91% ≥ 91% to < 93% ≥ 93%

D10 - Medication Adherence for 
Cholesterol (Statins) < 84% ≥ 84% to < 88% ≥ 88% to < 90% ≥ 90% to < 93% ≥ 93%

D11 - MTM Program Completion Rate 
for CMR < 62% ≥ 62% to < 82% ≥ 82% to < 91% ≥ 91% to < 96% ≥ 96%

D12 - Statin Use in Persons with 
Diabetes (SUPD) < 81% ≥ 81% to < 85% ≥ 85% to < 89% ≥ 89% to < 93% ≥ 93%

*Health Plan is an MA-PD, which is a Medicare Advantage organization that offers Medicare prescription 
drug coverage and Part A and Part B benefits in one plan. 



Appendix

Acronyms
• MA: Medicare Advantage

• EHR: Electronic Health Record

• HIE: Health Information Exchange

• AWV: Annual Wellness Visit

• ADT: Admission, Discharge, and Transfer

• FIT: Fecal Immunochemical Test

• FOBT: Fecal Occult Blood Test

• DXA: Dual-Energy X-ray Absorptiometry

• BH: Behavioral Health

• CMR: Comprehensive Medication Review

• CAHPS: Consumer Assessment of Healthcare Providers and Systems

• ASCVD: Atherosclerotic Cardiovascular Disease

• SNP: Special Needs Plan



Appendix

Health Information Exchange Expectations
Providers are strongly encouraged to participate in and routinely use a Health Information 

Exchange (HIE) to support care gap closure, care coordination, and data completeness. For this 

program, preferred HIEs include Manifest MedEx and Carequality. Providers should use these 

platforms to retrieve external clinical data, including hospitalizations, imaging, laboratory results, 

immunizations, and specialty care documentation.

Care Gap Identification
The health plan will provide suspected care gaps via Inovalon. Providers are expected to 

reconcile Inovalon-identified gaps with EHR or population health tool data and notify the health 

plan of discrepancies.
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