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Thank you for your continued partnership and collaboration.
This bulletin is to keep you informed of current MDX Hawaiʻi
initiatives and program announcements.

MEDICAL MANAGEMENT
Changes to Prior Authorizations
We are pleased to announce that to better serve
you, MDX Hawai’i has made several adjustments
to the Utilization Management (UM) Program. The
requirement for authorization has been removed
for many services, such as:
• Cardiac outpatient diagnostic services
(echocardiograms, stress tests)
• PET Scans
• Behavioral Health services
• Continuous glucose monitors
• Home Health services
• Enteral nutrition and dietary assessments
(including diabetic education services)
Removal of prior authorization requirement does not
guarantee payment. Medicare and proper coding
rules and regulations, such as inpatient only,
quantity of DME supplies and visits, bundling,
appropriateness, etc., still apply. These rules will
be followed during claims processing. While the
summary below is not exhaustive of all services,
several medical services and procedures will
continue to require UM review in 2021:
• Certain Specialty drugs
• Planned inpatient admits AND the procedure
leading to the inpatient admission
• New services with temporary procedural
codes, unless otherwise specified on our
PA look-up tool
• Transplants
• Potential cosmetic services
• Medicare Non-covered services
• Investigational/experimental treatments
and services
• Radiation Oncology services

• Outpatient Physical and Occupational
therapy visits (guidance document available
on our portal listing therapy modalities not
covered by Medicare)
• Molecular tests
• Genetic testing
• Joint and Spine Orthopedic procedures
• Prostate/Bladder procedures
• DME (list has been significantly reduced)
• Services that require Health Plan review
(e.g., Part D drugs, non-medical dental,
vision services)
MDX Hawai’i will continue to monitor the
appropriateness of utilization and identify changing
or emerging utilization trends. These findings will
be reviewed with providers as appropriate. We
will continue to refine and retool our UM program
as health care needs and our model of care both
evolve. Requirements may be added and/or
removed from the prior authorization list and you
will be notified of any changes in advance.
For your reference, several new Medicare coverage
guidance documents are available on our provider
portal. We will continue to add and update these
documents as they become available.

September 2021
April 2020

BOI PROGRAM CHANGES IN
PROVIDER PORTAL
AHA/AWV Uploads
As of July 12, 2021 the submission of AHA/AWVs
to the Provider Portal has been disabled. Please
continue to send your notes via fax: 808 426 7607
or to your respective PSAMs.

Interactive MIPs
Effective July 19, 2021 the iMIP form has been
updated in the Provider Portal. The change can be
found under “Action Requested” where it shows a
streamlined column for providers to either disagree
or agree with a notation of “N” or “Y”.
The changes to the interactive MIP (iMIP), will have
no impact to your additional claims submission
requirements report on currently active conditions.
We will transition our new attestation format
of historically known conditions on the printed
Physician Reviewer MIP to achieve better
consistency with the interactive MIP in the future.
As long as you continue to use the paper form,
we will honor your decision to continue your
existing workflows and notation of:
1. Disconfirm
2. Disagree
3. No Evidence
We also encourage you to continue documenting
the date on your assessment.

PROVIDER PORTAL
We encourage your practice to submit specialist
referrals and prior authorization requests via our
Provider Portal. The advantages of using our
provider portal are:
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If you would like access to our secure Provider
Portal, please see your site administrator to
set-up your User account. If you do not have
a site administrator, please have your office
submit a completed registration form to set-up
an administrator account. A maximum of
two (2) administrators per Provider or Group
practice is allowed.

PHARMACY UPDATES
FDA Approved First Interchangeable
Insulin Biosimilar
Semglee® (insulin glargine-yfgn) was approved by
the FDA in July 2021 as the first interchangeable
biosimilar insulin product. Semglee® is a biosimilar
to and interchangeable with Lantus®. This is the first
interchangeable biosimilar product approved by the
FDA for the treatment of diabetes.
Semglee® will not be on formulary with Humana
or United Healthcare at this time.
Reference:
Semglee® (insulin glargine-yfgn) [Prescribing Information].
Morgantown, WV: Mylan Specialty L.P. June 2020. Available at:
https://dailymed.nlm.nih.gov/dailymed/fda/fdaDrugXsl.cfm?type=
display&setid=970259e5-179a-4116-9d09-f3f8ad052283

CMS REQUIRED DOCUMENTATION
FOR RISK ADJUSTMENT
AND HCC CODING
CMS requires that Risk Adjustment and HCC coding
documents must be legible and must include each of
these criteria:
• Patient’s Legal First and Last Name
• Patient’s correct DOB
• Correct Date of Service

• Use the Code Lookup tool to find if services
require prior authorization

• Provider’s Name

• View the status of a specific authorization and
print a status report at the time of submission

• Page Numbers or shows a flow

• Ensure accuracy in data entry
• Check patient eligibility
• Check claims status

• Provider’s Credentials
• Should include all pages of the document
(e.g. if the document indicates that it has
4 pages, all 4 pages must be included)
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DOCUMENTATION GUIDELINES
FOR AMENDED MEDICAL
RECORDS
All services should be documented in the patient's
medical record at the time they are rendered.
Sometimes services that may have been provided
were not properly documented. In this instance, the
documentation will need to be amended, corrected,
or entered after the service is rendered.
Listed below are the most common reasons why
these notes were returned:
• Missing or illegible First and/or Last Name
• Misspelled/Incorrect Name
• Missing or illegible Date of Birth (DOB)
• Missing or illegible Date of Service (DOS)
• Inconsistent DOS
• Missing or illegible Provider’s Name
• Missing or illegible Provider’s credentials
• Signature date prior to the DOS
• Missing page numbers from pages or
missing a flow

Amended Medical Records
Late entries, addendums, or corrections to a medical
record are legitimate occurrences in documentation
of clinical services. A late entry, an addendum or a
correction to the medical record, bears the current
date of that entry and is signed by the person
making the addition or change.
• Late Entry: A late entry supplies additional
information that was omitted from the original
entry. The late entry bears the current date, is
added as soon as possible, is written only if the
person documenting has total recall of the
omitted information and signs the late entry.
Example: A late entry following treatment of multiple
trauma might add: "The left foot was noted to be
abraded laterally. John Doe MD 06/15/09"
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• Addendum: An addendum is used to provide
information that was not available at the time of
the original entry. The addendum should also be
timely and bear the current date and reason
for the addition or clarification of information
being added to the medical record and be
signed by the person making the addendum.
Example: An addendum could note: "The chest x-ray
report was reviewed and showed an enlarged
cardiac silhouette. John Doe MD 06/15/09"

• Correction: When making a correction to the
medical record, never write over, or otherwise
obliterate the passage when an entry to a
medical record is made in error. Draw a single
line through the erroneous information, keeping
the original entry legible. Sign or initial and date
the deletion, stating the reason for correction
above or in the margin. Document the correct
information on the next line or space with the
current date and time, making reference back
to the original entry.
Correction of electronic records should follow the
same principles of tracking both the original entry
and the correction with the current date, time,
reason for the change and initials of person making
the correction. When a hard copy is generated from
an electronic record, both records must show the
correction. Any corrected record submitted must
make clear the specific change made, the date
of the change, and the identity of the person
making that entry.
An amendment must be based on an observation of
the patient on the date of service and signed by the
physician. Only the attending or treating physician
can amend the medical record. The most common
example is for follow-up notes based on a diagnostic
test ordered and related test results received
subsequent to the patient visit. Sufficient information
must be contained in the amendment to verify the
documentation was completed in a timely manner by
the attending or treating physician. For RADV "timely
manner" generally means up to 90 days from the
encounter but there could be exceptions such as
extended specialized or revised lab/path results
or autopsies, legal cases sequestered before
completing record, natural disasters, or delays
due to physicians called to military service.
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Falsified Documentation

STARS

Providers are reminded that deliberate falsification of
medical records is a felony offense and is viewed
seriously when encountered. Examples of falsifying
records include:

Statin Therapy for patients with
cardiovascular disease (SPC) STAR measure

• Creation of new records when records are
requested
• Back-dating entries
• Post-dating entries
• Pre-dating entries
• Writing over, or
• Adding to existing documentation (except as
described in late entries, addendums and
corrections)
Corrections to the medical record legally amended
prior to claims submission and/or medical review
will be considered in determining the validity of
services billed. If these changes appear in the record
following payment determination based on medical
review, only the original record will be reviewed in
determining payment of services billed to Medicare.
Appeal of claims denied on the basis of an
incomplete record may result in a reversal of the
original denial if the information supplied includes
pages or components that were part of the original
medical record, but were not submitted on the
initial review.

Resources
•

Section 1833(e) Title XVIII of the Social Security Act (No
Documentation)

•

Section 1842(a)(1)(c) of the Social Security Act (Carrier
Audits)

•

Section 1862(a)(1)(A) of Title XVIII of the Social Security
Act (Medical Necessity)

•

Schott, Sharon. "How Poor Documentation Does Damage
in the Court Room." Journal of AHIMA 74, no. 4 (April
2003): 20-24

•

Dougherty, Michelle. "Maintaining a Legally Sound Health
Record." Journal of AHIMA 73, no. 8 (April 2003): 64A-G

•

CMS’s Medical Record Reviewer Guidance v 2.0 effective
1/10/20

Cardiovascular disease is the leading cause of
death in the United States. It is estimated that 92.1
million American adults have one or more types of
cardiovascular disease (Benjamin et al., 2017).
People with diabetes also have elevated
cardiovascular risk, thought to be due in part to
elevations in unhealthy cholesterol levels. Having
unhealthy cholesterol levels places people at
significant risk for developing atherosclerotic
cardiovascular disease (ASCVD).
The SPC treatment rate (Medicare STAR
measure) is defined as the percentage of males
21-75 years old and females 40-75 years old who
were identified as having atherosclerotic
cardiovascular disease (ASCVD) and who were
dispensed at least one high or moderateintensity statin medication during the
measurement year.
• The American College of Cardiology/American
Heart Association (ACC/AHA) guidelines
recommend initiation of high-intensity (or
maximal tolerated) statin therapy in all patients
with ASCVD, regardless of baseline LDL values
(Class I Level A Recommendation).
• Heart disease and stroke cost the United States
nearly $1 billion per day in medical costs and
lost productivity. By 2030, annual direct medical
costs associated with cardiovascular diseases
are projected to rise to more than $818 billion,
while lost productivity costs could exceed
$275 billion.
Both our clinical pharmacy team and Quality STAR
teams are assisting by calling patients with clinical
atherosclerotic cardiovascular disease (ASCVD) and
who have not received or filled their prescription for
statin therapy (filled at least 1 high or moderate-high
statin during the measurement year). Although the
calls to remind them to refill their statin prescriptions
are productive and mostly appreciated by patients,
there still seems to be some confusion on potential
side effects, effectiveness, and a lack of perceived
benefit. We use the expertise of our in-house nurse
and pharmacist to soothe these concerns but there
are many times where we also struggle to get the
patient to say yes to refilling their medication.
(Continued)
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the medication to another drug in the same class
for patients with muscle pain. Please consider mail
order pharmacy along with a 90-day refill with
this medication class. Patients listen to you! If
we continue to work together, this will greatly
increase the chances of success.

You can help by going over this class of medication
(see table below) with your patients during any visit
and ensuring they understand the safety profile, side
effects and benefits of statin medication therapy.
Consider lowering the dosage amount or changing

Medications
To comply with this measure, one of the following medications must have been dispensed:
Drug Category
High-intensity
statin therapy

Medications
• Atorvastatin 40-80 mg
• Amilodipine-atorvastatin 40-80 mg
• Rosuvastatin 20-40 mg
• Simvastatin 80 mg
• Ezetimibe-simvastatin 80 mg

Drug Category
Moderateintensity statin
therapy

Medications
• Atorvastatin 10-20 mg
• Amiodipine-atorvastatin 10-20 mg
• Rosuvastatin 5-10 mg
• Simvastatin 20-40 mg
• Ezetimibe-simvastatin 20-40 mg
• Pravastatin 40-80 mg
• Lovastatin 40 mg
• Fluvastatin 40-80 mg
• Pitavastatin 2-4 mg

Recommendations to Address Statin Use Barriers
Barrier

Recommendation

Statin side effects: CNS effects, digestive
problems, muscle pain, soreness,
weakness, may occur any time

• Consider hydrophilic statin
• Reduce dose, and/or administration frequency, or switch statin

May cause type II diabetes – FDA warning
may increase blood glucose, may lead to
developing type II diabetes

• Benefit vs Risk assessment
• Preventing a heart attack in patients with diabetes outweighs
the small risk of mildly increasing blood glucose levels

Patient does not have high cholesterol

• Statins are recommended for cardio protection even in patients
when LDL is low
• Statins have many benefits including plaque stabilization and
reducing inflammation

Liver Damage

• Mild elevation May continue to take statin
• Severe elevation May try alternate statin

Rhabdomyolysis (<1%)
severe muscle pain, liver damage,
kidney failure and death

• Very rare, few cases per million
• Urine and blood diagnostic test
• Review for drug interactions and high dose statin use

Cost & Transportation
(Copay > $20 = higher rate
of non-adherence)

• Prescribe generics
• 90-day supply (100 day where a benefit)
• Most plans Tier 1 $0 copay for 90-day
(Continued)
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Recommendations to Address Statin Use Barriers (continued)
Barrier

Recommendation

Previous Experience

• Counseling on known benefits vs potential risk
• Consider alternate statin or dosing regimen
• “nocebo effect” (patient with negative expectation report higher
incidence of muscle pain

Low Health Literacy

• Counseling
• Simplify medication regimen
• Medication Synchronization (usually patient must request)
• Enroll in pharmacy auto refill/refill reminder programs
• Advise don’t “feel” cholesterol or “feel” the benefit

Questions? Reach out to our MDX Hawaii’s Quality Program pharmacist Gordon Cheng at 808-465-3539 or
email us at QualityAnalysts@mdxhawaii.com. We are always here to help.

Controlling Blood Pressure
(CBP) STAR measure
Controlling Blood Pressure measure has returned for
2021 and in the year 2022 will be triple-weighted.
This measure assesses adults 18–85 years of age
who had a diagnosis of hypertension and whose
blood pressure was adequately controlled
(<140/90 mm Hg).
Why it matters
Known as the “silent killer,” hypertension increases
the risk of heart disease and stroke, which are the
leading causes of death in the United States.
Controlling high blood pressure is an important step
in preventing heart attacks, stroke and kidney
disease, and in reducing the risk of developing other
serious conditions. Health care providers and plans
can help individuals manage their high blood
pressure by prescribing medications and
encouraging low-sodium diets, increased physical
activity and smoking cessation.

Important changes
• Patients are now identified for the measure by
two outpatient visits with a diagnosis of
hypertension between January 1 of the prior
year and June 30 of the measure year.
• BP readings:
o

BPs taken by a patient from
any digital device are acceptable as long as
the BP is documented in the patient’s legal
record by the provider managing the
patient’s BP.

o

BP readings taken by the patient using a
non-digital device, such as a manual blood
pressure cuff and a stethoscope, are not
allowed for HEDIS reporting.

o

Patient self-reported blood pressure
readings may be obtained during telehealth,
telephone, e-visits and virtual check-ins.
(Continued)
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• Making sure the date of service and BP reading
are documented together.
• If a patient’s initial BP reading is elevated, you
can take multiple readings during the same visit
and use the lowest systolic and lowest diastolic
to document the overall reading. If your office
uses a manual BP cuff, do not round up the BP
reading.
• Retaking the patient’s BP after they have had
time to rest. Patients who have an elevated BP
during an office visit in August, September or
October should be brought back for a follow up
visit before December 31st.
• Making sure that patients are taking their
antihypertensive medication and, if possible and
appropriate, order a 90-day medication supply
and enroll them in their Health Plan mail order
program to ensure adherence.
• Finally, the most important one is to make
sure to include the lowest systolic and
diastolic reading on your claim. Below are
the current approved CPT II codes to submit:
 SBP < 130

(3074F)

 SBP 130 – 139

(3075F)

 SBP 140 or over

(3077F)

 DBP < 80

(3078F)

 DBP 80 – 89

(3079F)

 DBP 90 or over

(3080F)

Questions? Reach out to our MDX Hawaii’s
Quality Program via email at
QualityAnalysts@mdxhawaii.com.
We are always here to help.

PNO
COVID-19 Update
The national public health emergency for
COVID-19 has been extended from July 19,
2021 to Oct 17, 2021.
We are continuing to monitor the pandemic and
are working closely with our health plan partners,
UnitedHealthcare (UHC) and Humana.
For current information and resources, as well
as details regarding COVID-19 testing and
testing-related visits, please visit UnitedHealthcare
and Humana for more information.

Beacon Physician Decision
Support (PDS) Platform Update
We would like to remind providers to review and
complete lab test requiring Prior Authorizations and
Advanced Notifications through our web-based
platform called Physician Decision Support (PDS).
Access to the PDS platform will be available through
the link found in our Provider Portal. A reference
guide for your office program administrator or contact
is available on our website. An email notification will
be sent to you when a new lab test requires review.
MDX Hawai‘i Help Desk is available to provide
technical support. Contact the Help Desk by calling
(844) 919-0799 from 8 a.m. to 8 p.m. HST Monday
through Friday.
For any questions about prior authorization or to
request a peer-to-peer review, please contact MDX
Hawai‘i Provider Customer Service. You will be
connected to a member of our clinical team at (808)
532-6989, or toll-free at (800) 851-7110 from 8 a.m.
to 5 p.m. HST, Monday through Friday.
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2021 Annual Provider Compliance Training
Providers are required to complete our Compliance
Training annually. Our training will be available
on our website in September with a deadline to
complete by 12/15/2021. We will request for an
attestation form to be submitted once you’ve
completed the training. More information to come.

Upcoming Requirements for the
“Commercial lines of Business” –
Beginning in 2022
(MDX Commercial Health Plans: Aetna,
Cigna, DMBA, Hygeia, UHC Commercial)
The Consolidated Appropriations Act will be
requiring Commercial Health Plans to obtain
the following information:
• Providers will be asked to provide an email
and/or website as an additional tool for
members to contact their organizations.
Not providing this information could result in
the removal from the Health Plan directory.
Please contact Health Plans directly for more
details. (See list above for Commercial Plans
associated with MDX Hawaii)

Page 8
• The Transparency in Coverage (TCR) final
rule requires that the Health Plan publish your
Tax Identification number (TIN) through the
machine-readable files (MRF’s). Provider using
their Social Security Number as their Tax ID
number will risk exposure of their Social
Security Number. We encourage you to please
take proper action to avoid having your SSN
published by requesting an Employer ID
Number (EIN) or Tax Identification Number.
If you have already made a change to your
Tax Identification number, please contact
MDX with your update by email:
Providerops@MDXHawaii.com or by fax
at: 808-532-3396, Attention Contracts

Thank you for your continued
collaboration and support as we
remain steadfast in our commitment
to improving the well-being of
the patient communities
we serve together.

