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Introduction

Using the 2025 Provider Manual

This 2025 Practitioner and Provider Manual is both a resource for essential information about Presbyterian

policies and procedures and an extension of a provider’s service agreement.

For provider’s reference, this manual and many other communications from Presbyterian Health Plan, Inc. and

Presbyterian Insurance Company, Inc. will refer to both entities as “Presbyterian” on second reference.

This provider manual and the Turquoise Care provider manual are available online at

www.phs.org/providermanual. The manuals are updated quarterly or as needed. Providers can also request a

printed copy of the manual to be mailed to them at no charge.

Presbyterian updates and news will also be communicated periodically through the Network Connection

newsletter and on the provider communications page, located at www.phs.org/providercommunications.

Providers can receive newsletters and updates from Presbyterian by signing up to receive emails from

Provider Network Operations at www.phs.org/enews.

How the Term “Provider” Is Used in This Manual

We acknowledge that the National Committee for Quality Assurance (NCQA) distinguishes between a
practitioner (i.e., a person) and a provider (i.e., a facility). We make this distinction on this manual’s cover but
to simplify the text within the manual, we have chosen to use the term “provider” as an umbrella term that
includes facilities as well as providers, practitioners and any other staff who are directly or indirectly contracted

to provide service to members.
We Want to Hear From You

Presbyterian’s Provider Network Operations department is committed to supporting providers and office staff. If
you have any questions, please contact your dedicated relationship team. You can find their contact
information, along with other useful Presbyterian contact information, in the Provider Services Contact Guide,

which is available at www.phs.org/ContactGuide.
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Revision History

Version

Date

Change Description

1/7/25

Pages 7-2 and 7-18: Removed behavioral healthcare from
list of services that members may self-refer for and do not
need prior authorization.

1/31/25

Pages 18-6, 19-2, 19-5: Updated guidance regarding
correct claims submission.

3/1/25

Pages 7-21 to 7-22, 20-4: Removed Secure Transportation
from non-emergent medical transportation sections and
replaced with Modivcare Solutions, LLC.

Pages 10-18, 18-6, D-1: Updated clearinghouse contact
information.

3/13/25

Page 7-10: Added a statement regarding provider
discussions with covered persons regarding cheaper
treatment and drug options.

3/31/25

Pages 19-16 and 19-21: Added language about billing and
claims backdating.

6/30/25

Pages 9-22 and 9-23: Updated PBM information. Updated
pharmacy mail order vendor from OptumRx to Costco
Pharmacy.
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Ch. 1: Presbyterian Healthcare
Services

Purpose Statement
Presbyterian exists to improve the health of the patients, members and communities we serve.

Presbyterian Health Plan Inc. and Presbyterian Insurance Company, Inc. (Presbyterian) are part of
Presbyterian Healthcare Services, New Mexico’s largest, locally owned integrated healthcare system.
Established on Oct. 24, 1908, as the Southwest Preshyterian Sanatorium, Presbyterian began as a treatment
center and refuge for tuberculosis patients. Through the years, Presbyterian grew and expanded into the

statewide integrated healthcare system it is today. A few key services include the following:

« Nine not-for-profit Presbyterian-operated hospitals located in Albuquerque, Clovis, Espanola, Rio

Rancho, Ruidoso, Santa Fe, Socorro and Tucumcari

e The Presbyterian Medical Group (PMG), consisting of more than 500 providers and practitioners

providing medical care throughout New Mexico

o Presbyterian, New Mexico’s largest managed care organization, providing Commercial health

insurance, Turquoise Care and Medicare Advantage products
Presbyterian Healthcare Services

Presbyterian offers a statewide healthcare delivery system that provides our members with a comprehensive
provider network, a quality medical management program and cost-effective, consumer-driven managed
healthcare services. We are committed to providing exceptional customer service to our providers and
members. Presbyterian strives to ensure members can access primary and specialty care services as needed
and receive quality healthcare services in the most cost-effective setting. Unlike most managed care
organizations, which are accountable to shareholders, Presbyterian is ultimately accountable to a board of
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directors comprised of volunteers from our communities. Presbyterian’s enduring purpose is to improve the

health of the patients, members and communities we serve.

Our statewide network exists because of the partnerships and relationships we build with our physical health,

behavioral health and long-term care providers. Presbyterian’s statewide network comprises:

o Thirty-six general, acute-care hospitals (eight of these are currently owned, leased, or managed by

Presbyterian Healthcare Services)
e More than 10,000 practitioners
e More than 300 retail pharmacies composed of locally owned stores and most major chains
Commercial Products

Presbyterian offers a portfolio of products for employers, including health maintenance organization (HMO),
point-of-service (POS) and administrative service only (ASO) products. Presbyterian Insurance Company, Inc.
(PIC) offers a preferred provider organization (PPO) product for groups.

Medicare Advantage

Presbyterian Senior Care (HMO), Presbyterian Senior Care (HMO-POS) and Preshyterian MediCare PPO are
Medicare Advantage plans for people who are 65 years old or older, or for people under the age of 65 with
certain disabilities who are entitled to Medicare Part A, and are enrolled in Medicare Part B. The Medicare
Advantage plans are designed to meet the special healthcare and financial needs of Medicare beneficiaries.

The Presbyterian Senior Care (HMO) is available to Medicare recipients living in the following counties in New

Mexico:
o Bernalillo e Sandoval e Torrance
o Cibola e Santa Fe e Valencia
e Rio Arriba e Socorro

Presbyterian Senior Care (HMO-POS) is only offered to employer groups.
Presbyterian MediCare PPO is available to Medicare recipients in all counties of New Mexico.

Presbyterian Dual Plus (HMO D-SNP) is a Medicare Advantage plan that focuses on care coordination to
combine Medicare and Medicaid for members 65 years old or older, or for people under the age of 65 with
certain disabilities who are enrolled in Medicare Part A and Medicare Part B and live in New Mexico.
Presbyterian Dual Plus (HMO D-SNP) includes both full and partial benefits to individuals who are eligible for
both Medicare and Medicaid benefits.
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Identified member sub-populations who are eligible for Presbyterian Dual Plus (HMO D-SNP) are members

with one of the following conditions:
e Advanced illnesses
o Co-morbid disabilities and behavioral health diagnoses
o Early-stage or late-stage dementia-related diagnosis

Medicaid covers the gaps in Medicare benefits for low-income Medicare members. Medicaid acts as a wrap-

around program and pays for services that not covered by Medicare, such as:

Dental services

Vision services

Long Term Support and Services (LTSS)
= Long-term acute care (LTAC) nursing facility services
= Home and community-based services (HCBS)

o Other services provided at the state’s option

Partial dual eligibility refers to members who qualify to have Medicaid pay some of the expenses they incur
under Medicare. Partial dual-eligible members are enrolled in Medicaid fee-for-service, not the New Mexico
Medicaid plan. The following partial benefit member types receive assistance from Medicaid to pay Medicare

premiums only:
o Specified-low income Medicare beneficiaries
¢ Qualified individuals
e Qualified disabled and working individuals

Partial benefit members who are qualified Medicare beneficiaries (QMBS) receive assistance from Medicaid to
pay their Medicare premiums and cost-sharing obligations. If a Presbyterian Dual Plus (HMO D-SNP) enrolled
member loses their Medicaid eligibility, they will have a four-month grace period where they will remain
enrolled in Presbyterian Dual Plus (HMO D-SNP) while they attempt to recertify their Medicaid status. During
this grace period, members will continue to receive their Medicare and other approved benefits through
Presbyterian Dual Plus (HMO D-SNP).

Presbyterian Dual Plus has as number of specialized services and processes in place to meet the unique
needs of Dual Plus members. Annual training regarding the Dual Plus model of care is required for providers
engaged in Dual Plus member’s Interdisciplinary Care Team (ICT). The ICT consists of participants involved in
the member’s care including the member, power of attorney or legal guardian, care coordinator, primary care
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provider (PCP) and additional participants who are working to support the member’s needs. As a part of the
ICT, providers receive communication from other members of the ICT. Providers also communicate with the
ICT and care coordinator when a change in condition has been identified, to ensure compliance with the

treatment plan or to discuss member engagement opportunities.

Presbyterian’s individual and employer group benefit plans offer more benefits than original Medicare and

include prevention and wellness benefits.

Presbyterian offers a network of providers with a wide range of specialties to fit the unique needs of Medicare
Advantage members. Presbyterian Senior Care (HMO), Presbyterian Dual Plus (HMO D-SNP), Presbyterian
Senior Care (HMO-POS) and Presbyterian MediCare PPO have plans available that include Medicare Part D

prescription drug coverage.

PPO and POS members can use practitioners, hospitals and providers outside the Presbyterian network for an

additional cost.
Presbyterian Turquoise Care

Turquoise Care is New Mexico’s Medicaid program. Turquoise Care is a single, comprehensive delivery
system directed through three managed care plans, allowing for greater administrative simplicity. Turquoise
Care emphasizes care coordination so that recipients receive the right care, in the right place, at the right time,
leading to better health outcomes. For detailed information on Presbyterian’s Turquoise Care program, please

view the Presbyterian Turquoise Care Practitioner and Provider Manual at www.phs.org/providermanual.

Turquoise Care Children in State Custody Program

Children in State Custody (CISC) program is New Mexico’s Medicaid program for all children in the state’s
custody. Presbyterian Health Plan has been chosen as the single entity to manage CISC. As part of
Presbyterian Healthcare Services, Presbyterian has been addressing the multifaceted and complex needs of
CISC in New Mexico for decades. We understand the traumatic experiences that children and youth undergo
both leading up to, and as a result of, removal from their biological home and separation from their families.
These adverse experiences have multi-dimensional and long-lasting impacts on youth and young adults that
often follow them through their entire lives. Our experience managing a system that supports effective and
integrated physical and behavioral healthcare with deliberate and directed attention to social determinants of

health (SDOH) and equitable outcomes provides a solid foundation for managing the CISC program.

Presbyterian is partnering with the New Mexico Health Care Authority (HCA), the New Mexico Behavioral
Health Care Authority (BHCA), the New Mexico Children, Youth, and Families Department (CYFD) and other

agencies to provide and coordinate care for this most vulnerable population.
Essential elements of the CISC program:
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Creating a trauma-informed office
2. Involving and engaging family in program development, implementation and evaluation

3. Promoting child and family resilience, enhancing protective factors and addressing parent/caregiver
trauma

4. Enhancing staff resilience and addressing secondary traumatic stress

5. Assessing trauma-related somatic and mental health issues

6. Providing coordinated, integrated care across child- and family-service systems

7. Providing services to CISC members in the closest setting, with natural, community and family support

We contract with Magellan Healthcare (Magellan) to manage behavioral health services and coordination of

services and availability for our CISC members.
Alternative Benefit Plan

Medicaid expansion services, also known as the Alternative Benefit Package (ABP), are provided to qualified
enrollees through the Presbyterian Turquoise Care program. Before Turquoise Care, Medicaid was primarily
available to children, pregnant women, very low-income mothers, and people with disabilities.

As New Mexico opted to expand Medicaid under the Patient Protection and Affordable Care Act (ACA), many
adults who had never qualified for Medicaid before became eligible in 2014. Network providers are required to

provide ABP-covered services under the terms of the Presbyterian Turquoise Care Service Agreement.

The ABP offers low-cost healthcare coverage to low-income adults who meet ABP eligibility standards under
the New Mexico Health Care Authority’s (HCA) Category of Eligibility 100. Eligibility is based on income, rather
than the multiple eligibility categories that were used before. To be eligible for ABP, enrollees must be adults
between the ages of 19 and 64, and at or below 138% of the Federal Poverty Level (FPL).

Quialifying adults will receive ABP services through Presbyterian Turquoise Care. Native Americans who are
eligible through the Medicaid expansion may enroll in Turquoise Care or receive services through fee for

service.
Alternative Benefit Plan Covered Services and Authorization

Refer to the Alternative Benefits Package Details table for a list of services included under the Turquoise Care
ABP. Please note the covered services and authorization requirements may differ from regular Turquoise
Care.

Please refer to Appendix F for a list of ABP-covered services.
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Alternative Benefit Plan-Exempt Benefit Package
An ABP-exempt member has the full Medicaid benefit coverage rather than the narrower ABP coverage.

The ABP exempt is for an individual who has a physical health or behavioral health condition that qualifies the
member as “medically frail.” When an AMP member’s condition is confirmed as meeting criteria, the member is
moved to the ABP-exempt category. A member may self-identify with a qualifying condition by contacting the
Presbyterian Customer Service Center (PCSC) or is identified and confirmed through the care coordination

process.

Please refer to Appendix | for a list of medically frail conditions that qualify a member for the ABP-exempt
Benefit Package

Video Visits

Presbyterian introduced Video Visits, a platform of online and on-demand healthcare delivery services, to
provide doctor visits via computer, tablet or smartphone through a webcam for members. Video Visits enables

convenient and affordable access to members for non-emergent health concerns.

To ensure members have continuous access to care, Video Visits are available 24 hours a day, seven days a
week (24/7), when a member does not have immediate access to their preferred PCP. Video Visits are not

intended to replace or continually substitute for a PCP visit.

Video Visits providers can refer patients to specialists when necessary, as well as prescribe non-narcotic

medications.
Medical records and visit transcripts can be released to the member and shared with their provider at any time.
Regulatory Agency Websites

This Presbyterian 2025 provider manual incorporates information from regulatory agencies about requirements
for Presbyterian’s product lines. For more information about regulatory requirements, please visit the websites

listed in the Regulatory Agencies Website table below.

Regulatory Agency Websites

New Mexico Health Care Authority Medical Assistance Division www.hca.nm.gov/about the departm
ent/medical assistance_division/

Centers for Medicare & Medicaid Services www.cms.gov/
State of New Mexico Regulations & Licensing Department www.rld.state.nm.us/
New Mexico Office of the Superintendent of Insurance www.osi.state.nm.us/
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Presbyterian Healthcare Services

Regulatory Agency Websites

National Provider Identifier https://nppes.cms.hhs.qgov/
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Ch. 2: Provider Network
Operations

About Provider Network Operations

Presbyterian has an internal Provider Network Operations (PNO) team that is dedicated to working with our
network of practitioners and providers. PNO is committed to delivering an exceptional provider experience
through relationship management and engagement, timely and informative communications, modern resources
and services and good customer service. We develop and share programs, tools and communications that
provide our network with critical information, managed care-related training and education, facilitation and
support. As an integral part of Presbyterian, we are continually evaluating new services and methods that

increase efficiency, add value and lower costs for our network and other stakeholders.
What We Do

PNO team members provide their expertise and service to the following areas:

» Practitioner and provider relationship « Practitioner and provider e-business
management resources

o Provider and practitioner training/education e Network communications

o Credentials verification e Business analysis

o Provider data integrity

2025 Universal Practitioner and Provider Manual
2-1



Provider Network Operations

Each provider within the Presbyterian network has a designated PNO relationship team, who is available as
the provider’s advocate within the health plan. Our relationship team reach out to their assigned practitioners
and providers through in-person or video visits, phone calls and emails. They serve as a provider’s first and
dedicated resource for questions and support relative to Presbyterian products, services and initiatives.
Providers can find their relationship team in the Presbyterian Provider Network Contact Guide at

www.phs.org/ContactGuide.

Keeping Provider Directory Information Up to Date

The Centers for Medicare & Medicaid Services (CMS) implemented new regulatory requirements to ensure
that networks are adequate and provider directories are current and accurate. Presbyterian has taken positive

steps to ensure compliance with the CMS provider directory accuracy requirements.

Providers are required to verify their data every 90 days pursuant to the federal Consolidated Appropriations
Act (CAA). Preshyterian requires providers to communicate demographic changes that may affect the provider
record and directory profile. Changes must be communicated as soon as possible, but no later than 14 days
from the date a change is known. This includes any changes related to a provider’s practice, such as:

o Name, address or phone number

e TIN

o Panel status

+ Contract status

e Adding or terming a provider from the provider’s group

Failure to notify Presbyterian and/or update demographic information may result in temporary suspension or
removal from the online provider directory. Presbyterian will also reach out to provider offices quarterly to verify

the accuracy of their directory information.

To reduce the administrative burden of these requirements, Presbyterian offers providers a solution for
updating demographic changes easily and in real-time. Providers can update their directory information

through the provider portal at www.phs.org/myPRES. An accurate and current provider directory will improve

the member experience by making it easier for members to find their providers.

When providers update directory information, they need to be sure that the practice name used for the
directory listing is consistent with the signs used outside of the building and the scripting that providers use to
answer telephone calls. Members tend to search the provider directory using the practice name they most

commonly see or hear.
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Together we can reduce the frustration, confusion and uncertainty experienced by members because of

incorrect provider directory information.
Expanding Contracted Services

All providers interested in contracting for an additional practice location, additional services or specialty must
comply with the applicable Presbyterian policies and procedures for network development. Providers must

contact their PNO relationship team before adding any new locations, services or specialties.

The addition of providers of the same specialty does not require formal compliance with the Presbyterian
network development process. However, providers must notify Presbyterian before allowing any new provider

to provide services to a member until the credentialing process is completed, if applicable.
Network Training and Education

If providers are new to Presbyterian’s network, or would like a refresher course regarding our resources,
programs or initiatives, they can contact their PNO relationship team. Relationship teams can provide training
and information about billing, coding, appeals and grievances, myPRES and many other informative topics.
They will serve as a guide and advocate in connecting providers with other health plan personnel, as

necessary.
Presbyterian’s Annual Training Conference for Healthcare Professionals, Providers and Staff

In addition to the ongoing training provided by assigned PNO relationship team, Presbyterian hosts a
conference and webinar for all healthcare professionals and providers, to include physical health, behavioral
health and long-term care services for all plan products. The purpose of the conference is to give our network
the most current regulatory information, as it relates to Presbyterian and other key information to ensure a

successful partnership for provider’s patients and our members.

During the conference and webinar, we distribute new, updated and important regulatory information to our

contracted healthcare providers. Providers are encouraged to attend.
Network Communications

Presbyterian uses a variety of publications and communication methods to provide the network with accurate,
timely, relevant and engaging information about changes and initiatives at the health plan and other important

news affecting the network. Communication topics may include the following:
o Notification of internal process changes
« Notification of regulatory requirements and changes

o Clarification of coding issues
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o Education regarding utilization of the health management programs available to our members

o Information about product-line specific policies and procedures as required by the specific regulatory
agencies, such as HCA, CMS and the New Mexico Office of the Superintendent of Insurance (OSI)

Presbyterian publishes a bimonthly practitioner and provider communications program newsletter titled
“Network Connection.” The provider newsletter contains articles about new resources and programs at
Presbyterian, important business updates and changes, and regulatory updates and requirements. The

newsletter is also posted on the News & Communications page at www.phs.org/providercommunications,

along with current copies of the manual and an archive of recently mailed letters. Providers should keep their
PNO relationship team updated with any changes in their contact information. This will ensure that providers

receive the Network Connection newsletter regularly.
Provider Satisfaction Survey

PNO contracts with a third-party independent healthcare survey group to administer an annual satisfaction
survey. Providers are highly encouraged to participate in the survey. This is an opportunity for providers to help
Presbyterian effect positive changes to its organizational policies and procedures as they relate to member
care processes. All provider's responses are anonymous unless the providers record their information and
request to be contacted. We collect all responses to determine and address areas of need to improve the

provider experience.
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Ch. 3: Primary Care Providers

The Description, Role and Responsibilities of Primary Care Providers

Primary Care Providers (PCPs) are contracted physical health providers who meet certain objective criteria
established by Presbyterian. PCPs must accept the responsibility for ensuring the provision of healthcare year-
round, 24/7. Presbyterian’s network of PCPs specializes in family practice, general practice, geriatrics internal
medicine, pediatrics and OB/GYNSs. Presbyterian’s PCP network also includes certified physician assistants,
certified nurse practitioners and other specialists who are credentialed and elect to perform in the role of a
PCP. PCPs are not required to see more than four patients in a hour.

PCPs play an integral role in providing care to members. They focus on the total well-being of the member and
provide a “medical home,” where the member can readily access preventive healthcare services and treatment
in order to reduce the need for episodic or crisis healthcare treatment. Members are encouraged to be involved
in their healthcare decisions and to build a healthy lifestyle. The PCP is responsible for teaching members how
to use the available health services appropriately. It is important to educate members to seek PCP services

first, except in emergent or urgent healthcare situations.

Presbyterian PCPs are responsible for the following:
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Providing or arranging for the provision of covered services and telephone consultations during

normal office hours and on an emergency basis 24/7

Providing appropriate preventive health services in accordance with program requirements, medical
policies and the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program

guidelines, as applicable
Vaccinating members during PCP visits instead of writing a referral for immunizations
Scheduling routine physical exams within four months for newly established patients

Coordinating with other contracted providers to ensure continuity of care for all covered services,

including behavioral health and long-term care services

Referring a member for behavioral services, as applicable (see the “Behavioral Health” chapter)
Participating in the ICT for Turquoise Care and Dual Plus members

Maintaining current medical records that meet established Preshyterian standards

Making referrals to contracted (in-network) specialty care providers when appropriate

Monitoring the member’s progress and facilitating the member’s return to the PCP when medically

appropriate

Documenting communication with specialty care providers in the medical record
Educating members and their families about their health issues

Following established utilization management and quality management guidelines
Adhering to Presbyterian’s administrative policies and procedures

Meeting Presbyterian’s credentialing and recredentialing requirements

Notifying Presbyterian of changes in address, tax identification, license, liability insurance,
contracting status, or any other issue that could affect the provider’s ability to effectively render

covered services

Advising patients of their right to know about all treatment options related to their condition or

disease, regardless of whether it is a covered benefit under their insurance plan
o Note: PCSC is available to assist with confirming a member’s covered benefits.

Reporting any misappropriation of property, abuse, or neglect of a child or vulnerable adult that is
revealed or suspected to the proper regulatory authorities using the appropriate statewide central

reporting intake number:
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Adult Protective Services: 1-866-654-3219
Children, Youth and Families Department: 1-800-797-3260 (toll-free)

Department of Health/Division of Health Improvement (DOH/DHI):
1-800-445-6242 (toll-free)

Providers can obtain additional information regarding state reporting requirements for suspected abuse,
neglect, or misappropriation of property of children and vulnerable adults from the New Mexico DOH/DHI.

PCPs are also responsible for contacting Presbyterian to verify member eligibility and prior authorizations for
covered services. Providers can verify member eligibility and request prior authorization through the provider
portal at www.phs.org/mypres or by calling (505) 923-5757 or 1-888-923-5757.

Presbyterian has written policies and procedures governing the process of member selection of a PCP and
requests for a change of PCP. Please cooperate with Presbyterian to help us carry out our assignment

obligations, with the following:
Initial Enrollment

At the time of enrollment, Presbyterian will ensure that each member has the freedom to choose a PCP within
a reasonable distance from the member’s place of residence. The process by which Presbyterian assigns

members to PCPs will include at least the following features:

Presbyterian will provide the means for selecting a PCP within five business days of processing the

enrollment file

Presbyterian will contact pregnant members within five business days of processing an enrollment file

that designates the member as pregnant to assist the member in selecting a PCP
Presbyterian will offer freedom of choice to members in making a PCP selection

If a member does not select a PCP within 15 calendar days of enrolliment, Presbyterian will make the
assignment and notify the member in writing of their PCP’s name, location and office telephone
number, while providing the member with an opportunity to select a different PCP if the member is

dissatisfied with the assignment

Presbyterian will assign a PCP based on factors such as member age, residence and, if known, current

provider relationships
Subsequent Change in PCP Initiated by Member

Members may request to change their PCP at any time for any reason. The request can be made in writing or
by telephone. If a request is made on or before the 20th calendar day of a month, the change will be effective
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as of the first following business day of the receipt of the request or at the date requested by the member,

provided the date is not retroactive.

Presbyterian Turquoise Care members may request a PCP change at any time, for any reason; however, the
effective date varies depending on when the request was made. If the request was made by the 20th of the
month, it becomes effective on the first day of the following month. If the request is made after the 20th
calendar day of the month, the change will be effective on the first calendar day of the second month following

the request.
Subsequent Change in PCP Initiated by Presbyterian
Presbyterian may initiate a PCP change for a member under the following circumstances:

The member and Presbyterian agree that assignment to a different PCP in the Presbyterian provider

network is in the member’s best interest, based on the member’s medical condition
A member’s PCP ceases to be a provider

A member’s behavior toward the PCP is such that it is not feasible for the PCP to safely or prudently

provide medical care, and the PCP made reasonable efforts to accommodate the member
A member has initiated legal action against the PCP
The PCP is suspended for any reason

If providers are terminating their contract, they must provide Presbyterian with sufficient notice of termination
so that we can notify our members in writing within 15 calendar days. This allows for continuity of care and

adequate time for the member to select a new PCP.

PCPs must have or arrange for on-call and after-hours care to support members who are experiencing
emergencies. Such coverage must be available 24/7. Providers must inform members about hours of operation
and provide instruction for accessing care after hours. When unavailable to provide on-call support, providers

must provide members with after-hours messaging about how to access after-hours care.

Presbyterian requires the hours of operation that practitioners offer to Medicaid members to be no less than

those offered to Commercial members.

PCPs are required to utilize Presbyterian’s contracted in-network providers, laboratories, durable medical
equipment (DME) and other services for referrals in an effort to minimize member inconvenience and balance

billing issues. If providers need to verify whether services are available in network, they can call
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(505) 923-5757 or 1-888-923-5757 for assistance.

Laboratory Services
All contracted, in-network PCPs are required to send lab specimens and refer members to TriCore Reference
Laboratories, Quest Diagnostic Laboratories (Quest), or Laboratory Corporation of America (LabCorp).

Providers may reference the Presbyterian Provider Directory at www.phs.org/directory for other lab providers

contracted with Presbyterian.
For a list of TriCore, Quest or LabCorp laboratory or draw stations locations, please visit the following links:

www.tricore.org/locations/

www.guestdiagnostics.com/locations/search

www.labcorp.com

Durable Medical Equipment Services

PCPs are responsible for referring members to contracted DME providers. Our network design is such that our
members throughout the state have access to DME providers. For a complete listing of DME providers, please
visit our website at www.phs.org, then click “Find a Doctor” at the top of the page and search by specialty.

A member will not be held liable for payment of services if the specialist has made a one-time referral to a non-
participating practitioner or facility provider until the member is notified in writing about their use of non-
participating practitioners and facility providers and informed that Presbyterian will not be responsible for future
payments. The member will not be held responsible until they are informed and educated. Providers who

continually refer out of network may be subject to penalties, including and up to termination.

If providers do not comply with the requirements to utilize contracted providers, Presbyterian reserves the right
to hold the provider responsible for up to 150% of either:
The difference between the amount that Presbyterian would have paid if a contracted provider was
utilized and the total amount actually paid by Preshbyterian to the non-contracted provider
The entire cost of such services
If Presbyterian elects to utilize this right, these amounts are withheld automatically and offset against any

future claims payments owed by Presbyterian to the referring provider.

In the rare event that medically necessary covered services are not reasonably available in plan, Presbyterian
may approve certifications to non-participating practitioners or facility providers. This determination will be
made within the time frames listed in Health Services/Behavioral Health policy on monitoring timeliness of
utilization management decisions.
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Medicare Advantage members may request approval for certification directly. All other Presbyterian plans
require that the practitioner or facility provider submit requests to the Health Services department via fax,
online, mailed or by telephone.

For behavioral health, the request may come in writing directly from a behavioral health practitioner or facility
provider. A brief medical history, treatments prescribed and a detailed reason for the out-of-network referral
can be faxed, mailed, or entered into myPRES for review by the Presbyterian medical director/behavioral

health medical director.

Out-of-network practitioners or facility providers must have approval via certification from Presbyterian before

the member receives care.

The determination of whether medically necessary covered services are not reasonably available in plan will

be based on the following:

Availability: There is no contracted practitioner or facility provider within the network who is

reasonably available, as determined by Presbyterian, to treat the member’s health condition.

Scope of practice: The Presbyterian contracted practitioner or facility provider does not have the

necessary training required to render the service or treatment.

Location: Where there are no participating healthcare professionals in Presbyterian’s network for the

services requested within a reasonable distance from the member.
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Ch. 4: Specialists

The Role and Responsibilities of Specialty Care Providers

Specialists are contracted physical and behavioral health practitioners not identified as PCPs. Specialists

agree to accept referrals from other contracted in-network providers.

The specialist accepts referrals from other contracted providers to render more specialized services for the
member. Please see the “Care Coordination” chapter of this manual for more detailed information on referrals.

The specialty care provider is responsible for the following:
e Providing medically necessary services to members who were referred by one or more of the following:
=  Their PCP
= Indian Health Service/Tribal 638 Facilities/Urban Indian Clinics (I/T/U) providers
= Another contracted provider
= Self-referral by member, when appropriate, for specified treatments or diagnoses

o Referring members to other providers as needed, including laboratory services, radiology, and DME

providers

o Advising patients of their right to know about all treatment options related to their condition or disease,

regardless of whether it is a covered benefit under their insurance plan
o Note: PCSC is available to assist with confirming covered benefits.
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o Communicating with the member’s PCP or other providers about services rendered, treatment results,

reports and recommendations to ensure continuity of care
o Documenting communication with the PCP or other contracted providers in the medical record

e Obtaining prior authorization from Presbyterian’s Health Services department for non-emergency
inpatient and outpatient services in accordance with the member’s benefits package and Presbyterian’s

utilization management policies
e Following utilization and quality management guidelines
o Adhering to Presbyterian’s administrative policies and procedures
o Meeting Presbyterian’s credentialing and recredentialing requirements

o Notifying Presbyterian of changes in address, tax identification, license, liability insurance, contract

status or any other issue that could affect the provider’s ability to effectively render covered services
o Participating in the ICT (for Turquoise Care and Dual Plus members)

e Reporting any misappropriation of property, abuse or neglect of a child or vulnerable adult that is
revealed or suspected to proper regulatory authorities pursuant to state law, using the appropriate

statewide central reporting intake number:
N\ . Adult Protective Services: 1-866-654-3219
\\ = Children, Youth and Families Department: 1-800-797-3260 (toll-free)
= DOH/DHI: 1-800-445-6242 (toll-free)

Further information regarding state reporting requirements for suspected abuse, neglect, or misappropriation of

property of children and vulnerable adults can be obtained from the New Mexico DOH/DHI.

In addition, specialty care providers are responsible for verifying member eligibility before rendering services
and requesting prior authorization of covered services. This can be easily and quickly done through myPRES
at www.phs.org/mypres or by calling (505) 923-5757 or 1-888-923-57575757 or through Presbyterian’s
interactive voice response (IVR) system by calling (505) 923-5757 or 1-888-923-5757. Specialists can also

request prior authorization of covered services through the provider portal.
Requirement to Use Contracted Providers

Specialty care providers are required to use Presbyterian’s contracted in-network providers, including
laboratory services, radiology services, DME and other services to minimize member inconvenience and
balance billing issues. To verify if services are available in network, providers can call (505) 923-5757 or
1-888-923-5757 (toll-free).
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Laboratory Services

All contracted, in-network specialists are required to send lab specimens and refer members to TriCore
Reference Laboratories, Quest Diagnostic Laboratories (Quest), or Laboratory Corporation of America

(LabCorp). Providers may reference the Presbyterian Provider Directory at www.phs.org/directory for other lab

providers contracted with Presbyterian.
For a list of TriCore, Quest or LabCorp laboratory or draw stations locations, please visit the following links:

¢ www.tricore.org/locations/

¢ www.questdiagnostics.com/locations/search

o www.labcorp.com

Durable Medical Equipment Services

Specialists are responsible for referring members to contracted DME providers. Our network is designed to
ensure that our members throughout the state have access to DME providers. For a complete listing of DME
providers, please visit our website at www.phs.org, then click “Find a Doctor” at the top of the page and search
by specialty.

Referrals to Non-Participating Practitioners/Facilities

A member will not be held liable for payment of services if the specialist has made a one-time referral to a non-
participating practitioner/facility provider, until the member is notified in writing concerning the use of non-
participating practitioners/facility providers and informed the member that Presbyterian will not be responsible
for future payments. The member will not be held responsible until they are informed and educated. Providers

who continually refer out of network may be subject to penalties, including and up to termination.

If providers do not comply with these requirements, Presbyterian reserves the right to hold them responsible
for up to 150% of either:

o The difference between the amount that Presbyterian would have paid if a contracted provider had
been used and the total amount actually paid by Presbyterian to the non-contracted provider.

e The entire cost of such services.

If Presbyterian elects to utilize this right, these amounts are withheld automatically and offset against any

future claims payments owed by Presbyterian to the referring provider.

In the rare event that medically necessary covered services are not reasonably available in plan, Presbyterian

may approve certifications to non-participating practitioners or facility providers. This determination will be
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made within the time frames listed in Health Services/Behavioral Health policy on monitoring timeliness of

utilization management decisions.

Medicare Advantage members may request approval for certification directly. All other plans require that the
practitioner or facility providers submit requests to Presbyterian’s Health Services department via fax, online,

mail or by telephone.

For behavioral health, the request may come in writing directly from the behavioral health practitioner or
provider facility. A brief medical history, treatments prescribed and a detailed reason for the out-of-network
referral can be faxed, mailed or entered into myPRES for review by the Presbyterian medical

director/behavioral health medical director.

Certifications to out-of-network practitioners or facility providers must have approval from Presbyterian before
the member receives care. The determination of whether medically necessary covered services are not

reasonably available in plan will be based on the following:

o Availability: There is no contracted practitioner or facility provider within the network who is reasonably

available, as determined by Presbyterian, to treat the member’s health condition.

e Scope of Practice: The Presbyterian contracted practitioner or facility provider does not have the

necessary training required to render the service or treatment.

e Location: Where there is no participating healthcare professional in Presbyterian’s network for the

services requested within a reasonable distance of the member.

Appointment Standards for Specialists (All Product Lines)

Healthcare Appointment

. . Standard
Service Characteristics

. Outpatient . . -
Specialty P Consistent with clinical urgency, but no more than 21 calendar days,
referral and

Care : unless the member requests a later time
consultation

Specialty Care Provider Termination

Providers must refer to their service agreement with Presbyterian for specific time frames and obligations

regarding terminations.
Other Information for PCPs and Specialists

Practitioners can freely communicate with patients about treatment options available to them, including

medication treatment options, regardless of benefit coverage limitations.
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Accessibility of Services Standards

As required by our regulators and NCQA, Presbhyterian is required to provide and maintain appropriate access
to primary care, specialty care and behavioral healthcare services. Presbyterian’s policy is to communicate our

accessibility of services standards to our network and monitor compliance with these standards.

Presbyterian’s accessibility of services standards are consistent with regulatory requirements and exist to

ensure that our members receive reasonable, appropriate and timely access to care from contracted providers.

Presbyterian requires the hours of operations that providers offer to Medicaid members to be no less than

those offered to Commercial members.

Issuing Notice of Medicare Non-Coverage in Skilled Nursing Facility, Home Health and

Comprehensive Outpatient Rehabilitation Services Settings

As an enrollee has the right to request an immediate review by the Beneficiary and Family Centered Care
Quality Improvement Organization (BFCC QIO) when a skilled nursing facility (SNF), home health agency or
comprehensive outpatient rehabilitation services (CORF) decides to terminate previously approved coverage,
which includes an MA plan or contract provider directing an enrollee to seek care from a non-contracted
provider or facility. All enrollees receiving covered services in these settings must receive a Notice of Medicare

Non-coverage (NOMNC), delivered by the facility or provider before their services end.

The NOMNC should be delivered to the beneficiary at least two calendar days before Medicare-covered
services end or the second to the last day of service if care is not being provided daily. For example, if the last
day of covered SNF care is a Friday, then the NOMNC should be delivered no later than the preceding
Wednesday.

Please note that the two-day advance requirement is not a 48-hour requirement. For example, if a member’s
last covered home health service is at 10 a.m. on Wednesday and the notice is delivered at 4 p.m. on the prior
Monday, then it is considered timely.

If home health services are being provided less frequently than daily, then the NOMNC notice must be
delivered no later than the next to last visit before Medicare-covered services end. For example, if home health
care is provided on Tuesdays and Thursdays, and Tuesday is the last day of Medicare-covered services, then
the NOMNC notice must be delivered no later than the preceding Thursday.

The NOMNC may be delivered earlier than two days preceding the end of coverage, so a beneficiary will more

likely understand and retain the information regarding the right to an expedited determination.

The NOMNC notice may not be routinely given at the time services begin. An exception is when the services
are expected to last fewer than two days. In these instances, the NOMNC notice may be given by the provider

when services begin.
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There is an accepted circumstance when the NOMNC may be delivered sooner than two days or the next to
last visit before coverage ends. This exception is limited to cases where a beneficiary receiving home health
services is found to no longer be homebound, and thus ineligible for covered home health care. In this
circumstance, the NOMNC should be immediately delivered to the beneficiary upon discovery of the loss of
homebound status. We expect that in most cases, in all settings, the decision of a provider to end care will be
based on medical necessity, and thus, foreseeable by the provider within the required time frames for notice

delivery.

Detailed instructions for the NOMNC can be found in 8260 of chapter 30 of the Medicare Claims Processing

Manual. For additional guidance, including a copy of the NOMNC, see the Beneficiary Notices Initiative

webpage at www.cms.gov/Medicare/Medicare-General-Information/BNI.

Issuing the Medicare Outpatient Observation Notice for Observation Services

Hospitals and critical access hospitals are required to provide written and verbal explanations to original
Medicare and Medicare Advantage enrollees who receive observation services as outpatients for more than 24

hours.

The Medicare Outpatient Observation Notice (MOON) informs all Medicare beneficiaries when they are an
outpatient receiving observation services and are not an inpatient of the hospital or critical access hospital.

The MOON must be delivered to beneficiaries in original Medicare (fee-for-service) and Medicare Advantage
enrollees who receive observation services as outpatients for more than 24 hours. The hospital or critical
access hospital must provide the MOON no later than 36 hours after observation services as an outpatient

begins. This also includes beneficiaries in the following circumstances:

+ Beneficiaries who do not have Medicare Part B coverage. As noted on the MOON, observation stays

are covered under Medicare Part B
o Beneficiaries who are subsequently admitted as an inpatient prior to the required delivery of the MOON
+ Beneficiaries for whom Medicare is either the primary or secondary payer

Note: For purposes of these instructions, the term “beneficiary” means either beneficiary or representative
when a representative is acting for the beneficiary. Please see chapter 13 of the Medicare Managed Care

Manual for Medicare Advantage instructions.

The statute expressly provides that the MOON be delivered to beneficiaries who receive observation services
as an outpatient for more than 24 hours. In other words, the statute does not require hospitals to deliver the
MOON to all beneficiaries receiving outpatient services. The MOON is intended to inform beneficiaries who

receive observation services for more than 24 hours that they are outpatients receiving observation services
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and not inpatients and the reasons for such status. Also, it must be delivered no later than 36 hours after

observation services begin.

However, hospitals and critical access hospitals may deliver the MOON to an individual receiving observation
services as an outpatient before the individual has received 24 hours of observation services. Allowing delivery
of the MOON before an individual has received 24 hours of observation services affords hospitals and critical
access hospitals the flexibility to deliver the MOON consistent with any applicable state law that requires notice
to outpatients receiving observation services within 24 hours after observation services begin. The flexibility to
deliver the MOON any time up to but no later than 36 hours after observation services begin also allows
hospitals and critical access hospitals to spread out the delivery of the notice and other hospital paperwork to

help avoid overwhelming beneficiaries.

Please note that these instructions apply to hospitals and critical access hospitals per section 1861(e) and

section 1861(mm) of the Social Security Act.

The detailed process for delivery of this standardized notice (form CMS-10611), MOON, can be found in_8400
of chapter 30 of the Medicare Claims Processing Manual. For additional guidance, including a copy of the
MOON, see the Beneficiary Notices Initiative webpage at www.cms.gov/Medicare/Medicare-General-

Information/BNI.

Issuing the Important Message From Medicare in Hospital Settings

An enrollee has the right to request an immediate review by the BFCC QIO of a decision that inpatient hospital
care is no longer necessary. For all Medicare Advantage enrollees, hospitals must deliver valid, written notice
of an enrollee’s rights as a hospital inpatient, including discharge appeal rights, using the standardized CMS

Form R-193, an Important Message from Medicare.

Hospitals must notify Medicare beneficiaries who are hospital inpatients about their hospital discharge appeal
rights. Hospitals will use a revised version of the Important Message from Medicare, a statutorily required
notice, to explain the beneficiary’s rights as a hospital patient, including discharge appeal rights. Hospitals
must issue the Important Message from Medicare within two calendar days of admission, must obtain the
signature of the beneficiary or their representative, and provide a copy at that time. Hospitals will also deliver a
copy of the signed notice as far in advance of the discharge as possible, but not more than two calendar days

before discharge.

For beneficiaries who request a QIO review, hospitals must deliver a Detailed Notice of Discharge (DND) as
soon as possible, but no later than noon of the day after the QIO’s notification. Both the Important Message

from Medicare and the DND must be the standardized notices provided by CMS.
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Detailed delivery and from instructions for the standardized notice, Important Messages from Medicare, and
the DND can be found in_8200 of chapter 30 of the Medicare Claims Processing Manual. For additional
guidance, including a copy of the Important Message from Medicare and the DND, see the Hospital Discharge
Appeal Notices webpage at www.cms.gov/Medicare/Medicare-General-

Information/BNI/HospitalDischargeAppealNotices.
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Ch. 5: Healthcare Guidelines

Preventive Health Services and Guidelines

Preventive health guidelines are evidence-based, systematically developed statements that are designed to
give providers and members age- and gender-based recommendations about services that providers should
routinely incorporate into primary medical care. Presbyterian’s preventive healthcare guidelines are available to

members and providers at the following links:
Providers

« www.phs.org/providers/resources/reference-guides/Pages/medical-pharmacy-behavioral.aspx

Members

« www.phs.org/tools-resources/member/health-wellness-information/Pages/default.aspx

Adoption of preventive guidelines is accomplished through provider review at the Presbyterian Population
Health and Clinical Quality Committee. The Presbyterian preventive healthcare guidelines are based on
multiple resources, including but not limited to the following:

» U.S. Preventive Services Task Force (USPSTF)

» Centers for Disease Control and Prevention (CDC) / Advisory Committee on Immunization Practices
(CDC/ACIP)

» American Academy of Pediatrics (AAP) / Bright Futures

» Health Resources and Services Administration (HRSA)
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Presbyterian expects that providers will provide the following preventive screenings for all asymptomatic
members, as appropriate, within six months of enrollment or within six months of a change in screening

standards, as necessary:
Screening for breast cancer
Blood pressure measurement
Screening for cervical cancer
Screening for chlamydia
Screening for colorectal cancer
Screening for elevated lead levels
Newborn screening
Screening for obesity
Prenatal screening
Screening for rubella
Screening for tuberculosis
Serum cholesterol measurement
Tot-to-teen health checks
Screening for Type 2 diabetes

Presbyterian adopts immunization guidelines published by the CDC/ACIP for all ages, and the AAP’s Bright
Futures guidelines for members from birth through age 20. All preventive healthcare guidelines are reviewed at

least every two years and are updated when clinically appropriate.

All member households receive preventive healthcare guideline information as part of their member handbooks
or summary of benefits and coverage, which are generally available online at www.phs.org. The guidelines are

also available to all members at the following link: www.phs.org/tools-resources/member/health-wellness-

information/Pages/default.aspx.

Presbyterian also informs providers of updates to the preventive healthcare guidelines through the “Network
Connection” provider newsletter. Written copies of the preventive healthcare guidelines are available upon

request. For more information, please see the following link: www.phs.org/providers/resources/reference-

quides/Pages/medical-pharmacy-behavioral.aspx.
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Clinical practice guidelines are systematically developed statements designed to give providers the most
current, nationally recognized recommendations regarding the care of specific clinical circumstances.
Presbyterian adopts clinical practice guidelines that are relevant to the enrolled population and are evidence-
based. Clinical practice guidelines are approved by providers at the Presbyterian Population Health and
Clinical Quality Committee. Previously approved clinical practice guidelines are reviewed annually and are

updated when clinically appropriate.

Guidelines and Tools | Website Location

www.phs.org/providers/resources/reference-guides/Pages/medical-pharmacy-
behavioral.aspx

Behavioral Health

www.phs.org/providers/resources/reference-quides/Pages/clinical-practice-
Physical Health guidelines.aspx

As guidelines are updated, Presbyterian notifies providers in a subsequent issue of the Network Connection
provider newsletter. In addition, updates are posted on the Presbyterian website listed in the table above.

Presbyterian conducts measurement activities throughout each year based on the NCQA Healthcare
Effectiveness Data and Information Set (HEDIS®)!. HEDIS is widely used in the managed care industry to
measure quality performance on important dimensions of care and service and is developed and maintained
by NCQA. Data is collected from claims and other sources available to Presbyterian, such as lab results, direct
electronic health record (EHR) access and data feeds from various network providers, and on-site or electronic

medical record (EMR) reviews.

This data provides feedback on the preventive health and health maintenance services members receive.
Presbyterian uses these measurement results to identify members who have or are at risk for specific health
problems, notifying and assisting these members in addressing these risks through preventive annual
screens/tests and notifying providers when preventive and/or treatment services may be needed for their

patients. For selected measures, Presbyterian provides individual scores to providers who act as PCPs.

LHEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).
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Along with the scores, Presbyterian includes lists of members who might not be receiving the care needed
according to these clinical guidelines. Providers are encouraged to use these lists to engage members in their
care and to provide Presbyterian with updated information that may correct the data reported, such as lab
results or a qualifying event.

In addition, Presbyterian provides the Quality Measures Toolkit to providers. The Quality Measures Toolkit
outlines the HEDIS preventive and health maintenance measures in focus for our member outreach, as well as
member and provider incentive programs. It includes the HEDIS specifications for each measure, the
appropriate billing codes to accurately capture for reportability, and descriptions and enrollment information for

incentive programs.

Presbyterian encourages members to participate in Health Risk Assessments (HRAS). The HRAs include a
series of questions designed to identify potential health risks. The results are used to determine if new
members require focused care coordination for physical or behavioral health issues, or if they might benefit

from one of Presbyterian’s health or disease management programs.

All Turquoise Care members are offered a telephonic HRA to determine the level of care coordination the
member requires. The HRA includes a series of questions designed to identify potential health risks. The
results are used to determine if members require focused care coordination for physical or behavioral health,

or if they might benefit from one of Presbyterian’s health or disease management programs.

All Medicare members who are new to Presbyterian Medicare Advantage products are encouraged to
complete an initial HRA of their physical and behavioral health needs. The results of these assessments
enable Presbyterian to determine if new members may benefit from care coordination, case management, or

disease management program services.

All Dual Plus members receive a HRA upon enrollment and annually. The results of these assessments enable
Presbyterian to determine the appropriate level of care coordination. The HRA completed by the Dual Plus
member is used to develop an individualized care plan. Presbyterian Care Coordination conducts a
Comprehensive Needs Assessment (CNA) on Dual Plus members who meet higher level Care Coordination

criteria to complete a comprehensive care plan.
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All Commercial members are encouraged to complete an initial HRA. The results of these assessments are
used to determine if members require focused care coordination for physical or behavioral health issues, or if

they might benefit from one of Presbyterian’s health or disease management programs.

Presbyterian recommends immunization guidelines from the CDC, ACIP and HCA. Please see more

information below.

The CDC/ACIP schedule for children and adults is available at

www.cdc.gov/vaccines/schedules/hcp/index.html

The HCA immunization schedule for members and providers is available at

www.nmhealth.org/about/phd/idb/imp/imsc/

The New Mexico Medicaid Managed Care Program, NMAC 8.308.9.17, expects patrticipation in the
New Mexico DOH New Mexico State Immunization Information System (NMSIIS) to ensure the secure,

electronic exchange of immunization records to support the elimination of vaccine-preventable diseases

Presbyterian participates in the federal Vaccines for Children (VFC) Program and supports the program goals

to accomplish the following:

Improve vaccine availability nationwide by providing vaccines free of charge to VFC-eligible children
through public and private providers

Ensure that no VFC-eligible child contracts a vaccine-preventable disease because of their parent’s
inability to pay for the vaccine or its administration

VFC-eligible children are those children from birth through 18 years who meet one of the following criteria:
Eligibility for Medicaid
Do not have any health insurance
American Indian or Alaska Native

Underinsured (i.e., they have health insurance but it does not cover immunizations, and they go to a

federally qualified health center)

Information regarding the VFC program may be obtained from the HCA program manager at (505) 827-2898 or
the CDC Immunization hotline toll-free at 1-800-232-4636.
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Presbyterian also participates in the New Mexico Vaccine Purchase Act (VPA), which went into effect on
March 20, 2015 [New Mexico Statutes Annotated (NMSA) 1978, § 24-5A-1 et seq.]. Pursuant to the VPA, the
vaccine-purchasing fund was created in the state treasury.

Since the inception of the VFC program in the 1990s, the DOH purchased vaccines universally for both
privately insured and VFC-eligible children in New Mexico. The public health objective is to have a seamless

vaccine distribution system for providers and patients to easily access childhood vaccines.
For more information about children’s vaccines, VFC, VPA and NMSIIS, visit the following sites:

New Mexico DOH Immunization Program: http://nmhealth.org/about/phd/idb/imp/

NMSIIS: http://nmhealth.org/about/phd/idb/imp/siis/

VFC CDC site and provider forms: www.cdc.gov/vaccines/programs/vic/index.html

VPA: http://nmhealth.org/about/phd/idb/imp/vpa/

For additional information about health education and preventive healthcare services available to members or,
in some cases, children who might not otherwise be vaccinated because of their inability to pay, contact
Presbyterian’s Quality Performance Improvement department at (505) 923-2074 or 1-866-634-2617.
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Ch. 6: Care Coordination

Care Coordination

Presbyterian’s Care Coordination program exists to support providers and their Presbyterian patients. The
Care Coordination department assists providers with coordination of care and services for their Presbyterian
patients with chronic or catastrophic illnesses to support self-management and promote healthy lifestyles. Care
coordination facilitates communication and collaboration along the continuum of care to ensure the patient

receives the care and services needed to reduce risk and improve health outcomes.
Our Care Coordination Model

Presbyterian’s care coordination model facilitates the integration of physical health, behavioral health and long-
term care services into a seamless and coordinated system of care. Our care coordination model provides
members with timely, appropriate services in the least restrictive and most cost-effective setting possible. This
care coordination model assists and supports providers and members to improve the continuity of care. It is
designed to enhance access to services and achieve optimal health and quality outcomes through the
following:

e Member-centric care coordination that encourages personal responsibility and member engagement
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e Population-based, predictive modeling that incorporates claims, lab and pharmacy data to identify care
opportunities and to identify members who are at risk for future adverse events that can benefit from

care coordination interventions

e« HRAs that are completed during a new member’s onboarding, which are designed to identify members

in need of care coordination services.
e An assessment that is designed to identify the member’s holistic needs
e A comprehensive care plan that address physical, psychosocial, behavioral and functional needs

e ICTs, including providers, that work together and collaborate to meet the diverse and holistic needs of

members across domains of healthcare
o Evidence-based practice guidelines and clinical pathways
e Technology solutions and clinical decision support tools

Care coordination, disease management, utilization management and transition of care are integral
components of our overall integrated care model for members. Activities and interventions are based on the

member needs across the integrated care continuum.

The Presbyterian Care Coordination Team includes our employed staff and those of our experienced
behavioral health partner, Magellan Healthcare. Some care coordination team members have extensive
behavioral health and long-term care experience. The care coordination team works with our medical directors
for each product line to bring an array of clinical experience and cultural/linguistic capabilities to the care

coordination process.

Our model leverages the experience and capabilities of our provider partners along with local community
resources to ensure comprehensive and culturally appropriate care coordination for members. Presbyterian
applies a regional care coordination approach in order to improve member engagement, particularly for high-
need, difficult-to-serve populations such as seriously mentally ill adults, severely emotionally disturbed children
and their families, the elderly and the disabled. Care coordinators are a part of the community they serve. This
approach is also available to Native American members who may be in remote locations or otherwise lack

access to necessary healthcare support.

With approval from HCA, Presbyterian may also contract with qualified patient-centered medical homes,
community providers and/or future health home providers to provide care coordination services to Turquoise
Care members. Through these contracts, Presbyterian provides overarching care coordination services,
technical assistance and systematic monitoring to assure care coordinators at these provider sites have
access to Presbyterian’s systems, resources, tools, utilization data and encounter data required for effective

care coordination.
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Members are matched with a care coordinator based on the following:
e Clinical needs
e Geographic location
¢ Language
e Cultural preferences
o History of established provider relationships
Providers can obtain additional information by using the following contact information:

\ Phone: 1-866-672-1242 or (505) 923-8858 @ Fax: (505) 843-3150

N

Care Management System

Presbyterian uses an electronic care management system to support care coordination processes and assist
with the effective management of Turquoise Care members’ healthcare. This system is the electronic
cornerstone of the care coordination model, providing automation, standardization, risk stratification into levels
1, 2 and 3 (see Appendix B), utilization management, authorizations, population health improvement,

monitoring and quality assurance.

CISC members, as determined by CYFD Category of Eligibility, are automatically enrolled with a level of 1 or 2.
In the event a CISC guardian/representative refuses Care Coordination, Presbyterian will have the CISC
guardian/representative sign an HCA-approved Care Coordination Declination Form. If the CISC
guardian/representative refuses to sign the Care Coordination Declination Form, Presbyterian shall document
such refusal in the member’s file. Children 14 years or older can sign the Care Coordination Declination Form.
Presbyterian will contact the CISC’s CYFD Permanency Planning Worker within three business days of the
member’s refusal of care coordination to inform them of the refusal. Presbyterian will include documentation in
the member file of the CYFD contact. The CISC member shall be monitored by Presbyterian on an ongoing

basis.

The care management system’s customized algorithms and analytics support member assessment, care plan
development, automated workflows, authorizations and help facilitate communication across the care
coordination team and providers involved in the delivery of services. The care management system maintains
regularly updated membership, claims, pharmacy and lab data. The member and the care coordination team

can access care plans through the provider portal, where they can comment and discuss issues.
Health Risk Assessment

A HRA specialist conducts an HRA for Turquoise Care and Medicare members. The HRA form is standardized
and approved by HCA. The HRA is utilized to determine the member’s overall health status and emergent
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needs. The HRA is used to identify members who may require further intervention. Members who are identified

for further intervention receive an assessment and are assigned to a care coordination level.
Assessment

Members who are identified for further intervention receive an assessment and are assigned to a care
coordination level to identify and prioritize their physical, behavioral, functional and social support needs. The
assessment may indicate a need for additional assessments, such as eligibility for long-term care services and
support. Upon completion of the assessment, the care coordinator, appropriate provider(s) and member

develop the member’s care plan, which includes an ICT with the appropriate participants.

Turquoise Care members who require Level 2 or 3 care coordination are assigned to a dedicated care
coordinator. Members are matched with an appropriate care coordinator based on their clinical needs,
geographic location, language, cultural preferences and history of established provider relationships. Providers
can find their patient’s assigned care coordinator by using the information below to contact the Presbyterian
Care Coordination Unit:

R, Phone: 1-866-672-1242 or (505) 923-8858 {2y Fax: (505) 843-3150

If Presbyterian is unable to reach members through telephone or mail contacts, a member of the Presbyterian
Care Coordination team may request a provider’s help in engaging their patient in the assessment process.
Similarly, providers may request our assistance for care coordination for their Presbyterian patient.

Care Plan Development

Based on the results of the assessment, an individualized care plan is developed for members. The care plan
aligns a member’s needs and preferences with appropriate services and interventions, which include the

support the member needs to stabilize or improve their health, safety and well-being.

This customized care plan allows members to understand which services are available and creates a
foundation for discussions about their health with the member, their caregivers, care coordinator and providers.
The care coordinator works with the member and their designated family members, caregivers, or authorized
representatives, the member’'s PCP and other providers to develop an individualized care plan that is member-

driven and addresses issues and needs identified in the assessment.

The member’s care coordinator is accountable for the development and implementation of the member’s care
plan, serves as the primary point of contact and directs all care coordination activities for the member. The
member’s PCP and other providers assist members as appropriate for their areas of expertise. The care
coordinator works in collaboration with the provider(s) and the member to identify measurable physical,
behavioral, functional and social support goals, and to develop targeted interventions to address the member’s
goals. Medication reconciliation is preformed and utilized to evaluate medication adherence.
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Interdisciplinary Care Team

Based on the member’s assessment and individualized care plan, an ICT is established. The ICT addresses
the member’s specific needs and is an important component of the care coordination model for members with
extensive medical history and complex needs. Members of the ICT are based on the member’s individual
needs, preferences and situation. At minimum, the ICT consists of the member, the member’s PCP and the
care coordinator. In addition, as appropriate and with the member’s input and consent, additional members of

the ICT may include the following:

Family members or other persons with significant involvement in the member’s care

o Peer/family support specialists

o Community health workers or community health representatives

e The care coordinator manager or supervisor

e The support broker (if member chooses the Self-Directed Community Benefit)

e Pharmacists

e Presbyterian’s medical director

o Behavioral health providers, including mental health and substance abuse treatment providers
e Administrative support staff

e Specialty providers

Clinical staff from nursing homes and assisted living facilities where members live are also included as integral
participants in the member’s ICT. Residential care staff employees are instrumental participants in the
member’s care team and play a central role in alerting care coordinators to a change in a member’s condition

or status that, if acted upon in a timely and appropriate fashion, may prevent unnecessary hospitalizations.

Members are encouraged to actively participate in the care planning process and are provided tools, education
and resources that assist them to take personal responsibility for their care management. The care plan is

reviewed, modified if necessary, and approved by the member.

ICT communication may occur through in-person case conferences, by telephone, secure video or
electronically through a care management platform. The member’s assigned care coordinator works with the
provider to ensure that the provider’s input and recommendations are incorporated into the care plan where

appropriate.
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Care Plan Review and Authorization of Services

Presbyterian’s Care Coordination staff works in close collaboration with the Utilization Management staff for
transitions of care, prior authorizations, approvals, and discharge planning activities. Working directly with
provider community, hospitals, residential and group home programs, and nursing facilities, our Care
Coordination and Utilization Management teams ensure members are receiving care in the most appropriate
and least restrictive setting possible, and they help facilitate a smooth transition from acute care to a

community or home setting.

For services requiring review or prior authorization, Presbyterian uses Milliman Care Guidelines (MCG) criteria,
the New Mexico Administrative Code (NMAC), national behavioral healthcare and long-term care guidelines,
internal policies based on industry-accepted standards and approved regulatory standards to determine the
appropriateness of care and services. Services referred to non-participating and out-of-state providers, such as
residential treatment centers for children, require review and/or prior authorization. For Turquoise Care
members, the member’'s PCP can directly refer the member to Turquoise Care services that do not require

prior authorization.

Refer to the “Utilization Management” chapter of this manual for information on prior authorization
requirements and guidelines. For a complete list of services that require prior authorization, please reference
Appendix E.

Long-Term Services and Supports

Under Turquoise Care, the state has created one comprehensive Community Benefit that includes a multitude
of HCBS, one of which is personal care services (PCS). PCS was previously provided through the coordination

of long-term services in the 1915(c) waiver and the Mi Via 1915(c) waiver.

Individuals who are Medicaid-eligible members and meet Nursing Facility Level of Care (NFLOC) eligibility
requirements have access to HCBS without waiting for a waiver slot to become available. Individuals who are
not otherwise Medicaid-eligible, have incomes below 300% of supplemental security income and meet NFLOC

eligibility requirements are able to access the Community Benefit if a waiver slot is available.

The state maintains a central registry for persons waiting for the Community Benefit who are not otherwise
eligible for Medicaid. The central registry is managed on a statewide basis using a standardized assessment

tool and in accordance with criteria established by the state registry.

Please refer to the “Long-Term Care” chapter of this manual for details on Presbyterian Turquoise Care long-

term care, benefits and guidelines.
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Care Plan Distribution and Initiation of Ongoing Care Coordination Activities

Once the care plan is completed and necessary authorization of services is in place, the care coordinator
ensures that the Turquoise Care member or their caregiver has a copy of the signed care plan. The care
coordinator also provides instruction to the member and caregiver regarding the care plan’s online availability

through the member portal.
Ongoing Care Coordination and Care Plan Updates

The assigned care coordinator is responsible for managing ongoing care coordination and ensuring that
documentation of care coordination activities is maintained in the Turquoise Care member’s care management
system record. These activities are conducted in accordance with the care plan and include, at a minimum, the
responsibility to do the following:

o Develop and update the care plan as needed
» Provide disease management interventions and health education related to chronic conditions

e Monitor treatment and coordinate with the provider to encourage best practice as it relates to tests,
appointment frequency and adherence to clinical practice guidelines and condition specific protocols

Reassessment of Care Coordination Level

Throughout the course of participation in care coordination, a reassessment of the Turquoise Care member’s
care coordination level may be needed. A reassessment may be a scheduled event or may be prompted by a

trigger event that suggests that the member’s health status or condition has changed.

Providers may request a reassessment of their patient’s care coordination level by contacting the member’s

assigned care coordinator directly or through the care coordination unit at:

\. Phone: 1-866-672-1242 or (505) 923-8858  F=1 Fax: (505) 843-3150
Disease Management

Presbyterian provides comprehensive care to members statewide through our network of services.
Presbyterian’s disease management program offers a member-centric program to meet the medical,
behavioral and educational needs of members. To provide resources for members with chronic conditions,
Presbyterian offers comprehensive disease management programs for asthma, coronary artery disease,
diabetes, hypertension, chronic obstructive pulmonary disease, and adolescent Turquoise Care members with
depression. These programs distribute educational materials to members and providers. They also provide
Turquoise Care members blood glucose meters to those diagnosed with diabetes and peak flow meters for
those diagnosed with asthma. One-on-one behavioral lifestyle coaching is conducted with the member to meet

their self-identified goals, including condition-monitoring and self-management.
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Presbyterian’s comprehensive disease management program aligns with evidence-based guidelines and
supports providers in managing chronic illnesses. The Population Health Alliance defines population
health/disease management as a system of coordinated healthcare interventions for populations with
conditions that can be significantly managed by an individual member’s self-care efforts. It strives to address
health needs at all points along the continuum of health and well-being through participation of, engagement
with and targeting interventions to address those issues. The goal is to maintain or improve the physical and
psychosocial well-being of the individuals through cost-effective and tailored health solutions. More information

about the Population Health Alliance is available at http://populationhealthalliance.org/.

This comprehensive disease management program supports the provider/patient relationship and plan of care.
It emphasizes prevention of exacerbations and complications by using evidence-based practice guidelines and
patient empowerment strategies for self-management of chronic diseases. In addition, it evaluates clinical,

humanistic and economic outcomes on an ongoing basis with the goal of improving overall health.
Through this disease management program, Presbyterian strives to achieve the following:

» ldentify members potentially in need of disease management services through medical and
pharmaceutical data available through the Presbyterian claims data systems

o Stratify members by risk criteria using a predictive modeling tool and match members to an appropriate

level of intervention
e Provide disease management education and health coaching for lifestyle modifications
o Collaborate with members and providers to support self-management goals for health improvement
e Provide education for preventive healthcare guidelines

Care coordinators manage Turquoise Care members with the highest risk score who need more
intensive/multisystem medical or nursing interventions. Turquoise Care members with moderate risk scores
are managed by our Disease Management team. They provide phone-based health coaching, which is
different from the traditional educational model that identifies and focuses on members who already meet the

criteria of “readiness to change.”

Through health coaching, Presbyterian provides all members the one-on-one support they need to reach the
stage of “readiness to change.” The motivational behavioral interviewing methodology ensures we focus our

efforts on developing a personalized health improvement plan for members.
Improving Health Outcomes

Presbyterian understands the importance of improving health outcomes. By tailoring the frequency and
intensity of outreach to members based on risk, severity of disease and their readiness to change, our staff is

more effective with targeted interventions. Members with chronic iliness learn to manage their health to lead
2025 Universal Practitioner and Provider Manual
6-8


http://populationhealthalliance.org/

Care Coordination

more productive lives. Members tend to be more willing to participate in the Healthy Solutions disease
management program if their provider discusses it with them and recommends that they participate in it.
Members who are considered at risk learn to minimize problems with ongoing education, and utilization of

healthcare resources becomes more appropriate and effective.

Healthy Solutions Coaching Program

One of the many components of Presbyterian’s Healthy Solutions disease management program is the Healthy
Solutions Coaching Program. This behavioral lifestyle coaching program is offered to adult members with a
diagnosis of asthma, coronary artery disease, diabetes, and hypertension. Healthy Solutions Coaching
provides lifestyle coaching aligned with evidence-based care, including healthy eating, being active, medication
adherence, condition-monitoring, problem-solving, reducing risks, and healthy coping. The Healthy Solutions
health coach emphasizes the importance of establishing self-management goals and utilizes motivational

interviewing to help members identify barriers to self-management and address lifestyle challenges.

The interventions and strategies include:

Providing education to increase the member’s understanding of their chronic condition

o Emphasizing the prevention of exacerbations and complications by applying cost-effective, evidence-

based practice guidelines

o Encouraging members to adopt a healthy lifestyle and provide them a variety of self-management tools

to support their success

e Supporting shared decision-making to assist the member in establishing one or two self-management

goals related to their chronic condition
o Provide behavioral coaching for life-style modifications, using motivational interviewing techniques

o Promoting the patient/PCP relationship to achieve optimal health by closing gaps between

recommended and actual care
e Reinforcing the established plan of care
e Monitoring performance measures and health outcomes to evaluate the efficacy of the program
How to Refer to the Healthy Solutions Team
Providers may use the following contact information to refer their Presbyterian patients with asthma, coronary

artery disease, diabetes, or hypertension to the Presbyterian Healthy Solutions Disease Management

Coaching Program.
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\ Phone: (505) 923-5487 f=1 Fax: (505) 843-3150

Toll-Free Phone: 1-800-841-9705
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Ch. 7: Utilization Management

Presbyterian’s Utilization Management program evaluates the appropriateness, medical necessity and

efficiency of healthcare services, procedures and facilities, according to established criteria and guidelines.
Utilization management processes are comprised of a comprehensive set of integrated components, including
prior authorization, concurrent review, retrospective review, discharge planning and transition of care.
Presbyterian’s Utilization Management team of nurses, pharmacists, behavioral health specialists, therapists
and medical directors are available 24/7 to assist providers with authorizations or verification of benefits. For a
list of services that require prior authorization, visit www.phs.org/providers/authorizations or call

(505) 923-5757 or 1-888-923-5757 (toll-free) during and after normal business hours.

Affirmation Regarding Decision-Making for Utilization Management

NCQA requires that Presbyterian distributes a statement to all members and to all practitioners, providers and

employees who make utilization management decisions, affirming the following:

1. Utilization management decision-making is based only on appropriateness of care and service and

existence of coverage.
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2. The organization does not specifically reward practitioners or other individuals for issuing denials of

coverage.

3. Financial incentives for utilization management decision makers do not encourage decisions that result

in underutilization.
Member Awareness

Members receive the Member Handbook, which describes services that are available to them. Medically
necessary services or supplies may be authorized for up to one year. Member handbooks are available online

in English and Spanish on the Member Resources webpage www.phs.org/member.

Member Medical Summary

Members may need to access services from providers who may not be familiar with their history. Presbyterian
includes a medical summary form in the Turquoise Care Member Handbook to assist members in providing
their medical histories. Members are asked to update their records by one of the following methods:

e Regularly update this medical summary and carry it with them at all times so they can present it when

accessing care

o Enter updates into MyChart (www.phs.org/tools-resources/patient/access-your-health-information).

Presbyterian's MyChart gives members a secure way to access their medical records and helps them

keep track of all their medical information online
e Call PCSC at (505) 923-5200 or 1-888-977-2333
Referral Requests and Prior Authorization

The PCP either gets an authorization number or a notice that a service requires prior authorization. PCPs or
other providers are encouraged to submit prior authorization request online to receive immediate notification of
the action, authorization number or notice that the request was received and is in the prior authorization
process. The referring provider should notify the treating provider of the authorization number to be submitted

on a claim.

Members may self-refer and do not need prior authorization for the following:
e Emergency care
e Urgent care
o Women'’s healthcare

\ Note: Presbyterian Turquoise Care has additional benefits for self-referral for women'’s healthcare.
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Presbyterian Turquoise Care has additional benefits for self-referral for women’s healthcare, which are
explained in the “Members’ Rights and Responsibilities” section of the Presbyterian “Customer Service Center”

chapter of this manual.

In addition, benefits with limitations may also require a prior authorization. Services that require a prior
authorization are published in our provider manual (see Appendix E), in the member handbooks and on
Presbyterian’s website. Extensive detail is included in provider orientations and ongoing training. This ensures

that the provider and member know which services require prior authorization.

Presbyterian annually reviews utilization management criteria and procedures for applying them and updates
criteria when appropriate. Presbyterian involves appropriate practitioners in developing, adopting and
reviewing criteria. Providers may access utilization management criteria online through the Medical Policy
review manual available at www.phs.org/medicalpolicymanual or by calling (505) 923-5757 or 1-888-923-5757.

For Commercial, Presbyterian Senior Care (HMO) and (HMO-POS), Presbyterian MediCare PPO and select
ASO plans, the model is “no referral required” for most care rendered by contracted specialists. This includes

referrals from one contracted specialist to another. Refer to specific plans for any special requirements.

For ASO plans not participating in the open access model and for Presbyterian Turquoise Care, members
need to continue to see their PCPs for a specialist referral. PCPs, however, are not required to get referral
authorization numbers from Presbyterian. The form of communication between the PCP and specialist

(prescription, phone call, or note in medical record) is at the discretion of the PCP and the specialist.

Authorizations of Coverage

Services requiring prior authorization are published in appendix E of this manual, the Member Handbook and
Presbyterian’s website. Extensive details are also included in provider orientations and ongoing training. These

collective efforts ensure that the provider and member know if services are covered.
The Health Services team reviews cases for the following:
o Medical necessity e Clinical quality considerations
o Appropriate setting o Availability of local health resources
e History of medical conditions and treatment
e Special circumstances
e Socioeconomic issues
e Support issues

e Complexity of health status
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Individual patient situations, risk factors, service availability and patient safety are also considered when
relevant and known. Consequently, complete documentation by the referring provider is critical to demonstrate

medical necessity.

Presbyterian encourages its providers to ad