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13  Prescription Drug Claim System (PDCS OS PLUS)

The New Mexico PDCS OS PLUS System Documentation is numbered and structured as Section 13 of the overall MMIS system documentation.  
13.1  PDCS OS PLUS Narrative

The Narrative section provides an overview of PDCS OS PLUS functionality and a high level description of the functionality of OS PLUS subsystems.
13.1.1  Overview

Conduent’s new version of its online Prescription Drug Claims System (PDCS OS PLUS) offers parameter-driven flexibility, Windows(-type presentation, requestor-friendly reporting, and, of course, HIPAA compliance—in terms of formats, security, and confidentiality. OS Plus is hosted to be in compliant with the ADA Section 508 standards – screens employ a color scheme proven to be optimal for the visually impaired PDCS OS PLUS accommodates all of the features New Mexico is familiar with from the original PDCS X2, as well as many new features:

· Claims receipt and processing for POS, batch and paper claims

· Common processing logic for all claims, regardless of mode of receipt

· Claim calculation based on multiple designs, provider reimbursement rates, “lesser-of” application, generic-vs.-brand differential, and dispensing fee application

· Application of third party liability at point of service and when indicated via “pay and chase”

· Prior authorization services 

· Drug coverage application and compliance 

· Complex, expansive plan and benefit designs 
· Robust pricing features, including customization for multiple pricing levels at the Customer, Group, Plan, Pharmacy/Network, and Prior Authorization levels
· Therapeutic consultation functions

· Cost containment features such as automated step care at point of service
· Financial accounting, remittance advice, and payment instrument preparation and distribution

· Co-payment and deductible determination

· Prospective Drug Utilization Review (ProDUR)

· Adjustment and reversal processing, including co-payment and deductible impact

· Data analysis and reporting: convenient web browser-based access to, accurate interpretation of, and rapid response to pharmacy claims data

· Data interfaces

· Eligibility verification and benefit determination

· Information confidentiality: secure access via 128-bit SSL encryption technology and role-based edit abilities

PDCS OS PLUS processes drug claims in accordance with NCPDP standards and transmits real-time responses for POS claims 24/7 in full compliance with NCPDP messages and codes, which are familiar to all pharmacy providers.  Enhanced messaging capabilities for DUR and other edits are also fully supported.  

OS PLUS updated NCPDP version 5.1 to NCPDP D.0 starting January 01, 2012. NCPDP Telecommunications Standard Version D.0 is an updated version of the HIPAA standard for pharmacy claims transactions. Advantages of using NCPDP D.0 over NCPDP 5.1 are; 

· The ability to support new-use cases brought forward by the industry 

· Clarification of usage to remove ambiguity

· Consistency across transactions 

· Removal of data content that is no longer used 

User-Friendly GUI & Ease Of Navigation
PDCS OS PLUS’s functionality is provided within a technically advanced transactional solution whereby the claims adjudication system is accessed and viewed through a user-friendly web browser-based graphical user interface (GUI).  PDCS OS PLUS offers considerable additional functionality and ease of use not available through terminal emulation, with many readily apparent and appreciable navigation features.  Users can “mouse through the data” using point-and-click functionality to open new screens via tabs and buttons.  

One of PDCS OS PLUS’s strengths lies in its Windows(-based environment and drill-down search capability.  “Wildcard” searches in certain fields allow users to return result listings on a search with as few as three characters—especially useful for searches in which the exact spelling of a participant
 or provider name may not be known.  Searches can also be refined beyond basic search criteria.  For example, a participant search can be performed based upon Participant ID, SSN,
 or Last Name (full or partial).  The search can be further refined using First Name, Middle Initial, Date of Birth, Race, and/or Gender.

JAVA Technology—The Industry Standard

PDCS OS PLUS’s web browser-based front-end is built upon an industry-standard JAVA platform, a thin-client architecture that allows secure web browser-based system access from any PC with Internet access.  New Mexico program personnel will access PDCS OS PLUS via a web browser (such as Internet Explorer).  Based on New Mexico’s IT procedures, users may access PDCS OS PLUS via the public Internet or via a numeric IP address for a direct connection into the system.
PDCS OS PLUS Functionality

Key features of PDCS OS PLUS’s design and operation include:

· Processing of paper, electronic batch, and POS pharmacy claims, including full real-time adjudication 

· Average POS response time for full claim adjudication (including ProDUR, pricing, etc.) is approximately four-tenths of a second

· Interfaces with the major switch networks so that pharmacy providers can connect with our system

· Flexible, table-driven business logic
· Design, development, and maintenance by Conduent staff, which negates the need for third-party dependency

· Fully HIPAA and NCPDP vD.0 compliant

· Web browser-based interface for all reports and views

· Mainframe server: scalable, reliable, and proven

· Multiple program capability

· “Thin-client” application architecture

· Extensive ProDUR “clinical intelligence” capability

· A completely menu-driven system with a familiar Windows( user interface, which provides for ease of use and greatest flexibility 

· Unlimited drug benefit plans and flexible online definition of covered/non-covered benefit provisions

· Extensive computer edits, including data validity, eligibility verification, duplicate checking, prescription verification, and pricing

· All edits are performed online, in real time, at the point of service. These edits can easily and quickly be added, changed, or deleted.
· Edit dispositions (e.g., pay, reject, deny), can be easily changed via tables

· Online access and update by authorized Conduent personnel to provider, drug coverage, and other files

· Online access to detailed and management-level information accessible by date, disease category, drug class, or other parameters

· Online drug coverage administration 

· Drug use profiles, by both provider and participant, to identify patterns in the use and cost of drugs

· Complete package of management and utilization reports

· Sophisticated ad hoc reporting system to provide analysis of operations metrics, as well as prescribing, dispensing, and usage patterns

· Audit trails

· Explanation of Benefits (EOBs) 

· Online Prospective Drug Utilization Review (ProDUR)

PDCS OS PLUS offers a full suite of claims processing and true prescription benefit management capabilities, from eligibility verification to clinical edits to pricing to reporting, with proven real-time performance and reliability.  PDCS OS PLUS is a highly flexible system that supports a wide variety of customers through many file-driven edit parameters and an unlimited number of unique benefit plan designs, allowing Conduent to modify the system simply by entering online transactions in response to program policy changes.  Such parameters include edit dispositions; drug refill-too-soon percentages; DUR filters; drug coverage at the Therapeutic Class (TC), Generic Code Number (GCN), Sequence Number (GSN), or NDC level; step care edits; quantity edits (quantity of scripts, drugs, refills, days supply, dose/day); and overrides to the base plan for such situations as lost medications, therapy changes, starter doses, and vacation supplies. 

PDCS OS PLUS currently handles full-scale claim data validation edit and audit capabilities based on the following database files and tables:

· Provider File (pharmacy network enrollment verification)

· Participant File (participant eligibility verification, group identification, drug coverage, and other insurance information)

· Prior Authorization File (by participant/drug category)

· Medical Profile (participant-unique drug coverage criteria, allergy, and diagnosis data)

· Group File 

· Plan File (drug coverage, co-payments, generic substitution, valid dispense-as-written [DAW] codes, etc.)

· Drug Reference, Plan, and Coverage Tables (Pricing, Drug Interaction codes, and all other ProDUR criteria)

· DUR Filter contained within the Drug Reference Table (ProDUR edits and dispositions)

· History File (duplicate checking and DUR alerts)

The New Mexico OmniCaid MMIS provides provider, participant eligibility, and third party liability data to PDCS OS PLUS via interface.  New for the PDCS OS PLUS implementation is the requirement to have real-time eligibility information.  In PDCS X1, participant eligibility data was updated daily via a batch interface from OmniCaid, so eligibility data was always one day old.  The new business requirement to have real-time access ensures that PDCS OS PLUS always uses eligibility data that matches what is current in the OmniCaid system.  This results in fewer claim suspensions, and more accurate and timely adjudication of claims.

In PDCS X1, eligibility data was stored in VSAM files, but for PDCS OS PLUS the data is not permanently stored in the PDCS OS PLUS tables.  PDCS OS PLUS reads the data directly from OmniCaid at the time it is needed and maps it into the PDCS OS PLUS table layouts for use by the PDCS OS PLUS functions, but does not store the data permanently in PDCS OS PLUS.

PDCS OS PLUS adjudicates all drug claims and passes them back to the New Mexico OmniCaid MMIS daily for financial and report cycle processing.  Drug reference updates are provided to PDCS OS PLUS weekly from First DataBank.  PDCS OS PLUS furnishes a daily PA file and a weekly reference file to the New Mexico OmniCaid MMIS.

Claims Receipt and Management

PDCS OS PLUS processes those claims and re-bills that are submitted electronically from the pharmacy (point of sale), electronically in batch form, and through the mail in paper form. Conduent uses NCPDP D.0 standards to edit and reformat claims.  All claims, regardless of how they are submitted, are subjected to the same edits.  This approach allows Conduent to maintain a common processing engine, which provides improved data accuracy and consistency, reduces the cost of software maintenance, and easily accommodates change.

13.1.2  Customer, Group, Plan Narrative

The Customer, Group, Plan subsystem in PDCS OS PLUS is the source of all information regarding OS PLUS Customers and their Group and Plan data. The data contained within the customer, group, and plan functional groups consists of demographic data about the customer, as well as pricing information within each of the group and plan functional groups. The Customer, Group, Plan subsystem provides online entry, inquiry, and update capability for all related information.

Claims processing reads the customer, group, and plan data during claims validation, pricing, and adjudication to determine whether a drug is covered, the pricing methodology to use for the drug, the appropriate co-payment amount, the population group, and the appropriate payer. The system provides for State-approved dispensing fees and dispensing fee limitations. It is used as the basis for pharmacy claims pricing calculations.

Customer, group, and plan information is input manually into OS PLUS by the Conduent Prescription Benefits Management (PBM) Department when the Customer’s contract is initiated. Information is updated as required. New Mexico’s customer, group, and plan information was initially created in OS PLUS via the X1-to-OS PLUS automated conversion process, and then was updated manually.  
13.1.2.1  Customer Functional Group
The customer is the highest level of authority within the OS PLUS system. The customer level is used for management reporting of groups and plans defined within the customer. Conduent PBM Client Relations staff use the customer functional group to maintain information such as pricing, address and contact data for PDCS OS PLUS customers. The OS PLUS system has two customers associated with New Mexico Medicaid:  NEWMEX and NMENCO.  

NEWMEX is the customer name for the New Mexico Medicaid FFS drug program. The NEWMEX customer accepts claims submitted via point of sale (POS) and on paper. This program includes FFS providers, Indian Health Services, Children’s Medical Services (CMS), Qualified Medicare Beneficiaries (QMB), and Medicare D Dual Eligibles. Crossover claims for NEWMEX Medicare participants are accepted via batch transmission from the Medicare regional carrier, GHI, in NCPDP D.0/1.1 batch format. Crossover pharmacy claims are extracted for transmission to MMIS using the normal extraction process.
NMENCO is the customer name for New Mexico Medicaid’s encounter claims processing program. Encounter claims are only accepted via batch submission and only the New Mexico managed care organizations (MCOs) can submit claims using this batch mode of claim submission. Encounter claims are adjudicated by OS PLUS, following the plan definitions for the NMENCO customer. 
Customer pricing information is the basis for pharmacy reimbursement calculations. The customer tables contain parameters that define drug reimbursement and settings for default pricing levels and pricing categories. Pricing categories allow the program maximum flexibility in claim pricing. Customer pricing can contain any number of separate entries of pricing data based on dates and category. Each row of the pricing criteria may have a separate date range. Also, ingredient cost basis works in conjunction with each pricing category to instruct PDCS OS PLUS which price from the drug file is applicable for pharmacy claims under each set of circumstances. A pay-lesser indicator is used to direct PDCS OS PLUS to pay the lesser of submitted or allowed charge. See the Adjudication Narrative section for more information about New Mexico pricing logic.

Separate pricing methodologies can be set for each Dispense As Written (DAW) code entered. This functionality allows the patient to be assessed additional charges, if desired by the customer, for choosing the branded product when a generic is available. Each category can have dispensing fees that are defined as an amount or percentage. Setting the “Provider Override” field on the Customer Pricing Screen allows the dispensing fee to be taken from the pharmacy provider table instead of the customer table. Current functionality allows any number of pricing options per category/DAW code combination. Additionally, the customer-pricing table allows submission and calculation of applicable sales tax for claims in those areas that require sales tax collection for prescription drugs.

13.1.2.2  Group Functional Group
Each OS PLUS customer entity may have as many groups as needed to provide accurate statistics for management reporting. Default filing limits, dispensing fees, pharmacy networks, and maximum compound drug amounts are defined at the group level.  

The Group functional group contains three tabs: Group, Network and Plans. An unlimited number of plans can be assigned to a single group. A participant may have overlapping eligibility spans in more than one plan for any given time period. Separate plans are usually set up for a group to define varying benefit coverage.  

New Mexico has one group for each customer entity. The group name for both customers is MED. The network assigned to the NEWMEX customer group is NEWMEX, and the network for the NMENCO customer is NMENCO. The group file contains a list of all valid plans for the NEWMEX and NMENCO programs under each group ID.  

13.1.2.3  Plan Functional Group
New Mexico Medicaid uses all three possible methods to control a plan’s drug coverage in OS PLUS:  

· Plan Limits

· Plan Custom Records

· Drug Programs (within the Reference Subsystem; see Reference Narrative section)

A plan is created to distinguish the different types of benefits within a group; there is no practical limit to the number of plans to a group. PDCS OS PLUS allows multiple plan iterations with different effective dates within one plan, such that plan benefits can be changed across time. Plan numbers can repeat across customers but cannot repeat within the same customer.    

The Plan functional group contains five tabs: Search, Plan, Detail, Copay, and Limits. 

Plan detail contents include limits related to days supply, maintenance days, refill grace period, maximum claim units, number of prescriptions, spans, refills, ages and maximum copay information. The plan detail supports the customization of pricing by allowing the assignment of a pricing level (created at the Customer level) for each plan. Co-payment processing is also supported based on the type of drug and limits allowed by the customer. Co-payments are set in percentages or dollar amounts, and co-payment amounts are broken out in the category field to generic, brand, brand/no generic, non-network generic, non-network brand, non-network brand/ no generic, over-max generic, over-max brand, over-max brand/no generic, non-formulary, non-network, or non-formulary. 

Plan benefit limits are used to further restrict benefits. The end user can view benefit coverage parameters for a specific plan. A drug can be defined as covered or not covered at the following levels: generic code number, generic sequence number, NDC, therapeutic class, drug category, DEA code, route code and drug class. There must be a least one row of data entered on this screen for the system to accept the plan. 

Drug coverage can be set at the plan level. The default for all benefits is to be covered. The majority of entries for plan benefit limits are for non-covered drugs.  Therefore, any drug not defined as non-covered would be considered to be a covered benefit by default. However, the drug must have a signed rebate agreement to be covered, with the exception of OTCs, compounds, non-drug items and new NDCs added to the Drug File since the last quarterly CMS Tape update. There is no practical limit to the number of benefit limit rows that can be added for a plan.

PDCS OS PLUS also allows custom records to be associated with specific benefit coverage. Multiple iterations of custom record data with different effective dates can be created within one plan benefit limit. Also, a given instance of custom record data can be assigned to one or more plan benefit limits entries within a customer and plan. Custom records can be set up for covered drugs. A custom record further restricts coverage for certain drugs. When a claim is processed, edits are performed to determine if restrictions on the days supply or units are entered on the custom record. Edits can be set to deny for duration of time which includes a specified duration of days, months or years of history. Alternately, the number of units allowed during a particular time frame (days, months, or years) can be restricted. Co-pay limits can be set on custom records to override the default co-payment set on the plan, or to provide for additional co-payment amounts on defined drugs. In addition, the custom record also has maximum and minimum age edits, gender edits, minimum and maximum daily dose edits, maintenance dose edits and maximum number of refill edits.

Edit exemption indicators can be set to process against current claims to deny. This can be used to set up denials for script limits, refill too soon, duplicate check and maintenance drug edits, or to override the limits in place on the plan header or detail.

Fee-For-Service Plans

The NEWMEX fee-for-service customer has the following plans in OS PLUS:

020
Qualified Medicare Beneficiaries (QMB) – Medicare D. This plan covers QMB-only dual eligible participants. It is based on plan 900 and provides no drug coverage.

030
Nursing Home Program – Medicare D. This plan covers nursing home dual eligible participants. It is based on plan 300. Plan 030 provides the same drug coverage as plan 300, but only for drugs not covered by Medicare D.

040
Fee-For-Service (FFS) – Medicare D. This plan covers FFS dual eligible participants. It is based on plan 400. Plan 040 provides the same drug coverage as plan 400, but only for drugs not covered by Medicare D.

070
Family Planning – Medicare D. This plan covers family planning services for dual eligibles. It is based on plan 700. Plan 070 provides the same drug coverage as plan 700, but only for drugs not covered by Medicare D.

100
Hospice – This program covers Medicaid participants who are currently in the Hospice environment.

200
Adult Daycare (PACE) Program – This program has no drug coverage through New Mexico Medicaid.

300
Nursing Home Program – Participants in a Nursing Home setting are covered under benefits through New Mexico Medicaid.

400
Fee-For-Service (FFS) – Participants covered under the FFS program for New Mexico Medicaid have drug coverage for specific drugs, over the counter (OTC) drugs, and DME items. They are subject to program rules regarding MCO assignments. The MCO and descriptions of their plans are described later in this section under the NMENCO plans.

500
Working Disabled 

600
SCHIPS – State Children’s Health Insurance Program
700
Family Planning – Participants assigned to this plan have benefits to aid in the family planning process through New Mexico Medicaid.

800
EMS/SSD – 309/ISD-309 – Emergency Medical Services for undocumented aliens.

900
QMB and State Waivers – Premium Assistance Individual Reimbursements (PAIR) and QMB and Sate Waivers participants assigned to this plan have no drug coverage through New Mexico Medicaid.

910
Children’s Medical Services (CMS) – Participants assigned to this plan require a PA to receive coverage under this plan.

Encounter Plans

New Mexico Medicaid provides managed care benefits through several different managed care organizations (MCOs). The MCOs provide capitated services to enrolled Medicaid participants and Medicaid/Medicare dual eligibles, including prescription drug benefits. After drugs are dispensed, the MCOs send files of encounter claims to Conduent for processing via batch claim submission. These encounter claims are fully adjudicated based on the NMENCO plan definitions, which have no drug coverage limitations. The encounter claims are passed to OmniCaid via the same daily claim extract used for FFS claims. They are also loaded to the OS PLUS DSS and are available for RetroDUR analysis.

Each MCO plan has both a standard plan and a recoupment plan. The recoupment plans are used to identify periods of eligibility where the standard MCO coverage has been terminated, but MCO capitation recoupment is still in effect. Both FFS claims and encounters may be processed while a recoupment span is in effect. When a participant’s eligibility shows an FFS plan overlapping with an MCO recoupment plan, claims may be accepted under the FFS plan and encounters may also be accepted. When an FFS plan overlaps with a standard MCO plan, the FFS plan denies claims due to other coverage, and only encounters are accepted.  

For the Behavioral Health Plans (853-856 and 879-882), plan assignment varies depending on whether the participant’s physical health coverage is FFS or MCO. Plans 853 and 855 are identical, as are plans 854 and 856, plans 879 and 882, and plans 880 and 881. Separate plans are required because of differences in payment and financial processing, which OmniCaid handles.

The NMENCO customer has the following encounter plans set up in OS PLUS:

	Plan
	Description
	Lockin
Type
	Provider ID
	Lockin Plan Number
	Plan Effective Date
	Plan End Date

	796
	Lovelace Std
	MCO
	000M1796
	0001
	11/01/1999
	8/31/2013

	797
	Lovelace Std Recoupment
	RCM/RCN
	000M1796
	0001
	11/01/1999
	8/31/2013

	808
	Molina Std
	MCO
	000M1808
	0001
	11/01/1999
	12/31/2013

	809
	Molina Std Recoupment
	RCM/RCN
	000M1808
	0001
	11/01/1999
	12/31/2013

	814
	Presbyterian Std
	MCO
	000M1814
	0001
	11/01/1999
	12/31/2013

	815
	Presbyterian Std Recoupment
	RCM/RCN
	000M1814
	0001
	11/01/1999
	12/31/2013

	816
	Presbyterian PDL
	PDL
	000M1814
	0002
	12/01/2004
	7/31/2010

	817
	Presbyterian PDL Recoupment
	PDM/PDN
	000M1814
	0002
	12/01/2004
	7/31/2010

	820
	BCBS Centennial Care
	CCO
	42101522
	0004
	01/01/2014
	12/31/9999

	821
	BCBS Centennial Care Recoupment
	CCM/CCN
	42101522
	0004
	01/01/2014
	12/31/9999

	822
	Molina Centennial Care
	CCO
	000M1808
	0005
	01/01/2014
	12/31/9999

	823
	Molina Centennial Care Recoupment
	CCM/CCN
	000M1808
	0005
	01/01/2014
	12/31/9999

	824
	Presbyterian Centennial Care
	CCO
	000M1814
	0006
	01/01/2014
	12/31/9999

	825
	Presbyterian Centennial Care Recoupment
	CCM/CCN
	000M1814
	0006
	01/01/2014
	12/31/9999

	826
	United Healthcare Centennial Care
	CCO
	16785851
	0002
	01/01/2014
	12/31/9999

	827
	United Healthcare Centennial Care Recoupment
	CCM/CCN
	16785851
	0002
	01/01/2014
	12/31/9999

	850
	UNM 
	SCI
	60052082
	0001
	06/24/2005
	12/31/2013

	850
	Molina/UNM
	SCI
	87602741
	0001
	06/24/2005
	12/31/2013

	850
	Molina/UNM Non Parent
	SCI
	87602741
	0002
	06/24/2005
	12/31/2013

	851
	Molina/UNM Recoupment
	SCM/SCN
	87602741
	0001
	06/24/2005
	12/31/2013

	851
	UNM Recoupment
	SCM/SCN
	60052082
	0001
	06/24/2005
	12/31/2013

	851
	Molina/UNM Non Parent Recoupment
	SCM/SCN
	87602741
	0002
	06/24/2005
	12/31/2013

	853
	Value Options
	SEB
	71006010
	0002
	06/24/2005
	6/30/2009

	854
	Value Options Recoupment
	SEM/SEN
	71006010
	0002
	06/24/2005
	6/30/2009

	855
	Value Options
	SEB
	71006010
	0001
	06/24/2005
	6/30/2009

	856
	Value Options Recoupment
	SEM/SEN
	71006010
	0001
	06/24/2005
	6/30/2009

	857
	Lovelace SCI
	SCI
	000M1796
	0002
	06/24/2005
	8/31/2013

	857
	Lovelace Non Parent SCI
	SCI
	000M1796
	0004
	06/24/2005
	8/31/2013

	858
	Lovelace SCI Recoupment
	SCM/SCN
	000M1796
	0002
	06/24/2005
	8/31/2013

	858
	Lovelace Non Parent SCI Recoupment
	SCM/SCN
	000M1796
	0004
	06/24/2005
	8/31/2013

	859
	Presbyterian  SCI
	SCI
	000M1814
	0003
	06/24/2005
	12/31/2013

	859
	Presbyterian Non Parent  SCI
	SCI
	000M1814
	0005
	06/24/2005
	12/31/2013

	860
	Presbyterian SCI Recoupment
	SCM/SCN
	000M1814
	0003
	06/24/2005
	12/31/2013

	860
	Presbyterian Non Parent SCI Recoupment
	SCM/SCN
	000M1814
	0005
	06/24/2005
	12/31/2013

	861
	Molina SCI
	SCI
	000M1808
	0002
	06/24/2005
	12/31/2013

	861
	Molina Non Parent SCI
	SCI
	000M1808
	0003
	06/24/2005
	12/31/2013

	862
	Molina SCI Recoupment
	SCM/SCN
	000M1808
	0002
	06/24/2005
	12/31/2013

	862
	Molina Non Parent SCI Recoupment
	SCM/SCN
	000M1808
	0003
	06/24/2005
	12/31/2013

	863
	Lovelace PAK
	SCI
	000M1796
	0003
	11/01/2007
	8/31/2013

	864
	Lovelace PAK Recoupment
	SCM/SCN
	000M1796
	0003
	11/01/2007
	8/31/2013

	867
	Presbyterian PAK
	SCI
	000M1814
	0004
	10/02/2006
	12/31/2013

	868
	Presbyterian PAK Recoupment
	SCM/SCN
	000M1814
	0004
	10/02/2006
	12/31/2013

	869
	Amerigroup CLTS
	LTC
	21535353
	0001
	07/01/2008
	12/31/2013

	870
	Amerigroup Recoupment
	LTM/LTN
	21535353
	0001
	07/01/2008
	12/31/2013

	871
	Evercare CLTS
	LTC
	16785851
	0001
	07/01/2008
	12/31/2013

	872
	Evercare Recoupment
	LTM/LTN
	16785851
	0001
	07/01/2008
	12/31/2013

	873
	BCBSNM SALUD
	MCO
	42101522
	0001
	10/01/2008
	12/31/2013

	874
	BCBSNM SALUD Recoupment
	RCM/RCN
	42101522
	0001
	10/01/2008
	12/31/2013

	875
	BCBSNM SCI
	SCI
	42101522
	0002
	10/01/2008
	12/31/2013

	875
	BCBSNM Non Parent SCI
	SCI
	42101522
	0004
	10/01/2008
	12/31/2013

	876
	BCBSNM SCI Recoupment
	SCM/SCN
	42101522
	0002
	10/01/2008
	12/31/2013

	876
	BCBSNM Non Parent SCI Recoupment
	SCM/SCN
	42101522
	0004
	10/01/2008
	12/31/2013

	877
	BCBSNM PAK
	SCI
	42101522
	0003
	10/01/2008
	12/31/2013

	878
	BCBSNM PAK Recoupment
	SCM/SCN
	42101522
	0003
	10/01/2008
	12/31/2013

	879
	OptumHealth BH MCO
	SEB
	38900882
	0001
	07/01/2009
	12/31/2013

	880
	OptumHealth Recoupment
	SEM/SEN
	38900882
	0001
	07/01/2009
	12/31/2013

	881

	OptumHealth BH FFS
	SEB
	38900882
	0002
	07/01/2009
	12/31/2013

	882
	OptumHealth FFS Recoupment
	SEM/SEN
	38900882
	0002
	07/01/2009
	12/31/2013


Medicare D Plans

All Medicare D plans have a start date of 01/01/2006.  

020
Qualified Medicare Beneficiaries (QMB) – Medicare D. This plan covers QMB-only dual eligible participants. It is based on plan 900, and provides no drug coverage.

030
Nursing Home Program – Medicare D. This plan covers nursing home dual eligible participants. It is based on plan 300. Plan 030 provides the same drug coverage as plan 300, but only for drugs not covered by Medicare D.

040
Fee-For-Service (FFS) – Medicare D.  This plan covers FFS dual eligible participants. It is based on plan 400. Plan 040 provides the same drug coverage as plan 400, but only for drugs not covered by Medicare D.

070
Family Planning – Medicare D. This plan covers family planning services for dual eligibles. It is based on plan 700. Plan 070 provides the same drug coverage as plan 700, but only for drugs not covered by Medicare D.

Effective 01/01/2013, Medicare Part D is required to cover benzodiazepines for any medically-accepted indication and barbiturates when used in the treatment of epilepsy, cancer, or chronic mental health disorders. Therefore, Medicaid would remain responsible for coverage of barbiturates when used for indications other than epilepsy, cancer, or chronic mental health disorders.  Providers will be required to submit a prior authorization request to the Medical Assistance Division (MAD) for a barbiturate.  Approval will be based on the client’s diagnosis.

Medicare Crossover Plans

To facilitate the processing of Medicare crossover claims, Conduent created several crossover plans to which incoming claims are assigned. Following are the Medicare crossover plans created for the NEWMEX customer:

021
QMB Medicare Crossover Plan

031
Medicare D Nursing Home Medicare Crossover Plan

041
Medicare D Fee For Service Medicare Crossover Plan

101
Hospice Medicare Crossover Plan

301
Nursing Home Medicare Crossover Plan

401
Fee for Service Medicare Crossover Plan

501
Working Disabled Medicare Crossover Plan

601
SCHIP Medicare Crossover Plan

901
QMB & State Waivers Medicare Crossover Plan

911
CMS Medicare Crossover Plan

At adjudication, NEWMEX Medicare crossover claims are assigned to the corresponding crossover plan as shown in the table below.

	Crossover claims for this NEWMEX plan …
	… are assigned to this Medicare Crossover Plan

	020    QMB 
	021    QMB Medicare Crossover Plan

	030    Nursing Home – Medicare D 
	031    Medicare D Nursing Home Medicare Crossover Plan

	040    Fee For Service – Medicare D 
	041    Medicare D Fee For Service Medicare Crossover Plan

	100    Hospice 
	101    Hospice Medicare Crossover Plan

	300    Nursing Home 
	301    Nursing Home Medicare Crossover Plan

	400    Fee for Service Medicare Crossover Plan

070    Family Planning – Medicare D*
200    Adult Daycare (Pace Program)*
700    Family Planning only (without QMB and
               State Waivers)*
800    EMS/SSD 309/ISD 309*
	401    Fee for Service

	500    Working Disabled 
	501    Working Disabled Medicare Crossover Plan

	600    SCHIP 
	601    SCHIP Medicare Crossover Plan

	900    QMB & State Waivers 
	901    QMB & State Waivers Medicare Crossover Plan

	910    CMS 
	911    CMS Medicare Crossover Plan

	700 and 900 Dually Eligible 
	901    QMB & State Waivers Medicare Crossover Plan

	* Medicare crossover claims for these plans are denied.


No crossover plans were created for NMENCO participants. Medicare crossover claims received for NMENCO plan participants are assigned to NEWMEX crossover plan 401 (Fee For Service) and are handled as indicated below.
	NMENCO Crossover Claims Processed
	NMENCO Crossover Claims Denied

	796    Lovelace Standard MCO
	816    Presbyterian PDL MCO Plan 
(NMRX – end-dated August 1, 2010)

	797    Lovelace Standard MCO Recoupment
	817    Presbyterian PDL MCO Recoupment Plan

	808    Molina Standard MCO
	850    UNM Statewide Coverage Initiative (SCI) MCO

	809    Molina Standard MCO Recoupment
	851    UNM Statewide Coverage Initiative (SCI) MCO 
          Recoupment

	814    Presbyterian Standard MCO
	857    Lovelace SCI MCO Plan

	815    Presbyterian Standard MCO Recoupment
	858    Lovelace SCI MCO Recoupment

	820    BCBS Centennial Care
	859    Presbyterian SCI MCO Plan

	821    BCBS Centennial Care Recoupment
	860    Presbyterian SCI MCO Recoupment

	822    Molina Centennial Care
	861    Molina SCI MCO Plan

	823    Molina Centennial Care Recoupment
	862    Molina SCI MCO Recoupment

	824    Presbyterian Centennial Care
	863    Lovelace PAK 

	825    Presbyterian Centennial Care Recoupment
	864    Lovelace PAK Recoupment

	826    United Healthcare Centennial Care
	867    Presbyterian PAK

	827    United Healthcare Centennial Care      Recoupment
	868    Presbyterian PAK Recoupment

	853    Value Options FFS – physical health coverage
           = FFS (replaced by OptumHealth plan 881)
	875    BCBSNM SCI

	854    Value Options FFS Recoupment 
          (replaced by OptumHealth plan 882)
	876    BCBSNM SCI Recoupment

	855    Value Options MCO – physical health coverage
           = MCO (replaced by OptumHealth plan 879)
	877    BCBSNM PAK

	856    Value Options MCO Recoupment
           (replaced by OptumHealth plan 880)
	878    BCBSNM PAK Recoupment

	869    Amerigroup CLTS 
	

	870    Amerigroup CLTS Recoupment
	

	871    Evercare CLTS
	

	872    Evercare CLTS Recoupment
	

	873    BCBS NM SALUD
	

	874    BCBS NM SALUD Recoupment
	

	879    OptumHealth BH MCO 
          (replaced Value Options plan 855)
	

	880    OptumHealth MCO Recoupment 
          (replaced Value Options plan 856)
	

	881    OptumHealth BH FFS 
          (replaced Value Options plan 853)
	

	882    OptumHealth FFS Recoupment 
          (replaced Value Options plan 854)
	


13.1.3   Provider Narrative

The PDCS OS PLUS Provider subsystem is the source of all information within the OS PLUS subsystem regarding pharmacies and physicians.  The data contained within the Provider subsystem consists of individual and group provider participation/enrollment data, eligibility, network, provider type and specialty, and demographic data.  It is used to support Fiscal Agent and PBM operational tasks such as claims processing, provider relations, operations, call center staff, management, administrative reporting, and other OS PLUS subsystems.  Standard update files from NCPDP are used to maintain the national database of pharmacies in OS PLUS.  This data is further maintained manually by Conduent PBM Provider Relations staff.  

The New Mexico Fiscal Agent Provider Relations staff maintains provider data directly in OmniCaid, and OmniCaid updates are automatically sent to OS PLUS via two separate daily batch interfaces, one for pharmacy updates and one for physician updates.  OmniCaid sends information to the OS PLUS Provider subsystem pertaining to providers' and prescribers' enrollment for Medicaid (FFS) and Managed Care (MCO) networks.  OmniCaid also sends licensing information, demographic data, network information, review and restriction information and provider affiliations.  The OmniCaid prescriber updates passed to OS PLUS include the prescriber type, specialty, and sub-specialty for use in claims adjudication.

The indication that a pharmacy is an IHS pharmacy network is not maintained through the batch interface with OmniCaid.  The IHS network is maintained manually by the PBM Provider Relations department, based on information received from the OmniCaid support team.  The OS PLUS system identifies an IHS pharmacy by the presence of an active IHS network affiliation for the pharmacy. The current list of IHS pharmacies is provided below for reference

	New Mexico IHS Pharmacy Networks

	NCPDP
	NPI
	Pharmacy Name
	Pharmacy Network ID
	Network Begin Date
	Network
End Date

	3209245
	1881727873
	ACOMA-CANONCITO-LAGUNA INDIAN
	IHS
	11/1/1999
	12/31/9999
	

	3210298
	1013011212
	ALAMO NAVAJO PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3209283
	1578692828
	ALBUQUERQUE PHS INDIAN HOSPITAL
	IHS
	11/1/1999
	12/31/9999
	

	3210402
	1285766642
	COCHITI IHS PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3210262
	1023148608
	CROWNPOINT PHS IHS HOSP
	IHS
	11/1/1999
	12/31/9999
	

	3209093
	1235268996
	DHHS PHS NAIHS SHIPROCK HOSPITAL
	IHS
	11/1/1999
	12/31/9999
	

	3210248
	1124220900
	DULCE IHS PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3210286
	1336278597
	DZILTH NA O DITH HLE HLTH CTR
	IHS
	11/1/1999
	12/31/9999
	

	0356609
	1083937569
	FORT DEFIANCE INDIAN HOSPITAL
	IHS
	11/1/1999
	12/31/9999
	

	3209978
	1538298989
	GALLUP INDIAN MEDICAL CENTER - RX
	IHS
	11/1/1999
	12/31/9999
	

	3210604
	1679607014
	GALLUP INDIAN MEDICAL CENTER (TOHATCHI)
	IHS
	11/1/1999
	12/31/9999
	

	3209308
	1477676567
	JEMEZ HEALTH CLINIC PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3210250
	1750425484
	MESCALERO INDIAN HOSPITAL
	IHS
	11/1/1999
	12/31/9999
	

	3210274
	1073671194
	PINE HILL HEALTH CENTER
	IHS
	11/1/1999
	12/31/9999
	

	3210375
	1407979008
	PUEBLO OF ISLETA EMS
	IHS
	11/1/1999
	12/31/9999
	

	3209295
	1609116573
	SANDIA HEALTH CLINIC PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3210387
	1467550475
	SAN FELIPE HS
	IHS
	11/1/1999
	12/31/9999
	

	3209271
	1154453413
	SANTA ANA HEALTH CLINIC PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3210438
	1932231941
	SANTA CLARA IHS PHARMACY
	IHS
	11/1/1999
	12/31/9999
	

	3209219
	1093847451
	SANTA FE INDIAN HOSPITAL - PHYS
	IHS
	11/1/1999
	12/31/9999
	

	3212216
	1194002345
	SANTO DOMINGO PUEBLO HEALTH CENT
	IHS
	11/1/1999
	12/31/9999
	

	3210363
	1790802890
	TAOS PICTURIS HEALTH CENTER PHARMAC
	IHS
	11/1/1999
	12/31/9999
	


Special provider processing logic is required for handling New Mexico participants who are eligible in any of the MCO groups.  These include the plans for Behavioral Health (BH), State Coverage Initiative (SCI), Presbyterian, Lovelace, and Molina (aka Cimarron) and NMRx (Presbyterian PDL – end-dated August 1, 2010).  The edit ensures the provider is valid for the plan.  Refer to the Adjudication Narrative for more details. 

The Provider subsystem has online windows that authorized State and Conduent Call Center staff may access to support internal or provider-related inquiries.  Since most provider data is added via NCPDP updates and OmniCaid interface, only Conduent provider relations staff will have update access to this subsystem in OS PLUS.  

The online windows display current and historical data for physicians and pharmacies.  For each unique provider, there exists a single occurrence in the provider table that is used to store general demographic information related to the provider.  Begin and end dates exist for most online data (other than demographic) to ensure updates do not overlay historical information.  Additional tables exist to provide for eligibility, provider type and specialty, provider on review, group affiliation, and network information related to the provider.  Licensing status, including license revoked and date of prescriber death, is also maintained.  The OS PLUS Provider subsystem will provide for single and multiple practice affiliation provider data sets and relate individual providers to practice affiliations.  Each pharmacy within a chain has a unique pharmacy ID and it is the provider ID that makes the provider unique in terms of claims processing. 

13.1.3.1 National Provider Identifier (NPI) 

The National Provider Identifier (NPI) is mandated by the Health and Insurance Portability Act (HIPAA) of 1996. The Unique Health Identifier for Health Care Providers rule was published on January 23, 2004, with an effective date of May 23, 2005. The majority of covered entities were required to be compliant with the provisions of this rule by May 23, 2007. This rule established a standard, nationally assigned, non-intelligent provider identifier that is required to be used in electronic health care transactions. All health care providers that submit HIPAA-covered transactions are required to obtain an NPI and use it in those transactions. Health plans and processors, including pharmacy benefit management systems, were required be compliant by May 23, 2007 and be prepared to receive standard electronic transactions using the NPI by that date.

The NPI rule also required the development of the National Plan and Provider Enumeration System (NPPES), an automated system to collect and maintain health care provider data. The NPPES uniquely identifies a health care provider, edits and validates data, and assigns an NPI. Fox Systems, Inc., was named as the NPI Enumerator.

NPI is a 10-digit numeric unique identifier with an International Standard Organization (ISO) check digit in the 10th position. The OS PLUS system has been modified to ensure that the format of an incoming NPI is valid in accordance with the Luhn check digit formula. Please refer to Exhibit 12.5.11.1 NPI Validation for additional details.
Standard electronic transactions subject to the HIPAA mandate that apply to the pharmacy application include:

1. NCPDP D.0 Claims and adjustment transactions (B1, B2, B3)

2. NCPDP D.0 PA transactions (P1, P2, P3, P4)

3. NCPDP D.0 Eligibility Inquiry transactions (E1)

4. ANSI X12 276/277 Claim Inquiry transactions

5. ANSI X12 835 Remittance Advice transactions

The NPI requirement affects both the real-time telecommunication transactions as well as the batch standard submissions. 

Electronic pharmacy claim transactions (B1 – B3) contain four sets of fields for provider ID and an associated qualifier to identify the type of ID. The NCPDP D.0 claims, rebill, and void transactions support submission of the NPI for the following types of providers:

1. Service Pharmacy

2. Prescribing Provider 

3. Primary Care Provider 

4. Dispensing Pharmacist 

Unlike the medical and dental claim transactions, there is no provision on the NCPDP D.0 transaction for submission of multiple identifiers for the same provider. Pharmacy claims can therefore not be used to build a cross-reference between NPI and legacy provider ID.

Many of the Medicaid Management Information Systems contain multiple records for the same provider with different Medicaid IDs. If a physician practices in different locations, there may be an ID for each office. A physician may also have different IDs for each specialty. However, a physician will have only one NPI regardless of office location or specialty. 

The OS PLUS Provider subsystem contains data for both pharmacies and prescribing physicians combined in the same set of ORACLE database tables. The information is indexed by an internal system-assigned ID. The Provider ID Cross-reference table matches the internal system ID to the various alternate identification numbers used by medical professionals and institutions. The cross-reference table identifies whether the ID is for a pharmacy or a physician. It contains:

1. Alternate ID value 

2. Type of ID indicator

3. Source of ID indicator

4. Begin and end dates associated with the ID 

The OS PLUS provider alternate ID field is defined as 15 characters in length and supports the 10-digit NPI. This field contains all of the valid values associated with the NCPDP Provider ID Qualifier data elements (202-B2 Pharmacy ID Qualifier, 465-EY Provider ID Qualifier, 466-EZ Prescriber ID Qualifier, 468-2E Primary Care Provider ID Qualifier), including the value for NPI (01). The NPI entry in the Provider ID Cross-reference table must be unique; if an active NPI already exists in OS PLUS, a subsequent add of the same NPI is rejected. No remediation of OS PLUS was required to support storage of the NPI. The primary impact to the Provider Subsystem involves obtaining the NPI, matching it to the appropriate provider, and adding the NPI to the Provider ID Cross-reference table. Interfaces from the provider subsystem to several external systems also require changes to include the NPI. 
The Provider and Prescriber feeds coming into OS PLUS have been modified to include a field that carries NPI. This is in addition to the already existing ID coming across to OS PLUS that contains the Provider ID defined by the type code on the incoming record. As mentioned above, Provider IDs are linked together with an internal OS PLUS provider ID. This internal ID allows OS PLUS to associate a provider’s new NPI with existing IDs, and provides the capability to perform duplicate checking, as well as reversal of claims, without having to convert provider IDs.

The OS PLUS PA extract has been expanded to accommodate a 10-character ID, and the type code was added to the extract to identify what type of ID is on the PA. The OS PLUS PA extract selects a provider ID to be included in the extract in the following order of preference:

· NPI

· Medicaid Provider ID

· ID that was input on a PA

A pharmacy hierarchy and a physician hierarchy exist for each OS PLUS customer. These hierarchies, part of the Reference subsystem that performs backend functions, are used for provider searches if an identifier is supplied without an identifier type. An NPI entry was added for each customer that accepts NPI as a valid provider identifier. The Reference subsystem also determines which provider identifiers are valid for submission on a claim. 
The following provider hierarchies apply for New Mexico:
	Pharmacy Hierarchy

	Customer ID
	Customer Partition Number
	Sequence
	Alternate ID Code Qualifier
	Alternate ID 
Type Code 

(ID Source)

	NEWMEX
	400
	1
2
3

4
	01 (NPI)
07 (NCPDP)
05 (Medicaid)
04 (Medicare)
	NM MCD
NCPDP
NM MCD
NM MCD

	NMENCO
	600
	1
2
3

4
	01 (NPI)

07 (NCPDP)

05 (Medicaid)

13 (St-Issued)
	NMEXXX*
NCPDP

NM MCD

NMENCO

	* For NMENCO pharmacies, the Alternate ID Type Code value = NME + the MCO ID number (examples: NME808 = Molina Standard; NME796 = Lovelace, etc.).


	Physician Hierarchy

	Customer ID
	Customer Partition Number
	Sequence
	Alternate ID Code
	Alternate ID Type Code

	NEWMEX
	400
	1
2
3
	01 (NPI)

12 (DEA)
05 (Medicaid)
	NM MCD 

DEA
NM MCD

	NMENCO
	600
	1
2
3
	01 (NPI)

12 (DEA)
05 (Medicaid)
	NM MCD

DEA

NM MCD


Note that OS PLUS’s Participant subsystem lock-in feature allows for a participant to be restricted to a specific physician and/or pharmacy for claims adjudication processing. Since Lock-in Provider identifiers are not regulated by HIPAA, NPI is not required. A customer may use NPI or legacy provider IDs for lock-in.

To support the NPI enumeration process for pharmacies, NCPDP (National Council for Prescription Drug Programs) has been certified by CMS (Centers for Medicare and Medicaid Services) as an Electronic File Interchange Organization (EFIO). An EFIO is authorized by a provider to submit an electronic NPI application to NPPES and distribute the resulting NPI to the provider. A pharmacy does have the option of applying directly to NPPES for an NPI and submitting changes directly to NPPES. Therefore, there is no guarantee that the NCPDP database will have the NPI information for all pharmacies. However, NCPDP will attempt to collect the NPI for all pharmacies on the NCPDP database, even those that have applied directly to NPPES. NCPDP will enforce a one NCPDP-Provider-ID-to-one-NPI relationship for a pharmacy. (The NPI Final Rule does allow organizational providers to have more than one NPI. If a pharmacy has multiple NPIs, it will also have multiple NCPDP IDs.)  A pharmacy chain is a legal entity with each of the stores in the chain as subparts, and some pharmacy chains are obtaining an NPI for the corporation. 

Pharmacies must provide their NPIs to their clearinghouse prior to submitting claims using the NPI. Pharmacies must also change their retail claim software to submit claims with NPI.
New Mexico Medicaid began requiring the National Provider Identifier (NPI) on pharmacy claims as follows: 

	Customer ID 
	Provider 
	Effective Date
	NPI Status
	Exception Code

	NEWMEX
	Pharmacies
	February 1, 2008
	Deny

claims

without

valid

NPI
	4504

	
	Prescribers
	May 23, 2008
	
	4503

	NMENCO
	Pharmacies
	May 21, 2007
	
	4504

	
	Prescribers
	June 22, 2008
	
	4503


13.1.3.2  Pharmacy Functional Group

The Provider subsystem is accessed through the main PDCS OS PLUS menu.  The user must select a functional group (either Pharmacy or Physician) from the drop-down submenu options.  Once the user enters the Pharmacy functional group, the Provider Search screen opens.  The Provider Search screen is used to search the database for a provider or a list of providers who meet specified selection criteria.  The user can select a provider by any of the following criteria: Provider Sort Name (full or partial), Provider ID, or Zip Code.  A secondary search is also available with the above options in addition to State.  To search for a partial provider name, the user must enter at least three characters along with the wildcard (%).

If more than one provider satisfies the search criteria, the providers will be listed in the lower portion of the screen.  For both pharmacies and physicians, the screen will display Provider ID and Sort Name, Provider Type, physical address (street, city, state and zip), telephone number, and Tax ID.  When multiple search results are returned, the user must click on an underlined link for Provider ID in order to access details on a given pharmacy.

If only one provider satisfies the search criteria, the selection screen is bypassed and the provider screen will be displayed for that provider.  The provider information/address tab page is used to manually enroll providers and update provider data.  This window accommodates several address types: physical address, billing address, mail-to address, correspondence address and others as well.  Other fields entered on this window are Legal Name, Provider Type, Doing Business As (DBA) Name, Border Code, DEA Number and Test indicator.  The default address for an existing Provider is the physical address.  The “Address Type” is a drop-down box that the user can examine to select any other address associated with the Provider.  Both voice and FAX telephone numbers, as well as an email address, may be entered for each address type.  When the “Test” box is selected, this indicates to OS PLUS that the Provider being processed is in a testing mode; this data is not used in production claims processing.  The Date Added field is populated with the current date when a new Provider is added to the system.  The pharmacy page contains the Payment Method, Remittance Media Type, Pay To Provider Number, NCPDP 24 Hour Indicator and Ownership Code.  The miscellaneous information pane contains information utilized largely for those providers for whom Conduent PBM maintains the pharmacy network as opposed to networks that are managed by a State for a Medicaid program, in which case the State’s fiscal agent handles provider payment and bulletins.  This pane contains directions for the printing of suspended claims, as well as information on Remittance Sequence, Bulletin Media and Bulletin Copies, Gross Tax Number, and Tax Discount indicator.  

Network enrollment information is found on the Network/Alt ID/EFT page.  A provider must be assigned to the applicable network for a customer’s program in order to be reimbursed for dispensing drugs to a participant.  Network information includes the Network ID, Begin and End Dates, Termination Reason (if the provider is no longer active within the network), assigned Pricing Level (if applicable), Brand and Generic Discount percentages and the Dispensing Fee.  These last three fields would override the default reimbursement data maintained at the Customer Pricing level.  This tab also contains multiple provider identifiers: NPI, Tax ID, NCPDP Number and License Number.  The alternate provider ID pane maintains all possible identifiers related to a provider.  The Provider ID used to “Search for” on the provider search page must be listed as an Alternate ID here.  The number of alternate IDs listed is the number of records that will be returned in the search results for that Pharmacy.  The EFT Information pane displays account data used for pharmacy payment via electronic funds transfer (EFT). 
The Notes page allows users to enter free-form text notes up to 1,200 characters long.  For instance, provider relations staff might note the reason for a change to a provider record within OS PLUS.

The review/audit information pane allows Conduent PBM and its customers to place providers on review if there is suspicion of fraud and abuse.  If there is a record with an End Date greater than today, the pharmacy’s status as a Medicaid provider is under review.  The “Action Code” indicates how a claim is handled if it is submitted with a provider ID that is under review.  The Audit pane at the bottom of the screen displays whether the provider has been the subject of an audit.  If so, this pane shows the date the audit began and whether there were any discrepancies noted.

The affiliations tab displays information about a group in which a provider is a participant, such as a pharmacy chain or doctors’ group.  This information is used with the participant lock-in function, as a customer may choose to lock participants into individual providers or provider groups.

13.1.3.3  Physician Functional Group

The Physician functional group largely mirrors the Pharmacy functional group.  This documentation will focus on the instances in which screens and information differ for Physician provider types.

The Provider Search screen is identical for both provider types.  Users will notice that the third tab in this subsystem turns blue once the user chooses the Physician functional group.  As with a Pharmacy search, a search will either return a list of records meeting the search criteria, or the main Provider screen will open if only one record meets the search criteria.  The Provider screen for Physician types mirrors that for Pharmacy types.  NOTE:  There is only one Physician provider type (001-Physician).

The physician group information section of the physician tab reflects customer-specific enrollment information for that provider for the customer chosen when signing onto the system.  If a physician/provider is enrolled with multiple customers, the user would have to change customer selection to see the enrollment information stored for each particular customer.  The physician address section of the physician tab screens reflects customer specific address information that is associated with the customer specific enrollment information.  As with the enrollment information, only address information that is associated with the customer selected during sign-on to the system will be reflected on the screen. The physician restrictions pane limits certain groups of physicians to prescribing only certain types of drugs.

The physician license/specialty tab lists the doctor’s license certificate number (generally provided in an interface file by the state agency responsible for physician licensing) with effective dates.  Some programs restrict physicians from prescribing drugs for participants in their programs if the physician does not have a current license to practice in that state.  The specialty pane contains one or more sets of information for specialty codes assigned to a physician.  This information includes the Provider Specialty, Begin Date, Customer Name, End Date and Sub-Specialty Code.  A physician may have a unique specialty code assigned for each Customer with which they are enrolled. OS PLUS accepts up to 12 physician specialties and up to 12 sub-specialties.
The review information pane relates to pharmacy provider types. As with the Pharmacy functional group, the cross reference pane lists all possible identifiers associated with the given physician.

The Miscellaneous tab relates to Pharmacy provider types.

As in the Pharmacy functional group, the group affiliations screen displays information about a doctor’s group in which a physician is a participant.  This information is used with the participant lock-in function, as a customer may choose to lock participants into individual providers or provider groups.

Again, the Notes page allows for the entry of free-form text notes relating to a physician record.

13.1.4  Participant Narrative

Note that New Mexico Medicaid refers to beneficiaries using the term “client.”  PDCS OS PLUS uses the term “participant.” In the OS PLUS Participant Subsystem, the term “participant” is equivalent to a New Mexico “client.”

Participant data is entered and maintained on the OmniCaid MMIS for New Mexico, so all data within the PDCS OS PLUS Participant subsystem for NEWMEX and NMENCO is read-only. No updates, deletions, or additions are allowed within OS PLUS’s Participant subsystem for New Mexico. The Participant subsystem provides the user the ability to inquire on participant information stored in OmniCaid via the PDCS OS PLUS graphical user interface (GUI). This subsystem is divided into the following tab windows: Search, Member, Address, Plan Coverage, Lock-in, COB, Alternate ID, Benefit Limits, Injury, and Seniors. New Mexico does not use the Injury tab or the Seniors tab within the Participant Functional Group.

Participant Search

The Participant subsystem allows searches using Participant ID, Social Security Number, or Last Name. Access to all current and historical participant identifier information is provided through an Alternate ID cross-reference table that contains an entry for each of the IDs assigned to a participant, and each Alternate ID for a participant is associated with a single internal System ID that is unique to the participant. An alternate ID may be numeric, alphabetic, or a combination of both. The Reporting ID is the ID used for the submission of pharmacy claims.

The Last Name search allows for a partial or “wild card” search. For this search the user is required to enter at least three characters followed by a wild card (%). The search can also be performed using First Name, Middle Initial, Birth Date, Gender, and/or Race qualifiers to further refine the search results. 

The system does not allow partial searches for participant ID or SSN within the NEWMEX or NMENCO Customers. When the user enters an available ID, the system adds leading zeros to the left side of the ID in order to make the field entry 14 digits. The 14-digit number is then used to query OmniCaid eligibility for that Participant ID. 

Eligibility Data

When a participant record is searched in PDCS OS PLUS, OS PLUS sends a real time eligibility request to OmniCaid, and participant data within OS PLUS is then populated with the OmniCaid participant eligibility data. This is an active, real-time display, so there is no delay in seeing current OmniCaid eligibility changes via PDCS OS PLUS. 

New Mexico has two separate customer IDs in PDCS OS PLUS: NEWMEX (FFS) and NMENCO (MCO). A participant in New Mexico Medicaid may have active coverage in an FFS plan and an MCO plan, and both may be active at the same time. The PDCS OS PLUS eligibility interface lists participants with all types of plans on the participant search results list, but when the user selects a participant from the result set, that participant is only displayed if he or she has ever been covered under the current active customer ID chosen upon PDCS OS PLUS login. A user logged on under the NEWMEX customer only sees information about a participant’s Medicaid FFS plans, and a user signed on to the NMENCO customer only sees a participant’s MCO plans.

PDCS OS PLUS lists all the current, future, and historical time spans for the participant’s eligibility for a specific benefit plan. The eligibility spans are displayed in descending "begin date sequence.” All historical eligibility spans are displayed—both active and inactive spans. A participant may be concurrently eligible for multiple plans, in which case a specific plan hierarchy determines the sequence of coverage (see details in the Claim Processing Narrative section). Voided eligibility spans are ignored by the real-time eligibility request, and consequently are not considered in claims processing. 

Other Participant Information

The Participant subsystem maintains multiple types of addresses related to a participant, including mailing address, physical address, and residential address. Space is also available for a county code, e-mail address, telephone number, and fax number for each participant address type.

Lock-in provides the option to restrict a participant to one provider. The OS PLUS Lock-in window lists current, future, and historical periods of time during which a participant is restricted to a specific pharmacy to fill prescriptions, or to a specific dentist, physician, or group practice to write prescriptions.

The Coordination of Benefits (COB) window lists current, future, and historical information spans regarding other insurance coverage for the participant. COB is also known as Third Party Liability (TPL). The information includes the carrier ID, carrier name, policy number, policy type, and begin and end dates of coverage with this carrier.  

The Benefit Limits window displays on-demand calculated information concerning the dollar amount a participant has used for their pharmacy benefit and how much of the benefit remains, if it is capped. The status of the participant’s deductibles and maximum benefit limits as of a user-defined point in time are displayed. The Benefits Limits fields are populated with the limit information as of the point in time selected by the user. This information is for display only.  

The amounts are calculated using the following logic:

· PDCS OS PLUS examines the entered date from the benefit limits search section and checks for concurrent plan coverage information.

· Then the system retrieves all claim information from the start of the fiscal year to the searched-upon date.

· Then the system examines the participant’s benefit and deductible coverages.  

· From this data, PDCS OS PLUS then calculates remaining balances, deductibles, or monthly remaining amounts.

13.1.5  Claim Processing Narrative 

PDCS OS PLUS accepts pharmacy transactions formatted in Telecommunications Version D.0 and NCPDP Batch Standard 1.1. For New Mexico, OS PLUS supports claims submitted via batch method only for NMENCO encounter claims submitted by the New Mexico managed care organizations (MCOs).

The system adjudicates claims in accordance with the New Mexico fee-for-service (NEWMEX) and managed care (NMENCO) drug benefit provisions defined in the OS PLUS system.  Each claim is subjected to a complete series of edits and audits to ensure that only valid claims for eligible participants and covered drugs are reimbursed. Complete adjudication includes editing for participant eligibility, timely filing, duplicate checking, drug coverage and benefit limitations, pharmacy network enrollment, TPL, prior authorization, ProDUR and other clinical criteria, and pricing.  Each of these processes is described in more detail below.

13.1.5.1  Claim Submission Methods

The provider community has three options for submitting pharmacy claims to the PDCS OS PLUS system for reimbursement:  point of sale (POS), paper claims, or batch submission.  

13.1.5.1.1  POS

The provider enters point-of-sale claims using the provider’s retail pharmacy claims software. The claims are transmitted to the OS PLUS system via a switch vendor. These claims are interactive. The OS PLUS system returns adjudication results to the provider via the switch vendor.

The system adjudicates POS drug claims real-time, 24 hours a day, 7 days a week, excluding scheduled maintenance intervals. This allows providers instantaneous acknowledgement of receipt and status of each claim. OS PLUS immediately remits a message to the pharmacy indicating claim status of paid, denied, or pended, and the appropriate reject plus exception code(s).

13.1.5.1.2  Paper Claims

The provider submits paper claims to the Fiscal Agent. Fiscal Agent claims entry personnel input these claims to the OS PLUS system through the online OS PLUS Claims Entry function. Adjudication results for paper claims are returned to the provider via the remittance advice (generated by OmniCaid).

13.1.5.1.3  Batch Claims

Only New Mexico Managed Care Organizations can submit NMENCO encounter claims via batch method. No New Mexico fee-for-service (FFS) claims are processed via batch claim processing in PDCS OS PLUS.  

Encounter claims are processed as batch claims in NCPDP 1.1 batch claims format. The batches are run through a preprocessor to ensure the NCPDP standards are followed for the format of the batch file. In the 1.1 format batch files, New Mexico only allows NCPDP claim format D.0.

13.1.5.2  TCN Format

Regardless of the provider’s submission method, the PDCS OS PLUS system assigns a Transaction Control Number (TCN) that uniquely identifies each claim.  

The format of the OS PLUS 17-digit TCN for Exam Entry, Batch and POS claims is as follows:

YYJJJ M BBBB DDDDDD A

	Where:

	YYJJJ
	=
	Current Year and Julian Date

	M
	=
	Claim Input Medium Code

	BBBB
	=
	Batch Number

	DDDDDD
	=
	Document Number within the Batch

	A
	=
	Claim Type Indicator


The claim input medium code corresponds to the method of claims submission, as follows:  

	Input Medium Code
	Description

	0 – Exam entry 
	Paper claims submitted individually and grouped into batches by the Fiscal Agent.

	1 – Batch claims 
	Electronic claims submitted in batches in NCPDP format.

	2 – Point-of-Sale  
	Electronic claims submitted in NCPDP format via a switch vendor.

	3 – System generated claims 
	Electronic claims internally generated by the system.


The claim type identifier distinguishes an original claim from a credit claim or adjustment claim, as follows:  

	Claim Type Indicator
	Description

	0
	Original claim

	1
	Claim credit

	2
	Claim adjustment


The format of the OS PLUS 17-digit TCN for Mass Adjustment claims is as follows:

YYJJJ M F BBBB DDDDD A

	Where:

	YYJJJ
	=
	Current Year and Julian Date

	M
	=
	Claim Input Medium Code

	F
	=
	Filler (default 0)

	BBBB
	=
	Batch Number

	DDDDD
	=
	Document Number within the Batch

	A
	=
	Claim Type Indicator


13.1.5.3  Claim Processing Functions

OS PLUS Claims Adjudication and Pricing validates each claim submitted by the provider community, determines the claim’s allowed reimbursement amount, and sets the claim’s final disposition.

Claims are mapped to the Claims Adjudication Internal Record Layout (IRL). The IRL is a common record format used throughout the adjudication process. All claims are mapped into this common format so that the same programs can be used to process pharmacy claims regardless of how the claim is submitted. The data collected in the IRL during adjudication is used for editing and to populate the OS PLUS Claims tables during Final Adjudication.

The following functions are performed by the Adjudication and Pricing components of the Claims subsystem. Each function is described in further detail below and a flow chart depicting each function is located in the Exhibits section (Section 13.5).

· Validation

1. Validate Claim Dates

2. Validate Claim Data

· Claim Type Assignment

· Exception Area Build

· Plan Overrides

· Participant Eligibility

· Provider Eligibility

· Prior Authorization

· Pricing – Header Edits

· Pricing – Obtain Prices

· Plan Benefit Limits

· Pricing

· Compound Claims

· Duplicate Check

· Drug Utilization Review History Selection

· Drug Utilization Review Edits

· Drug Utilization Review Filter

· Drug Program

· Step Care
· Final Adjudication

· Database Write

· Database Update

Validation 
The Validate Claims Dates function validates all of the dates in the Claims Adjudication IRL to ensure that the dates have valid months (01 – 12), valid day of month based on the month of the date, and a valid year (0001 – 9999) according to ORACLE. Any date that fails the validation is defaulted to a value of 0001-01-01. The Validate Claims Data function edits all the submitted fields for a claim or adjustment transaction. Exceptions are set if errors are encountered.

Claim Type Assignment

The Claim Type Assignment function initializes fields in the Claims Adjudication IRL that are set during adjudication. This function determines the type of transaction: claim, reversal, adjustment, or eligibility inquiry. It locates the participant’s internal system ID and identifies which group(s) and plan(s) under which the recipient has coverage on the service date.  
Based on the plan determination results, the system locates the group record (s) in effect on the date of service, determines which group to use, and loads required information into memory. It then locates the plan record (s) in effect on the date of service, determines which plan to use, and loads required information into memory.  

In New Mexico Medicaid, a participant may have more than one plan in effect for the date of service that applies to a claim. However, only one plan is used for claim adjudication.

· OS PLUS selects the NMENCO managed care plan ID to apply based on the MCO submitting the encounter. OmniCaid’s eligibility rules assure that only one managed care plan is in effect for each date span, for a given MCO. That is, a standard MCO span does not overlap a recoupment MCO span for the same MCO.

· OS PLUS selects the NEWMEX fee-for-service plan to apply based on a simple plan ID hierarchy. The system uses the lowest numbered plan in effect for that date of service.

· For CMS participants, the FFS hierarchy is overridden by the presence of a CMS prior authorization if the CMS plan 910 is in effect.  

Exception Area Build

This function extracts all Claim Exceptions that apply to the Group, Plan, Claim Type, and Media Code for the claim and loads them into memory.

Claim exception codes are based on the standard National Council for Prescription Drug Programs (NCPDP) edit and exception code system. A claim exception code is an internal code that further describes the NCPDP Reject code that is posted to a claim. For each 2-digit NCPDP Reject Code, the system allows one or more 4-digit claim exception codes detailing the reason(s) for a claim disposition of suspension, denial, or pay and report. Claim exception codes are maintained online. The system provides flexibility in setting claim edits to allow dispositions and exceptions to edits based on claim type, submission media, and participant Medicaid assistance program.

Plan Overrides

This function reads the Drug record and populates the drug information on the Claim Adjudication IRL. It also determines if an applicable Override or Authorization is on file and applies the plan overrides.

Participant Eligibility

This function obtains the participant information via the New Mexico real-time interface to OmniCaid and populates the participant data on the Claim Adjudication IRL. It verifies the participant name and birth date submitted on the claim matches the participant information on file. It checks for the existence of pharmacy and physician lock-in criteria. Exceptions are set if errors are encountered. This function also checks for third party coverage and populates the Third Party Liability (TPL) fields on the Claim Adjudication IRL. It checks for claim filing limits, age limits, and validates group(s) and plan(s). Exceptions are set if errors are encountered.

Eligibility Edits

· Suspend claims with no eligibility – For claims where the client is either not on file or does not have a coverage span for the date of service, if the eligibility clarification code is 2, suspend the claim; otherwise, deny the claim.

· Date of birth edit – If the birth date submitted on a claim falls within 365 days before or after the birth date from eligibility, and is a valid date, the birth-date is considered valid.  If not, the system posts NCPDP reject code 09.

· Managed care edits – Special logic is required for handling New Mexico clients that are eligible in any of the MCO plans.  These include the plans for Behavioral Health (BH), State Coverage Initiative (SCI), Presbyterian, Lovelace, and Molina (aka Cimarron), and NMRx (Presbyterian PDL – end-dated August 1, 2010).  Client eligibility is cross-checked when the claim is submitted as fee-for-service (under NEWMEX).  If the recipient has eligibility in one of the MCO plans shown in the table below, the claim is denied based on other coverage (NCPDP reject 13).
	MCOs Posting Managed Care Edits for FFS Claims

	Plan Number
	Managed Care Organization & Plan Type

	796
	Lovelace Std

	797
	Lovelace Std Recoupment

	808
	Molina Std

	809
	Molina Std Recoupment

	814
	Presbyterian Std

	815
	Presbyterian Std Recoupment

	816
	Presbyterian PDL

	817
	Presbyterian PDL Recoupment

	820
	BCBS Centennial Care

	821
	BCBS Centennial Care Recoupment

	822
	Molina Centennial Care

	823
	Molina Centennial Care Recoupment

	824
	Presbyterian Centennial Care

	825
	Presbyterian Centennial Care Recoupment

	826
	United Healthcare Centennial Care

	827
	United Healthcare Centennial Care Recoupment

	850
	UNM 

	850
	Molina/UNM

	850
	Molina/UNM Non Parent

	851
	Molina/UNM Recoupment

	851
	UNM Recoupment

	851
	Molina/UNM Non Parent Recoupment

	853
	Value Options

	854
	Value Options Recoupment

	855
	Value Options

	856
	Value Options Recoupment

	857
	Lovelace SCI

	857
	Lovelace Non Parent SCI

	858
	Lovelace SCI Recoupment

	858
	Lovelace Non Parent SCI Recoupment

	859
	Presbyterian  SCI

	859
	Presbyterian Non Parent  SCI

	860
	Presbyterian SCI Recoupment

	860
	Presbyterian Non Parent SCI Recoupment

	861
	Molina SCI

	861
	Molina Non Parent SCI

	862
	Molina SCI Recoupment

	862
	Molina Non Parent SCI Recoupment

	863
	Lovelace PAK

	864
	Lovelace PAK Recoupment

	867
	Presbyterian PAK

	868
	Presbyterian PAK Recoupment

	869
	Amerigroup CLTS

	870
	Amerigroup Recoupment

	871
	Evercare CLTS

	872
	Evercare Recoupment

	873
	BCBSNM SALUD

	874
	BCBSNM SALUD Recoupment

	875
	BCBSNM SCI

	875
	BCBSNM Non Parent SCI

	876
	BCBSNM SCI Recoupment

	876
	BCBSNM Non Parent SCI Recoupment

	877
	BCBSNM PAK

	878
	BCBSNM PAK Recoupment

	879
	OptumHealth BH MCO

	880
	OptumHealth Recoupment

	881


	OptumHealth BH FFS

	882
	OptumHealth FFS Recoupment

	Behavioral Health

	879 or 881 (replaced 853 or 855), in conjunction with:

· prescriber type 204, 205, 431, or 443; OR 

· one of these prescriber types: 301, 302, 303, or 304

· WITH specialty code 42 (psychiatry) OR 43 (child psychiatry)

· AND sub-specialty 42 (psychiatry) OR 43 (child psychiatry)

 (Note:  OS PLUS specialty values are different from OmniCaid’s values. For details, please refer to the Provider Type/Provider Specialty/NPI Type Code Crosswalk in section 13.4.2.2  OmniCaid Provider to PDCS OS PLUS Physician.)


· Managed Care Override for IHS – If the claim is being processed as fee-for-service (NEWMEX) and the submitting provider is identified as an Indian Health Services provider (IHS network), the above managed care edits do not apply for Plans 816, 853, or 855.

TPL Edits

· Other coverage is determined by verifying that the client has OmniCaid TPL data in effect with a TPL coverage policy code of “07” or “16”.  If the client has TPL coverage, the system will post NCPDP reject code 41 if the claim has no TPL information, such as other payment amount or billing for copay.

· TPL carrier name in response message – The OS PLUS base system sends the TPL carrier name on the response record for any claims denied for TPL (NCPDP 41).  For New Mexico, the system gets the carrier ID from the eligibility database and uses the carrier ID to read the carrier database.  

· Family Planning edits – Several TPL edits apply to family planning claims for New Mexico:

· All family planning drugs post NCPDP reject code DV and pay, if other insurance exists and no amount was collected.  Clients in the family planning plan (plan 700) are not subject to this TPL edit.

· Set the secondary coverage indicator if the participant has TPL resource segments for Medicare A, Medicare B, or Indemnity.

· Set the pay-and-chase indicator to yes if the following criteria are met:

· Secondary coverage indicator is set, and

· The client is in the family planning plan (plan 700) or the drug’s therapeutic class is Family Planning, and

· The drug is not over the counter (OTC), and

· The claim’s other insurance indicator is 00 (not specified), 01 (no other coverage), or 04 (payment not collected).

(Note: The above logic was implemented for OS PLUS go-live.  However, there are plans to revise this logic post-implementation.)

· Items exempt from TPL edits – OTCs (drug class O), as well as diapers and under pads (therapeutic class X4B) are exempt from TPL edits.

· Other Insurance Valid Values – For New Mexico, the following values are considered valid for NCPDP Other Coverage Indicator:

00 = Not specified

01 = No other coverage

02 = Other Coverage exists – payment collected

03 = Other Coverage exists – claim not covered

04 – Other Coverage exists – payment not collected

· Other payer denied and claim over $350 – If the other payer’s denial date is valid (non-zero and not spaces), and the reimbursement amount is greater than $350.00, post NCPDP M5 / Exception Code 4618.

· 15% rule – If the submitted TPL amount is less than 15% of the in-process claim allowed ingredient amount, then post NCPDP 41 / Exception Code 4460.

· Submit Bill to Primary Insurance – Exception code 4380 applies when a client has HMO DRUG TPL coverage, and the claim indicates no payment was collected.  The claim denies with reject 41 and this message: “Patient has primary insurance and pharmacy needs to bill Medicaid as the secondary insurance.”  The criteria for this edit are as follows:

· Client's coverage is not pay-and-chase (defined above under Family Planning Edits)

· Client has HMO DRUG TPL (coverage type 16)

· The claim’s other insurance code (OCC) is 04.
Provider Eligibility

This function reads the pharmacy record and populates the pharmacy data on the Claim Adjudication IRL. It identifies the network(s) in which the pharmacy is enrolled on the claim’s date of service. It also retrieves the prescriber’s information, validates the DEA code, and saves up to 12 retrieved specialty codes in the Claim Adjudication IRL. It checks to ensure neither the prescriber nor the pharmacy is on review. Exceptions are set if errors are encountered.

Special provider processing logic is required for handling New Mexico participants who are eligible in any of the MCO groups. These include the plans for Behavioral Health (BH), State Coverage Initiative (SCI), Presbyterian, Lovelace, and Molina (aka Cimarron) and NMRx (Presbyterian PDL – end-dated August 1, 2010). The edit ensures the provider is valid for the plan.  

If the provider is not in the network associated with the MCO, the claim is denied for provider not found (NCPDP 40). The provider/plan relationship is specifically checked to verify the plan used for adjudication against the networks on the provider record.  Recoupment MCO plans do not have a separate network identifier. If the provider is not in the network associated with the plan, the claim is denied for provider not found (NCPDP 40). For a complete list of the plan/network associations that are verified during this process, please see 13.4.2.1  OmniCaid Provider to PDCS OS PLUS Pharmacy.
New Mexico has specific edit requirements for timely filing which override the default filing limit set at the Customer level.  New Mexico’s objective is to apply the most generous filing limit to each applicable situation.  The timely filing edits are applied in the following sequence.  

· Reversals and adjustments resulting in payment from the state must be within 90 days of the first date of service.

· Reversals and adjustments resulting in a refund to the state have no submission time limit.

· If the claim has other coverage information and the client is covered under Medicare B, the claim must be submitted within 210 days of the other insurance’s adjudication date.

· If the claim has other coverage information and the client is not covered under Medicare B, the claim must be submitted within 210 days of the first date of service.

· Claims not covered by the rules listed above must be submitted within:

· 90 days of the first date of service, or 
· 120 days of client eligibility date, or
· 90 days of provider eligibility add date*
* On extremely rare occasions, if enrollment is delayed (such as for administrative reasons), a pharmacy may be granted retroactive eligibility that is beyond the 90-day filing limit for providers. In this unusual situation, when the enrollment is finalized and approved by the State, the pharmacy’s effective date (the first day on which benefits [or processing] is allowed) is back-dated to the date on which Conduent originally received the application. The pharmacy may then submit claims from the effective date until 90 days after the eligibility add date (the date on which the effective date was applied to the system). During this longer time span, the Provider Bypass of Timely Filing Edits system list (#6500) allows claims from these pharmacies to bypass the “claim too old” edits (NCPDP reject 81, exception codes 4184 and 4478). The NPI and the appropriate begin date and end date for the specific pharmacy are entered as parameters into the system list. For more details, see the decision tables for exception codes 4184 and 4478 in 13.5.9 PDCS OS PLUS Exception Codes.)
Timely filing for NM follows the following path:

· OS PLUS looks at the ADD date and compares it to the DOS.
· If the DOS is before the ADD date, then edit 4184 is bypassed and the edit 4478 routine starts comparing Add Date to In Process date.  If the difference is more than 120 days, then edit 4478 will post and deny the claim.
· If the DOS is after the ADD date, then edit 4478 is bypassed and the edit 4184 routine starts comparing the DOS to the In Process date. If the difference is more than the claim filing limit set on the group file (now 90), then edit 4184 will post and deny the claim.
	NEW MEXICO TIMELY FILING EDITS

	Exception #
	Previous Description
	Current Description

	4474
	REVERSALS RESULTING IN A PAYMENT FROM THE STATE MUST BE FILED WITHIN 6 MONTHS OF ORIGINAL FDOS
	ADJUSTMENTS RESULTING IN A PAYMENT FROM THE STATE MUST BE FILED WITHIN 90 DAYS OF ORIGINAL DATE OF SERVICE

	4475
	CLAIM IS NOT AN ADJUSTMENT, LOCKED INTO A PLAN, NO CLAIM WILL BE ACCEPTED AFTER 731 DAYS (2 YRS) FROM ORIGINAL FILL DATE
	CLAIM IS NOT AN ADJUSTMENT, CLAIM MUST BE FILED WITHIN 731 DAYS (2 YRS) FROM DATE OF SERVICE

	4476
	CLAIM IS NOT AN ADJUSTMENT, LOCKED INTO A PLAN AND MEDICARE A OR B, NO CLAIM WILL BE ACCEPTED AFTER 190 DAYS (6 MONTHS) FROM PRIMARY PAYER ID DT
	CLAIM IS NOT AN ADJUSTMENT, TPL IS SUBMITTED, MCARE B, CLAIM MUST BE FILED WITHIN 90 DAYS FROM OTHER PAYER PAID DATE AND WITHIN 210 DAYS FROM DOS

	4477
	CLAIM IS NOT AN ADJUSTMENT, LOCKED INTO A PLAN AND NOT MEDICARE A OR B, NO CLAIM WILL BE ACCEPTED 366 DAYS (1 YR) FROM FDOS
	CLAIM IS NOT AN ADJUSTMENT, TPL IS SUBMITTED, NO MCARE B, CLAIM MUST BE FILED WITHIN 90 DAYS FROM OTHER PAYER PAID DATE AND WITHIN 210 DAYS FROM DOS

	4478
	PHARMACY HAS 120 DAYS FROM THE ELIGIBILITY ADD DATE TO SUBMIT CLAIM
	PHARMACY HAS 120 DAYS FROM THE ELIGIBILITY ADD DATE TO SUBMIT CLAIM

	4890
	ALL CROSSOVER CLAIMS MUST BE FILED WITHIN SIX MONTHS FROM THE DATE MEDICARE PAID THE CLAIM
	ALL MEDICARE CROSSOVER CLAIMS MUST BE FILED WITHIN 90 DAYS FROM OTHER PAYER PAID DATE AND WITHIN 210 DAYS FROM DOS

	4180
	CLAIM EXCEEDS FILING LIMIT - CLAIM EXCEEDS FILING LIMIT OR SPECIFIC CRITERIA AS NOTED ON PLAN SUMMARY. REFER PHARMACY TO CONDUENT ALBUQUERQUE FOR POSSIBLE PAPER CLAIM SUBMISSION FOR ALL OTHER REASONS
	Same

	4184
	CLAIM EXCEEDS FILING LIMIT - CLAIM EXCEEDS FILING LIMIT OR SPECIFIC CRITERIA AS NOTED ON PLAN SUMMARY. REFER PHARMACY TO CONDUENT ALBUQUERQUE FOR POSSIBLE PAPER CLAIM SUBMISSION FOR ALL OTHER REASONS
	Same


The following timely filing date spans are not currently in use by New Mexico, but are presented here for reference purposes:

· Six months = 190 days

· One year = 366 days

· Two years = 731 days

Prior Authorization

This function determines if there is a prior authorization on file that is in effect for the current claim. If found, the PA fields on the Claim Adjudication IRL are populated. OS PLUS calculates the units and days remaining on the PA by adding the current claim to the units and days used.

When adjudicating a claim, the date of service is checked against the date spans of all Prior Authorizations for the participant to establish eligibility for the claim for a given condition. When such a date span is located and the drug falls within the beginning and end range, the condition status is checked. If the status is “C” (Covered), then processing stops. If the status is “A” (Approved), then processing begins.

The following modifications have been applied to the Prior Authorization function for New Mexico:

· Do not allow PA status to be updated.

· Do not allow PA duration to exceed 365 days, based on the Begin and End dates.

· Allow entry of a PA number in the customer PA number.

Special PA handling for New Mexico CMS plan 910:

· A CMS participant must have a PA on file for a claim to pay under the CMS plan. A CMS PA is not verified for the specific drug, but it must apply to that participant and cover that date of service.

· The system checks for a CMS PA if one of the participant’s plans in effect for the first date of service is CMS plan 910. The system queries the PA table for a CMS PA based on these criteria:

· Customer PA number on the PA (the CMS supplied PA number) matches the PA number on the incoming claim

· The requestor on the PA is “CMS”  

· If a CMS PA is found, CMS plan 910 is used to adjudicate the claim.

· If a CMS PA is not found and there is another plan in effect for the date of service, the other plan is used.

· If a CMS PA is not found and there is no other plan in effect, the claim is denied.

As of December 9, 2015 any Pharmacy in the IHS Network will bypass all Prior Authorization requirements. See section 13.5.9 Exhibits-Exception Codes for more details.
Vaccine Administration Fees

With the implementation of SR 16140, PDCS is enabled to receive payments of a vaccine administration fee when qualified pharmacist administer vaccines to Medicaid recipients who are 18years and older. This vaccine admin fee will be paid only for vaccines covered under the recipient’s drug plan. The vaccine administration reimbursement amount will be calculated as the lower of U&C (billed amount) or $20.80. The following therapeutic class codes along with their corresponding vaccines were added to the system:

	Therapeutic code
	Name of Vaccine

	W7B
	VIRAL/TUMORIGENIC VACCINES

	W7C
	INFLUENZA VIRUS VACCINES

	W7F
	MUMPS AND RELATED VIRUS VACCINES

	W7H
	ENTERIC VIRUS VACCINES

	W7J
	NEUROTOXIC VIRUS VACCINES

	W7L
	GRAM POSITIVE COCCI VACCINES

	W7M
	GRAM (-) BACILLI (NON-ENTERIC) VACCINES

	W7N
	TOXIN-PRODUCING BACILLI VACCINES/TOXOIDS

	W7Q
	GRAM NEGATIVE COCCI VACCINES

	W7R
	SPIROCHETE VACCINES

	W7Z
	VACCINE/TOXOID PREPARATIONS,COMBINATIONS


Pricing – Header Edits

This function retrieves the pricing criteria in effect on the claim’s service date from the benefit plan and loads it into memory.

Pricing – Obtain Prices

This function retrieves all prices (SMAC, AWP, ABP, AMP,  Direct, SWP, WNU etc) in effect on the claim’s service date from the drug pricing table and SMAC table and loads them into memory. (Note: With the implementation of SR 13745, AWP was terminated effective September 29, 2011.) 
Plan Benefit Limits

This function performs drug edits and determines whether or not the service line is covered by the benefit plan. Exceptions are set if errors are encountered. 

Drug coverage definitions may be set up in OS PLUS in two different functional areas:  

· Plan Limits and Plan Custom Records within the Customer/Group/Plan subsystem, or

· Drug Program within the Reference Subsystem.

The New Mexico Medicaid plans utilize both methods of defining drug coverage and benefit limits.

Plan Limits for drug coverage allow the following information to be specified:

· Begin and end date of the benefit limit

· The type of category under which the limit is entered: Therapeutic Class, NDC, Generic Sequence Number or Generic Class Number

· Begin and end range of the drug category 

· Status of the drug category: covered or non-covered

· Status of PA override

· Custom ID number (specifies if there are any drugs within that category that have a separate status)
· Allowed Rx overrides

· Plan custom records may also be used for specific drug overrides.

The Drug Program functionality in the OS PLUS Reference subsystem allows additional limitations and exclusions to be applied to Prior Authorization criteria beyond those provided through the traditional Plan Limits method of setting up PA requirements. Drug Programs are defined on a series of windows found in the Reference subsystem with definitions, exceptions and exclusions. This information is then used to build a cross-reference table that lists all drug programs associated with each NDC on the drug tables. The Drug Program function is described in further detail below.

Drug Edits

Rebate Edit
New Mexico does not pay for drugs that do not have a signed rebate agreement with CMS.  When the drug does not have a rebate in effect or the drug is not found on the drug rebate table, an NCPDP reject 70/exception 4117 is posted.  This rebate edit does not apply to the following situations:

· Products classified as over-the-counter 

· Vaccines – therapeutic classes W7B through W7Q

· Family planning medicines – therapeutic classes G8A, G8B, “G8C”, G9A, X1A, X1B, and X1C

· Drug is a “new drug” (the difference between first date of service and drug add date is less than 190 days)
· Plan is CMS plan 910
· New NDCs added to the Drug File since the last quarterly CMS tape update

Pricing

This function retrieves pricing criteria in effect on the claim’s service date from the group tables and loads it into memory. Based on the group pricing criteria, the system chooses which drug price to use and calculates the price. It sets the dispensing fee, ingredient cost and discount, and allowed charge. NOTE: When submitted ingredient cost is not provided, U&C is used less the dispensing fee. If the U&C amount is less than the dispensing fee amount, the dispensing fee is overwritten with the same amount as the U&C and the submitted ingredient cost field is left blank. 
New Mexico’s drug pricing is primarily based on the DAW code and the product’s brand or generic classification. This is shown in the pricing matrix (shown below). This pricing logic applies to both NEWMEX and NMENCO. It is the same pricing logic that was applied in X1, except that MAWP pricing has been end-dated in OS PLUS, and compounds now use the base OS PLUS compound pricing logic. The Pricing Logic Exhibit in Section 13.5.3 provides additional details regarding the pricing logic. The pricing tables below show values prior to September 29th while AWP was still effective.
	Price Category
	Criteria / Comments
	NEWMEX and NMENCO pricing

	Default
	This default pricing applies to all drugs

unless one of the conditions below applies.
	Pay lesser of:

· AWP-14%

· FMAC-0%

· SMAC-0%

· MAWP-0%**

· Submitted

	DAW 1 and MAWP


	DAW = 1 (physician)

and Valid MAWP**
	Pay lesser of:

· FMAC-0%

· MAWP-0%**

· Submitted

	DAW 1 and Brand


	Brand/Generic Indicator = “2” (brand)

and DAW = 1 (physician)

and no valid MAWP**
	Pay lesser of:

· AWP-14%

· Submitted

	AB Rated Generic


	Orange Book Code is AB rated generic

and

Brand/Generic Indicator is “1” (generic)
	Pay lesser of:

· AWP-14%

· FMAC-0%

· SMAC-0%

· BLP-0%

· Submitted

	DME & Nutritional Supplements


	Therapeutic class is C5A-C5U or X0A-Y9A

and DAW is not 1 (physician)


	Pay lesser of:

· AWP+14.5%

· FMAC-0%

· SMAC-0%

· Submitted

.. .and set dispensing fee to zero.

	Coumadin, Tegretol and Theophylline


	Brand/Generic Indicator = “2” (brand)

and

GCN is in the list below (*)
	Pay lesser of:

· AWP-14%

· MAWP-0%**

· Submitted

	Compounds
	Each ingredient is priced separately


	Apply rules above


(Note: With the implementation of SR 13745, AWP was terminated effective September 29, 2011.) 
Please see the table below to reflect new Pricings as of September 30, 2011:
	Price Category
	Criteria / Comments
	NEWMEX and NMENCO pricing

	Default
	This default pricing applies to all drugs,

unless one of the conditions below applies.
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· FMAC-0%

· SMAC-0%

· Submitted

	DAW 1 and MAWP


	DAW = 1 (physician)

and Valid MAWP**
	Pay lesser of:

· FMAC-0%

· Submitted

	DAW 1 and Brand


	Brand/Generic Indicator = “2” (brand)

and DAW = 1 (physician)

and no valid MAWP**
	Pay lesser of:

· WNU + 6%
· DIR + 6%
· SWP – 14%
· Submitted

	AB Rated Generic


	Orange Book Code is AB rated generic

and

Brand/Generic Indicator is “1” (generic)
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· FMAC-0%

· SMAC-0%

· Submitted

	DME & Nutritional Supplements


	Therapeutic class is C5A-C5U or X0A-Y9A

and DAW is not 1 (physician)


	Pay lesser of:

· WNU+6

· DIR +6%%

· AWP+14.5%

· FMAC-0%

· SMAC-0%

· Submitted

.. .and set dispensing fee to zero.

	Coumadin, Tegretol and Theophylline


	Brand/Generic Indicator = “2” (brand)

and

GCN is in the list below (*)
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· Submitted

	Compounds
	Each ingredient is priced separately


	Apply rules above


Please see pricings below based on changes made in SR 17347 to end all current FMAC spans effective 12/31/2013.

	Price Category
	Criteria / Comments
	NEWMEX and NMENCO pricing

	Default
	This default pricing applies to all drugs,

unless one of the conditions below applies.
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· SMAC-0%

· Submitted

	DAW 1 and MAWP


	DAW = 1 (physician)

and Valid MAWP**
	Pay lesser of:

· Submitted

	DAW 1 and Brand


	Brand/Generic Indicator = “2” (brand)

and DAW = 1 (physician)

and no valid MAWP**
	Pay lesser of:

· WNU + 6%
· DIR + 6%
· SWP – 14%
· Submitted

	AB Rated Generic


	Orange Book Code is AB rated generic

and

Brand/Generic Indicator is “1” (generic)
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· SMAC-0%

· Submitted

	DME & Nutritional Supplements


	Therapeutic class is C5A-C5U or X0A-Y9A

and DAW is not 1 (physician)


	Pay lesser of:

· WNU+6

· DIR +6%%

· AWP+14.5%

· SMAC-0%

· Submitted

.. .and set dispensing fee to zero.

	Coumadin, Tegretol and Theophylline


	Brand/Generic Indicator = “2” (brand)

and

GCN is in the list below (*)
	Pay lesser of:

· WNU + 6%

· DIR + 6%

· SWP – 14%

· Submitted

	Compounds
	Each ingredient is priced separately


	Apply rules above


* Row F GCN list: 00310-00313, 00410, 00411, 00413, 00416, 17450, 17460, 25790-25798, 25800, 27820-27822, or 47500

** MAWP is end-dated 3/12/2006 in OS PLUS (the OS PLUS implementation date).Medicare crossover claims for both NEWMEX and NMENCO plans pay as follows:

· The lesser of what Medicaid would have paid including the dispensing fee MINUS all COB payments

OR,

· The sum of the last payer’s deductible and copay/coinsurance

Exception: If no price is found for the NDC on the claim, then pay the last payer’s sum of deductible and copay/coinsurance. 

The maximum payment per crossover claim (including dispensing fee) is $3,000. 

Base system pricing logic can be found in Section 13.5.4 PDCS OS PLUS Pricing Logic. This narrative includes a description on pricing for over-the-counter (OTC) and compound claims; claims where a DAW code has been used; Brand versus Generic claims; and default pricing.

Pricing and Copayment Edits

· Other year copay indicator – If the fill date on the claim is before the current or previous year, verify the “other-yr-copay-ind.”  If valid, this field is processed the same as the other-copay indicators.

· Plans 500 and 600 are the only plans that require copays. However, no copay is applied for the following:
· Native Americans – The race code is in the eligibility data; race code for Native Americans = 3.

· Family planning medications and devices (including pre-natal vitamins)

· Medical supplies
· 1400% Reasonableness edit – If the allowed charge is greater than 14 times the total claim charge submitted, or the total claim charge submitted is greater than 14 times the allowed charge, post an exception.
Compound Claims

OS PLUS supports both single-ingredient compounds and multi-line (multi-ingredient) compounds. When the provider submits a compound code of 2, the system first looks for the compound segment.  If the compound segment was not submitted, the system assumes a single line compound is being submitted and obtains required information from the claim segment fields. 

Multi-line (multi-ingredient) compounds – If a customer allows providers to submit multi-line (multi-ingredient) compounds, the provider should submit the following information:
	Field
	Submitted Data

	Claim Segment:
	

	407-D7 Product/Service ID
	Zeros (default)

	436-E1 Product/Service ID Qualifier
	Zeros (default)

	406-D6 Compound Code
	“2”

	Compound Segment:
	

	450-EF Compound Dosage Form Description Code
	Valid value

	451-EG Compound Dispensing Unit Form Indicator
	Valid value

	452-EH Compound Route of Administration Code
	Valid value

	447-EC Compound Ingredient Component Count
	Number of ingredients

	489-TE Compound Product ID*
	Ingredient NDC**

	488-RE Compound Product ID Qualifier*
	03 = NDC**

	448-ED compound Ingredient Quantity*
	Quantity of ingredient**

	449-EE Compound Ingredient Drug Cost*
	Submitted cost of ingredient


*   These fields repeat for each ingredient in the compound.
** The PDCS OS PLUS edit table must be set to deny claims where these fields are not submitted or do not contain valid values.
Single Ingredient Compounds – If a client allows providers to submit single ingredient (most expensive ingredient) compounds, the provider should submit the following information:

	Field
	Submitted Data

	Claim Segment
	

	407-D7 Product/Service ID
	Ingredient NDC

	436-E1 Product/Service ID Qualifier
	03 = NDC

	406-D6 Compound Code
	“2”


Compound Segment – Not submitted. OS PLUS will still review the compound segment fields, so the edit table must be set to Ignore for the 450-EF, 451-EG, 452-EH fields if the client does not wish to allow the compound segment to be used.

Compounding Fee – Both single-line and multi-line compounds are subject to a compounding fee up to $30, which is applied based on the submitted fee.  It is added to the dispensing fee of the last line in the compound.

Note: OS PLUS can accommodate the Product/Service ID to be submitted in either the claim or compound segments and can accommodate a single ingredient compound via the compound segment with all associated compound fields.  This capability, however, is not consistent with the NCPDP D.0 standard. Conduent cannot require a provider to submit the Product/Service ID in both segments.
Duplicate Check

This function retrieves paid claims for the recipient from claims history that have the same service date and GCN as the current claim. If the billing providers are identical, an exact duplicate edit is posted. If the provider IDs do not match, a suspected duplicate edit is posted. The TCN of the duplicate history claim is added to the Claim Adjudication IRL. The system also performs edits for partial fill claims. Exceptions are set if errors are encountered.
Drug Utilization Review History Selection

This function determines the date range for retrieving claims from history based on benefit plan parameters for Prospective DUR edits.  
Drug Utilization Review Edits

This function performs the Prospective DUR edits such as drug-to-drug interactions, therapeutic duplication, pregnancy alert, refill too soon, etc. Exceptions are posted if DUR conflicts are encountered.

DUR data is maintained in the DUR functional group of the OS PLUS Reference subsystem. Prospective DUR edits are filters containing criteria that the system uses to process claims for the purpose of monitoring the utilization of drugs to ensure participant safety. The edits are based on standard NCPDP edits.  

As part of the OS PLUS system, the DUR subsystem produces recipient and provider profiles based on selected criteria. The system maintains First DataBank (FDB) DUR modules and allows for development of user specific therapeutic criteria to control exceptions and override standard FDB criteria. The Drug subsystem provides for user-specific DUR filters to modify DUR conflicts, generates pharmacist messages, maintains a user specific reject control file to manage DUR conflicts, and produces reports to track conflicts, overrides, and other State-specific benchmarks.

Drug Utilization Review Filter

This subprogram is called in adjudication if a DUR Conflict is identified. This function applies additional DUR criteria and determines whether or not to deny the claim.

Drug Program

This function determines if the current claim is covered by a Drug Program. If it is, the claim is edited against the Drug Program parameters. Exceptions are posted if errors are encountered.   

Drug Programs are defined on a series of screens with definitions, exceptions, and exclusions. This information is used to build the Drug Program NDC Cross-Reference table that lists all Drug Programs associated with each NDC on the drug tables.  

Drug Programs are customer-specific and multiple Drug Programs can cover the same drugs. A Drug Program may have any number and combination of associated definition, exception, and unconditional exclusion records or “lines.” What we refer to as “lines” in this document is labeled “Exclusion” code in the Drug Program screens. Allowed values for exclusion codes, or lines, are:

· D – Definitions. D lines represent a basic PA, which is similar to what would be set up on the Plan file in the traditional method of assigning prior authorization criteria. A Definition line can require that prior authorization exist for any drug within a category (Therapeutic Class, Generic Sequence range, etc.) or any drug matching one or more of the first six components of a Smart Key. A D line does not necessarily cause the drug to PA; it can mean the drug is not covered, or can have a "plan limits exceeded" message associated with it. This is driven by the NCPDP Reject and Claim Exception Code assigned to the line. D lines can include limits (days supply, maximum units, units and / or cost over time, etc.) and other criteria (min/max age, provider type, patient gender, or location, etc.).

· E – Exceptions with specific defining criteria. E lines serve two purposes. They can be used to post a reject or message text that is different from that of the D line when certain drug or claim characteristics are adjudicated. Or E lines can allow criteria and limits to be applied such that claims meeting the exception criteria do not post the edit that would otherwise be set at the D line level.

· U – Unconditional Exceptions. U lines allow the specification of drug qualifications or Smart Key components that exempt drugs fitting the specification from the broader D line PA requirement.

Drug Program screens are accessed as a selection under the OS PLUS Reference Subsystem. Drug Programs are defined at the highest level by the Conduent-assigned customer partition and a user- or customer-assigned program code, description, and begin and end date. The Drug Program functional group contains a series of five tabs:

· Drug Program Search and Selection

· Drug Program Definition

· Drug Program Detail Selection

· Drug Program Detail 

· Program/NDC Cross Reference.  

Step Care
This function determines if the current claim is covered under a Step Care program. If it is, the system retrieves claims from history to determine whether or not the Step Care requirements have been satisfied. Exceptions are posted to the claim if the criteria are not met.

Step Care is an OS PLUS function within the Reference Subsystem that provides the ability to restrict drug access by defining step-wise requirements for drug access. It includes look-back or look-ahead functions, and step-up or step-down functions.  For example:

· Look back – Functionality that determines a time frame where the system looks at claim history to determine if therapy criteria have been met in order to approve a certain drug for the specific participant and disease state.

· Step Up – This term indicates a situation when the participant can be moved to a drug in a different Therapeutic Class to treat a specific disease state. The level of Therapeutic Class the participant is moved is a level above the current class of drug being used.

· Step Down – This is a term used when a participant is being treated for a specific disease state and they are using heavy medications and improvement is seen. The participant is then moved to a drug or therapy of drugs in a lower Therapeutic class because they no longer need the full therapy.

Various functions may be applied to limit access to drugs by using preferred agents, history duration of use, therapy duration, and other criteria that must be met before the participant can receive the prescribed drug.   

New Mexico Medicaid has strategic plans that will utilize OS PLUS’s Step Care functionality in the future, but Step Care was not part of the initial X1-to-OS PLUS conversion and implementation.

Final Adjudication

This function determines the service line status and claim status (to be paid, suspended, or to be denied) based on the claim exception dispositions. It reduces the allowed charge by the TPL Paid Amount, Sales Tax, Patient Liability, and Copay amounts. The system creates a credit for the original claim if an adjustment is being processed. It updates the used amount and days on the PA table if a PA is in effect for the claim. It updates the original claim with the TCN for an adjustment or reversal.

Database Write

This function handles the insert of the claim being processed into the Claims ORACLE tables. It does this whenever the claims adjudication process is invoked for a new claim.

Database Update

This function handles the update of the Claims ORACLE tables for the claim being processed. It does this whenever the claims adjudication process is invoked for a previously existing claim (suspense release, claim correction, adjustments).

13.1.5.4  Adjustments

Claim Adjustment functionality exists to change invalid information on an original claim. The original claim is reversed (referred to as the “credit claim””) and a new claim is created and adjudicated with the new information. An adjustment is typically used when the original claim was submitted with incorrect information such as quantity, price, or drug.

Claims input can have changes such as quantity, price, NDC code, etc., and then the full adjudication process is executed, with eligibility, drug edits, pricing, etc., processing taking place.

There are two types of adjustments:

· Normal Pay Adjustment

· History-Only Adjustment

Normal Pay Adjustments are assigned an adjustment reason code that is located in the Claim Inquiry field “Account Code” in OS PLUS. The adjustment reason for the adjusted claim is “E-Adjustment Claim Adjustment,” and the reversed original claim (credit claim) has adjustment reason “A-Credit Claim Adjustment.” The adjustment claim always has “2” as the last digit of the TCN.

History-Only Adjustments are used to adjust claims while not impacting payments to the provider. These adjustments are not taken into consideration in the payment process. They are typically used when money amounts have been recouped or a check has been returned, thus making the original payment amount invalid. They can also be used to change accounting codes used on claims.

History-Only Adjustments are assigned an adjustment reason code that is located in Claim Inquiry field “Account Code” in OS PLUS. The adjustment reason for the adjusted claim is “K-History Adj from Credit Adj.,” and the reversed original claim (credit claim) for the History-Only adjustment has adjustment reason “G-History Credit for Adjustment.” The History-Only adjustment claim always has “2” as the last digit of the TCN.

13.1.5.5  Credits

Claims Credit functionality exists to credit or void (reverse) invalid claims. There are many different customer policies that may require a claim credit or void (reversal).

Credits are typically used when the original claim was for the wrong recipient or should not have been submitted to the plan. A credit or void may be used if a system or telecommunications error results in a pharmacy not receiving a paid claim label but OS PLUS shows a successfully paid claim. A pharmacy provider may request an online reversal through the system when their corporate policy on the time limit for reversing a claim has expired.

There are two types of credits (voids or reversals):

· Normal Pay Void (Credit/Reversal) 

· History-Only Void 

Normal Pay Voids are assigned an adjustment reason code that is located in the Claim Inquiry field “Account Code” in OS PLUS. The system assigned value is “B – Credit Claim Credit.”  The Credit (Void/Reversal) claim always has a “1” in the last digit of the TCN.

History-Only voids are used to reverse claims while not impacting payments to the provider. They are typically used when a provider returns a check.

History-Only Voids are assigned a reason code that is located in the Claim Inquiry field “Account Code” in OS PLUS. The system assigned value is “H – History Credit for Credit.”  The History-Only Void always has a “1” in the last digit of the TCN.

13.1.6  PDCS OS PLUS Reference Narrative

The PDCS OS PLUS Reference subsystem is primarily composed of a number of online functional groups.  Within each functional group, the system provides online inquiry, entry, and update capability for authorized users.  Update authority is limited to Conduent PBM staff who perform updates to Reference functional groups at the written request of designated State staff.  Some of the tables in the Reference subsystem are also updated via batch interfaces (for SMAC pricing and FDB drug data).

The Reference subsystem provides a means to inquire on and maintain information required primarily for claims processing.  The data maintained in the Reference subsystem is also used to support management of State programs and drug rebate processing.

The Reference subsystem provides an integrated method of storing data and allows for centralized control over modifications.  The Reference subsystem may be updated through interfaces received from outside sources or through online windows.  Online updating capabilities provide the flexibility to adapt to changes in the services provided and policies governing the pharmacy system.

The functional groups within the Reference subsystem that New Mexico uses are:

· Drug

· Claim Exception Codes

· Drug Program

· Step Care (to be implemented after the initial PDCS OS PLUS implementation)

· Drug Utilization Review (DUR)

These functional groups are detailed below.  Additional Reference subsystem functional groups (including administrative functions designed for use for Conduent PBM Systems staff) are detailed within the Windows section of the system documentation (Section 13.2).  

13.1.6.1  Drug

The system maintains drug data and parameters needed to correctly price drug claims.  Drug data and pricing are updated by two system interfaces as well as (rarely) through online windows.

The primary source of drug data is from Conduent’s contracted drug update service First DataBank (FDB), which provides a weekly Drug Update interface file containing new and updated information on drugs that is sequenced by National Drug Code (NDC). (Since many drug manufacturers now routinely recycle NDCs as drugs are taken off the market, OS PLUS checks the NDDF add date on the weekly update file against the NDDF add date currently stored in the drug table. If the dates are different, the new NDC is updated in the drug table, while the reused NDC is deleted and stored under a new drug code to a separate NDC date table where it can be referenced by date. This allows OS PLUS to store the older NDC and adjudicate claims with it when appropriate. Obsolete Drugs have a grace period of 365 days for New Mexico.  
 Plan Benefit Limits and System List tables are also checked for any NDCs that have been reused.)
Conduent also receives the quarterly drug data update from CMS, which includes the Unit Rebate Master File and the Labeler Name and Address File. Updates between tapes are received via CMS releases and faxes and are manually updated in OS PLUS. This data enables Conduent to maintain current DESI drug information and to support our customers’ ability to receive Federal Financial Participation (FFP) for covered outpatient drugs supplied by manufacturers that have a current, signed rebate agreement with the Secretary of Health and Human Services.
New Mexico has contracted with a third party to supply drug prices for some drugs.  These prices will be stored in the PDCS OS PLUS SMAC tables.  These tables are updated via a batch process that is run on request based on receipt of the file from the third party vendor.  Conduent has converted the unique New Mexico front-end process that formats the third-party file for input to the standard OS PLUS SMAC update process.  Conduent has also set up the standard OS PLUS SMAC update process to run for New Mexico.

13.1.6.2  Claim Exception Codes

Claim exception codes are based on the standard National Council for Prescription Drug Programs (NCPDP) edit and exception code system.  The PDCS OS PLUS system supports all NCPDP standard D.0 reject codes.  For each 2-digit NCPDP Reject Code, the system allows one or more 4-digit claim exception codes detailing the reason(s) for a claim disposition of suspension, denial, or pay and report.  Claim exception codes are maintained online.  The system provides flexibility in setting claim edits to allow dispositions and exceptions to edits based on claim type, submission media, and participant benefit coverage plan.

The purpose of this process is to allow the State the ability to establish customized overrides of baseline exception code dispositions based on various criteria related to participant and provider.  Each customized exception code will have begin and end date ranges attached to it; multiple entries for a particular exception code may exist as long as the begin/end dates do not overlap with other entries for the same exception code.

The PDCS OS PLUS claims adjudication engine establishes the baseline exception codes and their assigned dispositions; once this is complete the custom exception codes are read and the dispositions for eligible exception codes (based on participant and/or provider criteria and date ranges) may be altered.

PDCS OS PLUS supports customized exception codes to meet specific customer needs (for example ICD- appropriateness) by using the internal PDCS OS PLUS exception code.  The exception code tables in PDCS OS PLUS hold both base system and customer-specific settings for controlling how exceptions are processed in adjudication.  Base exception codes are general system functionality that may be used by any customer; customer-specific codes are unique to a specific customer.  The settings include a claim disposition for each type of claim (POS, manual exam entry, and electronic batch claims), an NCPDP reject code, an EOB code, and description.  

Conduent worked with the New Mexico Medicaid representatives to verify all the exception codes, dispositions, and messages that are being used in PDCS OS PLUS.  

The PDCS OS PLUS system uses the exception code database to assign the disposition of each claim error.  This can vary depending on factors such as claim input medium, NCPDP format, or whether the claim is a new claim or an adjustment.  For each two-digit national standard NCPDP reject code (such as edit 75 for Prior Authorization Required), PDCS OS PLUS maintains a hierarchical edit system with four-digit exception codes.  The pharmacy POS response includes the NCPDP reject code and a response message text up to 200 characters.  This information is also displayed on a claim inquiry.

The PDCS OS PLUS system tracks all exceptions posted to a claim.  These error codes, as well as any resolution, any override, and the date the error was resolved, are stored in the claims history database.  These data elements are available for auditing purposes or reporting.  They are also available for viewing on the Claim Inquiry screen.

13.1.6.3  Drug Program

New Mexico Medicaid utilizes the Drug Program function within the Reference Subsystem to define many of the drug coverage specifications.  PDCS OS PLUS does not use formularies, so the formularies defined in the PDCS X1 plans have been replaced by Plan Limits and Drug Programs in PDCS OS PLUS.  The PDCS OS PLUS Reference Subsystem’s Drug Program functionality allows additional limitations and exclusions to be applied to PA criteria beyond what is possible through the traditional Plan Limits method of setting up PA requirements. 

This section describes how Drug Programs are defined and set up in PDCS OS PLUS. Drug coverage limitations do not apply for the NMENCO encounter claims.

Drug Programs are defined on a series of screens with definitions, exceptions, and exclusions.  This information is used to build the Drug Program NDC Cross-Reference table that lists all Drug Programs associated with each NDC on the drug tables.  

Drug Programs are customer-specific and multiple Drug Programs can cover the same drugs.  A Drug Program may have any number and combination of associated definition, exception, and unconditional exclusion records or “lines.”  (What we refer to as “lines” in this document is labeled “Exclusion” codes in the Drug Program screens.)  Allowed values for exclusion codes, or lines, are:

· D – Definitions.  D lines represent a basic PA, which is similar to what would be set up on the Plan file in the traditional method of assigning prior authorization criteria.  A Definition line can require that prior authorization exist for any drug within a category (Therapeutic Class, Generic Sequence range, etc.) or any drug matching one or more of the first six components of a Smart Key.  A D line does not necessarily cause the drug to PA; it can mean the drug is not covered, or can have a “plan limits exceeded” message associated with it.  This is driven by the NCPDP Reject and Claim Exception Code assigned to the line.  D lines can include limits (days supply, maximum units, units and / or cost over time, etc.) and other criteria (min/max age, provider type, patient gender, or location, etc.).

· E – Exceptions with specific defining criteria.  E lines serve two purposes.  They can be used to post a reject or message text that is different from that of the D line when certain drug or claim characteristics are adjudicated.  Or E lines can allow criteria and limits to be applied such that claims meeting the exception criteria do not post the edit that would otherwise be set at the D line level.

· U – Unconditional Exceptions.  U lines allow the specification of drug qualifications or Smart Key components that will exempt drugs fitting the specification from the broader D line PA requirement.

Drug Program windows are accessed as a selection under the PDCS OS PLUS Reference Subsystem.  Drug Programs are defined at the highest level by the Conduent-assigned customer partition and a user- or customer-assigned program code, description, and begin and end date.  The Drug Program functional group contains a series of five tabs:

· Drug Program Search and Selection

· Drug Program Definition

· Drug Program Detail Selection

· Drug Program Detail 

· Program/NDC Cross Reference.  

13.1.6.4  Step Care

Step Care data is stored and maintained within the PDCS OS PLUS Reference subsystem.  Step Care is an automated PA process that automatically authorizes drugs that would otherwise be denied without an existing prior authorization on file. Step Care was not part of the initial PDCS X1 to PDCS OS PLUS conversion and implementation.  

Step Care is an PDCS OS PLUS function within the Reference Subsystem that provides the ability to restrict drug access by defining step-wise requirements for drug access.  It includes look-back or look-ahead functions and step-up or step-down functions.  For example:

· Look Back – Functionality that determines a time frame where the system will look at claim history to determine if therapy criteria have been met in order to approve a certain drug for the specific participant and disease state.

· Step Up – This term indicates a situation when the participant can be moved to a drug in a different Therapeutic Class to treat a specific disease state.  The level of Therapeutic Class to which the participant is moved is a level above the current class of drug being used.

· Step Down – This is a term used when a participant is being treated for a specific disease state and they are using heavy medications and improvement is seen.  The participant is then moved to a drug or therapy of drugs in a lower Therapeutic Class because they no longer need the full therapy.

Various functions may be applied to limit access to drugs by using preferred agents, history duration of use, therapy duration, and other criteria that must be met before the participant can receive the prescribed drug.   

The Reference Subsystem provides online access to a customer’s Step Care specifications.  The following information is located on the Step Care screens:

· Plan ID – The criteria to be met on specific drugs can be plan-specific or reach across all plans associated with New Mexico Medicaid.

· Group ID – This dictates what group the criteria must be associated with.

· Drug Code –This can be entered by Generic Sequence Number (GSN), Generic Code Number (GCN), or National Drug Code (NDC).

· Template – The type of criteria requested – step up, step down, etc.

· Number of Agents – How many, if any, agents (drugs) are preferred for New Mexico Medicaid once the criteria listed has been satisfied.

· Status –Active, Exclude, Inactive

· Day/Month/Year – This criteria indicates duration is measured by using days, months, or years.

· History Duration – Using the above information, how far in the participant’s history does this drug need to be present (180 days therapy).

· Drug Program – Specifies the drug program the specified drug is associated with (if applicable).

· Max Daily Dose – The maximum daily dose expected.

· Each /Total/Concurrent – Indicates if the above criteria has to be each time, total duration, or concurrent.

· Drug Name – Specifies the drug, strength and form that is included in this specific Step Care criteria.

· Begin Date and End Date  
· Exact Match – Dictates whether or not the drug can be dispensed without satisfying the Step Care durations.

· Drug Class – Federal Legend or OTC

· NCPDP Reject Code – The NCPDP reject code under which this specific drug should reject if criteria are not met.

· EOB or Exception Code – The specific EOB or Exception code that should accompany the NCPDP Reject code when the claim is denied due to Step Care criteria.
Step Care screens also allow the user to enter the following drug information:

· Innovator Code – Innovator Code or Default

· GTI – Brand, Medical Supplies, Generic

· BGI – Non-drug, Branded, Generic, Single source or multi source

· GNI – Brand, Generic, Non-drug or Alternative product

· MSI – Single source, Multi source or non-specified

The Step Care logic utilizes the above information in combination with the participant’s claim history to determine whether to approve a drug, deny for PA, or apply the specified reject code.

13.1.6.5  Drug Utilization Review (DUR)

The DUR (Drug Utilization Review) file maintains and displays general and patient-specific clinical and economic information allowing Physicians and Pharmacists to use drug treatments more effectively and efficiently.  Providers receive clinically significant data about their patients through Prospective DUR (ProDUR) edits returned at the point of service.  This information is derived by comparing the pharmacist’s and physician’s practice to that of their peers and national guidelines.  ProDUR edits advise of such issues as Allergy Alerts, Drug-Drug Interactions, Drug-Disease Interactions, Refill Too Soon, etc. This methodology successfully compels changes in the delivery of care.
Drug utilization review data is maintained in the DUR functional group of the PDCS OS PLUS Reference subsystem.  Prospective DUR edits are filters containing criteria that the system uses to process claims for the purpose of monitoring the utilization of drugs to ensure participant safety.  The edits are based on standard NCPDP edits.  DUR criteria and standards are set by the State and DUR board and are based on the Consolidated Omnibus Reconciliation Act of 1985 (COBRA) and Reference citations.  DUR drug information is received from the contracted drug update service (FDB) on the Drug Update interface file.  DUR edits and criteria can also be customized using the online windows based on standards set by the State.  Conduent provides access to the report repository for ad hoc reporting.

The DUR tables in PDCS OS PLUS control the ProDUR process.  The initial settings were converted and loaded from PDCS X1 via automated conversion procedures.  Then have been manually modified as needed to suit the PDCS OS PLUS ProDUR edit requirements.

New Mexico has one unique DUR edit requirement.  The system must verify that the MCO-DUR-CONFLICT-CODE contains a valid value based on NCPDP standards.  Other New Mexico DUR edits are defined within the standard parameters of the system exception code setup.

13.1.7  Prior Authorization Narrative

The PDCS OS PLUS Prior Authorization (PA) subsystem provides a means of approving a drug for a participant when the drug requires prior authorization or is covered but with certain limitations. The State determines when a drug requires prior authorization. The PA subsystem is also used to deny claims for a specified NDC at the participant level by setting up a “negative PA (see below). 
In OS PLUS, the PA requirements are noted in the Plan Limits and/or Drug Programs. In addition, a custom pricing level (created and maintained at the Customer level) can be assigned at the PA level.
1. Two types of PAs are available within OS PLUS: 

a. P-type (Prior Authorization) – A standard prior authorization that is used to bypass a large, pre-determined base set of specific exception codes across several NCPDP reject codes (but not including all exception codes associated with those reject codes).
b. O-type (Plan Override) – A plan override, used to specify the exception codes to be bypassed for a claim. These exception codes must be manually entered on the PA in the PA Override Information pane.
A “negative PA” may be set up to deny a specified participant’s claims for an NDC that would otherwise be covered. In this case, the PA is set up as a standard P-type PA, but with a PA Status of N - Drug Not Covered. (The customer must have edit 70/exception code 4104 set to Deny to enable negative PA functionality.)
The PA subsystem stores and maintains comprehensive current and historical PA information for each participant. This data is used for claims adjudication. When a pharmacy claim is adjudicated for a drug that requires prior authorization, the Claims Processing subsystem accesses the OS PLUS PA tables and locates the appropriate PA for the drug and service date, if one exists. If the claim is paid based on the PA, the system updates the used units and dollar amounts maintained on the PA request based on the adjudication results for the claim. Once the amount of used services is equal to the amount of the approved services, no additional claims can use that PA number. When viewing the PA request using the online windows, the used units and used amounts on the PA are displayed.

PA Processing Capabilities

The PA subsystem inquiry access to prior authorization data that is stored in the OS PLUS PA database tables.  Authorized users may also add/update PA data in order to facilitate prescriber requests for PA approval. As part of the PA entry process, PA edits are performed to determine if the information received during a PA request is complete and valid. The PA edits consist of participant eligibility edits, valid date of service, plan enrollment span, and provider on review. Along with required information needed to process the request, ancillary information is also collected, including notes. The representative entering the PA determines if the PA request should be based on NDC, GCN, or GSN.

PA Subsystem

The PA Subsystem has three tabs: Search, PA, and Intervention. A user can search for an existing prior authorization by using Participant ID, Provider ID, or PA Number. For New Mexico, if the user enters a 9- or 10-digit Participant ID, leading zeros must be added in order to make a full 14-digit searchable ID. Wildcard searches for partial IDs or PA numbers are not permitted.  Information is displayed by PA date and can be ordered by PA number. An existing PA can be selected for inquiry or update. Users are not allowed to change the status of an existing PA. This field is grayed out, with an inaccessible dropdown list. For New Mexico PAs converted from PDCSX1, the original PDCSX1 PA number appears in the Customer PA # field.
When adding a new PA, mandatory fields are marked with a red asterisk (*). The user enters this window by either entering search criteria that are unique for a PA on the PA Search window, by selecting a PA from the PA Search list, by clicking on the PA tab while on any of the PA subsystem windows, or by selecting to add a new PA. The user can navigate to the OS PLUS Reference subsystem and display detailed drug code information by a single click on the field tag labeled Drug. The user can navigate to the OS PLUS Reference subsystem to display detailed diagnosis code information by a single click on the field tag labeled Diagnosis Code. The user can Search by TCN, which is an interface to the OS PLUS Claims subsystem.

The PA Subsystem also allows the user to search the intervention database based on user selection criteria to locate an existing intervention. An intervention search can be performed using Participant ID, Provider ID, or PA Number. The selection criteria determine the sequence of the data presented. (Note: New Mexico Medicaid does not use OS PLUS PA Interventions.)  

The following modifications have been applied to the online PA functionality for New Mexico:

· Do not allow PA status to be updated.

· Do not allow PA duration to exceed 365 days, based on the begin and end dates.

· Allow entry of a PA number in the Customer PA Number field.

New Mexico CMS PA processing:

· When a CMS PA is manually entered, enter the CMS PA number in the “Customer PA #” field as an 11-digit number with leading zeroes and enter “CMS” as the “Requestor Name.”

· During claim adjudication, if CMS Plan 910 applies for the date of service, the Adjudication PA logic attempts to find a PA where the Customer PA number on file matches the PA number entered on the claim, and the PA on file has CMS in the requestor field.

Most New Mexico PAs are entered in OS PLUS via a batch interface from the Third Party Assessor (TPA) and CMS; see the Interfaces Narrative section for more detail. The Call Center also manually enters CMS PAs received via fax.  

OS PLUS sends OmniCaid a daily feed of Prior Authorization data. This is also documented in the Interfaces Narrative section.

Prior Authorization Maintenance

PA Maintenance has three tabs: Problem, Program, and Problem/Program. The Problem tab allows users to enter problems that have been recorded by registered pharmacists and Drug Utilization Review staff while administering selected drugs that currently require a prior authorization before the drug can be administered. Similarly, PA programs are defined on the PA tab. The Problem/Program tab provides the ability to select problem ID/program combinations that have been defined. Authorized users can define which programs are valid with which problems. Selection options are available to narrow the list of problem/program combinations for a specified timeframe. From and To dates can be entered to define a PA focus period for a problem and an outcome measure can be selected. Other information, including initiation date, current status, and status date, can be used to display a list of programs that either a registered pharmacist or a drug utilization review staff member is monitoring selected drugs that currently require prior authorization or selected drugs that are to be considered as candidates for prior authorization. The user selects the Problem/Program tab that is displayed from one of the options from the PA menu selection. The window allows the entry of a new problem ID/program combination focus date, the modification of existing problem ID/program focus period, or the deletion of an existing problem ID/program focus period. Only designated PA staff, registered pharmacists, and DUR staff are authorized to add and update problem/program focus period information.

13.1.8  Batch Narrative

This section provides details regarding handling of batch data functions by OS PLUS.

13.1.8.1  Payment Processing

PDSCS OS PLUS’s batch claims interface sends detailed pharmacy claim information to the OmniCaid MMIS system on a daily basis. All payment processing, production of EOBs, and the complete financial cycle are performed by OmniCaid. The Conduent Fiscal Agent office manages the payment processing functions for the provider community. 

13.1.8.2  Suspense Release

Claims in New Mexico OS PLUS will be suspended if the participant is not on file or is not covered. The New Mexico Suspense Release process runs nightly to re-evaluate these claims by checking if the participant existed on file and is covered on the service date specified. If so, then the claim is released to be re-adjudicated. A suspended claim will be set to force denied if the claim is over 40 days old from the date of service. This would move the claim out of suspended status.

13.1.8.3  Claims Merge/Unmerge

The Merge/Unmerge process in OS PLUS contains two functions:

Merge  
This function allows the history of one participant ID (only claims, TPL, and prior authorization) to be combined with another. This merge process will preserve the complete history of the participant and place the combined history under a single internal ID number (B_SYS_ID). 

Unmerge

This function is exactly the same as the Merge function except that it merges by TCN. Only the history of a specific TCN will be merged.   

New Mexico uses this function to merge claims and prior authorizations.  

Note: The above functions will not merge eligibility data. Currently, New Mexico MMIS controls eligibility merges and sends merge/unmerge transactions daily to OS PLUS. OS PLUS reformats them into an OS PLUS unmerge file format and runs the Unmerge process.

13.1.8.4  Mass Adjustments

The mass adjustment process differs from the claim exam entry credits and adjustment claims in that it is a process rather than a specific claim or transaction type. This feature allows users to provide a list of TCNs for selecting claims or provide user-specified selection criteria and systematically generate claim credits or adjustment claims for each of the claims meeting the list of claims. A mass adjustment is requested by the client and results in a Silk Radar ticket being created to perform the processing. This makes a mass adjustment an on-request frequency.

There are currently three types of Mass Adjustments that can be requested:

1. Repricing mass adjustment
2. Mass reversal or void
3. History-Only mass adjustment with no repricing
When any type of mass adjustment request is processed, the appropriate claims are selected based on the user-provided selection criteria or converted from a user-supplied list into a TCN mass adjustment input file. These TCNs are then used to generate claim request transactions based on the original claim with a new TCN. They are processed through the adjudication system including the application of all relevant edits and audits. In addition, the claims are re-priced according to the current reference information for the service date when a repricing is requested. A parameter of “edit-only” is used for the initial pass of adjudication. This allows the adjustment claim to adjudicate without updating any new claim data or creating the credit of adjustment claim. A report of the results is produced comparing pricing of the new claim to the original claim and providing totals of the mass adjustment batch. The claims will be held until the results of the mass adjustment can be analyzed to ensure that the desired results were achieved.

The mass credit/adjustment analysis report lists only the paid claims that priced differently from the original claim or the new claim was denied. All exceptions will be listed. The mass adjustment report compares the pre-calculated allowed charge amount of the new claim with the previous payment amount on the original claim. Batch totals are provided to show the net effect of each mass adjustment request and grand totals are provided to show the effect of all of the requests that were processed. If the results of the mass adjustment are as intended, the user notifies Conduent and the appropriate batch is reprocessed with a new TCN and a parameter of “edit-save”. This allows final adjudication of the claims with updating and creation of the credit of adjustment claim. If the results are not as intended, the user may request selected claims be deleted from the batch, new selection criteria specified, or request to delete the entire batch. In addition, to reduce the number of adjustment claims processed as a result of a mass adjustment request, adjudication will delete all adjustment claims in a repricing mass adjustment batch that resulted in a net payment difference of zero. As mentioned above, these zero-difference claims do not show up on the mass adjustment results report. When a repricing mass adjustment is produced, the adjustment reason code will be set to 003-Incorrect Pricing.

The mass reversal or void processing passes through adjudication, resulting in creation of a “paid” credit or void claim. The history cross-reference is updated for the original claim and the credit claim and the adjustment reason code is set to 001-Point of Sale Credit. The reimbursement amount will be set to zeroes.
The history-only mass adjustment has an input procedure the same as a repricing mass adjustment. The user can specify criteria for TCN selecting, provide a list of predetermined TCNs, or send a file in an accepted format with the specified TCNs. In addition, two additional optional pieces of data can be provided for the history-only mass adjustment. These are the TPL amount to be subtracted from the original reimbursement amount and a financial control number (FCN) containing a Julian date plus an 8-digit number. This type of mass adjustment bypasses all pricing and most edits in adjudication and retains the original claim values except for adjusting the reimbursement amount with the TPL amount. When a TPL amount is provided with a TCN, the adjustment reason code is set to 007-Third Party Liability Adjustment; otherwise, it defaults to 008-Financial Adjustment. When 008 is set, the only change from the original claim is the accounting code contains a new value on a new TCN. The original claim is reversed or credited and the history cross-reference is updated on both the original claim and the new adjustment claim.

Before a TCN adjustment request is eligible for sending to adjudication it must be edited. Some of these edit criteria are:

· Only pharmacy claims can be adjusted

· Voids and credit side of a replacement are bypassed

· TCNs already being adjusted are bypassed (except for computer-generated TCNs’ specific requests)  

· A claim must not be denied

13.1.8.5  First DataBank Drug Reference Update

Approximately once per week, First DataBank (FDB) uploads updated drug pricing data to their FTP website. A MoveIT Central task runs each day to check for an updated file on FDB’s website. If one is detected, MoveIT tasks download FDB’s drug data to the PBM network drive. A mainframe job FTPs the data from the network drive to the mainframe. This data is then used by other mainframe jobs to update all the OS PLUS drug reference ORACLE tables listed below.  

The FDB Drug Reference update completely replaces the OS PLUS drug data with the corresponding data received from FDB.

Activity reports and exception reports are generated by the OS PLUS drug update process. These reports are uploaded to our FTP site. Reports and email notifications are generated from different components at various stages of the process, including:

1. FDB Component – FDB produces the update or full file over the weekend and is able to notify us when the file has been produced and copied to their FTP server. This will produce one email weekly.

1. MoveIT Central Script Component – In general, the scripts can end in one of three states:

· No Action – usually as a result of not finding any updates to process, nothing to delete, etc. A notification is not sent out.

· Failure – this could happen at any point, typically when access is denied to a server or folder, transmission is interrupted or times out, IP addresses change, etc. A notification is sent to production support and Conduent’s FDB liaison.

· Success – only when all steps of the MoveIT script logic complete successfully and files are delivered to the network and unzipped. This will produce one email weekly.

2. Mainframe Component – a mainframe job runs later to actually update the OS PLUS drug tables. The job is near the end of all the drug database update. An email is sent to the PBM clinical group to notify that the OS PLUS drug load has completed.
Drug reference ORACLE tables that are updated in OS PLUS:

ALLERGY CODES    

          
 

RDALRGTB

ALLERGY CODES DESCRIPTION TABLE

RDALRDTB

CONTRAINDICATION TABLE          


RDCNTRTB

CONTRAINDICATION DESCRIPTION TABLE  

RDCNTDTB

DRUG TABLE
                         

             

RDDRUGTB

GERIATRIC PRECAUTION TABLE
         

RDGERITB

GERIATRIC DESCRIPTION TABLE


RDGERDTB

HCFA DATES ORACLE TABLE                   


RDHCFATB

HIERARCHICAL INGREDIENT CODE LIST  TABLE    
RDHICLTB

DRUG INDICATIONS TABLE
             
             

RDINDCTB

DRUG INDICATIONS DESCRIPTION TABLE

RDINDDTB

DRUG INTERACTIONS TABLE
            
             

RDINTRTA

DRUG INTERACTIONS DESCRIPTION TABLE

RDINTDTB

LACTATION PRECAUTION TABLE
         

RDLACTTB

LACTATION DESCRIPTION TABLE


RDLACDTB

PEDIATRIC PRECAUTION TABLE         


RDPEDITB

PEDIATRIC DESCRIPTION TABLE


RDPEDDTB

DRUG PRICING TABLE                 


RDPRCETB

PREGNANCY PRECAUTION TABLE         

RDPREGTB

PREGNANCY DESCRIPTION TABLE


RDPRGDTB

MEDICAID REBATE TABLE
              

RDREBTTB

SIDE EFFECTS TABLE                 

             

RDSIDETB

SIDE EFFECTS DESCRIPTION TABLE


RDSDEDTB

THERAPEUTIC CLASS TABLE 

           

RDTHRATB

THERAPEUTIC CLASS DESCRIPTION TABLE

RDTHRDTB

       ICD DIAGNOSIS TABLE


             

REDIAGTB

13.1.8.6  NCPDP Pharmacy Update

The National Council for Prescription Drug Programs (NCPDP) maintains a pharmacy database containing NCPDP Provider Identification Numbers (formerly called NABP numbers) and detailed demographic data for every licensed pharmacy and qualified non-pharmacy dispensing site in the United States. There are currently over 70,000 pharmacies in the database.  

The NCPCP pharmacy data is available as a subscription service and Conduent is a subscriber to the NCPDP database. Conduent uses the NCPDP data as a primary source of pharmacy provider information in the OS PLUS system. The subscription service provides one full refresh of the entire pharmacy database monthly.

The NCPDP data is transmitted from NCPDP to Conduent via FTP. These file transfers are initiated by the NCPDP technical staff. The pharmacy data is initially stored by the FTP process on an Conduent network file server, then transferred from the file server to the mainframe by on request OS PLUS pharmacy data update jobs. The OS PLUS update jobs are scheduled upon receipt of the NCPDP update files.

The OS PLUS update process consists of two jobs: DRPM0199 and DRPM0200. The same jobs are used for all NCPDP transmissions. 

DRPM0199 gets the NCPDP transaction file from the network server via FTP and un-zips the data. A copy of the un-zipped dated is stored as a mainframe Generation Data Group (GDG) file, and a second copy of the un-zipped data is stored on a network drive for Client Relations use. We create an OS PLUS / DRRX version of the un-zipped data GDGs. A VSAM file is then updated with the current NCPDP transaction data (DRRX.PPROD.NCPDP.PHARMACY). The NCPDP transactions are processed as add/change/delete events based on the data contained in the NCPDP transaction records and the presence or absence of pre-existing VSAM file data for the individual pharmacies.

Job DRPM0200 is the OS PLUS ORACLE database update processor. The un-zipped NCPDP transaction file (GDG) created in job DRPM0199 is the input to the ORACLE database update process. Three ORACLE tables are updated as necessary based on the transaction data: PROVDRTB (Provider Table), PLADDRTB (Provider Address Table), and PXREFXTB (Provider ID Cross-Reference Table). Each NPI and NCPDP ID is stored on PXREFXTB as a pointer to the corresponding pharmacy demographic data. The demographic data is stored in the PROVDRTB and PLADDRTB tables.

13.1.8.7  SMAC Update
Two kinds of SMAC pricing updates are supported:

1. Mass updates (prices) – those where a SMAC price is applied to all NDCs within a GCN (other drug categorizations can be accommodated - GSN, TxCL, etc.) 

2. Individual updates (prices) – those where a SMAC price is applied to a specific NDC.

Mass updates (prices) have the following characteristics:

a) They are maintained via the GUI.  

1) The Search tab in the Drug Reference subsystem has an Update Drug File link that takes the user to the SMAC update window.

2) Mass updates are actually posted to a System List table, not directly to the Drug subsystem tables.

b) These prices are applied during a batch process that runs as part of the weekly Blue Book Update Process.

1) The most exclusive (granular) level at which a SMAC price is found (most granular=NDC, least granular=Drug Category) is applied to each NDC found on the OS PLUS drug file. Resulting rows are written to the SMAC Price table (RDSMACTB).

2) The system looks for price spans on the System List table that overlap or are invalid (e,g., begin date and end date are equal). When found, these are reported and are not inserted into the SMAC Price table.

c) A delete button allows the user to delete all the entries in the List Table (GSLDTLTB) for a drug (NDC, GCN, etc.). Typically, it is used to remove entries at the NDC level. This causes SMAC pricing to revert to the values assigned on the next higher level (typically GCN) to that drug. Note: Since the SMAC update is run as part of the weekly Blue Book Update, there could be a lag of nearly a week before the price change actually takes effect. The SMAC update can be run on request if the lag is not acceptable.

Individual updates (prices) have the following characteristics:

16 They are maintained via the GUI. 

16.6 Individual SMAC price updates can be made by going to the Pricing tab in the Drug Reference subsystem for a specific NDC. SMAC is just one of the nine price types that can be maintained via this window.

16.7 SMAC prices are posted to a Drug subsystem table (RDSMACTB). When an individual SMAC update is entered via the GUI, rows for that NDC are also inserted in the System List table mentioned above. This is transparent to the user. 

17 They override mass (GCN level) prices.

18 They are applied real time.

General characteristics of the SMAC Price Maintenance process:

· The process results in only one SMAC price span per NDC for a given date. No overlapping spans.

· A user cannot add a price span with a begin date that predates or equals a previous price span’s end date. To add a new span, the existing span must first be end-dated with a date prior to the begin date of the span to be inserted.

· A user cannot update a price that has a begin date prior to today.

The client can send in an Excel spreadsheet of changes, if desired. This feature is intended for large volume updates, i.e. quarterly, which may be impractical to key in via the GUI. This requires submission of a spreadsheet in the following format:

The spreadsheet is uploaded to the mainframe as comma-delimited text, illustrated here.

The raw data is parsed into the following record layout:

SMAC-UPDATE-REC.                   

05  SMAC-UPDATE-CRITERION   PIC X.        

    88  SMAC-UPDATE-SEL-NDC VALUE 'N'.    

    88  SMAC-UPDATE-SEL-GCN VALUE 'G'.    

05  SMAC-UPDATE-ACTION      PIC X.        

    88  SMAC-UPDATE-SEL-ADD VALUE 'A'.    

    88  SMAC-UPDATE-SEL-END VALUE 'D'.    

05  SMAC-UPDATE-NDC         PIC X(11).    

05  SMAC-UPDATE-GCN         PIC X(5).     

05  SMAC-UPDATE-REP-NDC     PIC X(11).    Representative NDC for

changes at GCN level

05  SMAC-UPDATE-DATE        PIC X(10).    Effective date YYYYMMDD

05  SMAC-UPDATE-PRICE       PIC 9(6)V9(5).
13.1.8.8  ePrescribing:  Formulary/Benefit and Eligibility Extract Files
At New Mexico Medicaid’s request, Conduent has contracted with SureScripts-RxHub to process inquiries for ePrescribing. New Mexico requires that the ePrescribing solution support prescriber interfaces from vendors such as DrFirst and McKesson Systems. Specifically, OS PLUS data supports SureScripts-RxHub’s prescriber/pharmacy services RxHub PRN and RxHub MEDS. Using these services at the point of drug selection, prescribers can initiate standard X12N transactions which provide real-time, patient-specific eligibility, medication history and pharmacy benefit information. Prescriber software initiates a 270 eligibility request, and Conduent responds through RxHub with a 271 eligibility response. If the prescriber requests medication history, the response from Conduent is transmitted in the NCPDP Script D.0 standard.  
As a communication/data sharing agent between prescribers, PBMs and pharmacies, SureScripts-RxHub supports several different user interfaces at the prescriber location and at the pharmacies, taking requests from the prescribers, passing data that has been received from the PBMs back to the prescribers, and passing prescription data from the prescribers to the pharmacies. From an OS Plus standpoint, two batch processes are used to load a master patient index (MPI) at SureScripts-RxHub: 

1. SureScripts-RxHub is loaded with daily eligibility data for patients that have prescription coverage
2. SureScripts-RxHub provides a monthly update of formulary and benefit data. 


· MPI Eligibility Extract – This MPI Eligibility Extract process is run daily to create an eligibility extract file to be sent via FTP to SureScripts-RxHub. OS Plus uses the current New Mexico DSS extract process (program PDNM6000) to extract the information for the active members. Next a new program (PDNM2000) reformats these extracted files into an output record in SureScripts-RxHub file format. Since OS Plus only sends the changes to SureScripts-RxHub, another program (PDNM2100) compares the extract file created on the prior day with the extract file created the same day and creates a final extract file to be sent to SureScripts-RxHub. This file contains only added, updated and terminated members. 

·  Formulary/Benefit Extract – The Formulary/Benefit Extract batch process (program PDRF1000) runs monthly to create a formulary and benefit extract file to be sent via FTP to SureScripts-RxHub. Once the formulary and benefit extract file is received and processed, SureScripts-RxHub sends to OS Plus a response file via FTP indicating whether SureScripts-RxHub successfully loaded the file. If the response file indicates there is one or more errors, the detail records identify which records on the extracted file caused a problem.
Note: With the Implementation of SR 14777 the existing production eligibility transactions was updated to the 5010 A1 version. The New Mexico Medicaid PBM E-Prescribing system allows prescribers the ability to validate beneficiary eligibility, drug coverage and drug claims history prior to and during the prescription writing process.   These Eligibility requirements are based on the Version 5010 SureScripts Prescription Benefit Implementation Guide.    This project will satisfy the HIPAA 2 requirement for transition to Version 5010 of the 270/271 eligibility transactions.
For more details, please refer to section 13.4.9 ePrescribing/SureScripts-RxHub Interfaces.

13.1.9 Switch Vendor Narrative
This subsystem provides the user the ability to view and monitor switch vendor information.

The following tab windows are used by the Switch Vendor Monitor Subsystem:

3. Summary
4. Detail
Summary tab window:

The user enters this window by clicking on the Switch Vendor menu option on the main OS PLUS menu bar. The Switch Vendor monitor Summary tab displays the current status of the OS PLUS system by displaying claim adjudication statistics. The panel displays the number of claims processed for today and for the last minute for all Conduent customers maintained on the OS PLUS system. Average claims volume and processing time is also provided. This information is automatically refreshed onscreen every 20 seconds. This is a view-only window.

Detail tab window:

The user enters this window by clicking on the Switch Vendor menu option on the main OS PLUS menu bar. The Switch Vendor monitor Detail tab displays the current status of the OS PLUS system by displaying claim adjudication statistics. The panel displays the claims paid, denied, and other (statuses may include suspended), total claims received, and the average time to process a claim. The statistics are broken down into three categories: Today, Last Hour, and Last Minute. This information is automatically refreshed onscreen every 20 seconds. This is a view-only window.
� Note that New Mexico Medicaid refers to participants as “clients.”  The PDCS OS PLUS base system uses the term “participant” synonymously with client, member, beneficiary, etc.


� Note: The use of Social Security Numbers (SSNs) as primary identifiers is discouraged under HIPAA privacy regulations, for which reason most State Medicaid programs rely upon Medicaid IDs or participant names as primary search criteria.  However, some senior pharmacy and commercial benefit programs continue to utilize SSNs as identifiers, and PDCS OS PLUS retains the ability to search off this identifier.
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