CHAMPVA Fact Sheet 01-16
For Outpatient Providers and Office Managers

What is CHAMPVA?

CHAMPVA (the Civilian Health and Medical Program of the Department of
Veterans Affairs) is a federal health benefits program administered by the
Department of Veterans Affairs. CHAMPVA is a Fee for Service {indemnity plan)
program. CHAMPVA provides reimbursement for most medical expenses —
inpatient, outpatient, mental health, prescription medication, skilled nursing care,
and durable medical equipment (DME). There is a very limited adjunct dental
benefit that requires pre-authorization.

How does CHAMPVA relate to CHAMPUS/TRICARE?

CHAMPVA bases its benefit structure on.CHAMPUS/TRICARE Standard
option. There are no other ties between the programs. CHAMPVA is
administered by the Department of Veterans Affairs Health Administration Center
in Denver, CO.

CHAMPVA does not have a preferred provider or HMO option like
TRICARE, it is solely a fee-for-service plan. Bottom line - CHAMPVA is NOT
CHAMPUS/TRICARE!

Is pre-authorization required for services?

The only pre-authorization requirements for CHAMPVA are for: organ and
bone marrow transplants, hospice, dental care; DME worth more than $300 and
most mental heaith or substance abuse services.

Additionally, some payments are made based on specific clinical
guidelines. Two common examples are breast reduction and weight reduction
surgical procedures. The CHAMPVA Handbook has details.

Do ! need approvals for referr‘éls to specialists or for diagnostic tests?
No -- except for services that require pre-authorization mentioned above.
What kind of case management and utilization review is performed?
Clinical claims reviews are performed for a variety of medical services
including: DME utilization; mental health/substance abuse services; physical,

occupational and speech therapy; home health; hospice; skilled nursing;
rehabilitation and utilization of controlled substances.
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Is there a contract or agreement that | must sign to accept/participate in
CHAMPVA?

No! CHAMPVA does not have contract providers. Providers must be
properly licensed in their state to receive payment from CHAMPVA and not be on
the MEDICARE exclusion list.

Providers may elect to participate in CHAMPVA by submitting a claim.
Beneficiaries must pay the provider your their cost share and any charges for
non-covered services.

Do providers have to accept the CHAMPVA aliowable rate?

Yes, under 38 CFR section 272(b) (3) and (4), providers must accept the
CHAMPVA allowable rate and cannot balancg bill. :

How do providers get a claim paid?

Send a HCFA 1500 or UB 92 to P.O. Box 65024, Denver, CO 80206-
9024. This is the ONLY address for CHAMPVA. Don't use the address that you
have for CHAMPUS/TRICARE. If the patient has other health insurance (OHI),
bill them first and send a copy of the OHI EOB with the CHAMPVA claim to the
Health Administration Center. By law, CHAMPVA is always a second payor
except to Medicaid or State Victims of Crime Compensation Programs and
supplemental CHAMPVA policies.

What does CHAMPVA pay?

In most cases, CHAMPVA pays equivalent MEDICARE/TRICARE rates.
CHAMPVA has a deductible ($50/per person up to $100 per family per calendar
year) and a cost share of 25%. Providers should collect the 25% cost share from
the patient except when the patient has other health insurance.

If the patient has other health insurance, then in most cases, CHAMPVA
pays the lessor of either 75% of the allowable amount or the remainder of the
charges and the beneficiary will normaily have no cost share.

How fast dogs CHAMPVA pay?
CHAMPVA normally pays 95 percent of claims within 30 days.

Are there special considerations for Ambulatory Surgery Centers?

Yes, these must be MEDICARE approved.
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CHAMPVA Fact Sheet 01-16

For Outpatient Providers and Office Managers

How do | know someone is CHAMPVA eligible?

Every CHAMPVA beneficiary has a CHAMPVA Authorization Card that
looks like this (not all cards have a Plan Number or Group Numbery):

CHAMPVA Benefit Coverage, Limitations
- see the CHAMPVA Handbook for
information on covered benefits and
limitations.
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How do | get more information?

Check the CHAMPVA web site at www.va.govihac

E-mail: hac.ing@med.va.gov
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Write CHAMPVA at P.O. Box 65023, Denver, CO 80206-9023

Call 1-800-733-8387, Monday-Friday from 9:00- 5:00 PM Eastern Time.
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TRICARE PRIME ENROLLMENT APPLEICATION AND PCM CHANGE FORM |

This form is for eligible beneficiarics who want to enroll in T

{TPR) and US Family Health Plan.

RICARE Prime, TRECARE Prime Remote |
This form is for new enrollments and Primary Care Manager (PCM)
| changes. This form may be used to request 2 PCM change within the same military treatment facility or

civilian clinic or at a new facility or new TRICARE region. This form shouid be used to fransfer
cnrollment within the 50 United States and Washington, D.C.

Review the cligibie categories (1 through 4) below to determine the a

pplication sections you must

complete,
1f you are eligible to enroll (identified below), then complete the required sections:
Secton [T Section IIT | Section IV Section V]
r . Encolling Other son for | Section V ro
Eligible Categories Famity He::nh ggw Signature ?:e Himent
Members Insurance | Change Pavment
1. Active Duty Scrvice Members, Reserve
Component Members called or ordered to active Complete
dury for 30 days or more if
changing
PCM
2.Active Duty Family Members and Survivors of Complete ]
Active Duty (first three years in survivor status) X X if e
’ ‘ changing )
PCM
3. Active Duty Family Members of Reserve Complete
Component Members called or ordered 10 active X X if X
duty for 179 days or more. Must be eligible in ’ changing ’
DEERS PCM
4. Retirees, retiree family members, survivors, Comol X (Must
and eligible former spouses under 65 years of X X on.’? ete < include
age who reside within the 50 United States or charlx i ‘ required
Washington, D.C. P Cilf[ g payment}
5. ADFMs, Retirees, retiree family members, X (If ot
survivors and eligible former spouses 65 years or Cou?p = enrolled in
older and entitled to Medicare Part A, e X 1 X | Medicare
(Applicable only to US Family Health Plan) Ch}‘,‘gil[“g Part B)

GENERAL INSTRUCTIONS:

I. Pnntall information iz ink. Make sure the information is complete and accurate.

2. Ensure personal information matches information in the Defe
(DEERS). To check your DEERS information, call the Defe
1-800-538-9552 or refer to your name as printed on your mil

3. There are two address fields for the sponsor and each family member. The Residence address block should be
completed if it is knowd. If you haven’t established a residence at the

insert “To be determined.” in the Residence address block and complete the

“Mailing “ address block is only to be completed if mail is to be senttoana
address. If the “Mailing “ address block is blank, all mail will be sent to the residence address. The addresses

and telephone numbers you include on this form will update DEERS.

It is very important that you update your personal information in DEERS whenever
your residence address, mailing address or phone number changes. Please see # 2

nse Enroliment Eligibility Reporting System
nse Manpower Data Center Su
ttary ID card.

Ime you are completing this form,
“Mailing * address block. The
ddress other than the residence

pport Office at

DD FORM X404, 990924 DRAFT



Attachment 2

above. ~

4. Sign and date the application (Section V),

L

Please keep a copy of the completed TRICARE Prime application/PCM change form for your records.

6. TRICARE Prime - Active duty service members are required to enrol! in Prime. Active duty famity
members, retirees and their family members are encouraged, but not required, to cnroll in Prime.

7. TRICARE Prime Remote (TPR) is a program for active duty service members and their family members
when the sponsor lives and works over 50 miles or one hour drive from a Military Treatment Facility (MTF)
and the family member lives with the Sponsor,

8. Submit completed Application/PCM Change form to the address below. If you are requesting a PCM chagge
within the same MTF, submit the completed Application/PCM Change form to the local MTF. For
enroliment or PCM changes in the US Family Health Plan please see number 12 below.

Applications can be mailed to the contractor identified above or dropped off at a TRICARE Service
Center (TSC). Contact the local TSC in person or call the telephone number listed below in oumber 8 to
determine when your new or transferred enrollment will begin.

9. For information on the TRICARE Prime procedures, contact the TRICARE Office identified below or visit
the TMA Website at www tricare.osd.mjl.

B ICCI LA

y
*

VAT

10. For enrollment assistance, please call [GOnLaa

11. US Family Health Plan is a TRICARE Prime enrollment option for eligible individuals and families who
live in seven specific parts of the country: Seattle Washington, Cleveland, Ohio, Portland Maine, Brighton,
Massachusetts, Staten Island, New York, Baltimore, Maryland, and Houston, Texas. The primary difference
between other TRICARE options and the US Family Health Plan is that US Family Health Plan may be used
by uniformed services retirees and their eligible family members who are age 65 or older.

12. For enrollment or PCM changes in the US Family Health Plan, submit the completed Application/PCM
Change form to the US Family Health Plan %lddress listed below.

For questions regarding enroliment/PCM changes in the US Family Health Plan, contact the
US Family Health Plan member services at [1-800-XXX-XXXX]

DD FORM X404, 990924 DRAFT
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AGENCY DISCLOSURE STATEMENT

Public reporung burden for this collection of information is estimated to average fiftcen (15) minutes per
response, including the time for reviewing instructions, searching existing data sources, gathering and
maintining the data needed, and completing and reviewing the collection of information. Send comments
regarding this burden estimate or any other aspect of this collection of information, including suggestions for
reducing the burden, to the Department of Defense, Washington Headquarters Services, Directorate for
Information Operations and Reports (0728-00008), 1215 Jefferson Davis Highway, Suite 1204, Arlington, VA
22202-4302. Respondents should be aware that notwithstanding any other provision of law, no person shall be
subject to any penalty for failing to comply with a collection of information if it does not display a currently valid
OMB control number. -

PLEASE DO NOT RETURN YOUR APPLICATION TO THE ADDRESS ABOVE.. SEND YOUR
APPLICATION TO THE ADDRESS SHOWN ON THE APPLICATION INSTRUCTION SHEET.

PRIVACY ACT STATEMENT

(1) Authority: 5 USC 552a, 10 U.S.C. 1079 and 1086, 58 FR 45318, 65 FR 30966, May 15, 2000.
(2) Purpose: To evaluate eligibility for medical care provided by civilian sources to Military Health Services
System beneficiaries applying for coverage under the TRICARE Program (32 CFR 199.17).
(3) Uses: Information from application forms and related documents may be given to the Department of Health
and Human Services, and/or the Department of Transportation consistent with their statutory administrative
responsibilities under TRICARE:; to the Department of Justice for representation of the Secretary of Defense in
civil actions. Appropriate disclosures may be made to other federal, state, local and foreign government
agencies, private business entities, and individual providers of care, on matters relating to entitlement, fraud,
program abuse, program integrity, and civil and criminal litigation related to the operation of the TRICARE
Program.

{4) Disclosure: Voluntary; however, failure to provide information will result in the denial of enrollment.

DD FORM X404, 990924 DRAFT
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TRICARE PRIME ENROLLMENT APPLICATION AND
PCM CHANGE FORM

(Please read Agency Disclosure Notice, Privacy Act Statement, and Instructions before
completing this form.)

Form Approved
OMB No. 0720-0008
Expires

Check one box | Prime Enrollment Prime Remote Enrollment

USFHP Enroilment

' ‘ PCM Change

1.5ponsor Social Security Number (SSN)

2. Date of Birth (YYYYMMDD)

3. Sponsor Name (Last, First, Middle Initial) {Must maich DEERS)
4. Sponser is: (X one) Active Duty Deceased (Go to Section 1)
Retired Former Spouse (Go to Section 1

5. Residence Address {Street/P.O. Box, Apt No,, City, State, ZIP Code)

6. Mailing Address (If different than residence address)

7. Sponsor Telephone Number (Include Area Code) Home: (

} Work:

(O

8. Ciry and Country of Military Assignment (OCONUS Only)

9.Member's Unit and Unit Identification Code (UIC) (if Jmown}

10. Zip Code of Work Address

[1. E-Mail Address

12. Spensor’s Enroliment Status: New Enrollment

(Chack one box)

PCM Change

Already Enrolled (go to section IT)

13. Sponsor Primary Care Manager (PCM) Preference: {Honoring your preferences

SECTION1 - SPONSOR INFORMATION

Services for availability of PCMs.) Complete all that apply.

depends upon availability and local Military
Treatment Facility (MIF) policy. Contact your TRICARE Service Center, preferred MTF or US Family Health Plan Member

1/ different from sponsors) .

1* Choice 2] i
a, PCM Name and Address 2" Choice
(if known)
b. PCM Specialty No Preference Family/General Practice
Flight Medicine Internal Medicine
¢. Preferred PCM Gender No Preference Male Female
a. Name (Last, First, Middle [nitial) Must match DEERS
1. b. Date of Birth (vYyYMMDD)
¢ Residence Address (Street/P.0. Box, Apt No, City, State, ZIP Code)]  Same as Sponsor
d.  Mailing Address (¥f different than residence address) [0 Same as Sponsor .
¢. Relationship to Sponsor , l Spouse , ] Former Spouse l I Child ,
f. Telephone Numbers (Include Area Code) Home: () Work: ( )

g. Primary Care Manager (PCM) Preference (Honoring
Facility (MTF) policy. Contact your TRICARE Service
availability of PCMs.) Complete all that apply.

your preferences depends upon availability and local Military Treatment
Center, preferred MTF or US F, amily Heolth Plan Member Services for

L. PCM Name and Address
(Check box if same as sponsor

1" Choice [} Same as sponsor

2% Choice [J Same as Sponsor

2, PCM Specialty
{)D FORM X404, 990924 DRAFT

No Preference ‘ | Family/General Practice r

Internal Medicine




3. Preferred PCM Gé‘n&er

Anachment 2

Flight Medicine

Pediatrics

No Preference

Male

Female

DD FORM X404, 990924 DRAFT




Allaciunent 2

"REPEATED SPONSOR SOCIAL gECURITY NUMBER AND NAME

Sponsor Social Security Number (SSNY

Sponsor Name (Last, First, Middle Initial) Must march DEERS)

SPONSOR
INFO

2.  Name (Last, First, Middle Initiai Must Match Deers

b.  Date of birth (YYYYMMDD)

¢. Residence Address (Street/P.O. Box, Apt No., City, State, ZIP Code[]

Same as Spensor

d.Mailing Address (If different than residence address)

7z
e
£
=
b
=4
o
£
= | c.Relationship to sponsor Spouse | Child |
= (X one) Former Spouse
= | f. Telephone numbers Include Area Code) Home: ( ) Work: ( }
g E 8. Primary care manager (PCM) preference Honoring your preferences depends upon the availability and local Military
= Treatment Facility (MTF) policy. Contact your TRICARE Service Center, preferred MTF or US Family Health Plan Member
z % 2
= 2| Services for availability of PCMs.) Complete all thar appiy.
E E [“Choice O Same as Sponsor . 2™ Choice [J Same as Sponsor
S =| 1.PCM Name and Address
1 j {if known)
z5
o= . No preference Family General Practice | Intermal Medicine
£ £ | 2-PCM Specialty Flight Medicing Pediatrics
o a 3. PCM Gender No Preference Male Female

a. Name (Last, First, Middle Initial) Must Match Deers

b. Date of birth (YYYYMMDD)

c. Residence Address (Street/P.O. Box, Apt No, City, State, ZIP Code)

Same as Sponsor

d.Mailing Address (If different than residence address)

-
o
3
5
Z
| e-Relationship to sponsor Spousc ! Child |
g (X one) Former Spouse
=1 f. Telephone numbers Include Arca Code) Home: ( ) Work: ( )
,-_e_, E g. Primary care manager (PCM) preference Honoring your preferences depends upon the availability and local Military )
E >+ Treatment Facility (MIF) policy. Contact your TRICARE Service Center, preferred MTF or US Family Health Plon Member
8 | Services for availability of PCMs, J Complete all that apply.
E 5 1“Choice [ Same as Sponsor 2 Choice [J Same as Sponsor
8 | 1.PCM Name and Address -
- (if known)
L] z -~
z 5 . , —
o . No preference Family General Practice | Internal Medicine
5 E 2.PCM Specialty * 7] Flight Medicine Pediamics
£ 21 3. PCM Gender No Preference Male Female

DD FORM X404, 990924 DRAFT
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g,

"REPEATED SPONSOR SOCIAL SECURITY NUMBER AND NAME

Sponsor Social Security Number (SSN)

SPONSOR
INFO

Sponsor Name (Last, First, Middle Initial} Must match DEERS

SECTION IT1 - OTHER HEALTH INSURANCE {OHT) COVERAGE

Are any enroiling family members or is the retiree sponsor currently covered by OHI 7 (not a
TRICARE Supplement)

If yes, provide the name of the other heaith insurance and the insurance identification
number,

No

Yes

OHI

(Name of other health insurance) and (insurance identification number)

SECTIONIV - REASON FOR PCM CHANGE

REASON FOR
PCM CHANGE

Move Other (explain)

Reason for change Move Other (explain)

(X one per affected family member ) Move Other (explainy

Move Other (explain)

SECTION V—SIGNATURE of the Spousor, spouse or other legal guardian of the beneficiary

SIGNATURE

I understand that it is my responsibility to comply with all required TRICARE Prime procedures. By
signing the form, I certify that the information on this form is true, accurate and complete. Federal funds
are involved in this program and any false claims, staternents, comments or concealment of 2 material fact

may be subject to fine and imprisonment under applicable Federal law.

Signature Date Signed

DD FORM X404, 990924 DRAFT



rnadhinene 2

CAr b -REPEATED SPONSOR SOCIAL SECURITY NUMBER AND NAME

Sponsor Social Security Number (SSN)

Sponsor Name (Last, First, Middle tmtial) Must match DEERS

SPONSOR

INFO

SECTION Y1 - PAYMENT OF TRICARE PRIME ENROLLMENT FEES NOTE: This Section is only for
retirces, retiree family members. survivors 2nd eligible former spouses. Retired beneficiaries corolled io Medicare Part
B may have their enroliment fees waived if they provide a copy of their Medicare card as proof of enrollment in Medicare
Part B. Explain all split enrollments (retiree family enrollment in more than one TRICARE Region) on separate sheet of
paper. Certain survivors of active duty members pay no enrotlmeat fee durine the first three Years in survivor status.

l. PAYMENT

T T MONTHLY QUARTERLY ANNUAL

2. PLAN Single  $19.17 Single $57.50 Singie $230.00

SELECTION :

(X One) Family — $38.34 | Family  $115.00 Family — $460.00

3. PAYMENT a. Allotrnent for Retired a. Check/Cashiers Checly a. Check/Cashiers Check/

METHOD Pav (Complete A below) Monev Order* Money Order*

X0 ) ‘ ]

(X One) > Electronic Funds ' |b ViSAorMasier Card | | b, VIS o Mastes Cong
(Complete B below) (Complete C below) (Complete C below)

Note: Quarterty and annual bills will be sent on a quarterly and annuai basis, respectively. Monthly bilis will not be sent.

* Make check payable to the [EGRIIDEE AN AT

A
> 1 choose to have my enrollment fees automatically paid by monthly
é S £ (Signature of Sponsor) allotment from my Uniformed Services retired pay.
i R
- =
= == (NOTE: Only retired Uniformed Services members may establish an allotment from their retired pay)
=
B |1 choose to have my enrollment fees automatically paid by monthly
(Signature of Account Holder) electronic funds transfer.
1. Name and Address of Financial Institution
a 2. Financial Institution’s Telephone Number:
1.5.. 1. Account Informadon Savings
< (Check one box) Checking (Attach Voided Check)
% ﬁ 4. Account Number f
=
£ |5 Bank or ABA Routing Number .
= S 6. Name on Account
= frt .
C I _ choose to have my enrollment fees autornatically billed to my credit card.
(Signature of Card Holder) (annual and_quarterly payments only).
I. Name on Credit Card
o 2. Credit Card Number
ae + ——— e ____ Expiration date MMYY)
g % 3. Type of Credit Card VISA Master Card
Q

DD FORM X404, 990924 DRAFT
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_TRICARE DISENROLLMENT APPLICATION

This form is for eligible beneficiaries whose enrollment in TRICARE Prime, TRICARE Prime

Remote, or US Family Health Plan is voluntary.

GENERAL INSTRUCTIONS:

L.

2.

Print all information in ink. Make sure the information is complete and accurate.

Ensure personal information matches information in the Defense Enrollment Eligibility Reporting System
(DEERS). To check your DEERS information, call the Defense Manpower Data Center (DMDC)Support
Office at 1-800-538-9552 or refer to your name as printed on your 1D card. The mailing address and
telephone numbers you include on this form will update DEERS.

Sign and date the application (Section I11).

Please keep a copy of the completed application for your records.

For TRICARE Prime and TRICARE Prime Remote disenroliments, submit your completed disenroliment

9.

application to the TRICARE contractor in your area or the TRICARE Service Center, For US Family
Health plan see number 8 below.

For information on TRICARE, visit the TRICARE Website at www tricare.osd.mil.

For information on TRICARE, please call 1-888-DoD-LIFE or 1-888- 363-5433.

For US Family Health Plan disenrollments, submit your completed disenroliment application to the US
Family Health Plan facility where you are currently enrolled. '

For information on US Family Health Plan, visit the US Family Health Plan Website at www uisfhp.org

I0. For information on"US Family Health Plan, please call [1-800-XX(X-XXXX).

DD FORM XXXX
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AGENCY DISCLOSURE STATEMENT

Public reporting burden for this collection of information is estimared to average live (3) minutes per response.
including the time for reviewing instructions. searching existing data sources, gathenng and maintaining the data
necded, and cornpleting and reviewing the collection of information, Send comments regarding this burden
estimatc or any other aspect of this collection of information, including suggestions for reducing the burden, to
the Department of Defense, Washington Headquarters Services, Directorate for Information Operations and
Reports (0720-0008), 1215 Jefferson Davis Highway, Suite 1204, Arlington, VA 22202-4302. Respondents
should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for
| tailing to comply with a collection of information if it does not display a currently valid OMB control number.
| PLEASC DO NOT RETURN YOUR DISENROLLMENT APPLICATION TO THE ADDRESSES ABOVE,
. SEND YOUR DISENROLLMENT APPLICATION TO THE ADDRESS SHOWN ON THE

| DISENROLLMENT APPLICATION INSTRUCTION SHEET.

| PRIVACY ACT STATEMENT

| (1) Authority: 3 USC 552a, 10 U.S.C. 1079 and 1086, 58 FR 453 18, 65 FR 30966. May 13, 2000.

(2) Purpose: To implement disenrollment from TRICARE Prim¢, TRICARE Prime Remote or the Uniformed
Services Family Health Plan as requested by the enrollee.

(3) Uses: Information from disenrollment application and related documenis may be given to the Department of
Health and Human Services, and/or the Department of Transportation consistent with their statutory
administrative responsibilities under TRICARE; to the Department of Justice for representation of the Secretary
of Defense in civil actions. Appropriate disclosures may be made to other federal, state, local and foreign
govermment agencies, private business entities, and individual providers of care, on matters relating to
entitiement, fraud, program abuse, program integrity, and civil and coiminal litigation related to the operation of
the TRICARE Program.

(4) Disclosure: Voluntary; however, failure to provide information will result in continued enrollment and
responsibility for payment of an enroliment fee.

DD FORM XXXX
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== TRICARE DISENROLLMENT APPLICATION
(Please read Agency Disclosure Notice, Privacy Act Statement, and Instructions before
complefing this form.)

SECTIONI-SPONSOR INFORMATION (Must be completed on ail applications)

1. Sponsor Social Security Number (SSN)

2. Sponsor Name (Last, First, Middle Initial)

SPONSOR

INFO

3. Date of Birth (YYYYMMDD))

SECTION II: INDIVIDUAL(S) REQUESTING DISENROLLMENT

a. Name (Last, First, Middle Initial)

ek

Date of Birth (YYYYMMDD))

o

1)

. Relationship to Sponser , l Self l ' Retiree l I Spouse ’ I Former Spouse [ ‘ Child

="

. Reason for Disenrollment (Check one}

Moved Loss of TRICARE eligibility only)

Loss of Prime eligibility due to rumning 63 years of age (Prime

Death Other Health Insurance Request for Voluntary Disenroflment

Other (Explain):

- Requested Disenroliment Date (YYYYMMDD): e

4]

DISENROLLMENT
bt )

INDIVIDUAL

Telephone Number (Include Area Code) Home: () Work( )

a, Name (Last, First, Middle Tnitial)

)

b. Date of Birth (YYYYMMDD)

[2]

. Relationship to Sponsor , ,Self I I Retiree , | Spousc [ , Former Spouse l |Child

d. Reason for Disenrollment (Check one)

only}

Moved Loss of TRICARE eligibility Loss of Prime eligibility due to turning 65 years of age (Prime

Deatk Other Health Insurance Request for Voluntary Disenroilment

Other (Explain):

¢. Requested Disenroliment Date OYYYMMDD):

INDIVIDUAL
DISENROLLMENT

f. Telephone Number (Include Area Code) Home:{ ) Work{ )

a. Name (Last, First, Middle Initial)

.

b, Date of Birth (YYYYMMDD)

c._Relationship to Spoasar [ 1Self | JRetice | [Spowe | | Former Spouse | | Child

d. Reason for Disenrollment (Check one)

Moved Loss of TRICARE eligibility (Prime only)

Loss of Prime eligibility due to turning 65 years of age

Death Other Health Insurance Request for Voluntary Disenroliment _

Other (Explain):

¢. Requested Disenrollment Date (YYYYMMDD):

f. Telephone Number (Include Arca Code) Home: { ) Work({ )

DISENROLLMENT

INDIVIDUAL

SECTION NI — SIGNATURE =

By signing this form, 1 certify that the information on this form is true, accurate and complete. Federal funds are involycd in this
program and any false claims, statements, comments or concealment of a material fact may be subjedt to fine and imprisonment under

applicable Federal law,

Signature Date Signed

DD FORM XXXX
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ATTACHMENT 4
MHS DATA REPOSITORY POINT-IN-TIME EXTRACT

The tabulation of MHS eligibles is based on the MHS Data Repository (MDR)
Point-in-Time Extract (PITE). The MDR PITE is derived from the DEERS PITE, a
monthly snapshot of the new DEERS Oracle database, reflecting beneficiary
status at the end of the month as observed a few days into the next month. The
MOR PITE includes additional fields (such as improved zip codes of residence
for active duty Navy, and improved catchment area of residence for all) and also
includes “flags™ to identify unduplicated persons who have current MHS eligibility.
This MDR file is tabulated to produce the monthly reports of counts of eligibles
referenced in the contract.



Attachment 8
- ALY Listof Data Package Contents

The exhibits, attachments, and documents listed below are an integral part of the contract. The contractor shall
comply with the directions provided in these documents. Documentation incorporated into this contract by
refereace has the same force and effect as if set forth in full text.

ITEM DESCRIPTION DATE
Document 11 Military Treatment Facility, Direct Care Data
Utilization data for inpaticnt and outpatient care. Contains both summary
and detail files.
DEERS Population Data
MHS ensollment and eligibility data. Contains both summary and dewil
files,

TRICARE/CHAMPUS Purchased Care Data
AL ARE/CHAMPUS Purchased Care Data

Cost and workload data for inpatient and outpatient care. Contains both
summary and detail files.

T-NEX Reference Files
Contains PRIME non-catchment area BRAC, and TPR zip codes,

catchment area directories, contract regional file, CMAC pricing, DRG
weights and rates, CHAMPVA cligibles, and TRICARE Service Center .
information, .. :



s
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whment 8 conl,
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Attachment 9

Intermediate Commands Requiring Read Only Access ta Contractor’s Data Warehouse

HQ ACC/SG Naval Heaithcare Support OfMice, Jacksonviile

162 Dodd Blvd Ste 100
Langley AFB VA 23665-1995

HQ AETC/SG
63 Main Circle Ste 3
Randolph AFB TX 78150-4544

HQ AFMCISG
4225 Logistics Avenue Rm N209
Wright-Patterson AFB OH 45433-5761

HQ AFRC/SG
{55 Richard Ray Blvd
Robins AFB GA 31098-1635

HQ AFS0C/SG
100 Bartley St, Ste 210E
Hurlburt Fid FL 32544-5273

HQ AFSPC/SG
150 Vandenberg Street Ste 1105
Peterson AFB CO 809144550

HQ AMC/SG
203 Losey Street Room 1600
Scott AFB IL 62225-5219

HQ ANG/SG
3500 Fetchet Avenue
Andrews AFB MD 20762-5157

HQ AFRC/SG
155 Richard Ray Blvd
Robins AFB GA 310981635

HQ ARPC/SG
6760 E. Irvington Place, STE 7000
Denver CO 80280-7000

HQ PACAF/SG
25 E Street Ste D-|
Hickam AFB HI, 96853-5418

HQ USAFE/SG »
Unit 3050, Box 130
APO AE 09094-0103

Naval Healthcare Support Office, San Diégo

4170 Norman Scott Road, Bldg 3232
San Diego, CA 92316

H2005 Knight Ln
Jacksonville, FL.  32212-0140

Military Medical Support Office
320 B Street
Great Lakes, 1L 60083-6999

North Atlantic RMC

Walter Reed Artny Medical Center, Washington D.C.

South East RMC
Ft Gordon, GA

Great Plajns RMC
Ft Sam Houston, TX

Western RMC
Ft Lewis, WA

Pacific RMC
Tripler Army Medical Center, KI

European RMC
Heidelberg, Germany
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Foreword

H ealthcare errors are a leading cause of morbidity and mortality in the
United States. There is no national reporting of such occurrences,
but a number of states require reporting of at least some types of health-
care errors and adverse events from at least some healthcare settings;
however, there is no standard definition of what constitutes an error or
adverse event. It is widely agreed that even where there is mandatory
reporting of errors and adverse events, they are grossly underreported,
due at least in part to ambiguity about what is to be reported.

As part of a comprehensive approach to improving patient safety,
the Institute of Medicine (IOM) recommended that healthcare errors
and adverse events be reported in a’ systematic manner. The
federal government’s Quality Interagency Coordination Task Force
concurred with the IOM's recommendations for greater healthcare
error and adverse event reporting, and the National Quality Forum
was charged with identifying a core list of preventable, serious adverse
events. This report has been prepared as part of fulfilling that charge.

Serious Reportable Events in Healthcare identifies 27 adverse events
that are serious, largely preventable, and of concern to both the public
and healthcare providers. The NQF encourages widespread adoption of
this list of serious reportable events by states. If systematically utilized
for reporting, analysis of the data will provide both caregivers and
consumers with important information about the safety of healthcare
and opportunities for improvement. =

The report reflects the collective efforts of the NQF and its broad-
based membership, the project's Steering Committee and its Ex Officio
Special Advisory Panel of state officials, the Milbank Memorial Fund,
the federal government, and many other interested stakeholders. We
are grateful to all for their commitment to improving patient safety and

healthcare quality.

Kenneth W, Kizer, MD, MPH
President and Chief Executive Officer
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Executive Summary

apses in patient safety are a major healthcare quality problem.

Currently, few data exist that can provide reliable and consistent
information on the number and type of the most serious preventable
adverse events. Moreover, even when data are reported, such report-
ing varies widely by locale,

The objective of the National Quality Forum’s (NQF) project on
Serious Reportable Events in Healthcare is to establish agreement on
a set of serious preventable adverse events that might form the basis
for a national state-based event reporting system and that could lead
to substantial improvements in patient care. The primary reason for
identifying a standardized set of serious reportable events that would
be reported on a mandatory basis would be to facilitate public
accountability.

This 'report does not call for mandatory reporting. However, if a
state has an existing system or establishes a reporting system, using the
list of events recommended in this report would enable standardized
data collection and reporting of such events within and"across states.
Whether and how states disclose these data to the public is a policy
matter not discussed in this report. -

The report identifies 27 serious adverse events that should be
reported by all licensed healthcare failities. The events are grouped
into six categories: surgical, product or device, patient protection, care
management, environmental, and criminal acts. Also identified in the
report are standardized definitions of key termns. The NQF consensus
list of serious reportable events is a starting point. Whether additional
specification is needed for the events should be addressed as part of
the pilot testing that the federal government intends to pursue.
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Serious Reportable Events in Healthcare

Introduction

I.apses in patient safety area major healthcare quality problem, and
the occurrence of patient harm due to such lapses is remarkably
common. A large majority of these lapses are preventable.

Recent studies suggest that most lapses in patient safety are the
unintended consequences of a highly complex and imperfect healthcare
delivery system in which individual minor mishaps occasionally com-
bine to yield harmful, and sometimes disastrous, results.' Relatively
few of these adverse events are related to professional misconduct or
criminal acts.

Identifying where and when in the care process mishaps are most
likely to occur and changing the processes of care to reduce the chance
of harm requires reliable information about preventable adverse
events. At present, few such data exist, since there is no standardized
reporting system across states to provide reliable and consistent infor-
mation on the number and type of the most serious preventable
adverse events, including acts of misconduct,

The objective of the National Quality Forum's (NQF) project on
Serious Reportable Events in Healthcare is to establish agreementon a
set of serious preventable adverse events—sometimes called “never
events” —that might form the basis for a national state-based event
reporting system and that could lead to substantial improvements
in the quality of patient care As described later in this document, a
number of complementary activities to track adverse events and to
identify and disseminate solutions for improving patient safety and

'Kohn LT, Corrigan [M, Danaldson MD, eds. To £ f5 Hunun: Building a Safer Health System,
Washington, DC: National Academy Press; 2000,

1This project was undertaken initially at the request of the Agency for Healthcare Research and
Quality (AHRQ) and the Centers for Medicare and Medicaid Services (CMS), It was funded
primarily by the Milbank Memorial Fund, with additional funds from AHRQ, CMS, and other
entities as noted in the acknowledgments.
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quality of care are needed. This report addresses one of

these activities - the provision of standardized information
on serious events for use by states in assuring accountability
to the public. Appendix B presents additional background
information, including more detail about the deliberations of
the project’s Steering Committee.

Purpose of the List

The primary reason for identifying a standardized set of
serious reportable events that would be mandatorily
reported is to facilitate public accountability for the occurrence
of these adverse events in the delivery of healthcare. For this
purpose, public accountability is considered to be the obli-
gation or duty of specific individuals and /or institutions to
make information about their actions or performance available
to the public or a public agency (or its designee) that has
responsibility for oversight and is answerable to the general
public. Whether or how such data might be disclosed to
the public after being reported to the responsible agency
(e-g., in a de-identified manner or in aggregated regional
reports naming individual healthcare providers, etc.} is a
policy decision for the states, although at least some degree
of public disclosure is recommended.

The public expects healthcare professionals and providers
and their organizations to take all necessary and appropriate
measures to ensure that care is safe, and the public looks to
government and other oversight authorities to make sure that
this is done. The occtirrence of a serious and presumptively
preventable injury, such as amputating the wrong leg or
transfusing the wrong type of blood, suggests but does not
prove that a flaw exists in the healthcare organization’s
efforts to safeguard patients. It is reasonable for the public
to expect an oversight body to investigate serious adverse
events, such as those identified in this report, as part of its
responsibility for ensuring patient safety. Privacy protections
for both individuals and organizations are also an important
responsibility.

Accountability entails both an obligation of healthcare
organizations to report on their performance and of state or
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oversight bodies to enforce compliance
with accepted standards. Both parties have
a responsibility and an obligation to use
the information to improve patient safety.
The NQF list of serious reportable events
is intended to facilitate fulfiliment of this
obligation. Reporting, monitoring, and
acting upon the reports constitutes a basic
level of oversight.

Criteria for Including
Events on the List

he core set of events described in this

report is not intended to capture all
events that might possibly be useful to
report. Rather, the items on this list are
events that are:

® of concern to both the public and health-
care professionals and providers;

 clearly identifiable and measurable, and
thus feasible to include in a reporting
system; and

® of a nature such that the risk of occur-
rence is significantly influenced by the
policies and procedures of the healthcare
facility,

To qualify for this core list of serious
reportable events, an event must be:

Unambiguous, usually preventable,
serious, and any of the following:

a. Adverse and/or

b. Indicative of 2 problem in a health-
care facility’s safety systems and/or

¢. Important for public credibility or
public accountability.

The use of the term “usually preventable”
fe'cbgnizes that some of these events are
not always avoidable, given the complexity
of healthcare. The presence of an event on
the list, therefore, is not an a priori judg-
ment either of a systems failure or a lack
of due care. Of note, the frequency with
which an event occurs was considered but
was not accepted as a criterion for inclusion
of events on the list. Many serious events
that are not frequent are cause for consider-
able concern when they occur.

An essential foundation for compiling this
initial NQF list - and for updating the list
in the future - is the definition of the terms
that encompass the criteria. (See Box A.)

Event means a discrete, auditable, and clearly defined
occumence,

Adverse describes a negative consequence of care that
results in unintended injury or illness, which may or
may not have been preventable,

Preventable describes an event that could have been
antidpated and prepared for, but that occurs because of
an eror or other system failure,

Box A - Definitions of Terms Used in Criteria T

Serious describes an event that results in death or
loss of a body part, disability of loss of bodily function
lasting more than seven days or stifl present at the time
of discharge from an inpatient heakthcare facility or,
when referring to ather than an adverse event, an event
the occurrence of which is not trivial.

Unambiguous refers to an event that is dearly defined
and easily identified.
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List of Serious Repartable Events

able 1 presents 27 serious reportable

Tevents that should be reported and
investigated by all healthcare facilities as
they occur; it is emphasized that individual
incidents should be reported, not frequen-
cies of events. The events are organized
in six categories - five that relate to the
provision of care (surgical, product or
device, patient protection, care manage-
ment, and environmental) and one category
that includes four criminal events. These
latter events involve illegal acts, or acts of
misconduct, and are included because they
could be indicative of an environment that
is unsafe for patients. Although a healthcare
facility cannot eliminate all risk of these
events - e.g., of assault - it can take varjous
preventive measures to reduce that risk.
(See Table 1 on pages 6 and 7.)

By intent, this list of serious reportable
events is relatively short and only includes

clearly defined events. It was compiled
with the understanding that a short and
clearly defined list is more likely to be
understood and widely utilized.

Finally, standardized terminology is
essential if the NQF consensus list is to be
implemented consistently by states and
others. In compiling this list, three terms
are used by the NQF as “terms of art.”
{See Box B.) For the list to be used for
comparative purposes within and across
entities over time, changes to the definitions
of these terms are likely to have a material
effect on data collection and make com-
parative trend analyses impossible.
Appendix C presents definitions for other
terms, including terms that do not require
as rigorous standardization as those found
in Box B, but whose use is recommended.
Besides terminology, additional detailed
specifications may need to be developed
during pilot tests for some of the events
to ensure standardized data collection.

Box B - Definitions of I(ey{l'enns

Assodated with means that it is reasonable to initially
assume that the adverse event was due to the refer-
enced course of care; further investigation and/or root
cayse anal')'rsis of the unplanned event may be needed
to confirm or efute the presumed relationship.

Disability means a physical or mental impairment
that substantially limits one or more of the major life
activities of an individual,

Healthcare fadility means any licensed facility that is
organized, maintained, and operated for the diagnisis,
prevention, treatment, rehabilitation, convalescence, or
other care of human illness o injury, physical or mental,
induding care during and after pregnancy. Healthcare
fadilities include, but are not limited to, hospitals,
nursing homes, rehabilitation centers, medical centers
or offices, outpatient dialysis centers, reproductive
health centers, independent dlinical laboratories,
hospices, and ambutatory surgical centers,
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Table 1 - List of Serious Reportable Events

EVENT

ADDITIONAL SPECIFICATIONS

1. SURGICAL EVENTS
A. Surgery performed on the wrong body part

Defined as any surgery performed on a body part that s not
consistent with the documented infarmed consent for that patient.

Exdudes emergent situations that occur in the course of surgery
andfor whose exigency preciudes obtaining informed consent.

Surgery includes endoscopies and other invasive procedures,

B. Surgery perfonned on the wrong patient

Defined as any sugery on a patient that is not consistent with the
documented informed consent for that patient.

 Strgery includes endoscopies and ather invasive procedures.

€. Wrong surgical procedure performed on a patient

Defined as any procedure performed on a patient that is not
consistent with the documented informed consent for that patient.

Exciudes emergent sitvations that occur in the course of surgery
and/or whose exigency predudes obtaining informed consent.

Surgery includes endoscapies and other invasive procedimes,

D. Retention of a foreign object in a patient after surgery o other
procedure

Excludes objects intentionafly implanted a5 part of 2 planned
intervention and objects present prior to surgery that were
intentionally retained.

E. Intraoperative or immediately post-operative death in an ASA

indludes all ASA Cass | patient deaths in situations where

Cacs | patient N anesthesia was administered; the planned surgical procedure may
ormay not have been arried out,
Immediately past-opecative means within 24 hours after induction
of anesthesia (¥ surgery not completed), surgery, or ather invasive
procedure was completed.
2, PRODUCT OR DEVICE EYENTS

A Patient death of serious disability assodated with the yse
of contaminated drugs, devices, of biolegics provided by the
healthcare fadfity

Indudes generally detectable contaminants in drugs, devices, or
biologics regardless of the source of contamination 2nd/or product,

B. Patient death or serious disabifity 2ssociated with the use or
function of a device in patient care in which the device is used
ot functions other than as intended

Includes, but is ot Gimited to, cacheters, drains, and other
spedakized tubes, infusion pumps, and ventilatoss.

C Patient death or serious disability assodated with intravascular
air embolisg that occurs while being cared for in a heaithare
fadiity

Exdudes deaths assodated with neuresurgical procedures known
to present a high ik of intravascular air embolism,

3. PATIENT PROTECTION EVENTS
A. Infant discharged to the wrong persan

B. Patient death or serious disability associated with patient
elopement (disappearance) for more than four hours

Exdudes events invoiving competent aduhs.

C Patient suidde, or attempted suicide resulting in serious
disability, while being cared for in a healthcare fadlity

Defined a5 events that result from patient actions after admission
102 healthcare fadility,

Exdiudes deaths resalting from self-inflicted injuries thal were the
reason for admission to the healthaare faility.
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Table 1 - List of Serious Reportable Events (continued)

EVENT

ADDITIONAL SPECIFICATIONS

4. CARE MANAGEMENT EVENTS

A. Patient death of serious disability associated with a mediation
eror (e.g., ermoes involving the wrong drug, wrong dese, wrong
patient, wiong time, wrong rate, wrong preparation or wrang
route of administration}

Exdludes reasonabie differences in dlinicai judgment on drug
selection and dose.

B. Patient death or serious disability associated with a hemalytic
reaction due to the administration of ABO-incompatible blood or
blood products

C Matemal death or serious disability assodated with labor or
defivery in a low-risk pregnancy while being cared forin a
healthcare fadlity

Indudes events that occur within 42 days post-delivery.

Excludes deaths from pulmonary or amniotic fuid embolism,
acute fatty fiver of pregnancy or cardiomyopathy.

0. Patient death of serious disabifity associated with hypegiycemia,
the onset of which occurs while the patient is being cared for in
a healtheare fadlity

E. Death or serious disability (kemictenss) associated with faiture
to identify and treat hyperbilirubinimia in neonates

Hyperbilirubinimia is defined as bifirubin levels >30 mg/d!,
Neonates refers to the first 28 days of ife.

F. Stage 3 or 4 pressure ukeers acquired after admission to a
healthcare facility

Excludes progression from Stage 2 to Stage 3 if Stage 2 was
recognized upon admission.

G. Patient death or serious disabifity due to spinal maniputative
therapy

5. ENVIRONMENTAL EVENTS

A. Patient death or serious disability associated with an electric
shack while being cared for in a heaithare faility

Exdudes events involving planned treatments such as electric
countershodc.

8. Any inddent in which  line designated for oxygen or other
gas to be defivered to a patientcontains the Wreng gas or is
contaminated by toxic substances

C Patient death o seriows disability associated with a bum
Incurved from any source while being cared for In 2 healthcare
fagility .

. Patient death associated with a fall while being cred for in 2
healthare fadfity i

E. Patient death of serious disability associated with the use of
restraints or bedrails while being cared for in a healthare fadility

6. CRIMINAL EVENTS

A, Any instance of care ordered by of provided by someone
impersonating a physidan, nurse, pharmacist, o other licensed
healtheare provider

B. Abduction of a patient of any 2qe

C Sexual assaslt on 2 patient within o¢ on the grounds of a
healthcare facifity

D. Death or significant injury of a patient o staff member resulting
from a physical assault (Le., battery) that occurs within or on the
grounds of a healthcare fadfity
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expand the list. However, maintaining the integrity of the
definitions and specifications in the NQF consensus list is
essential if the list is to be used to obtain information that
is comparable within and across states. That is, if a state
wishes to expand an existing event, it should do so by
specifying and collecting the additional information as a
separate event. Ideally, new events would only be included
after a broad-based review was conducted and consensus
was reached, as in the process used to develop this list.

Specification

Additional specification of some events on the NQF list may
be necessary to ensure its consistent implementation and
standardized data collection. Without additional specification,
the events may be interpreted and reported differently.* This
issue should be addressed as part of the subsequent pilot
testing and refinement process that should be undertaken by
the federal government, in partnership with interested states,
- as follow-up to this report.

To further facilitate consistent reporting, it would be
advantageous to link the events on the NQF consensus list
with some type of national standardized systern of codes.
Two such commonly used classification systems are the
International Classification of Diseases (ICD) and the Current
Procedural Terminology (CPT). ICD codes serve as tools for
classifying morbidity data for medical records indexing,
medical care review, and compilation of health statistics;
they are also used in many states to bill for hospital services.
CPT codes are used to provide a uniform language that accu-
raté]y describes medical, surgical, and diagnostic services,
thereby serving as an effective means for reliable nationwide
communication among physicians, patients, and third parties.

* For cample, if 2 patient were Injured from a device malfunction and needed to use
<Tutches at the time of discharge, some states might interpret this to mean “serious
disability.” whereas other states might not. However, i the event were to be further
specified such that serious disability includes all patients discharged on crutches, ina
wheelchair, ete, then this would enable mare consistent reporting. Witheut additionai
specification, the interpretation of what constitutes “serjous disability” becomes a
judgment call.
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CPT codes are currently used in federal
programs such as Medicare and Medicaid
to code and describe healthcare services,
primarily for billing purposes.*

If each event on the list could be linked to
an ICD or CPT code, this would represent
significant progress toward ensuring that
events are consistently reported among
states. It would also ease the burden of
reporting for healthcare facilities. Currently,
however, only about half of the events can
be accurately reported using an existing
ICD code and even fewer using an existing
CPT code. Pilots should facilitate the use
of new “test codes,” derived from the [CD
and/or CPT systems, that correlate with
each event. Simultaneously, the process for
reviewing and updating both sets of codes
should be investigated.

Reporting

The events described in this list are
intended to be reportable by all licensed
healthcare facilities in states that adopt

the NQF list as part of an adverse events
reporting system. As noted, to achieve a
national system that yields data comparable
within and across states, reporting of the
events must be implemented uniformly.
Sophisticated information technolbgy
systems are not a prerequisite to imple-
menting such reporting, although an inter-
operable, national healthcare information
infrastructure’' would significantly ease

the burden of reporting on facilities. A
number of individual events on this list
are elements of other public and private

reporting systems, such as the U.S. Food
and Drug Administration’s MedWatch
system for adverse events related to drugs,
devices, and biologics and the U.S. Phar-
macopeta’s MedMarx system and National
Coordinating Council for Medication Error
Reporting and Prevention for drug-related
adverse events. lllegal acts are reportable
to the criminal justice system, and some
criminal events on this list are also report-
able to state licensing bodies. However,
there is no national consistency in such
reporting. By entrusting the reporting of
events on this list to a single state agency
or state-designated entity, a comprehensive
state-based reporting system can evolve '
that complements the states’ public health
surveillance role. An additional benefit
of a comparable reporting system is that
aggregate data may be large enough for
statistical analyses of very low incidence
events; this would facilitate the identifi-
cation of ways to further reduce the
occurrence of these adverse events,
Compliance with reporting serious
adverse events will depend on how the
state deals with concerns about discover-
ability, peer review protections, and legal
liability. Experience with other reporting
systems tells us that avoiding accusations
of blame, along with providing appropriate
legal and privacy protections, will encour-
age reporting. Additionally, a state-based
reporting system should include feedback
to the individual institutions and to those
designing and implementing findings from
Toot cause analyses and other quality

*American Medical Association. CPT process = how a code becomes a code. Available at www.ama-assn.orghmapublategory3882 himl,
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improvement activities. Mere counting of
events has no inherent value. Indeed,
underlying any reporting system should be
both the ability and the intent to improve
the effectiveness, efficiency, and quality of
healthcare services.

Reducing Burden

To reduce the reporting burden on health-
care professionals and healthcare facilities,
states should institute policies that permit
facilities to report an event only once to a
single state entity. Other relevant state-
based reporting systems (e. g., reporting to
state healthcare licensing entities) should
retrieve reports from the primary receiving
entity, not through a duplicate report
from the fadlity. If this is not done, states
should, at minimum, enact policies that
allow the same data in the same form to
be filed with multiple a gencies.

The federal government should similarly
standardize and coordinate with states.
Until a standardized reporting framework
is pursued, including coordination with
existing voluntary and mandatory systems,
the burden on individual healthcare pro-
fessionals and healthcare facilities to meet
the requirements of divergent systems
will be a source of frustration that wastes
resources and diminishes the potential
for public accountability and quality

improvement.
¥

Use of Reports Based on the List

While.the intended use of the NQF's
consensus list of serious reportable
events is to facilitate public accountability,
little will be accomplished if the response

is merely to record them or if the reports
are used to punish healthcare organiza-
tions. The data should be uséd to actually
improve patient safety.

Meaningful accountability requires that
both healthcare organizations and over-
sight agencies use the reports to improve
patient safety. There are o main methods
by which this can be accomplished.

First, when an event occurs, it should be
investigated to determine the underlying
system problems and /or failures (e.g., via a
root cause analysis). The identified problem
should then be corrected to prevent recur-
rence of the event. Prevention strategies
can include identifying points in the system
of care where protocols should be changed,
new or different technology implemented,
training revised, and/or other processes
changed. These activities are the responsi-
bility of the healthcare organization.

Second, aggregate information about
serious reportable events from multiple
healthcare organizations can be used to
improve safety if the lessons learned from
their investigations of the underlying
system problems and/or failures are dis-
seminated to other healthcare organizations.
Such outreach would allow others to take
appropriate measures to prevent similar
events in their own institutions. Dissem-
ination of this important information is
possible if the oversight agency or its
designee collects information not only
about the adverse events themselves, but
also about the findings from the investi-
gations (e.g,, the root cause analyses) of
the events. This report does not address
reporting of the findings of the investiga-
tions or issues rejated to such reporting,
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While public availability of report-related data is important,
50 too is public education about what the data does, or does
not, mean. Because most of the events in the list are likely
to be rare, fair comparisons across institutions based on the
rate of these events may be impossible based on current risk
adjustment and statistical methods. Even multiyear compari-
sons will most likely not permit fair comparisons. Hence, data
derived from reports of events on this list should not be inter-
preted as meaning that an individual institution is of better
or lesser quality, nor should it alone be used for selecting an
institution. '

Additionally, regional population-based rates are more
likely to reflect valid data, particularly for tracking trends
over time. States may wish to collaborate in data analysis
efforts so that regional information can be disclosed to
consumers and purchasers. Institution-based rates are
unlikely to be useful initially, but research to examine the
statistical validity of such rates could enhance the future
usefulness of the information to consumers, purchasers,
and providers.

Recommendations for Research

onsidering items that were not included on the list led to

the identification of areas for which additional research
might have overcome the shortfalls that led to exclusion of
the event. Moreover, while identification of a core list of
serious adverse events is an important first step, it must be
followed by the development of mechanisms or models to
translate the list from concept to practice. .

Specifically, the following research issues should be
addressed:

® exploring effective mechanisms to collect data and
communicate serious reportable events to the public;

® examining how data derived from using the NQF list
can be disclosed in a way that meets the public’s needs,
yet is balanced with the need for providers to learn from
mistakes,
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" testing the operational value and utility of the events on the list, including research on
the necessity to support such a list and the public’s perceptions of the impact of the list;

® identifying ICD, CPT, or other codes that correlate with each serious reportable event
on the list;

® investigating the process for reviewing and updating ICD and /or CPT codes; and

® defining comparable risk adjustment measures when individuals’ risk to experience the
event is dissimilar,

Finally, the pilot tests proposed by the federal govermment’s Quality Interagency
Coordination Task Force to evaluate implementation of the list should also examine the
- extent to which the data drive healthcare quality improvement.t '

Process for Updating the List

Tl'u‘s consensus list of serious reportable events should not be considered static. At the
same time, implementation of the list and pilot tests should be permitted to proceed

for a period of time without being complicated by the introduction of new definitions or

events. Currently, it is difficult to project when the list should be updated. It is recommended

that in about 18 months, the NQF should convene a comumittee, subject to funding, to

consider how to update the list.
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Appendix B
Steering Committee Commentary

Introduction

his project, like all National Quality Forum (NQF) activities, has
Tinvolved the active participation of representatives from across
the spectrum of healthcare stakeholders. This appendix surnmarizes
the rationale and evidence supporting the recommendations of the
Steering Comumittee, which is the first step in the NQF Consensus
Process (Appendix E).

As a first step, the Steering Committee discussed the purpose of
a core list of serious reportable events and established criteria for
including an event on the list. The Steering Committee then identified
numerous candidate events, including on the list only those that met
the criteria. The Steering Committee also discussed issues of imple-
mentation and reporting,

An Ex Officio Special Advisory Panel {Appendix A) comprising
state health policymakers was convened to provide the Steering
Committee, with states’ perspectives, in particular regarding issues
relating to the adoption of the list by states.

In addition to the input provided by the Ex Officio Special Advisory
Panel, the Steering Committee's deliberations were informed by:

™ direct input from NQF members and norsnembers during meetings
of the Steering Committee;

® information from the literature, including studies on state experi-
ences with healthcare error reporting from the National Academy
for State Health Policy";

'Rosenthal ], Rlley T, Booth M. State Reporting of Medicol Errovs and Adverse Events: Results ofa
50-5Statz Survey. Portland Me: National Academy of State Health Policy; Aprit 2000,
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B an informal survey of state requirements
for reporting of illegal acts and acts of
professional misconduct conducted by
the National Assodiation of Health Data
Organizations® and supplemented with
information NQF obtained directly from
states; and

¥ substantial input solicited by the
NQF from its member organizations,
as well as from other organizations
having expertise in the areas of specific
candidate events.

Purpose of the List

As noted in the report, this project is
intended to enable the development
of a consistent and reliable state-based
national healthcare error reporting system.
Standardized reporting about these events
would begin to address the dearth of
information about healthcare errors and
unintended adverse events. The Steering
Committee is aware that U.S. Agency for
Healthcare Research and Quality intends
to use the list for state-based pilot test(s)
and encourages the rapid deployment of
such projects.

The Steering Committee noted that it is
well established that the current ack of
data stems from the fact that reporting a
healthcare error is widely believed to invite
blame and Jegal liability on the part of the
caregiver or institution involved, without
leading to an} positive changes in the
systemn of care that might prevent the

*Lave D. Executive Director, National Association of Health Data

Quality Forum; January 24, 2061,

same error from occuring again.’ From the
perspective of the provider, there is no
perceived benefit to reporting even serious
errors and significant reason to not do so.
As a result, there exists neither data to
support providers’ efforts to improve the
system of care, nor data to allow consumers,
purchasers, or policymakers to assess the
quality of care and motivate improvements.
The void in information about healthcare
errors useful to providers and consumers

.does not result from a lack of attempts

to collect such data. According to the
National Academy of State Health Policy,
15 states require hospitals to report at least
some kinds of adverse events related to
healthcare, and 6 states have voluntary
reporting systems.”

Notable national reporting efforts also
exist, and the Steering Committee discussed
these during its deliberations. For example,
the US. Food and Drug Administration
(FDA) MedWatch program receives reports
of adverse events related to the use of
drugs, biologics, and devices that are vol-
untarily submitted by providers and the
public through its MedWatch program,
and the U.S. Centers for Disease Control
and Prevention collects data on hospital-
acquired infections, a very common urin-
tended adverse event. In the private sector,
the Joint Commission on Accreditation
of Healthcare Organizations operates a
“Sentinel Event” reporting program, ECRI
maintains a database based on voluntary

Organizations, Salt Laks Gity, Utah. Letter to the National

*Kohn LT, Corrigan JM, Donaldson MD, eds. To Err Is Human; Building a Safer Health System. Washington, DC: National

Academy Press; 2000,
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reporting of medical device-related errors
and problems, and both the 11.5. Pharma-
copeia and Institute for Safe Medication
Practices maintain a database of voluntarily
reported medication errors, which are also
shared with FDA. These efforts are clearly
important and provide vital information
to the organizations that sponsor them ~
e.8., FDA analyzes MedWatch data to
determine whether a particular drug poses
a previously unrecognized risk of side
effects. Nevertheless, existing reporting
systems suffer from three major problems:

™ Severe underreporting. Most reporting
systems are voluntary, and there are few
incentives and significant disincentives
at work. Often, an individual may not
even know whether an error or event
should be reported, or to whom. Even
states with mandatory reporting systems
have serious underreporting due, at
least in part, to providers’ belief that
reporting will only bring investigation
and punishment.

W Lack of comparability. No standardized
nomenclature or breadth of required
elements and /or events exists. Existing
reporting efforts generally focus on only
a few types of errors and events, and
each focuses on different ones. Even
where the general information sought is
similar, the data are largely not compara-
ble due jo differences in definitions and
data spedf‘ications.

B Lack of information sharing and feed-
back. States generally cannot find out
what errors in their locales have been
reported to national reporting systems,
and consumers or purchasers cannot
learn about adverse events in their
communities. Even health professionals

and institutions reporting the data
usually cannot learn what errors or
events have occurred (let alone which
are common) in their own peer group,
which decreases the ability to monitor
performance and make improvements.

In the context of the problems with
current reporting systems, the Steering
Committee considered the purpose of a
state-based reporting system that would be
based on a list of events endorsed by the
NQF, since the purpose would affect the
d}esig:n of the list and the criteria by which
candidate events for the list would be
judged. Specifically:
¥ Should the primary purpose of the list

be to support hospitals’ internal quality

improvement efforts? If so, the list might
focus on common, high-frequency
patient injuries and be designed around
data collection that is intrinsic to the
provision of care.

& Alternatively, should the primary
purpose of the list be for public account-
ability to enable the public, or entities
acting on their behalf, to monitor the
inddence of errors or adverse events
of particular interest or concern to the
public? If so, the list might be designed
to place more emphasis on serious
events, such as patient deaths resulting
from errors. -

After considering the draft framework
being discussed by the NQF's Strategic
Framework Board and the links between
measurement for internal improvement
and measurement for accountability and
selection of providers, the Steering
Committee concluded that the primary
purpose of the list of serious reportable
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events should be public accountability

but also, importantly, that the reports
acquired using this list should be used to
facilitate systematic quality improvement.
Furthermore, the Steering Comumittee con-
cluded that public accountability does not
itself imply that the information gathered
for this purpose can be usable for selection
of providers. It does imply an obligation
to use the data to motivate and support
improvements through information sharing
and feedback to healthcare providers.

The usefulness of the data for quality
improvement also depends on adequate
resources for monitoring and improve-
ment interventions. Without pricritizing
resources for this function, the value of the
data will be diminished. Furthermore, the
commitment to translate the data for public
accountability must be approached with
the consideration of building consumer
trust in the healthcare system.

Criteria for Inclusion of
Events on the List

B ecause the Steering Committee defined
the primary purpose of the list as public
accountability, it agreed that the sélrious-
ness of an event, particularly the level of
harm actually resulting to the patient, was
of primarydmportance. Hence, the Steering
Comumittee spent considerable time debat-
ing an appropriate definition of “serious”
and applied the criterion in such a way
that events involving death or disability to
the patient received espedially great atten-
tion. However, the Steering Committee also
felt that some events, when they occur, so

strongly indicate a high risk of potential
harm that they should be reported even if
the actual harm to a particular patient is
not serious. Surgery performed on the
wrong patient, for example, was deemed
to meet this criterion, even if the surgery
did not result in the death or disability of
the patient,

Since reports, at a minimum in aggre-
gated and de-identified form, likely would
be available to state agencies and could be
made available to the general public to
demonstrate public accountability, the
Steering Comumittee also concluded that
events on the list must be unambiguous to
reduce disincentives for reporting as well
as the confusion about whether an event
should be reported. The ability to clearly
define, quantify, and audit events were all
considered as separate criteria. The
Steering Committee ultimately decided
that all of these concepts were captured by
the term “unambiguous,” which was
defined to encompass these concepts.

The distinction between “unintended”
and “preventable” a criterion for events to
include on the list was debated at length.
“Unintended” was considered to be less
associated with the implication that some-
one was to blame for an event and also
was considered to have the advartage of
capturing events that, upon analysis, sug-
gest methods of prevention that would
otherwise be unknown. On the other hand,
there was concern that many unintended
events are truly not preventable given
current knowledge, and reporting such
events to an external body, particularly if
the data were eventually summarized for
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® “Patient death from a hospital-acquired
{nosocomial) infection” was excluded.
The Steering Committee concluded that
there was insufficient evidence on the
preventability of many of these infec-
ttons and further agreed that the issue
of risk adjustment would complicate
reporting of this event.

® “Failure to treat a patient according to
accepted standards of practice” (e.g., not
providing appropriate therapies to a
patient with acute coronary syndrome;
failing to treat sexually transmitted dis-
eases; not monitoring blood sugar in a
diabetic patient undergoing surgery; or
failing to offer immunizations to a child
or infant) was eliminated because acts
of omission of these types did not have
sufficient specification, although an
event merely being an act of omission
was not a criterion per se for exclusion.

® “Any act by a caregiver that reflects
gross negligence, malfeasance, repre-
hensible ignorance, or criminal intent”
was excluded because agreement was
not reached on how to define the key
terms and whether the criterion that it
was unambiguous could be determined
outside the legal context.

m “Any other patient death or serious
injury/illness not anticipated in'the
normal course of events and believed
to be due to the processes of care”
was exclpded from the list because the
Steering Committee believed identifying
such an evént was too difficult to
operationalize, '

Note that the Steering Comumittee delib-
erated specifically about a written request

that event 4C, “maternal death or serious
disability associated with labor or delivery

in a low-risk pregnancy while being cared
for in a heaithcare facility” (sith additional
specifications; see Table 1), be deleted from
the list. The Steering Committee felt that the
event, as defined and in particular further
specified, clearly met the criteria and was
also quite important for public credibility -
as recognized by the fact that most states
currently require mandatory reporting of
maternal deaths asscciated with labor and
delivery.

Research

At several junctures during the Steering
Comumittee’s deliberations - e.g., as the
purpose of the list was contemplated, as
events were excluded, and as reporting
systems were considered - the Steering
Comumittee identified specific gaps in the
current knowledge base that would benefit
from research. In making these recommen-
dations in the report, the Steering Com-
mittee emphasizes that the list is not all
inclusive. Rather, the focus is on priority
research areas that would advance or
improve identifying and reporting serious
adverse events and/or implementing

the proposed list,
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Appendix C
Glossary

The following terms are defined as they apply to the NQF’s list of
serious reportable events.

Adverse describes a negative consequence of care that results in unintended
injury or illness, which may or may not have been preventable.

ASA (American Society of Anesthesiologists) Class I patient refers to a nor-
mal, healthy patient, i.e., one wha has no organic, physiologic, biochemical,
or psychiatric disturbance. The pathologic processes for which the operation
is to be performed are localized and do not entail a systernic disturbance.

Associated with means that it is reasonable to assume initially that the
adverse event was due to the referenced course of care; the unplanned event
may be subject to further investigation and for root cause analysis in order to
confirm or refute the presumed relationship.

Biologics refers to therapeutics and products, including bleod and vaccines,
derived from living sources (such as humans, animals, and micToorganisms).

Device refers to an instrument, apparatus, implement, machine, contrivance,
implant, in vitro reagent, or other similar or related artidle, including a
component part or accessory, which is recognized in the official National
Formulary, the U.S. Pharmacopeia, or any suppiement to themy; intended for
use in the diagnosis of disease or other conditions, or in the cure, mitigation,
treatment, or prevention of disease; or intended to affect the structure or any
function; and that does not achieve any of its primary intended purposes
through chemical action and that is not dependent upon being metabolized
for the achievement of any of its primary intended purposes. This includes
items such as sutures, prepackaged procedure kits, laerdal defibrillators,
pacemnakers, contact lenses, elc,

Disability means a physical or mental impairment that substantiaily limits
one or more of the major life activities of an individual,
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Electrocution is death by electric shock.

Error is the failure of a planned action to be completed as intended {i.e., error of execution) or the
use of a wrong plan to achieve an aim (i.e., error of planning).

Event means a discrete, auditable, and clearly defined occurrence.

Healtheare fadlity means any licensed facility that is organized, maintained, and operated for the
diagnosis, prevention, treatment, rehabilitation, convalescence, or other care of human illness or
injury, physical or mental, including care during and after pregnancy. Healthcare facilities include
hospitals, nursing homes, rehabilitation centess, reproductive health centers, independent clinical
laboratories, hospices, and ambulatory surgical centers.

Hypoglycemia is a physiologic state in which the blood sugar falls below 60 mg/dl and physioclogical
and /or neurological dysfunction begins. )

Intended use is the use of a device as desaibed on the label and associated materials provided by the
device’s manufacturers.

Kernicterus refers to the medical condition in which elevated levels of bilirubin cause brain damage.

Low-risk pregnancy refers to a woman aged 18-39, with no previous diagnosis of essential hyper-
tension, renal disease, collagen-vascular disease, liver disease, cardiovascular disease, placenta previa,
multiple gestation, intrauterine growth retardation, smoking, pregnancy-induced hypertension,
premature rupture of membranes, or other previously documented condition that poses a high risk

of poor pregnancy outcome.

Pabient elopement refers to any situation in which an admitted patient (i.e., inpatient) leaves the
healthcare facility without staff being aware that the patient has done so.

Preventable describes an event that could have been anticipated and prepared for, but that occurs
because of an error or other system failure,

Public accountability is the obligation or duty of specific individuals and/or institutions to make
information about their actions or performance available to the public or a public organization or
agericy (or its designee) that has responsibility for oversight and is answerable to the general public.

Serious describes an event that results in death or loss of a body part or disability or loss of bodily °
function lasting more than seven days or still present at the time of discharge from an inpatient
healthcare facility or, when referring to other than an adverse event, an event whose occurrence

is grave. _ -
Spinal manipulative therapy encompasses all types of manual techniques, including spinal mobili-
zation (movement of a joint within its physiologic range of motion} and manipulation (movement
beyond its physiologic range of motion), regardless of their precise anatomic and physiologic focus
or their discipline of origin.

Toxic substance refers to chemicals that are present in sufficient concentration to pose a hazard to
human health.

Unambiguous refers to an event that is clearly defined and easily identified.
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Consumer Coundil

AARP

AFL-CIO

Califormia Health Dedisions

Consurner Coalition for Quality
Health Care

March of Dimes

National Partnership for Women
and Families

Provider and Health Plan Coundl

Academic Oncology Resources, LLC

Alliance of Independent Academic
Medical Centers

American Academy of Family
Physicians

American Academy of Ophthalmology

American Academy of Physician
Assistants

American Assodiation of Health Plans

American Association of Nurse
Anesthetists |

American College of Cardiology

American College of Medical Quality

American College of Obstetricians
and Gynecologists

American College of Physicians-
American Seciety of Internal
Medicine

American College of Radiclogy

American Hospital Assodiation

American Medical Assodiation

American Nurses Association

American Optometric Association

American Osteopathic Association

American Sodiety for Therapeutic
Radiology and Oncology

American Society of Heailth-System
Pharmacists

College of American Pathologuts

Coundil of Medical Specialty Sodeties

Empire Blue Cross and Blue Shieid

Federation of American Hospitals

Geisinger Health Plan

Greater New York Hospital Association

Healthcare Leadership Council

HealthSource/Hudson Health Plan

Henry Ford Health System

Hoag Hospital

Kaiser Permanente

National Association of Chain Drug
Stores

National Association of Children’s
Hospitals and Related Institutions

National Association of Public
Hospitals and Health Systems

Premier, Inc. -

South Nassau Communities Hospital

State University of New York, College
of Optometry

UnitedHealth Group

University Affiliates, IPA

US Department of Defense {(Health
Affairs)

US Department of Labor

US Veterans Health Administration

VHA, Inc.

Yale New Haven Health

*As of July 2001, when the NQF Corsensus Development Process for this report was initiated.
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Research and Quality Improvment Coundil
AAAHC - Institute for Quality Improvement
Alliance of Community Health Plans

American Board for Certification in Orthotics
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American Board of Internal Medicine

ABIM Foundation
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American Health Quality Association

American Pharmaceutical Assodation Foundation
Anesthesia Patient Safety Foundation
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EBM Solutions, Ine.
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Cognitive Sciences

Health Care Excel, Inc.

HealthHelp, Inc.

Health Sector Management Program -
Duke University

linois Department of Public Health
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Institute for Safe Medication Practices
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Jefferson Health System, Office of Health Policy
and Clinical Cutcomes

Joint Commission on Accreditation of Healthcare
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US Agency for Healthcare Research and Quality
US Centers for Disease Control and Prevention
US Health Resources and Services Administration
US National Institutes of Health

US Pharmacopeia

Virginia Hospital Research and Education
Foundation



Seacus Reportapte Eveats m Heaunwcare: A Consensus REPGRT

Board of Directors

Gail L. Warden (Chair)
President and Chief Executive Officer
Henry Ford Health System
Detroit, Michigan

William L. Roper, MD, MPH {Vice-Chair)
Dean, School of Public Health
University of North Carolina
Chapel Hill, North Carolina

Bruce E. Bradley
Director, Managed Care Plans
General Moters Corporation
Detroit, Michigan

John M. Eisenberg, MD, MBA
Director
Agency for Healthcare Research and Quality
Rockville, Maryland

William A. Gillespie, MD
Executive Vice President
Kaiser Permanente
Qakland, California

William E. Golden, MD
Immediate Past President
American Health Quality Association
Washington, DC

Lisa L lezzoni, MD
Professor of Medicine
Harvard Medijcal School
Boston, Massachusetts

Kay Coles James

. Director
Office of Personnel Management y
Washington, OC, representing the QuIC,

Kenneth W. Kizer, MD, MPH
President and Chief Executive Officer
The Natioral Quality Forum
Washington, DC

*

Judith L. Lichtman
President
National Partnership for Women and Families
Washington, DC

John R. Lumpkin, MD, MPH
Director
Minois Department of Public Health
Springfield, llinois

Christopher J. Queram
Chief Executive Officer
Employer Health Care Alliance Cooperative
Madison, Wisconsin

John C. Rother
Director of Policy and Strategy
AARP

Washington, DC

Thomas A. Scully
Administrator
Centers for Medicare and Medicaid Services
Washington, DC .

Gerald M. Shea
Assistant to the President for Government Affairs
AFL-CIO
Washingtor, DC

Michael A. Stocker, MDD, MPH
President and Chief Executive Officer
Empire Blue Cross and Blue Shield
New York, New York

Marina L. Weiss, PhD
Senior Vice President for Public Policy and
Government Affairs, March of Dimes
Washington, DC

Linda K. Wertz
State Medicaid Director
Texas Health and Human Services Commission
Austin, Texas

Liaison Members

Margaret E. O'Kane
President .
National Committee for Quality Assurance
Washington, DC

Dennis S. O"Leary, MD Ei
President, Joint Commission on Accreditation of
Healthcare Organizations
Oakbrook Terrace, Illinois

Kenneth L Shine, MD
President
Institute of Medicine
Waangton, DC

Randolph D. Smoak, Jr. MD
Chair, Governing Body
Physician Consortium for Performance )
Improvement, American Medical Association
Chicago, Dllinois

Omne Board scat is vacant,



E-1.

THE NATIONAL QUALITY ForuMm

Appendix E
Consensus Development Process: Summary

The National Quality Foram (NQF) is a voluntary consensus stan-
dards organization. The NQF brings together diverse healthcare
stakeholders to develop consensus on core measures of healthcare
quality. The primary participants in the NQF consensus process are
NQF member organizations. These include:

® consumer and patient groups;

B health care purchasers;

® health care providers and health plans; and

® research and quality improvement organizations.

Any organization interested in healthcare quality measuremnent and
improvement can apply to be a member of the NQF. Membership
information is available on the NQF website.

Members of the public with particular expertise in a given topic
may also be invited to participate in the early identification of draft
standards as technical advisors or Steering Committee members. In
addition, the NQF consensus process explicitly recognizes a role for
the general public to comment on draft standards and to appeal quality
measurement standards adopted by the NQF. Information on NQF
projects, including information on NQF meetings open to the public, is
posted on the NQF website (www.qualityforum.org).

Each project the NQF undertakes is guided by a Steering Committee
(or Review Committee) composed of individuals from each of the
four critical stakeholder perspectives. With the assistance of NOF staff
and technical advisory panels and the ongoing input of other
NQF members, a Steering Committee conducts an overall assessment
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of the state of the field in the particular
topic area and recommends a set of draft
measures, indicators, or practices for
review, along with the rationale for select-
ing them. The recommended measure set
1s distributed for review and comment,
first to NQF members and then to the
general public.

Following the comment period, a
revised product is distributed to NQF
Members for voting. The vote need not be
unanimous within or across all Member
Councils for consensus to be achieved. If a
majority of members within each Councit
do not vote approval, staff attempt to
reconcile differences among members to
maximize agreement a second round of
voting is conducted. Proposed products
that have undergone this process and have

been approved by at least two Member
Councils after the second round of voting
are forwarded to the NQF Board of Direc-
tors for consideration. All products must be
approved by a vote of the NQF Board.
Affected parties may appeal standards

‘approved by the NQF Board of Directors.

Once a measure set has been approved,
the federal government may utilize the
information for standardization purposes
in accordance with the provisions of the
National Technology Transfer Advancement
Act 0f 1995 (P.L. 104-113) and the Office of
Management and Budget Circular A-119.
Standards are updated as warranted.
For this report, the NQF Consensus
Process, version 1.3 was in effect. The
complete process can be found at

. www.qualityforum.org.

—
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MDA90U6-02-R-0006 SUBCONTRACTING PLAN
TRICARE MANAGED CARE SUPPORT — SOUTH REGION // ;L/g < ,«6:1 0 T [

SMALL BUSINESS, VETERAN-OWNED SMALL

BUSINESS SERVICE-DISABLED VETERAN-OWNED B
SMALL BUSINESS SMALL DISADVANTAGED '
BUSINESS, HUBZONE SMALL BUSINESS, AND
WOMEN-OWNED SMALL BUSINESS

SUBCONTRACTING PLAN

The following is hereby submitted as a Subcontracting Plan for Humana Military Healthcare
Services, Inc. pursuant to: Federal Acquisition Regulation, Part 19.704, Subcontracting Plan
Requirements; and clauses 52.219-8, Utilization of Small Business Concerns; 52.219-9, Smalil

Business Subcontracting Plan; and 52.219-16, Liquidated Damages - Subcontracting Plan.

1. HMHS’ goals for the Subcontracting Plan are’ datailed below covering the period from

_Phase-in through Option Year 3:
. ~
a. Total estimated amount of subcontracts/purchases to be $ Jawarded.
-

b. HMHS has established, in this Subcontracting Plan, the following goals for awards to
small business, veteran-owned small business, service-disabled veteran-owned small
business, small disadvantaged business, HUBZone smai} business, and women-owned
small business:

Percentage Goals Dollars

Small Business (SB)* l
Veteran-Owned (VOSB)

Service-Disabled Vet-Owned (SDVOB)
Small Disadvantaged (SDB)
HUBZone (HUBZ)
Women-Owned (WOSB)
* The percentage geals and dollar goals indicated above Jor Small Business include the other

listed categories as a subset.

Large Business r

Total (Small Business + Large Business)

Humana MILUTARY HEALTHCARE SERVICES, INC. 1

Proprietary to HMHS ~ not to be disclosed,
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MDAI06-02-R-0006 SUBCONTRACTING PLAN
TRICARE MANAGED CARE SUPPORT — SQUTH REGION

2. The following method was used in developing subcontract goals:

g, T -

HMHS identified all of the principle products and/or service areas deemed essential o the
performance of its contract. From these, all product and/or service areas that are amenable for

overall subcontracting/purchasing purposes were identificd.

Business firns which have the qualifications and capabilities needed by HMHS to assure the
effective performance of our contract will be utilized for subcontracting/purchasing

opportunities.

This plan excludes expenditures with HMHS’ large business subcontractors performing
Health Care Delivery, Mental Health Care, and Claims Processing. These companies are
large businesses who have been required by HMHS to develop Subcontracting Plans of their
own for submittal to HMHS. HMHS will monitor the subcontracting plan activities of the
subcontractors to insure that their plans and actions are reasonable and that they accomplish

all required reporting,
This plan also excludes expenditures which offer little or no possibility of performance by a
Small Business or are expenditures with governmental or quasi-governument organizations.

Examples include: Water services, Gas & Electric services, Telephone services, etc.

3. Potential suppliers will be identified by one or more of the following means:

a. Known/recognized industry source

b. Pnor satisfactory performance

c. Contractor source lists )

d. The SBA Procurement Automated Source System (PASS)

e. Small/Minority/Veterans/Women-Owned Business Directories
f. Commercial purchasing catalogues

4. Indirect and overhead costs have not been included in the goals specified above.

HumaNA MILITARY HEALTHCARE SERVICES, INC. 9

Proprietary to HMHS - not to be disclosed,



MDA906-02-R-0006 SUBCONTRACTING PLAN

TRICARE MANAGED CARE SUPPORT ~ SOUTH REGICN

5. The below named individual will administer the Contractor’s subcontracting program:

Name: George K. Mitchell

Title: Director, Contract Compliance

Company: Humana Military Healthcare Services, Inc.
Address: 500 West Main Street

City, State, ZIP: Louisville, KY 40202

Telephone No.: (502) 580-1934

This individual’s duties, as they relate to the HMHS subcontracting program, are as follows:

a. Encourages buyers and technical personnel to

SB/VOSB/SDVOSB/SDB/HZSB/WOSB sources.

solicit

b. Establishes and maintains source lists of SB/VOSB/SDVOSB/SDB/HZSB/WOSB

concems.

c. Assists in conducting vendor surveys to determine

SB/VOSB/SDVOSB/SDB/HZSB/WOSB supplier capabilities.

d. Provides guidance to program and technical personnel regarding timely development of

SB/VOSB/SDVOSB/SDB/HZSB/WOSB competitive sources.

e. Provides guidance and assistance to SB/VOSB/SDVOSB/SDB/HZSB/W OSB concerns

to ensure that they have an equitable opportunity to compete for subcontracts.

f. Continuously searches for qualified sources to be added to the SB/V OSB/SDVOSB/SDB/

HZSB/WOSB source lists.

g Monitors Contractor and lower-tier subcontractor compliance with the SB/VOSB/

SDVOSB/SDB/ HZSB/WOSB Subcontracting Plans.

HUMANA MILITARY HEALTHCARE SERVICES, INC.

Proprietary to HMHS — not to be disclosed.
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MDAS06-02-R-0006 SUBCONTRACTING PLAN
TRICARE MANAGED CARE SUPPORT — SOUTH REGION

h. Submits required periodic reports and coordinates HMHS activities with respect to any

studies/surveys that may be required by federal agencies or the SBA.

I. Attempts to increase awards to SB/VOSB/SDVOSB/SDB/ HZSB/WOSB concemns by
encouraging attendance of procurement personnel at business opportunuty workshops,
minority business seminars, and conferences and trade farrs, and by providing

motivational training and counseling to purchasing personnel.

j- Obtains the assistance of others, as necessary, to aid in the performance of the above

duties.

6. The following efforts will be taken to assure that small businesses, veteran-owned small
businesses, service-disabled small businesses, small disadvantaged businesses, HUBZone
small businesses, and women-owned small businesses will have an equitable opportunity to
compete for subcontracts:

a. Outreach efforts will be made as follows:
1. Contacts with small, minority, and women-owned trade associations.
2. Contacts with business development organizations.
3. Contacts with veterans service organizations.
4. Attend small business procurement conferences and trade fairs.
5. Guidance and assistance for SB/VOSB/SDVOSB/SDB/ HZSB/WOSB concerns.
b. The following internal efforts will be made:
1. Maintenance of SB/VOSB/ SDVOSB/SDB/ HZSB/WOSB certifications and self

certifications.

2. Activities will be monitored to evaluate compliance with the subconlracting plan.

HuMANA MILITARY HEALTHCARE SERVICES, INC. 11
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3. Encourage buyers and technical personnel to participate in the program.

7. HMHS agrees that the clause, "Utilization of Small Business Concerns™ (FAR 52.219-8) will
be included in all subcontracts that offer further subcontracting opportunities, and that
HMHS will require all subcontractors (except small business concerns) who receive
subcontracts in excess of $500,000 to adopt a plan similar to this one. Such plans will be
reviewed by comparing them with the provisions of FAR 52.219-9, "Small Business
Subcontracting Plan," to assure that all minimum requirements of an acceptable
subcontracting plan have been satisfied. The acceptability of percentage goals will be
determined on a case-by-case basis depending on:

» The supplies/services involved
» The availability of potential smal, veteran-owned, service-disabled veteran-owned, small
disadvantaged, HUBZone, and women-owned small business subcontractors, and

« Prior experience

Once approved and implemented, the plans will be monitored through the submission of
periodic reports, and/or visits to the affected subcontractor's facilities to review applicable

records and evaluate the subcontractor's performance.

8. HMHS will submit such periodic reports and cooperate in any studies or surveys as may be
required by the contracting agency or the Small Business Administration, including the

following:

a. SF 294 - Submit on a semi-annual basis. The report for October 1 through March 31st is
due on April 30th. The report for April 1st through September 30th is due on October
31st.

b. SF 295 - Submit on a semi-annual basis. The report for October 1st through March 31st is
due on April 30th. The report from October 1st through September 30th is due on
October 31st. Both reports will be mailed to:

HUMANA MILITARY HEALTHCARE SERVICES, INC. 12
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U.S. Small‘Business Administration

Office of Government Contracting — Area 11
223 Peachtree Street, NE, Ste 1805

Atlanta, Georgia 30303

Defense Contracting Management Agency Dayton
Attn: DCMDE-GYDU

1725 Van Patton Drive, Area C, Bldg 30

Wright Patterson AFB, Ohio 45433-5302

Contracting Officer

TRICARE Management Activity
Contracting Administrative Branch
16401 East Centretech Parkway
Aurora, Colorado 80011-9043

9. HMHS will maintain the following types of records to document compliance with this

subcontracting plan:

a. Small and small disadvantaged businesses source lists (e.g., PRO-Net), guides, and other
data identifying small business, veteran-owned small business, service-disabled small
business, small disadvantaged business, HUBZone small business, and women-owned

small business concern vendors.

b. Organizations contacted in an attempt to locate sources that are small business, veteran-
owned small business, service-disabled veteran-owned small business, HUBZone small

business, small disadvantaged business, or women-owned small business concerns.

¢. On a contract-by-contract basis, records on all subcontract solicitations over $100,000,
indicating on each solicitation (1) whether small businesses were solicited, and if not,
why not; (2) whether veteran-owned small businesses were solicited, and if not, why not;
(3) whether service-disabled veteran-owned small businesses were solicited, and if not,

why not; (4) whether HUBZone small businesses were solicited, and if not, why not; (5)
HumANA MILITARY HEALTHCARE SERVICES, INC, 13
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whether small disadvantaged businesses were solicited, and if not, why not; (6) whether
women-owned small business concerns were solicited and, if not, why not; and (7) if
small business concerns were solictted, but did not receive the award, the reason(s) for

non-award.

d. Memberships/contacts with organizations involved in assisting small business, veteran-
owned small business, service-disabled veteran-owned small business, HUBZone smail
business, small disadvantaged business, and women-owned small businesses to
participate in the performance of contracts awarded by federal agencies. HMHS will
participate in the meetings of the DoD North Central Regional Council for Small
Business Education and Advocacy.

€. Memberships in professional organizations committed to implementing federal
acquisition policies. HMHS associates are members of the National Contract
Management Association (NCMA).

f.  Records of any outreach efforts to contact:

1. Trade associations

2. Business development organizations

3. Conferences and trade fairs to locate small, veteran-owned, service-disabled veteran-
owned, HUBZone small, small disadvantaged, and women-owned small business
sources

4. Veterans service organizations

g- Records of intenal guidance and encouragement provided to buyers through:

. Workshops, seminars, training, etc.

2. Monitoring performance to evaluate compliance with the program’s requirements.

h. On a contract-by-contract basis, records to support subcontract award data to include
name and address of subcontractor(s).

HUMANA MILITARY HEAL THCARE SERVICES, INC. 14
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10. Subcontracting Plan Implementation:
In order to effectively implement this Subcontracting Plan, HMHS will:
a. Promulgate and issue company-wide policy statements in support of this effort.

b. Demonstrate continuing management interest and involvement in support of this effort
through such actions as regular reviews of progress and establishment of overall goals

and objectives.

¢. Train and motivate all HMHS associates involved in the procurement process regarding
the need to include smail business, veteran-owned small business, service-disabled
veteran-owned small business, HUBZone small business, small disadvantaged business,

and women-owned small business concerns in the procurement process.

d. Counsel and discuss subcontracting opportunities with those small business concems as
are suggested by the local Defense Contract Management Agency, Director for Small
Business, responsible for monitoring performance under this program and/or

representatives of the SBA.
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