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Introduction

Taking care of our enrolled population in the best manner possible will enable the Air Force Medical Service (AFMS) to meet General Taylor’s charge for efficient, effective, customer-centric health care.  This means being able to provide the right care, at the right time, at the right place, by the right provider, and at the right cost, while at the same time being able to train and sustain our capabilities.  Referral management (RM), a process for managing and tracking patient referrals, is just one of the key processes in this endeavor. 

Referral management is vital because it provides a patient-centered approach by ensuring the patient receives the best possible, timely, and cost effective specialty care while at the same time optimizing the MTF’s clinical specialty capabilities.   By optimizing its clinical specialty capabilities, the MTF is not only ensuring a patient-focused approach to its services but also guaranteeing that its personnel maintain the critical expeditionary medicine skills.  

Thanks to the efforts of the multidisciplinary AFMS Referral and Authorization Working Integrated Project Team (R&A WIPT) (see Appendix 13) representing the Air Staff, MAJCOMs, and MTFs, this Referral Management Center (RMC) Users’ Guide has become a reality.  The R&A WIPT was chartered to meet the TRICARE Management Activity (TMA) request that the Services examine their current R&A business processes and formulate more standardized, efficient, and Health Insurance Portability and Accountability Act (HIPAA) compliant strategies.  This Users’ Guide provides the strategies developed by this dedicated team through step-by-step guidance on how to establish an RMC to standardize services and enhance efficiency by recapturing specialty care.  Key areas in this Guide are the AFMS R&A Standard Business Rules and many other tools to help you set up a RMC at your facility.  

Good luck as you chart your Referral Management course under the Next Generation of TRICARE contracts.  We welcome any feedback you may have about this User’s Guide and offer our services should you and your MAJCOM/SG desire a Staff Assistance Visit (SAV).   You can reach us at USAF/SGSA, Health Benefits Division, (703) 681-6193/6196, DSN 761.

Referral Management (RM) Benefits

Establishing some form of Referral Management (RM) allows each Medical Treatment Facility (MTF) to better position itself for successful operations under the TRICARE Next Generation (T-Nex) Managed Care Support Contracts (MCSC) that will commence in 2004.  Under T-Nex revised financing, the Air Force Surgeon General will be at risk for millions of dollars in private sector care costs.  Likewise all MTF commanders will be held financially accountable for all care delivered to their enrollees, both in and outside their facility.  To flourish under T-Nex and revised financing rules of engagement, each MTF must find ways to fully optimize its capabilities, to maximize the recapture of specialty care from the private sector. 

T-Nex “at risk” financing requires each MTF commander to be responsible for taking care of their enrolled patients and financially accountable for this care regardless of where it is delivered.  Claims for Network care by MTF enrolled patients will be paid by the MCSC, who will then be reimbursed from MTF operating funds on a monthly basis.  Therefore the financial incentive for the MTF is to retain as much specialty care within the MTF as capability and capacity will allow.  

Each MTF will need to carefully analyze their enrollment capacity and primary and specialty care capabilities to perform well under T-Nex and its “at risk” financing rules of engagement.    The more that stays in-house, the better off financially the MTF will be.   MTFs will have to find better ways to partner with their MCSC.   Referral management activities include rapidly completing the MTF’s Right of First Refusal (RFR), screening of all MTF and Network specialty care referrals, sustaining up-to-date Service Availability Listings (SALs), establishing MTF/MCSC Memorandums of Understanding (MOUs) that optimize MTF capabilities, implementing RM standard business rules and responsibilities that allow for the constant tracking and resulting of referrals, continuous partnering with other local MTFs, and appropriately using information management systems.  These activities allow the MTF to flourish under T-Nex in order to provide the right care, with the right provider, at the right time, at the right place, at the right cost.  

To ensure the greatest return on investment (ROI), MTFs should begin now to use the resources provided in this guide to craft their own business plans for managing the direct and purchased care for their enrolled population.  A key element of this plan should be the vigorous management of specialty care referrals by establishing a “One-Stop Shop” RMC.  The business plan should also address optimal utilization of the direct care system in a competitive healthcare environment.  This can be accomplished by directly promoting and marketing TRICARE Prime and accordingly MTF care to beneficiaries who are not enrolled to the MTF.  The ultimate goal is to make your MTF the first choice for care.  

Lastly, it is important to keep the Long View Strategy in mind.  Under this strategy, your beneficiary population drives clinical currency (CCA) which allows the AFMS to keep the clinical specialties necessary to provide “full up rounds” to meet Expeditionary Case Analysis (ECA) by maximizing the clinical capabilities of our specialists.  Currency in turn enables Expeditionary Capability, which drives specialty services.   Matching our resources to financial risk provides the best ROI under the Business Case Analysis (BCA) for a given population.  Thus the AFMS and the MTF have the opportunity to determine whether they buy or make the care needed for that population.  The AFMS can support the CCA at the best cost by recapturing specialty care referrals.  This concept is graphically displayed at Figure 1.
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Referral Management Center (RMC) Roles and Responsibilities

Referral Management (RM) is a process for managing and tracking patient referrals, both internal and external to the medical treatment facility (MTF), in order to identify trends, recapture care, and promote continuity of care.  It provides a mechanism for determining patient access to specialty clinics based on standardized criteria and pre-determined clinical/business outcomes.  As the AFMS postures itself for T-Nex, recapturing patient care from the private sector is a key strategy to maximize the MTF’s specialty care capability while at the same time recapturing specialty care being done in the private sector for care, which could be done in the MTF or Direct Care system.  An action plan template to help you as you develop your key RM plans and strategies is provided at Appendix 7.  Key measures of RMC performance can be found at Appendix 9.

A Referral Management Center (RMC) is a “One-Stop Shop” where patients go to process specialty referrals requested by their Primary Care Managers (PCM) outlined in Figure 2.  When a patient arrives at the RMC, the RMC staff will:

1. Cordially greet and introduce himself or herself to the patient.

2. Obtain electronic or in a very limited case, paper copy of the referral and review it for suitability, administrative and medical completeness, and determine if it is a covered benefit.

3. Determine where the referral will go based on rule sets, Memorandums of Understanding (MOUs), Service Availability Listings (SALs), local market conditions, and Medical Treatment Facility (MTF) availability and capacity.  It is at this point the staff will review the referral for the Right of First Refusal (RFR).  This means the staff will determine if the MTF has the specialty capability as reflected in the SAL, has an available specialty care appointment, and can make that appointment within the Access to Care (ATC) standards which state that specialty care must be appointed within 28 days, or sooner if so requested by the PCM or requesting provider.  This RFR must be completed within 24 hours.  A sample MTF/ Managed Care Support Contractor (MCSC) MOU is provided at Appendix 1 and a sample SAL is provided at Appendix 2.   It is critical that these documents are completed, copies made available to the RMC, and reviewed and updated periodically.  It is recommended that MOUs be reviewed annually or more frequently if needed, and that SALs, which will be part of the Electronic Worldwide Referral and Authorization System (EWRAS) rule set, be reviewed every 30 days to ensure MTF capabilities are fully and accurately defined.

4. Provide the patient with advice concerning referral and treatment options, travel requirements, and answer questions the patient may have concerning his/her care.

5. Provide the patient with a specialty care appointment.  If the MTF has the specialty capability and the patient can be appointed within ATC standards, the patient will be given an appointment to the MTF’s specialty clinic.  If the MTF does not have the capability or if an appointment cannot be given within ATC standards, the patient will be appointed to another MTF or Network/non-network provider within ATC standards in collaboration with the TRICARE Service Center (TSC).  This process should preferably be completed before the patient leaves the MTF.

6. Be customer focused throughout the process, both for the patient and for the referring provider, to relieve him/her from as many administrative burdens as possible.

7. Track all referral requests and results going out of/into the MTF within prescribed timelines and follow-up to obtain results as necessary.  Legible specialty care results from MTF and other direct care specialists are to be provided to the PCM or requesting provider within 72 hours of the specialty care encounter.  Network providers are expected to provide the PCM or requesting provider with specialty care results within 10 working days of the appointment.

Since the RMC is considered as a “one stop shop” for all specialty referral and consult needs, it should be located in a convenient and accessible location for patient access.  Ideally, the RMC and TRICARE Service Center (TSC) should be co-located or adjacent to each other to promote patient convenience and staff communication.  Signage should be conducive to ease of wayfinding.   In addition, according to forthcoming coming AFMS guidance, the RMC should be aligned under the Patient Administration function.
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RMC Process



MTF and Managed Care Support Contractor (MCSC) Agreements

As the Military Health System (MHS) enters into T-Nex, there will be several requirements placed on the MCSC and the MTF to make the referral management process successful.  These requirements include the MTF’s streamlining of the Right of First Refusal (RFR), the timely processing, tracking and resulting of referrals, and ensuring the adequacy of the civilian provider Networks.   All of these requirements contribute to making sure our beneficiaries are provided superior specialty care within ATC standards.

Now is the time for MTFs to actively prepare to improve their referral management processes for operations under T-Nex.  First and most importantly is for each MTF to begin developing an MTF Memorandum of Understanding (MOU), which will be ready for execution once the new MCSCs are finalized.  This MOU will clearly define the respective responsibilities for the MTF and MCSC in managing referrals.  The MOU should reflect what actions the MCSC and MTF/CC are expected to take and the degree to which each party will consult with the other before taking certain actions in accordance with the provisions laid down under the T-Nex contracts.  It is critical, for referral management success, that the MTF closely review what is contained in the T-Nex MCSC when preparing the MTF/MCSC MOU.  The MOU is a tool to define the respective MTF and MCSC responsibilities.  It must not be used to define areas outside the MCSC, which can put the MTF into a situation necessitating a Request for Equitable Adjustment (REA). 

The MTF/MCSC MOU provides more detail about how a contract requirement is going to be implemented, the sharing of resources and key personnel, among other procedures/processes.  As there may be a regional MOU for standardized processes within a region, the MOU must be coordinated with the appropriate TRICARE Regional Office (TRO) prior to implementation to ensure there are no conflicts between the MOUs.  Bottom-line, the MCSC and MTF need to clarify procedures for ensuring balanced referral management workloads between the MTF and MCSC and for ensuring the optimum utilization of MTF resources.  The MTF/MCSC MOU should be reviewed periodically to ensure currency, but no less than annually.  A sample MOU template is provided at Appendix 1.

Each MTF must also define and execute appropriate Service Availability Listings (SALs).  The SALs define what can or cannot be treated inside the MTF.  These listings provide the RMC and the MCSC with the MTF’s specialty capabilities and should be developed for each specialty care clinic and service.  The better defined the SAL is, the greater the understanding the referral center and contractor will have as to what can/should be appointed to the MTF and what will require Network referral.  The SALs should be reviewed and updated as necessary on a monthly basis.  A sample SAL template is provided at Appendix 2.

Standard R&A Business Rules

Business rules are the fundamental, underlying constraints and policies of a business.  They define or constrain behavior, and are therefore the core of the enterprise.  They need to be standardized in order to support complex operations across business units.  

As previously stated in the Introduction to this Users’ Guide, the AFMS R&A WIPT was chartered in October 2002 to meet the TRICARE Management Activity  (TMA) request that the Services examine current business processes used for Referrals and Authorizations within TRICARE and to formulate their strategies for more standardized and efficient processes to support HIPAA requirements.  The WIPT charter and team members are provided at Appendix 13.

One of the first tasks undertaken by the AFMS R&A WIPT was to conduct an enterprise-wide data call.  This data call revealed great variation in the R&A process throughout the AFMS.  To minimize this variation, the WIPT then undertook the development of standard AFMS R&A business rules.  

Implementation of the AFMS R&A business rules will minimize R&A process variations from MTF to MTF.   Flow charts of the R&A business rule process for establishing and operating the RMC can be found at Figures 3 and 4.  The AFMS R&A business rules can be found in their entirety at Appendix 3.

Business Rule Flow Chart – Setting Up the RMC



Business Rule Flow Chart – Operating the RMC 


RMC Staffing Model

As of the publication of this manual, funding has yet to be procured for RMC operations. The intent is that funding for initial RMC staffing would come from central AFMS sources.  Contracted staff was selected as the best way to ensure the RMC remains fully manned without having the concerns presented by military-related taskings and duties for uniformed personnel.  The staffing model/staffing costs shown at Figure 5 are provided as guidelines.  To adequately staff an RMC in order that it can perform all of its proposed functions, this staffing model shows a need for three military skill sets of contractor staff.  These skill sets are: 1) health services management specialists (4A0), 2) medical service specialists (4N0/LPN), 3) registered nurses (46N) with utilization review, and if needed Case Management skills.  All of these staff members would have Beneficiary Counseling and Assistance Coordination (BCAC) skills.  The staffing methodology used is to allot 1 staff member for each 30-40 referrals requested per day by the MTF.   MTFs generating 10 referrals or less daily do not earn RMC staff.  In addition to the RMC Staffing Model, Figure 5 displays cost estimates for RMC staff and the staffing methodology.  

To have the necessary tools to refer, authorize, schedule, and manage specialty referrals, First Consulting Group in their “Access to Care in Preparation for the T-Nex Environment” study prepared in March 2003 for the Air Force Surgeon General, provided certain operational, resource, training, and technological requirements for RMC success.   The chart provided at Figure 6 shows the integration of each of these requirements.  Important elements especially worth noting are the training and technology requirements.  It is critical that the RMC staff is trained and knowledgeable on RMC operations to include specific specialty care referral policies and guidance, RMC processes, duty requirements, and job and performance responsibilities.  Likewise from a technological perspective, the RMC needs to have the integrated systems and access to enhance communication and ensure capabilities to appoint, monitor, and track specialty referrals from both internal and external providers.
RMC Staffing Model
	RMC Staffing Model
	 

	Number of Staff
	Staffing Mix

	.5
	.5 4A0

	1
	1 LPN

	2
	1 LPN, 1 4A0

	3
	1 LPN, 2 4A0

	4
	1 RN, 1 LPN, 2 4A0

	5
	1 RN, 2 LPN, 2 4A0

	6
	1 RN, 2 LPN, 3 Admin

	7
	1 RN, 2 LPN, 4 Admin

	8
	1 RN, 2 LPN, 5 Admin

	9
	1 RN, 3 LPN, 5 Admin

	
	


	RMC Staffing Methodology

	1 RMC Staff Member per 30-40 Referrals/Day






APPENDICES


MEMORANDUM OF UNDERSTANDING (MOU) TEMPLATE



MEMORANDUM OF UNDERSTANDING (MOU)

XXX Medical Group

and

MCSC
(NOTE:  This MOU will need to reflect what is contained in the T-NEX MCSC proposal)
1.  This Agreement is entered into on (date) by and between (MCSC) and (XXX) Medical Group (XXX MDG).

2.  This Memorandum of Understanding (MOU) describes the respective responsibilities of both parties under the Managed Care Support program.  This MOU reflects the actions expected to be taken by (MCSC) and the (XXX) MDG Commander and the degree to which each party will consult with the other before taking certain actions.  All actions executed within the scope of this MOU provide greater detail about how the MCSC will be implemented and resources shared.  The MOU will need to be coordinated with the TRICARE Regional Office (TRO) to ensure it is not in conflict with existing regional MOUs.

3.  The (XXX) MDG Commander will take certain actions without a requirement to consult the (MCSC).  The (MCSC) shall be informed as expeditiously as possible of the Commander’s decision on all these actions.  These actions include:


a.  Determining which enrollees will be assigned a Primary Care Manager (PCM) at (XXX) MDG 

b. Determining the types of specialty care cases to be referred to (XXX) MDG

c. Establishing the utilization management and quality assurance procedures employed for care delivered in the MTF

d. Determining the services to be provided at (XXX) MDG and, determining which enrollees at (XXX) MDG will have a change in PCMs and the process for executing this change


 e.   Changing (XXX) MDG capabilities/staffing.

4.  The (XXX) MDG Commander will take certain actions only after receiving input from (MCSC).  These actions include:



a.  Changing the location of the TRICARE Service Center (TSC)

   


b.  Areas indicated for negotiated Resource Sharing agreements and renewal of these agreements.  Continuing previously negotiated agreements for active duty members that have saved the Medical Treatment Facility (MTF) Operation and Maintenance (O&M) funds


c.  Acting on early TRICARE Prime disenrollment requests

d.  Determining protocols for Prime enrollee’s access to the MTF, based on referrals by the PCM, as routed through the Referral Management Center to ensure MTF Right of First Refusal (see Attachment A)

5.  Marketing materials will be displayed in an area visible and accessible to all beneficiaries throughout (XXX) AFB, (State).  The following suggested areas, when feasible, and as a result of joint efforts of the MTF and (MCSC), will have information appropriate to all eligible beneficiaries:


a.  Army Air Force Exchange System (AAFES) Facilities


b.  MWR Facilities


c.  Base Publications as allowed ((XXX Base Newspaper), Base Bulletin, E-mail)


d.  Military Personnel Flight Customer Support Center


e.  Base Education Office



f.  Commissary



g.  Welcome Packages


h.  (XXX) MDG facilities including outlying buildings.

6. The (MCSCs) has/have the ultimate decision authority and shall take certain actions within the catchment area only after receiving input from the Commander, (XXX) MDG.  These include:


a.  Developing beneficiary referral and reallocation patterns to (XXX) MDG (see Attachment A) (NOTE:  The following list will need to reflect what is contained in the T-NEX MCSC proposal)

b.  Developing the enrollment plan and procedures


c.  Developing TRICARE Prime disenrollment procedures


d.  Development of the civilian provider network


e.  Developing catchment-area-specific marketing materials


f.  Changing TSC staffing levels


g.  Conducting provider education programs


h.  Developing catchment-area-specific beneficiary education materials


i.  Establishing a process for direct communication on case management cases


j.  Conducting marketing and enrollment information sessions

7. The (MCSC) will take certain actions to access and utilize the Composite Health Care System (CHCS) Managed Care Module (MCP) and Electronic Worldwide Referral and Authorization System (EWRAS) only after receiving authorization from the (XXX) MDG Commander.  The actions are as follows:


a.  An established single telecommunication line between (MCSC) and CHCS


b.  Ensuring all (MCSC) associates receive CHCS and EWRAS training at (XXX) MDG as appropriate.

8.  Other considerations are as follows:


a.  It is understood that the agreements set forth in the memorandum are intended to compliment and clarify, and not replace, requirements set forth in the Managed Care Support contract.  In the event of a difference the contract shall control.


b.  This MOU may be amended by mutual agreement, at the initiation of either party.  Requests to amend will be in writing.


c.  Issues will be resolved at the lowest possible level.


d.  The Contracting Officer Technical Representative (COTR) will be the liaison between the MTF and (MCSC) to optimize clarification and review of any and all issues as they become known.  The FCM will forward customer service issues, identified by the TSC, to the COTR.



In witness whereof, the parties have executed this Memorandum of Understanding.

__________________________________            _______________________________


(Signature/Date)
  (Signature/Date)

XXXX
  XXXX
Commander
  MCSC
__________________________________
_______________________________


(Signature/Date)
(Signature/Date)

XXXX
XXXX
Administrative Contracting Officer
Director

(TRICARE Regional Office)
(TRICARE Regional Office)
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Utilization Management

ATTACHMENT A

PROTOCOL AGREEMENT TO ENSURE BALANCED WORKLOADS

(NOTE:  This protocol will need to reflect what is contained in the T-NEX MCSC proposal)
1.  (MCSC) and the (XXX) MDG Commander are entering into this agreement in order to clarify procedures for ensuring balanced workloads between the (XXX) MDG and (MCSC) and for ensuring the optimum utilization of Military Treatment Facility (MTF) resources.

HEALTH CARE FINDER (HCF):

2.  (MCSC) shall provide HCFs who will be located at the (XXX) MDG TRICARE Service Center (TSC) to facilitate referrals of patients to military and civilian health care services.  The purpose of the HCF shall be to assist in accomplishment of the following principle functions:


a.  Access:  Improve beneficiary access to primary care and other services


b.  Referral:  To promote the establishment of appropriate routing and referral mechanisms to ensure optimal utilization of MTF facilities and resources


c.  Information:  To ensure the establishment of systems to inform the beneficiary of enrollment opportunities, access mechanisms, and routing and referral procedures


d.  Continuity:  To facilitate patient continuity of care from provider to provider


e.  Interface:  To facilitate managed care services between MTF and MCSC

3.
Maximizing the (XXX) MDG:

a. The (MCSC) and its agents, HCF, and Scheduling Specialists will use the MTF’s capability report for appointment and specialty services availability.  The (XXX) MDG staff will support the HCF information needs through updates as identified.  The HCF may access the CHCS based on protocols established in Attachment C.

b.  Primary Care Managers (PCM):



(1) If (XXX) MDG Prime clinics are being under utilized, the (XXX) MDG Commander may require (MCSC) to designate (XXX) MDG Prime clinics as the primary care site for new Prime enrollees.



(2) If the (XXX) MDG Prime clinics are over-utilized, the (XXX) MDG Commander may require new TRICARE Prime enrollees to select the civilian network primary care physicians as their PCMs.



(3) TRICARE Prime enrollees may select a MTF PCM.  Individuals desiring enrollment to a civilian PCM must submit a request to the (XXX) MDG Commander through the Chief of the Medical Staff.  Enrollees desiring to change PCMs will be asked to state their reasons.  This information will be used to improve the quality of care and patient satisfaction.

4.  Referral Patterns and Workloads

a. Referral and enrollment patterns shall be such as to optimize the utilization of MTF resources, as determined by the MTF commander

b. The HCF will maintain an (XXX) MDG capabilities report (Service Availability Listing).  This report will contain current information regarding the (XXX) MDG’s:

(1) Capability to provide particular services/procedures

(2) Current waiting time for such services/procedures

c. A particular service/procedure is considered to be available in the (XXX) MDG as long as the waiting time for such service/procedure does not exceed what is within Access to Care standards.  

d. If at any time the (XXX) MDG/CC determines that MDG facilities or personnel are under-utilized or over-utilized, the Commander may notify the (MCSC).  Upon receiving such notification, (MCSC) personnel shall meet and confer with the (XXX) MDG/CC or designated representative(s) regarding the over- or under-utilization.  The (XXX) MDG/CC shall determine which of the measures set forth below shall be taken to reach optimum utilization of MTF resources:

(1) Adjust referral patterns

(2) Adjust the proportion of new TRICARE Prime enrollees required to choose (XXX) MDG PCMs.  To the extent consistent with the appropriate utilization of MTF resources, as determined by the (XXX) MDG/CC, Prime enrollees shall be offered a choice of selecting a MCSC primary care physician or selecting the MTF for primary care.  If the (XXX) MDG primary care resources are being underutilized, the (XXX) MDG/CC may require the (MCSC) to designate (XXX) MDG as the primary care site for new Prime enrollees.  Likewise, if the (XXX) MDG primary care services are over utilized, the (XXX) MDG/CC may require new TRICARE Prime enrollees to select Network primary care physicians as their PCMs.

(3) If a TRICARE Prime enrollee desires to select a (MCSC) Network primary care physician but is unable to do so pursuant to Section 4d2, such an enrollee shall be placed on a waiting list and given preference when and if (XXX) MDG resources reach optimum utilization and TRICARE Prime enrollees are allowed to designate (MCSC) Network primary care physicians.

ATTACHMENT B

PRIMARY CARE MANAGER ASSIGNMENT PLAN
1.  These guidelines will be used to facilitate enrollment for active duty and non-active duty beneficiaries at the (XXX) MDG.  Enrollment to the (XXX) MDG is mandated for all new enrollees and individuals requesting a change of Primary Care Manager (PCM).  PCMs will be within 30 minutes drive time of the beneficiary’s home.  Beneficiaries may apply to the (XXX) MDG Commander for a waiver to use a civilian network PCM.  Local maps, MTF staff knowledge and communication with our patients are used to determine patient’s drive time.  All enrollees will be given an opportunity to request a specific PCM, within the MTF.  If possible, the enrollee’s request will be filled.  Active duty personnel will be assigned to a PCM based on unit of assignment.  If the enrollee’s request cannot be filled due to no vacancy, the request will be granted when space is available.  It is important for the patient to feel comfortable with his/her PCM in order to facilitate effective healthcare services.  If the patient has a special healthcare need requiring specialized medical skills, the patient has a responsibility to bring this to our attention in order to make an appropriate PCM assignment.  The patient will present their request in writing to the (XXX) MDG Commander through the Chief of the Medical Staff (SGH).  Patients requesting enrollment to other than the MTF will be asked to complete a “Request for Commander’s Over-Ride” form.  The completed form and any supporting documents the patient may bring will be forwarded for review and approval/disapproval.  The patient may appeal the determination to the (XXX) MDG Commander.  

2.  MTF Enrollment:  

a. IAW the TRICARE Next Generation Contract, (MCSC), will enroll beneficiaries to the (XXX) Medical Group, (Base) AFB (State/Zip Code) via the Defense On-Line Enrollment System (DOES) through the Defense Medical Information System (DMIS) code.  The MTF has only one DMIS code, (DMIS ID Number), and a total capacity of (Enrollment Capacity).  

b. (MCSC) shall immediately notify the (XXX) MDG Commander, through the Contracting Officer’s Technical Representative (COTR), when enrollment has reached 90 percent of our DMIS code capacity.

c. Enrollment within CHCS:  (MCSC) will forward PCMBN inquiries to:

(XXX) Medical Group

PCMBN Project Manager

XXXX
(Base) AFB (State/Zip Code)
Telephone:  

Fax No:  

d. MTF officials will monitor MTF capacity utilization and advise (MCSC) immediately of any change necessary to maximize the MTF.

3.  Working Assumptions:

a. The capabilities of each PCM and its numbers of enrolled patients will be reviewed by (XXX) MDG.

b. Patients desiring to change their MTF PCMs may do so at any time.  A written request will be submitted to the MTF with desired new PCM’s name.  Consideration for approval of change will be predicated on availability of new PCM, medical needs of the patient and the ability of the PCM to meet those needs.  All beneficiaries will be asked to explain why they desire to change PCMs.   If provided, the commander will use this information to improve customer satisfaction.

c. All MTF Prime enrollees will contact the MTF PCM after hours by calling the Family Practice Clinic at (telephone number(s)) and asking for the PCM on call.  If unable to reach the MTF PCM, contact (XXX) at (telephone number) for assistance.  The following procedures will be utilized to obtain care after hours.  These procedures are attached to leaves and TDY orders for personnel assigned to (Base) AFB.

HOW TO ACCESS HEALTHCARE

WHEN YOU ARE AWAY FROM (XXX) AIR FORCE BASE

(INSTRUCTIONS FOR ACTIVE DUTY PERSONNEL)

IN CASE OF AN EMERGENCY (injury or illness threatening life, limb, eyesight, or to relieve undue suffering) 

STEP 1.  Dial 911 and request an ambulance or report directly to the nearest emergency room without delay!  

STEP 2.  Then contact your Primary Care Manager (PCM) at (XXX) AFB within 24 hours at (telephone numbers)
FOR MEDICAL CONCERNS THAT ARE NOT AN EMERGENCY

STEP 1.  Contact your PRM or PCM Team RN at (telephone numbers) before going to the hospital.  Your PCM will either give you medical instructions for self-care or authorize you to see a doctor in your local area as appropriate.

STEP 2.  If referred to a doctor in the local area, be sure to write down the authorization number and who you spoke with if they didn’t say, ask for this information.  This information may be needed later if there is a billing question.

STEP 3.  If your primary care manager states you should be seen in the local area, contact the TRICARE Health Care Finder (HCF).  The TRICARE HCF may be able to direct you to a doctor in the local area.  See reverse for the telephone number for the TRICARE contractor in your leave/TDY area.  Other information may be obtained on the Web at www.tricare.osd.mil.

STEP 4.  Before leaving the doctor’s office be sure and tell them you are active duty Air Force and TRICARE will be paying the bill.  They should ask to copy your ID card--It’s OK, this expedites processing of the bill.  The doctor’s office can call TRICARE Service Center (TSC) at (telephone numbers) with any billing questions.  Active duty personnel do not pay any co-payment or deductible.  In some cases, you may have to pay your bill and file for reimbursement after returning to (XXX) AFB.  Contact the TSC for assistance.

STEP 5.  Contact your PCM or PCM Team RN, at the numbers in step 1, to arrange follow-up care in your local area or back at (XXX) AFB.

HOW TO ACCESS HEALTHCARE

AT (XXX) AIR FORCE BASE

(INSTRUCTIONS FOR DEPENDENTS ENROLLED IN TRICARE PRIME)

IN CASE OF AN EMERGENCY (injury or illness threatening life, limb, eyesight, or to relieve undue suffering) 

STEP 1.  Dial 911 and request an ambulance or report directly to the nearest emergency room without delay!  

STEP 2.  Then contact your Primary Care Manager (PCM) or PCM Team RN at (telephone numbers) within 24 hours.  If unable to contact your PCM, call your TRICARE Service Center (TSC) at (telephone numbers) within 24 hours.

FOR MEDICAL CONCERNS THAT ARE NOT AN EMERGENCY

STEP 1.  Call your PCM or PCM Team RN at (telephone numbers).  Your PCM will give you medical instructions for self-care, make you an appointment, or refer you to a civilian doctor as appropriate.

STEP 2.  If referred to a civilian doctor, be sure to write down the authorization number and who you spoke with--if they didn’t say, ask for this information.  This information may be needed later if there is a billing question.

STEP 3.  The civilian provider should ask to copy your ID card--It’s OK, this expedites processing of the bill.  The doctor’s office can call the TSC at (telephone numbers) with any billing questions. 

STEP 4.  Contact your PCM or PCM Team RN to arrange follow-up care.

--IMPORTANT--

Dependents may be responsible for a co-payment.  These financial obligations vary based on the TRICARE plan you have chosen.  Contact the TSC at (telephone numbers) for more information.  Know your benefits and financial obligations.

TRICARE Regions
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ATTACHMENT C

PATIENT APPOINTMENT AND SCHEDULING SYSTEM

1.  Telecommunications Authorization:


The (XXX) MDG Commander authorizes (MCSC) to maintain a telecommunication line and further authorizes (MCSC) HCFs access to CHCS as deemed appropriate.  (MCSC) HCFs are authorized to attend CHCS training at the MTF and to obtain required CHCS access codes.  Requests for access will be in writing and will include the (MCSC) employee’s SSAN and other pertinent information as required by the (XXX) MDG Information Systems Officer.

2.  Training:

     (XXX) MDG CHCS training will be provided, within local capability, on an “as needed” basis for new (MCSC) staff and any updates to the CHCS modules.

ATTACHMENT D

PROVIDER BACKFILL AGREEMENT

(NOTE:  The following will need to reflect what is contained in the T-NEX MCSC proposal)
1.  If the MTF Commander wishes to exercise the provisions of Section J-2, Attachment 28, Section B.2, the MTF COTR will notify the (MCSC) Coordination Manager or Service Area Director of the Commander’s desire for a meeting concerning this topic.  Advance planning can occur if information is provided prior to notification to quantify the extent of MTF/clinic personnel loss, i.e., type of personnel, duration of absence and estimated workload to be replaced through backfill.

2.  Within 2 business days of such notification, the (MCSC) Field Coordination Manager and/or Service Area Director will meet with the MTF Commander to discuss the most appropriate manner in which to manage the workload created by the absence of MTF personnel (e.g., resource sharing, resource support, network providers).  If this is not possible, another fully qualified (MCSC) management official will be designated to meet with the Commander within the required timeframe.

3.  If the MTF Commander believes that a telephonic meeting would be more efficient and still satisfy his/her needs for consultation, (MCSC) will agree to such a request.  Required follow-on meetings can occur telephonically or in person should either party deem necessary.

4.  (MCSC) will submit an action plan detailing alternatives for delivery of health care to the TRO within 14 calendar days of the close of the initial meeting between the MTF Commander and (MCSC).  This Plan will be reviewed by the TRO and approved by the Contracting Officer.

ATTACHMENT E

CATCHMENT AREA EXECUTIVE COMMITTEE (CAEC)

(NOTE:  The following will need to reflect what is contained in the T-NEX MCSC proposal)
1.  The CAEC will be comprised of at least the (XXX) MDG Executive Committee, Beneficiary Support Element Chief, Utilization Manager, COTR, Managed Care Director, Quality Manager, and other representatives as deemed appropriate by the (XXX) MDG/CC and the (MCSC) Field Coordination Manager.

2.  This committee will meet at the discretion of the (XXX) MDG Commander and may be requested as needed.

3.  The goal of the CAEC is to effectively guide the implementation and management of TRICARE at (XXX) AFB, (State).  The CAEC will ensure the spirit of the Managed Care Support Contract is followed.

ATTACHMENT F

UTILIZATION MANAGEMENT

1.  For patients requiring treatment beyond the capabilities of the MTF, the PCM will initiate an appropriate consultation form for the required treatment.  Referral will be handled in accordance with the established MTF referral process.

2.  (MCSC) will have access to medical records in the same manner as all (XXX) MDG employees.  

. 

SERVICE AVAILABILITY LISTING (SAL) TEMPLATE


SERVICE AVAILABILITY LISTING (SAL)

XXX Medical Group Specialty Care Services

ALLERGY

Services are available for all age groups

CARDIOLOGY-(Resource sharing agreement)

(TRICARE eligible beneficiaries and active duty only)

NOT AVAILABLE

Cardiolyte stress test

DERMATOLOGY

NOT AVAILABLE


Cosmetic only surgery

MOHS surgery

Tattoos

ENT (Resource Sharing Agreement)

(TRICARE eligible beneficiaries and active duty only)
NOT AVAILABLE

Cancer diagnoses

GASTROENTEROLOGY (Resource Sharing Agreement)

(TRICARE eligible beneficiaries and active duty only)

NOT AVAILABLE


Manometry


Percutaneous liver biopsies


Abnormal liver enzymes


Pediatric cases (under age 18)

GENERAL SURGERY

NOT AVAILABLE



Cosmetic Surgery


Laser procedures


Liver biopsies


Liver surgery


Pancreatic surgery


Transplants


Varicose Veins (Spider)

GYNECOLOGY 

NOT AVAILABLE



Laser surgery, such as laser ablation of the vulva or cervix


Operative management of pelvic pregnancy


Tubal reversal

NEUROLOGY

NOT AVAILABLE

Pediatric services

Unstable seizure disorders

EMG testing

OBSTETRICS 

NOT AVAILABLE

Active seizure disorder

Active substance abuse

Fetal anomalies requiring surgical correction

Fetal neural tube defect

Genetic counseling and amniocentesis CVS

HIV + patients

Lupus

Most cardiac diseases with significant pregnancy impact

Pregnancy rupture of membranes before 34 weeks

Psychiatric disorder

Triplet or greater gestation

OPTOMETRY

Services are available for Active Duty and Non-Active Duty

ORTHOPEDICS
NOT AVAILABLE


Back pain except for Active Duty patients


Management of malignant bone tumors


Neck pain, except for Active Duty patients

PHYSICAL THERAPY

NOT AVAILABLE
Cerebral palsy, developmental disorders

Formal cardiac rehabilitation


Formal (industrial type) back rehabilitation


Long term neurological conditions (CVA, head injuries, spinal cord injuries, MS, ALS, 

               Parkinson’s)


Major hand trauma, finger re-implantation, microsurgery, Prosthetic training, artificial limbs

      Tendon repairs in the hand 

      Custom orthoses

PODIATRY  (Resource Sharing Agreement)

(TRICARE eligible beneficiaries and Active Duty personnel only)

NOT AVAILABLE 

Diabetic ulcers
UROLOGY

Services are available for all age groups
SERVICES NOT AVAILABLE AT MTF
AUDIOLOGY

CARDIAC REHAB

ENDCRINOLOGY

CARDIAC SURGERY

CHEMOTHERAPY

HEMATOLOGY

HIV POSITIVE/AIDS PEDIATRIC PATIENTS

HOME HEALTH CARE

INFECTIOUS DISEASE

INPATIENT PHYSICAL REHAB

INPATIENT PSYCHIATRY

MRI (EXTERNAL AGREEMENT WITH AMI)

NEONATOLOGY

NEPHROLOGY

NEUROSURGERY

NUCLEAR MEDICINE

ONCOLOGY

PLASTIC SURGERY

PULMONOLOGY

RADIATION THERAPY

RETINAL SPECIALISTS OR TESTS

RHEUMATOLOGY

SLEEP STUDIES

AFMS Standardized R&A Business Rules

Standard Referral and Authorization Business Rules
	1
	Process
	Critical Process Step
	Business Rule

	2
	B
	Develop Patient Education Program
	Establish education programs to inform patients about referral management services at the MTF.  Education programs will be used to modify patient expectations that if they are referred for specialty care that they will be appointed for such care the same day and will need to know their availability for an entire month.  Outcome desired:  Patients learn that they will be appointed to their specialty care the same day that the referral is generated and will know their personal schedules.

	3
	RP
	Request Referral
	Establish processes ensuring that all consults/referral requests for care to the MTF, other Direct Care System MTFs, Network or Non-Network care except for Emergency priority, will be initiated using the Composite Health Care System (CHCS) Managed Care Program (MCP) module/order entry system/ Enterprise Wide Referral & Authorization System (EWRAS).   Use of a centralized system provides consistency, continuity, and a means of tracking.

	4
	RP
	
	Establish training programs and Operating Instructions directing the proper entry of consult/referral orders in the CHCS MCP module/EWRAS.

	4.5
	
	
	Direct care providers will use existing consult priorities contained in CHCS I and will transition to the priorities contained in EWRAS.  

	7
	RP
	
	Urgent: the patient will be seen within 24 hours; Initiating provider will make contact with the specialty provider and make the appropriate documentation. After hours and network referrals processes to be established at the discretion of each facility.

	8
	RP
	
	Five Day:  used only for internal MTF referral care (when available). Initiating provider will make contact with the specialty provider and make the appropriate documentation. After hours referral processes to be established at the discretion of each facility.

	9
	RP
	
	Routine:  the patient is to be seen within 28 days/4 weeks.

	10
	RP
	
	Establish procedures that clearly delineate provider, surrogate, technician roles and responsibilities for requesting referred care.  These procedures will delineate steps to be taken during provider augmentation, leave, deployment situations, or as defined by the provider or MTF.

	11
	RP
	
	Establish requirements/make available accepted and standardized specialty care consult/referral criteria as tools for referring providers to include InterQual, Milliman, mental health utilization management tools (InterQual for mental health/ASAM for chemical dependency).

	12
	RP
	
	Establish processes ensuring that the requesting provider directs patient to go to the MTF Referral Management Center (RMC) if patient is referred for specialty care/procedure.  MTFs will ensure there is a process in place to manage after hour referrals.

	13
	START UP
	 Establish Referral Management Center functions
	Establish functions of the RMC.  These functions will include but not be limited to appointing of referrals; advising patients on their health benefits related to referrals; reviewing referrals; coordination of all elements necessary for completing referral care; and provision of superior customer service to patients, referring providers and members of the health care team. Tracking of specialty reports and ensuring copy of report is sent to referring provider and to patient's records. 

	14
	START UP
	Establish Staffing of the Referral Management Center 
	Establish adequate staffing and position descriptions of the RMC to include personnel that have the skill sets of Health Services Management Specialists, Air Force Specialty Code (AFSC) 4A; Medical Service Specialists, AFSC 4N; Registered Nurses, AFSC 46N with Utilization Review and if need be case management skills; and personnel with beneficiary counseling and assistance coordination (BCAC) skills.  Manpower requirements to be determined.  

	15
	START UP
	Establish Location and Equipment for the Referral Management Center
	Establish RMC to be located inside or within walking distance or close proximity to the MTF.  The RMC location will be configured to maintain proper Queue, patient privacy and a professional/comfortable atmosphere.  Automation equipment will include telephones, fax, personal computers with internet and CHCS/EWRAS access and software that support the function of the RMC.

	16
	BETWEEN RP AND B
	Get patient to Referral Management Center
	Establish OIs that educate clinic MTF staff of the RMC’s function and location.

	17
	BETWEEN RP AND B
	
	Direct the MTF to establish processes to clearly identify the location of the RMC.

	18
	B
	Accept/assist patient at the Referral Management Center
	Establish procedures for the RMC to accept/identify the patient needing referral management.  The RMC will assist patient to complete all steps of obtaining referral care prior to leaving the facility.  The goal of this process is not to exceed more than 30 minutes.  Procedures will be developed to tailor care based on patient enrollment/eligibility status, i.e. Patient should be referred to different providers based on differing enrollment and/or eligibility status.  This process may be prolonged due to second level review or extenuating circumstances.

	19
	B
	Perform Validation
	Establish procedures to allow for rapid determination of patient eligibility/enrollment status, covered benefit, and the completing of necessary demographic and personal information in order to validate the referral request.

	21
	B
	Perform Right of First Refusal
	Establish processes to ensure that up-to-date internal MTF medical and administrative Operating Instructions/Medical Group Instructions are maintained that identify current MTF specialty capability and capacity and delineate all requirements for valid referred care, Clinics must provide a services availability listing (SAL) to the RMC monthly.  

	22
	B
	
	Establish processes that determine if the MTF has the capability to perform the referred care requested within the Access To Care Standards within 15 minutes from when the patient is logged into the RMC.

	23
	B
	
	Establish processes that ensure the TRICARE Management Activity (TMA) standard, that at least 85% of all requests for right of first refusal of specialty referrals should be completed within one business day and 100% within 3 business days.

	24
	B
	Determine if referred care will be provided by one of four options:  Internal MTF clinic, at Other Direct Care MTF, Network or Non-Network Provider
	Establish processes that ensure that up-to-date regional medical and administrative OIs or Memorandums of Agreements are maintained that identify current MTF, Other Direct Care System MTF, Network and Non-Network specialty capability and capacity and delineate all requirements for valid referred care requests.  This requirement will be greatly facilitated by use of automation.

	25
	D
	Option 1:  Book referral to internal MTF specialty clinic appointment
	Establish MTF appointing processes that routes all telephone and in-person requests for referral care (excluding self referral care) to the RMC.    

	26
	D
	
	Establish directives that mandate that RMC staff will book available SPEC (Requests for Initial Specialty Care) appointments and PROC (Requests for Procedures) based on local guidance for the MTF that require a referral.

	26a
	D
	
	Based on local directives, provide the RMC the ability to coordinate or book PROC (Requests for Procedures) to the internal MTF specialty providers.

	27
	D
	
	Establish procedures that allow self-referral and follow-up specialty care to be booked by the clinic or central appointing function.

	28
	D
	
	Establish staffing that will allow for the booking of SPEC and designated PROC appointments for the MTF in the RMC.

	30
	D
	
	Direct that MTF referred care appointments are booked in accordance with DoD Access to Care Standards and Standardized Appointment Type Business Rules.  Establish procedures that would maximize the possibility of patient receiving appointment for referral prior to leaving MTF from their appointment session with referring provider.

	31
	D
	
	Direct electronic (CHCS/EWRAS) submission of consults/ referrals from MTF referring provider/PCMs to internal MTF specialty clinics.

	32
	C-1
	Option Two:  Book referral to the other Direct Care System MTF Specialty Clinic Appointment
	Establish procedures that direct that the RMC staff of the MTF generating the referral request will try to book the appointment to the external MTF with the appropriate specialty clinic capability first (where applicable) IAW DoD ATC Standards, Policy, travel standards and patient enrollment/eligibility status and preference.

	33
	C-1
	
	Establish procedures that if no capacity is available at other Direct Care System MTFs within ATC standard, RMC staff will book an appointment with a network provider.

	34
	C-1
	
	Establish procedures to track appointments made to other Direct Care System MTFs using CHCS or EWRAS.  AFMS Referral Management Test Site Board will determine what particular information system will be mandated for this process.  Based on timing of the deployment schedule, these systems will include CHCS, ICDB, and when available, EWRAS.  CHCS, network booking functionality will be used if test sites have the ability to performing their tests prior to the deployment of EWRAS.  Test sites will establish “dummy” clinics.  Two options will be tested to include the Eglin Model, which uses Military, Civilian and Standard clinics.  The second option will use "dummy" clinics to match the provider specialty codes on the Health Care Service Record (HCSR).  This second option allows the MTF to track “leakage” out of the facility, to include encounters and costs that is consistent with claims data.  Both options have advantages and disadvantages.

	35
	C-1
	
	Establish processes for making travel arrangements with Global Patient Movement Requirements Center using the TRANSCOM Regulating and Command and Control Evacuation System (TRAC2ES) if patient agrees to care at another Direct Care System MTF that is over 100 miles away and when military aircraft can be used.  Note:  This step may not be completed prior to the patient leaving the facility the first time.

	36
	C-1
	
	Establish process that if the patient is not provided appointment prior to leaving the facility that the RMC directs the patient to call back the next business day for appointment information or if patient does not call back within one business day that the RMC will try to contact the patient within three business days in order to book the appointment.

	37
	C-2
	Option Three:  Book referral to Network Provider
	Establish MTF- Managed Care Support Contractor (MCSC) Memorandum of Understanding (MOU) on Supplemental Care and/or Disengagement criteria to address non-availability of specialty services at the MTF and other Direct Care System MTF within the ATC standards based on patient enrollment/ eligibility status.

	37a
	C-2
	
	Established MTF/MCSC MOUs will address the ability of MTF/CC or TRICARE Regional Office (TRO), without a requirement to consult with the MCSC, to determine the types of specialty care cases to be referred to the MTF, the services to be provided at the MTF, to change MTF capabilities and staffing, and expeditiously notify the MCSC once any of these actions taken.  Established MTF/MCSC MOUs will additionally address the ability of the MTF/CC or TRO with MCSC consultation to develop beneficiary referral and reallocation patterns to the MTF IAW "Protocol Agreement to Ensure Balanced Workloads” which allows the MTF/CC to determine referral and enrollment patterns which optimize the utilization of MTF resources and to notify the MCSC if MTF facilities or personnel are under or over-utilized with the option to adjust referral patterns.  A mechanism will be in place to ensure MTF/MCSC MOU currency.  Service Availability Listings (SALs) is one mechanism to determine MTF service capability levels.

	37b
	C-2
	
	MTF's will maintain current Service Availability Listings (SAL) and will ensure the SALs are made available to the MCSC.  These SALs will address the MTF's capability to provide particular services/procedures and current waiting time for such services/procedures.  The SALs shall reflect specialty care as well as ancillary services capabilities (e.g. laboratory and radiology) to the greatest extent possible.  A mechanism will be in place to ensure currency of the SALs.  This mechanism should include currency review every 30 days or more frequently as needed.  The MTF will determine what its capabilities are and make contact with the MCSC prior to any changes/updates to the SALs.  This will allow both MTF and MCSC to fulfill their requirements/responsibilities through close coordination.

	38
	C-2
	
	Five-Day Priority: used only for internal MTF referral care (when available). Initiating provider will make contact with the specialty provider and make the appropriate documentation. After hours referral processes to be established at the discretion of the providers. 

	39
	C-2
	
	Establish processes that the RMC books appointments to network providers IAW with the provisions set forth in Title X, Chapter 55 of US Code and as detailed in AFI 41-115, Authorized Health Care and Health Care Benefits in the Military Health Services System, 28 Dec 01, based on patient enrollment/eligibility status, personal preference, travel standards and within ATC standards to the greatest extent possible.  

	40
	C-2
	
	MTFs are ultimately responsible for the Network care provided to Active Duty and will provide choice if possible.

	41
	C-2
	
	Prime patients have choice of network providers or can use Point of Service option

	42
	C-2
	
	Extra/Standard patients have choice of any provider

	43
	C-2
	
	TRICARE Plus patients have choice of any provider

	44
	C-2
	
	Establish processes that when referrals are deferred to the network, that they be submitted to the TRICARE Service Center/MCSC via the responsible functional entity for medical necessity/appropriateness review.

	45
	C-2
	
	Establish procedures to track appointments made to Network providers using Options stated in Requirement #34.

	46
	C-2
	
	Establish processes that easily/rapidly identify specialties that are not provided by the Network so that Non-Network providers can be used.

	47
	C-2
	
	Establish procedures that identify network specialty deficiencies to include lack of capability and capacity to the Lead Agent Office.  E.g. The 101st MDG, Sample AFB identifies that there is no network pediatric oncology service available within ATC standards in an around St. Olaf, MN.

	48
	C-3
	Option Four:  Book Referral To Non-Network Provider
	Established processes to allow the RMC to:  determine if the non-network provider will accept the case to include the acceptance of 115% of the CHAMPUS Maximum Allowable Charge; perform any coordination to be made with the TRO on network failure issues; and perform any additional medical or administrative requirements for non-network care, to include informing the referring provider.

	49
	C-3
	
	Establish processes that the RMC books appointments to non-network providers based on patient enrollment/eligibility status, personal preference, travel standards and within ATC standards.  Examples:  

	50
	C-3
	
	MTFs are ultimately responsible for the Non Network care provided to Active Duty and will provide choice if possible.

	51
	C-3
	
	Prime patients have choice of network providers or can use Point of Service option 

	52
	C-3
	
	Extra/Standard patients have choice of any provider

	53
	C-3
	
	TRICARE Plus patients have choice of any provider

	54
	C-3
	
	Establish processes that when referrals are deferred to a non-network provider, that they be submitted to the TRICARE Service Center/MCSC via the fiscal responsible entity for medical necessity/appropriateness review.  

	55
	C-3
	
	Establish procedures to track appointments made to Non-network providers using Eglin Model or HCSR provider specialty “dummy” clinics built into the CHCS Network booking module.  See questions and explanation above for tracking appointments to other Direct Care System MTFs.

	56
	 B
	Prepare the Patient for Referral Appointment
	Establish processes that inform the patient of upcoming appointment.  Information provided will include, date, time of appointment; provider’s name, location, phone number, directions to the place of care; cancellation, re-booking instructions, travel benefits, etc.  Information will be in the form of a letter of instruction, brochure, etc.  This process will be as automated as possible and have a standard look and feel across the AFMS.

	56a
	
	
	Establish processes that will emphasize with the patient and the network provider's office that if the patient cancels his/her appointment, that the RMC will be informed of this event.

	57
	B
	
	Establish procedures to inform the patient of the necessary steps needed to be taken prior to their referred care episode to the best extent possible.  These may include steps to obtain any diagnostic tests, copies of medical records, applicable lab results, radiology studies necessary for the patient's referred care episode.

	58
	B
	
	Establish process that guards the patient’s health information privacy IAW all applicable local, state and federal regulations to include those mandated by the upcoming Health Insurance Portability and Accountability Act (HIPAA).

	59
	B
	
	Direct that sets of instructions be developed by the RMC that the patient can give to the specialty provider.  These instructions will assist the RMC in receiving back results of the referred care episode provided by Other Direct Care System MTF, Network and Non-Network providers.  These instructions should include, RMC mailing address, facsimile number, phone number, point of contact names and other necessary information to assist the specialty provider to return results to the RMC.  Separate instructions may be developed for Other Direct Care System MTF, Network and Non-Network Providers.

	60
	B
	
	Establish processes for patient not accepting a referral appointment in person the same day to call the RMC back NLT one business day to book the appointment.

	61
	B
	
	Establish processes if second level review is necessary, to have the RMC call the patient back NLT three business days to book the appointment.

	62
	A
	Contact Patient If Referral is Invalid or Disapproved or Appointment is Cancelled
	Establish process for RMC to contact patient in a HIPAA compliant method, in the event that referral request is invalid, disapproved by second level review/MCSC. Patient will be rescheduled as soon as possible or be instructed of other health care options. 

	63
	E-D
	Complete Results of Referral from the Internal MTF Specialist
	Establish processes that mandate preliminary specialty care consultation/referral results/reports are completed by Internal MTF specialists and are available to the referring MTF, Other Direct Care System, Network PCM, Network provider within 3 business days of the kept specialty encounter.  These expectations are IAW Health Affairs Policy, Subject:  Policy for Specialty Care Consultants, Dated January 7, 1998.

	64
	E-D
	
	Develop processes that Internal MTF specialists will enter consultation/referral results into CHCS or EWRAS using either keyboard or voice-recognition tools.  Transcription services are considered an acceptable but less desirable results entry choice.

	65
	E-D
	
	Direct that completed specialty care consultation/referral reports (SF600, SF513, printed result, electronic result) are sent to the referring provider and the medical records location via U.S. mail, facsimile, guard mail, or electronically CHCS or EWRAS transportable records function within 3 business days of the kept specialty encounter.  Exceptions may occur due to prolonged treatment, tests, etc. but should not exceed 30 days.

	66
	E-C-1
	Complete Results of Referral from Network Specialist
	Establish processes that set expectations that preliminary routine priority specialty care consultation/referral results/reports are completed by Other Direct Care System MTF specialists and are available to the RMC within 10 business days of the kept specialty encounter. Other priority consults such as urgent and emergent will follow applicable regulatory guidance.

	67
	E-C-1
	
	Develop expectations with Other Direct Care System MTF specialists that they should enter consultation/referral results into CHCS or EWRAS using either keyboard or voice-recognition or transcription.

	68
	E-C-1
	
	Develop expectations with Other Direct Care System MTF specialists that (electronic, SF600, SF513, printed result) are completed and sent to the RMC via U.S. mail, facsimile, guard mail, HIPAA compliant electronic means, or CHCS or EWRAS transportable records function within 10 business days of the kept specialty encounter.  Exceptions may occur due to prolonged treatment, tests, etc. but should not exceed 30 calendar days.

	69
	E-C-1
	
	Direct that the RMC is responsible for receiving completed consultation/referral reports from the Other Direct Care System MTF Specialists and identifying and sending these to the MTF referring provider and proper medical records location inside the MTF.

	70
	E-C-2
	Complete Results of Referral from Network Specialist
	Establish processes that set expectations that preliminary specialty care consultation/referral results/reports are completed by the Network specialist and are available to the RMC within 10 business days of the kept specialty encounter.  The expectation is for urgent/emergent situations that preliminary report will be transmitted to the RMC within 24 hours.  

	71
	E-C-2
	
	Develop expectations with Network Providers that routine specialty care consultation/referral results/reports will be completed and are sent to the RMC via U.S. mail, facsimile, guard mail, HIPAA compliant electronic method within 10 business days of the kept specialty encounter.  Exceptions may occur due to prolonged treatment, tests, etc. but should not exceed 30 days.  These expectations are IAW Section C, MDA906-02-R-0006 Amendment 0007.

	72
	E-C-2
	
	Direct that the RMC is responsible for receiving completed consultation/referral reports from the Network Specialists and identifying and sending these to the MTF referring provider and proper medical records location inside the MTF.

	73
	E-C-2
	Complete Results of Referral from Non-Network Specialist
	Establish processes that set expectations that preliminary specialty care consultation/referral results/reports are completed by the Non-Network specialist and are available to the RMC within 10 business days of the kept specialty encounter.  The expectation for urgent/emergent situations is that the preliminary report will be transmitted to the RMC within 24 hours.

	74
	E-C-3
	
	Develop expectations with Non-Network Providers that routine specialty care consultation/referral results/reports will be completed and are sent to the RMC via U.S. mail, facsimile, guard mail, HIPAA compliant electronic method within 10 business days of the kept specialty encounter.  

	75
	E-C-3
	
	Direct that the RMC is responsible for receiving completed consultation/referral reports from the Non-Network Specialists and identifying and sending these to the MTF referring provider and proper medical records location inside the MTF.

	76
	E
	Track and Receive Results
	Direct that the RMC staff will establish processes to track the location, status of all referral results received, not received.  This process will use MHS sanctioned automation systems to include CHCS and in the future EWRAS to their fullest extent.

	77
	E
	
	Direct that the RMC establish processes to follow-up with all Internal MTF providers that did not complete referral results within 72 hours of the referral episode at 4 workdays after the referral episode was kept.  This activity is to ensure that results are rendered back to the requesting provider and appropriate medical records maintenance facility in a timely manner. 

	78
	E
	
	Direct that the RMC establish process to follow-up with all Other Direct Care MTF, Network or Non-Network providers that did not complete referral results at 11 workdays after the completion of the referral encounter.  This activity is to ensure that results are rendered back to the requesting provider and appropriate medical records maintenance facility in a timely manner.  

	79
	E
	
	Establish processes that the RMC works with the appropriate organizations (i.e. MCSC provider relations staff), to ensure contact information (phone, facsimile numbers, addresses, office POC) for internal MTF specialists, Other Direct Care System MTF, Network, or Non-Network specialists is kept current.

	80
	E
	
	Establish processes that alert all sources that provide referred care services with the information necessary to successfully transmit referral results to include RMC address, phone, facsimile numbers; Office staff names and responsibilities and expectations of when referral results should be received.

	81
	E
	
	Direct that all referral results that have not been received are followed up by the RMC with the rendering provider 45 days after the referral request.

	82
	E
	
	Establish processes that document paper and or electronic referral results have been received by the requesting provider.

	83
	E
	File Referral Results
	Direct that processes are established to document that paper referral results are properly filed in the patient’s health record.

	84
	E
	
	Encourage that electronic results of referrals are stored and are retrievable by the health care team.  

	85
	F
	Complete Measurement on System Performance
	Direct identification of key indicators and outcome measures of Referral Management function:

	86
	F
	
	Internal MTF Specialists will render preliminary results to requesting provider and patient’s record no later than 3 workdays from the specialty encounter.  Results will be completed 90 percent of the time by four workdays and 100 percent of the time by 30 calendar days.

	87
	F
	
	Internal MTF PCM/requesting provider/patient’s medical record will receive preliminary results from MTF Specialist no later than 3 workdays from the specialty encounter.  Results will be received 90 percent of the time by 4 workdays and 100 percent of the time by 30 calendar days.

	88
	F
	
	Internal MTF PCM/Requesting provider/patient’s medical record will receive preliminary results from Other Direct Care MTF, Network, Non-Network Specialists no later than 10 work days of the specialty encounter 90 percent of the time when measured at 11 workdays and 100 percent of the time when measured at 30 calendar days.

	89
	F
	
	Establish monthly reporting mechanisms that measure if patients that were seen by internal MTF PCM/providers receive an appointment for referral care prior to leaving the facility 80 percent of the time.  Work in progress.

	90
	F
	
	Established reports showing patients requiring referral care were treated within Access To Care Standards.  Work in progress.

	91
	F
	Report on Activities
	Report monthly on MTF R&A activities to include:

	91.5
	F
	
	Number of requests by CHCS Order Entry referral priority to include, Today, Emergency, ASAP, STAT, 24 hours, 48 hours, 72 hours, and Routine.

	92
	F
	Work in progress
	Future/EWRAS:  Number of Emergency Priority Referral Requests by provider specialty by beneficiary category*.

	93
	F
	Work in progress
	Future/EWRAS:  Number of Urgent Priority Referral Requests by provider specialty by beneficiary category*.

	94
	F
	Work in progress
	Future/EWRAS:  Number of 5 Day Priority Referral Requests by provider specialty by beneficiary category* Work In Progress.

	95
	F
	Work in progress
	Future:  Number of Routine Referral Priority Requests by provider specialty by beneficiary category*.

	96
	F
	Work in progress
	Number of Referrals Requests by provider specialty by individual requesting provider

	97
	F
	Work in progress
	Sum of Number of All Referrals of all Provider Specialties by MTF.

	98
	F
	Work in progress
	Network Provider Specialties required but not available with ATC Standards. 

	99
	F
	Work in progress
	Number of Referrals reviewed by the MCSC that were denied/declined.  
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REFERRAL MANAGEMENT CENTER (RMC)

MEDICAL GROUP INSTRUCTION  (MDGI) TEMPLATE 

BY ORDER OF THE COMMANDER                              MDG INSTRUCTION XXXX
XXX Medical Group (XXX) 
XXX Air Force Base, State Zip Code
                        Date ________ 
HEALTH SERVICES
REFERRAL MANAGEMENT PROGRAM 
(COMPLIANCE WITH THIS INSTRUCTION IS MANDATORY) 
“As of 1 October each year, this instruction will be reviewed by the proponent and certified that it is no less restrictive than any other related higher headquarters instruction.” 
(NOTE:  This MDGI will need to reflect what is contained in the T-NEX MCSC proposal)
This medical group instruction establishes policies, procedures, and responsibilities for managing specialty care referrals for beneficiaries from the XXX MDG and our Managed Care Support Contractor (MCSC).  This directive applies to all XXX Medical Group (MDG) personnel who utilize the Composite Health Care System (CHCS)/Electronic Worldwide Referral and Authorization System (EWRAS) for referrals.  This MDGI is being shared with all MTFs with and without (CHCS/EWRAS) connectivity.  It does not cover every circumstance; therefore, when questions arise about care available within this facility or beyond the scope of this facility’s capabilities, Referral Management Center (RMC) should be contacted.   

This instruction is affected by the Privacy Act of 1974 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996.  Each form prescribed by MDGI 41-16 either incorporates a Privacy Act statement in the document or in separate accompanying statement. 

1.  General:  The Routine Outpatient Specialty Referral Program has been established within the RMC as a part of the Patient Administration Flight.  The purpose of the RMC is to ensure that the XXX MDG meets standards as directed by the DOD Utilization Management (UM) Policy of the Direct Care System (DCS).  It is also responsible for the standardization of the routine outpatient specialty referral process within the MDG as well as with our MCSC.   

The RMC monitors all routine specialty referrals generated through CHCS/EWRAS for XXX MDG originated external and internal referrals, tracks referral status and disposition, schedules initial consult appointments for all internal specialty clinics.  The RMC will monitor referral performance to include but not limited to:  higher level policy requirements, turnaround times, access, PCM feedback, disengagements, and those appointed to the MTF.

2.   Responsibilities: 
2.1 Chief of Referral Management:  Implements polices related to routine outpatient PCM to specialty referrals.  Reviews and/or oversees review of referrals to ensure the appropriate process is adhered to.  Provides oversight of initial scheduling of specialty consult appointments by RMC clerks, and coordinates processes with clinics at XXX MDG and TRICARE Service Center.   

Supersedes:  XXX          



Certified by:  XXX MDG/XXX 
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 (TSC).  Coordinates referral process and training with clinics to manage access and capacity issues within DOD policy guidance.  Maintains oversight of database on specialty consults and analyzes the data at least quarterly and as needed to determine patterns, trends, and profiling of providers and clinics. Provides personnel supervision, coordinates administrative office functions, assists in metrics development/tracking, and maintenance of equipment and supplies. Will ensure that Service Availability Listings are updated monthly.

2.2 RMC Registered Nurse (RN):  Can serve as the Chief of the RMC.  Responsible for RMC professional nursing functions including utilization management, performing referral reviews IAW established protocols (e.g. Milliman & Robertson), conducts first level referral reviews, and facilitates processional and patient care activities.  Also interfaces with MCSC and multidisciplinary personnel as needed to ensure appropriateness of referrals, identifies patients who may benefit from case management and refers them appropriately, and evaluates the quality and appropriateness of services.

2.3 RMC Licensed Practical Nurses (LPNs): Provide medical and administrative support to the Referral Management Center (RMC) team and beneficiaries to ensure accomplishment of daily functions associated with specialty care referral appointing, referral review and coordination, beneficiary counseling, and referral tracking for the MTF.
2.4 RMC Administrative Technicians:  Provide administrative support services to the Referral Management Center (RMC) team and beneficiaries to ensure accomplishment of daily functions associated with specialty care referral appointing, referral review and coordination, beneficiary counseling, and referral tracking for the MTF.
2.5 Primary Care Managers (PCMs):  PCMs must provide adequate information for specialty referrals to include patient’s symptoms, clinical examination findings, past treatments, tests, and suggested or “rule out” diagnoses on the electronic SF 513.  The DD 2161, Civilian Referral Form, will only be used in the event that CHCS/EWRAS is non-operational.  Military PCMs outside the organization who do not have CHCS/EWRAS connectivity must write out a consult and have it faxed to the RMC for entry into CHCS/EWRAS.  Civilian PCMs must write out a consult and have it faxed to MCSC Health Care Finder (HCF).  The HCF will deliver all information/ documentation received to the RMC.  The RMC staff will enter the consult into CHCS/EWRAS and forward the hard copy request and the information to the respective clinic within 48 duty hours of receipt.  

2.6 Specialty Clinic Chiefs:  Will ensure that Specialty clinic’s SAL’s are furnished monthly to the RMC Chief.  They will ensure that clinic personnel are appointed, who are aware of clinic capabilities and scheduling functions.  They will ensure that their clinic has a rolling stock of 30 days of appointments are open and available for booking to RMC appointing agents. 

2.7 Specialty Clinic Providers:  Coordinate specialty referrals with RMC and provide RMC with preappointment patient instructions and/or required tests.   All will render results back to the RMC within 72 hours of the specialty care encounter.

2.8 Specialty Clinic Non-Commissioned Officers in Charge.  Ensure that clinic personnel are available to answer clinic capability and scheduling questions from RMC personnel.

2.9. Group Practice Managers (GPMs):  GPMs will review with flight commanders referrals deferred to the network and monthly PCM feedback reports to identify trends, opportunities to recapture workload, and improve the timeliness of consult results.  Will work with clinic staff to ensure that there are 30 days of specialty clinic appointments available.

3.  Consult Generation

3.1 Other than Routine Referrals:  Referrals with a priority other than “Routine” must be entered into CHCS with the appropriate priority (i.e. STAT, ASAP, 24-HOUR, 48-HOUR, 72-HOUR).  If specialty care is required within 72 hours or less and care is available within the MTF, the provider contacts that specialist directly.  If the specialty care is not available within the MTF, the referring provider will arrange an appointment by provider-to-provider contact, note the provider’s name, appointment date/time, and location/facility on the electronic SF 513.  The MCSC Health Care Finder (HCF) will assist in identifying network providers for outside services.   Providers should notify the RMC staff of referrals to the civilian network with a priority other than routine to ensure timely processing.  Network access standards for consults received from the MCSC include Urgent (24-HOUR) and Emergent (same day).   

3.1.1 The HCF will be provided with a current capability report and a beeper listing of XXX MDG specialty clinic on-call physicians.  For urgent/emergent referrals to the XXX MDG, the HCF contacts the requesting physician and initiates a physician-to-physician consultation.  The requesting physician is given the beeper number of the specialty clinic on-call physician. 

3.1.2 Emergency Room (ER) providers should avoid generating consults unrelated to the emergency department visit.  ER providers will inform the patient’s PCM within 72 hours of the patient’s need for routine specialty care.  This notification can be accomplished through CHCS Mailman or other modes of notification.  ER providers requesting a specialist to see a patient in the emergency department should do so by provider-to-provider contact, in addition to annotating the consult on the Standard Form 513. 

3.2 Routine Internal Referrals and Referrals to the Network:   

3.2.1 The CHCS electronic SF 513/EWRAS will be used by MDG providers to request all routine specialty consults for patients to be seen at the XXX MDG or in the network.  PCMs or providers must utilize the Order Entry Module (ORE) to order consults with a priority of “Routine”.   These referrals will be routed through the Consult Tracking/EWRAS module to the appropriate specialty clinic if the service is available within the MTF.  The specialty clinics will review consults at least daily to determine if the service requested can be delivered within the TRICARE Access to Care standards.  If the clinical capability to deliver care is not available or the access to care standards cannot be met, the specialty clinic will defer patients to the network.  

3.2.2 Referrals from the MCSC will be sent to RMC via the TSC or faxed for Order Entry through CHCS.   

3.2.3 Consulted specialists should not consult other specialists unless it is necessary to complete the patient’s current episode of care.  Specialists concerned with signs, symptoms or conditions unrelated to the original consultation should report these findings back to the referring PCM within 72 hours. 

 4. Review Process (NOTE:  Referral processes described below will need to reflect what is contained in the forthcoming DoDI for Medical Management)  

4.1 The RMC staff will conduct administrative reviews on all referrals other than network referrals sent into the MTF and deferred to the network to determine eligibility benefits/services.  The RMC staff does not have the have the authority to deny service/benefits.  Such referrals must be forwarded to the second level reviewer.  The second level reviewer may authorize or deny services.

4.1.1 Review by specialists will be conducted within 24 duty hours of receipt of internal and external referrals.  The reviewer must be a licensed physician (possessing a current, valid, unrestricted license in the U.S.).  If directly supervised by the appropriate licensed specialist, reviewers may be paraprofessionals such as licensed practical nurses, medical technicians, and medical records technicians (4As).  The reviewer may also be a registered nurse.

4.1.2 The PCM or referring provider has the opportunity to discuss the case with the reviewing specialty provider within 48 hours.  If the specialist recommends conservative treatment or tests and the referring provider agrees with these recommendations, then the referring provider can disposition the consult by entering “No Appointment Required” in CHCS/EWRAS and send advice to the PCM.    

4.1.3 MTF referring providers who agree with specialists’ recommendations will document this fact in the patient’s record.  If the PCM/referring provider or patient does not agree with the specialist’s recommendations, then it will be considered as the initial denial.  An initial denial determination is final and binding unless the initial denial determination is reconsidered and revised.  The basis for the denial must be thoroughly documented in the medical record. 

4.1.3.1 It is highly recommended that the reviewing provider pursues a discussion with the patient’s PCM to allow further explanation of the nature of the patient’s need for health care services, to include factors which preclude treatment of the patient, prior to issuing the denial.   
4.1.4 If a formal utilization review process is required and there is the potential for denial of care or services within the XXX MDG, the MDG must have written plans for and implement a formal appeal system that incorporates the levels of review and other requirements as prescribed by the Office of the Assistant Secretary of Defense, Health Affairs (OASD HA).  

4.1.5 Decision Support Tools (e.g. InterQual( and Milliman Ambulatory Care Guidelines, InterQual® Behavioral Health Level of Care Criteria, and ASAM Patient Placement Criteria for the Treatment and Substance-Related Disorder).
4.1.5.1 Utilization management decision support tools include criteria and guidelines to assist health professionals to make decisions about the most appropriate care for specific conditions and diagnoses.  They are used to prevent over-utilization, guard against under-utilization, facilitate utilization review activities, and manage financial risk via appropriate clinical means.  These tools are general in approach and are not intended as, nor should they be used as, a standard of care or prescription for treatment.  Determining the appropriate health care for any patient requires professional assessment of presenting symptoms and circumstances.  Guidelines cannot address all situations for all patients and must never replace clinical judgment.  

4.1.5.2 Review criteria can be employed as a screening tool during the first level of utilization review when UR is employed to manage resource utilization and there is a potential to deny payment for services that are not medically necessary or at the most appropriate level of care.  Care is never denied for failure to meet criteria.  Failure to meet criteria is only an alert that the case requires further examination by a physician or other qualified second-level reviewer.

4.1.5.3 Review criteria can also be employed to evaluate care and services without the potential to deny payment for services.  Rather, the criteria are used to assist the organization to identify areas for improvement within the system.  For instance, if a group of cases referred for specialty care do not meet guidelines for referral, then there is a system issue; perhaps additional provider education is indicated.  In both instances, the criteria have been used to reveal potential areas for improvement but the referrals were not denied.  

5. Denial and Appeal Procedure in the Direct Care System 

 (NOTE:  The procedures for Direct Care System denial and appeal processes are being written into a DoDI and will be added as an appendix to this Users’ Guide in the future so that MTFs may include them as desired in their Referral Management MDGIs.)  
6.  Referral Disposition 

6.1 The RMC must make Right of First Refusal (RFR) capacity and capability determinations within 24 hours following receipt of the referral.  For example, a referral received on Wednesday at 0900, must have a decision made by 0859, Thursday.   Failure to make RFR determinations within 24 hours will result in the referral being automatically deferred to the network.

6.2 Capacity - Are specialty appointments available within the specified time standard of 28 days to see the patient? 

6.3 Capability - Does the clinic have the medical staff/expertise/equipment required to see the patient as defined in the MTF’s Service Availability Listing (SAL)?  

6.4 If the referral meets InterQual or Milliman, Inc requirements (per MCSC), the specialty clinics must use 6.4.1, 6.4.2 or 6.4.3 when deciding consult disposition on all referrals. 

6.4.1 Appoint to MTF - The referral is medically appropriate and the patient will be seen in the specialty clinic within 28 days. 

6.4.2 Defer to Network - The consult is medically appropriate, but the specialty clinic does not have the capability, capacity to see the patient within 28 days, or for other reasons (continuity of care, travel distance, second opinion).  The patient will need to be deferred to the network.  The referral should contain the reason for deferring to the network.  

6.4.3 Refer to Subspecialty - The specialist has determined that the patient needs to be seen by a subspecialist in their clinic or in another specialty clinic within the MTF.  The subspecialty clinics must use 6.4.1 or 6.4.2 when deciding consult disposition on all referrals that meet InterQual or Milliman Inc. requirements. 

6.4.4 No Appointment Necessary – The specialist does not need to see the patient, but provides recommendations to the PCM for treatments or testing that should be accomplished before referral to the specialty clinic.  A specialty appointment is not necessary at this time. 

 6.4.5 Info Needed - The PCM will provide the additional information via CHCS/EWRAS.  For consults received from outside the MTF, the RMC will obtain the requested information for the specialist to the PCM.   Options 6.4.4 and 6.4.5 will not be used for referrals that have met M&R criteria.  Additional information may be requested after the consult is dispositioned as “Appoint to MTF.” 

6.5 Priority of Care:  Assigning priority of care is the responsibility of the clinic accepting the consult.  The Department of Health Affairs has directed that Military Treatment Facilities give priority access to persons enrolled in TRICARE Prime.  The RMC and Central Appointments will use the “Priority of Care” list when scheduling patients. 

6.6 Access to Care and Referral Times:  Beneficiaries must be provided a specialty care appointment within 28 days.  Wait time begins from the date the TRICARE Service Center/Health Care Finder, a military treatment facility or a provider is contacted for an appointment either by the patient or the referring provider.  For additional guidance, refer to Health Affairs policy 02-018, “Access to Care and Referral Times”. 

6.7 The following types of patients will be exempt from the requirement to have appointments booked within 28 days: 

6.7.1 Patients who choose to waive the 28-day requirement in order to be seen within the facility rather than be appointed to the Network.  The clinic must document the patients’ waiver on the referral. 

6.9 Final Disposition of Referrals Appointed to the Network: All referrals appointed to the network require the RMC to provide a brief explanation as to capability or capacity, which will be entered into CHCS/EWRAS.  This narrative will be returned electronically to the provider ordering the consult.   In the event that the narrative cannot be returned electronically to the provider ordering the consult, RMC will send a message via fax to the provider.  

6.9.1 If the RMC is unable to appoint the patient to the network, the RMC will forward “appoint to Network” referrals for TRICARE Prime and Standard patients to the TRICARE Service Center (TSC).  TSC the beneficiaries and assists them with their network referral.  The RMC staff will inform Medicare patients with a letter with phone number to call to locate a provider in their area. 

7.  Scheduling patient appointments 

7.1 Scheduling of patient appointments will be based on the assigned Priority List of Care.  The RMC will use the Appointment Order Processing (AOP) menu in CHCS for scheduling initial consult appointment. 

7.2 Initial appointments will be booked by the RMC for all clinics preferably prior to the patient leaving the MTF.   If the appointment is to be booked after the patient departs the MTF, the RMC staff will instruct the patient to call the RMC back NLT one business day to book the appointment.  If second level review is necessary, the RMC will call the patient back NLT three business days to book the appointment.  RMC clerks will use all available methods of contact (home phone, duty phone, pager, etc.).   Appointing staff must use CHCS/EWRAS to accurately document timeliness of services and patient refusals of appointments within access standards. 

7.3 If unable to contact the patient by phone, the RMC staff will send the patient a written notice of their attempts to contact the patient and will request that the patient contact the CMO within 72 hours of receipt of the letter.  If the patient has not contacted the RMC staff within 7 days after the letter is mailed, RMC staff will discontinue any attempt to contact the patient.  The patient will be deleted from the AOP and the PCM will be automatically notified electronically of RMC’s inability to contact the patient or inability to schedule an appointment.  RMC clerks will notify civilian PCMs and PCMs without CHCS/EWRAS connectivity via fax.   

8.  MTF Specialty Care Referral Feedback/Resulted Referrals:   

8.1 Return of the referral results from the specialty provider marks closure of the referral process.  DOD mandates that written specialty feedback from a military provider to the PCM or referring provider be accomplished within 72 hours of the patient’s specialty encounter.   

8.2 Specialty providers must dictate the results for entry into CHCS or enter the results into the CHCS themselves.   Feedback for external PCMs who do not have CHCS/EWRAS connectivity is faxed by the RMC. 

8.3 Non-MTF Specialty Care:  Feedback from the specialty providers outside the MTF should be returned to RMC via fax or mail within 10 duty days (under T-Nex) of the patient’s appointment or per current contract requirements.  The printed referral will contain the required information and where to return the referral feedback (RMC, hospital address and fax number).  RMC staff will electronically note in CHCS/EWRAS receipt of all feedback from network providers, log in the tracking database date feedback received, and forward copy of the feedback to the patient’s PCM.  The RMC will send the original feedback to Outpatient Records Department for placement in the patient’s outpatient medical record.  

9.  Outpatient Medical Consults for Patient Identified for Medical Evaluation Board (MEB) or who are on Medical TDY:  All consults generated for patients who have been identified for an MEB will be processed through the Medical Boards Section.  All clinics will give priority to MEB patients and medical TDY patients who are away from their home station.  These appointments will be scheduled within 24 hours. 

10.  Disposition of Records:  All records (forms, reports, etc.) will be maintained and disposed of IAW AFMAN 37-139. 

XXXXXXXXXXXXXXX 
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REFERRAL MANAGEMENT CENTER (RMC)

STANDARD OPERATING PROCEDURES 

REFERRAL MANAGEMENT (RM)

STANDARD OPERATING PROCEDURES
FOR THE XXX MDG 
Date_________
SECTION 1 – DESCRIPTION OF SERVICES

1.0 Provide services for following operations:

XXX MDG, Base, State:
Referral Management Center (RMC)

           Other Locations, as needed
2.0 Operation of the Referral Management Center (RMC):

2.1 The RMC operating hours are Monday – Friday, 0700-1600.  

2.2 Specific RMC Functions are as follows:

2.2.1 Referral Appointing.  The RMC Staff will:

· Review new consults (those picked up from the clinics, printed at the RMC, from the TRICARE Service Center (TSC), emailed, or faxed to the RMC) to ensure that each includes the following minimum information:

· Patient’s name

· FMP/Sponsor’s social security number

· Patient’s date of birth

· Home phone/work phone

· Originating clinic

· Specialty clinic being referred to

· Specific provider if so requested and contact for that provider

· Originating provider’s name, phone number, and clinic

· Point of contact at the clinic if the provider is not available

· Provider’s facsimile number

· Status of patient (Prime, Plus, Standard CHAMPUS, Medicare)

· Number of visits authorized

· Time frame for consult

· Brief summary of reason for consult

· Appoint patients on referrals they receive the same day the referrals are requested and within 30 minutes of arrival in the RMC

· Book appointments within Access To Care (ATC) standards to the MTF, another MTF, or to a Network/non-network provider 100% of the time

· Perform Right of First Refusal (RFR) determination for specialty care that can be provided within the MTF.  RFR will be done within one business day 85% of the time and within three business days 100% of the time

· Use information systems that link the referral to the appointment to the ATC category and standard

· Advise the patient of the provider, location, time and day of the referral appointment prior to the patient leaving the facility

· Direct the patient to call back on the next business day for appointment information if the patient is not provided appointment prior to leaving MTF.   If the patient does not call back within one business day, the RMC staff will attempt to contact patient within three business days to book the appointment

· Book appointments to Network providers as described above to the greatest extent possible

· Provide monthly reports that show patients requiring referral care were treated with ATC standards

2.2.2.  Health Benefits Functions.  The RMC staff will:

· Advise all categories of patients of what their referral/health treatment options are as related to their eligibility and beneficiary status (AD, Prime, Standard, Plus, civilian)

· Advise on travel benefits and making travel arrangement with the Global Patient Movement Requirements Center using the TRANSCOM Regulating and Command and Control Evacuation System if patient agrees to care at another Direct Care System MTF that is over 100 miles away and when military aircraft is used

· Advise on Line-of-Duty issues

2.2.3.  Referral Tracking.  The RMC staff will:

· Track all referral requests and results going out of and into the MTF

· Document patient’s appointment, with whom, either in the MTF, another MTF, in the Network or with a non-network provider

· Document the name of the referring provider/PCM and MTF for purposes of returning specialty results to 

· Follow-up with MTF providers who did not complete referral results within 72 hours of the referral episode at 4 working days after the referral episode.  Ninety percent of the results will be completed by 4 working days and 100% by 30 calendar days

· Ensure that results from other MTFs are returned to the referring provider and to the medical record (under T-Nex) within 72 hours of the referral episode

· Ensure that results from Network/non-network providers are returned to requesting provider (internal or external) and to the medical record within 10 business days (under T-Nex) of the kept routine specialty encounter and within 24 hours for preliminary reports on urgent/emergent situations

· Follow-up with all Direct Care or Network/non-network providers who did not complete referral results at 11 working days after the completion of the referral encounter

· Document that paper referral results are properly filed in patient’s health record

· Provide monthly reports showing compliance percentage for MTF, other MTF, and Network/non-network providers referral return rate

2.2.4.  Referral Review.  The RMC staff will:

· Review the referral for the following areas:

· Suitability

· Administrative and clinical completeness

· Covered CHAMPUS benefit for the specific patient

· Required tests and prework

· Submit referrals to non-network provider to TSC/MCSC via the fiscal responsible entity for medical necessity/appropriateness review

· Contact patient in event referral request is invalid, disapproved by second level review/MCSC and reschedule patient as soon as possible or instruct patient of other health care options

2.2.5.  Coordination Functions.  The RMC staff will:

· Determine where referral will be treated based on rule sets/MOAs/local market conditions, and on MTF capabilities

· Arrange travel orders, and non-medical attendants as required

· Ensure patient leaves MTF with all necessary documentation appropriate for the referred care episode and the referral provider knows where to return his/her results; goal is patient has tests and paper work before leaving MTF

2.2.6.  Customer Service.  The RMC staff will:

· Relieve requesting provider from as many administrative burdens as possible

· Provide referring provider with referral results

· Get the right patient to the right service/provider within ATC standards

· Serve as the “central clearing house” for providers and patients needing help with referrals

2.3 (NOTE:  The following will need to reflect what is contained in the T-NEX MCSC proposal) The TSC will route specialty care referrals to the RMC for RFR determination.  The TSC will appoint specialty care referrals returned to the TSC by the RMC within two duty days.  All consults deferred outside the facility will be tracked utilizing the furnished Integrated Clinical Data Base (ICDB) and continue tracking until results are received and referral provider is notified.  

2.4 The RMC will maintain and provide monthly statistical reports, due by the 15th of the following month, for the following:

· Total consults received per specialty broken down into beneficiary category

· Total consults per provider and specialty

· Disposition of consults and reasons for deferral and denial

· Breakdown of time periods to access each specialty, internally and externally

· Total consults denied access to the MTF

· Rate of return for Direct Care System (72 hours) and Network/non-network providers (10 days) specialty reports

SECTION 2 – Service Delivery Summary

	Performance Objectives
	Reference
	Performance Threshold

	SDS 1:  Appoint patients on referrals within 30 minutes of arrival in the RMC
	1.2.1
	80%

	SDS 2:  Appoint patients within Access to Care Standards
	1.2.1
	100%

	SDS 3:  Perform Right of First Refusal within 24 hours
	1.2.1
	100%

	SDS 4:  Appoint patients within 72 hours of referral receipt
	1.2.1
	100%

	SDS 5:  Follow-up with MTF/Other MTF providers that did not complete referral results within 72 hours at 4 working days after the referral episode 
	1.2.3
	90 %

	SDS 7:  Follow-up with Network/non-network providers on referral results which are not returned within 10 business days after the referral episode
	1.2.3
	90%

	SDS 4:  Provide RMC monthly statistical report
	1.3.1
	98%

	SDS 5:  Attend training as required by the QAP
	4.2/4.3
	95%


SECTION 3 – RMC Property and Services

3.0 The MTF will furnish all necessary equipment to support the RMC functions described in this document.  This will include access to all required automated systems, all physical space and office equipment, microcomputer equipment, power and utilities, and all telecommunications services, voice and data grade services and fax capability.
SECTION 4 – General Information

4.0 SECURITY REQUIREMENTS.  Patient information shall not be used to create databases or any other product not intended for use specifically for XXX Medical Group.  RMC staff shall adhere to the Privacy Act of 1974 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996 when providing patient information.   Patient information shall not be disclosed or revealed to unauthorized personnel.

4.1 NATIONAL AGENCY CHECK.  All RMC contract employees must have a national agency check to be granted access to local area networks.

4.2 HEALTH REQUIREMENTS.   OSHA requires all contract personnel who have/or may have occupational exposure to blood products or body fluids, or any potentially infections materials, shall receive Hepatitis B vaccine or have documented proof of immunity to Hepatitis B infection.  The government requires a current tuberculosis test, and proof of mumps, measles and rubella testing.  Successful completion of initial cardiopulmonary resuscitation training, and annual refresher training for cardiopulmonary resuscitation training (provided by the government) are also required.  Must also comply with annual safety training and security training guidelines.

4.3 TRAINING.  The Government will provide training on all computer and information systems..
STATEMENT OF WORK  (SOW) TEMPLATES 
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SECTION C-1

GENERAL

1.0 SCOPE OF WORK.  The Contractor shall provide administrative support services to the Referral Management Center (RMC) team and beneficiaries to ensure daily functions associated with specialty care referral appointing, referral review and coordination, beneficiary counseling, and referral tracking for the medical treatment facility (MTF).  The Contractor shall provide services for the XXX Medical Group, also referred to as the "medical treatment facility" (MTF) herein.  Contractor:

1.1 Coordinates referral management functions and ensures team members receive information in a timely and efficient manner to facilitate continuity of patient care  

1.2 Coordinates specialty care referrals

1.3 Reviews specialty care referrals for appropriateness, covered benefit, and administrative and completeness

1.4 Makes specialty care appointments

1.5 Serves as functional expert in the area of health benefits

1.6 Maintains and tracks referral records 

1.7 Participates with team members in providing, assessing and improving a wide variety of customer services/relations.

1.8 Assists in the management of all forms of communication between beneficiaries, team members, internal staff and providers, network/outside providers and ancillary health care workers.

1.9 Orients new personnel to the RMC team.  

1.10 Prepares and submits administrative reports

1.11 Contractor shall furnish all labor, reports, and consultations, except as provided in Section C-3.  

2.0 PERSONNEL.

2.1 POINT OF CONTACT.  The Contractor shall provide a point of contact who shall be responsible for the performance of the work.  The point of contact shall have full authority to act for the contractor on all matters relating to the daily operation of this contract. The Contractor shall designate this individual, in writing, to the Contracting Officer (CO) before the contract start date.  An alternate may be designated, but the Contractor shall identify those times when the alternate shall be the primary point of contact.

2.2 AVAILABILITY.  The Contractor shall provide a point of contact who shall be available via telephone Monday through Friday, 7:30 A.M. until 4:30 P.M. excluding federal holidays.
2.3 ABSENCES AND LEAVE

2.3.1 The Contractor shall not be compensated during periods of absences and leave to include both annual and sick leave.

2.3.2    In case of prolonged absences or illness, the Contractor shall replace the absent employee with another person of equal qualifications.  The identified substitute must be acceptable to the MTF. (The contractor will be allowed recruitment time if appropriate under the circumstances)

2.3.3   The Contractor shall advise the CO, supervisor or designee about absences due to illness or incapacitation.  If the contractor is absent for three or more consecutive days due to illness, the Contractor may be required to provide written documentation from a qualified health care provider that he or she is free from communicable disease and the cause of the worker's current illness.  The Government reserves the right to examine and or re-examine any worker who meets this criterion.

2.3.4    The Contractor shall notify the MTF in advance of scheduled leave and accommodate the MTF schedule for leave periods of a week or more.

2.4 FAILURE OR INABILITY TO PERFORM

2.4.1    This delivery order may be considered void at the end of 90 days if the incumbent does not meet competency standards identified for this position.

2.4.2 Should the designated employee be unable to perform duties under this delivery order due to medical or physical disability for more than five (5) consecutive business days, the contracting officer may suspend performance under this order until such medical or physical disability is resolved.  If performance under this order is suspended, no reimbursement shall be made and no other compensation shall accrue to the contractor as long as performance is suspended.      

2.4.3    Any worker demonstrating impaired judgment shall not be permitted to work in the MTF.  The Government reserves the right to remove from the facility any worker who in the judgment of a licensed physician is impaired by drugs or alcohol.

2.4.4    Workers removed for alcohol or drug abuse problems may be allowed to return to work under the terms of this agreement only with prior Government approval.  Evidence of continued problems will be cause for the Government to require that the contractor furnish another worker to perform the required duties.

2.4.5    In the event the incumbent is removed due to situations stated above, it is the expectation of the Government that another person of equal qualifications shall serve as the replacement for the incumbent.  This replacement shall report to duty as soon as practical, subject to acceptance of the qualifications by the Government. 

3.0 PERSONNEL REQUIREMENTS. 

3.1 ENGLISH LANGUAGE REQUIREMENT.  Personnel shall read, understand, speak, and write English. 

3.2 EXPERTISE.  The personnel performing this duty will be knowledgeable in general medical ethics, health records administration, telephone etiquette, office management methods, excellent communications and customer service skills, strong organizational background and computer operations to include Microsoft Windows and spread sheet type applications.  Personnel must understand the importance of deadlines. 

3.3 EDUCATION AND TRAINING.  The personnel performing this duty must meet the following requirements:

3.3.1 High School diploma or General Educational Development (GED) equivalency.  Completion of Administrative Assistant program is desirable.

3.3.2 Completed training in Microsoft Windows and Excel is desirable.

3.3.3 Completed and maintains Basic Life Support Training as required by the XXX MTF.

4.0 CONFLICT OF INTEREST.  The Contractor shall not employ any person who is an employee of the United States Government if the employment of that person would create a conflict of interest.  The Contractor shall not employ any person who is an employee of the Department of the Air Force, either military or civilian, unless such person seeks and receives approval in accordance with DOD Directive 5500.7 and Air Force policy.

5.0 HOURS OF OPERATION.  The MTF’s duty hours are Monday through Friday, 7:30 a.m.- 4:30 p.m., excluding federal holidays and down days. 

6.0 FEDERAL HOLIDAYS. Contractor shall not be required to provide service on federal holidays.  Federal holidays are defined in section C-2 Definitions.

7.0 INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE.  The Contractor shall provide and maintain adequate liability insurance coverage consistent with the risks associated with the performance of all services required by this PWS.  Refer to Federal Acquisition Regulation (FAR) Clause 52.237-7, "INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE", in Section I of this contract.

8.0 QUALITY CONTROL
8.1 PERFORMANCE EVALUATION MEETINGS.  The CO shall require the Contractor or representative to meet with the CO, contract administrator, QAE, and other government personnel as deemed necessary.  The Contractor may request a meeting with the CO when deemed necessary.  Meetings will be documented in the contract file with written minutes signed by the contract manager and the CO, or contract administrator. Should the Contractor not concur with the minutes, such nonconcurrence shall be provided in writing to the CO within ten (10) calendar days of receipt of the minutes.

8.2 In compliance with the contract clause entitled Inspection of Services the Contractor shall provide a Quality Control (QC) Plan to the CO for review no later than the pre-performance conference.  The QC Plan shall assure the requirements of the contract are provided consistent with reasonable standards of administrative support.  The CO will notify the Contractor of the acceptance or rejection of the plan prior to contract start date.  The Contractor shall effect modifications and obtain acceptance of the plan by the CO prior to contract start date.

 8.3 The Contractor QC program shall include:

8.3.1 Continuing review of the contract performance including compliance with regulations referenced in the contract.  Review shall be accomplished and recorded on a schedule as dictated by the Contractor's written QC Plan.  Records shall be made available to the Government Quality Assurance Evaluator (QAE) upon Government request throughout the contract performance period and for the period after contract completion until final settlement of any claims under this contract.

8.3.2   A method of identifying deficiencies in the quality of service before the level of performance deteriorates to an unacceptable level.  Audit results shall be made available to the QAE upon Government request.

8.3.3   Subsequent changes thereto shall be provided to the CO for review and acceptance before implementation.  

9.0 ADMINISTRATIVE QUALITY ASSURANCE (QA).  In accordance with the Inspection of Services clause, the Government will evaluate the Contractor's performance under this contract.  The Government will record all surveillance observations.  When an observation indicates defective performance, the QAE will require the Contractor's representative at the site to initial the observation documentation.  The Contractor's representative initialing the observation documentation does not necessarily constitute concurrence with the observation, only acknowledgment.  Government surveillance of tasks may occur at any time during the performance period of this contract.

10.0 PHYSICAL SECURITY.  The Contractor shall be responsible for safeguarding all medical information provided for Contractor use.  At the close of each work period, information shall be secured. 

SECTION C-2

DEFINITIONS
1.0 GENERAL DEFINITIONS.  As used throughout this work statement, the following terms shall have the meaning set forth below:  

1.1 COMPOSITE HEALTH CARE SYSTEM (CHCS).  Computer system that stores clinical and administrative data.  This system provides on-line communication for users in any supported location.    

1.2 CONTRACTING OFFICER (CO).  A person duly appointed with the authority to enter into, administer, and terminate contracts on behalf of the Government.

1.3 ELECTRONIC WORLDWIDE REFERRAL AND AUTHORIZATION SYSTEM (EWRAS).  The HIPAA compliant, MHS information technology solution for standardizing the business rules and for managing referrals and authorization in the TRICARE environment.  

1.4 FEDERAL HOLIDAYS.  There are ten (10) federal holidays each year.  They are New Year’s Day (observed 1 January), Martin Luther King, Jr’s Birthday (observed the third Monday in January), President’s Day (observed the third Monday in February), Memorial Day (observed the fourth Monday in May), Independence Day (observed 4 July), Labor Day (observed the first Monday in September), Columbus Day (observed the second Monday in October), Veterans Day (observed 11 November), Thanksgiving Day (observed the fourth Thursday in November), and Christmas Day (observed 25 December).  If New Year’s Day, Independence Day, Veterans Day or Christmas Day falls on a Saturday, it is observed on Friday; if it falls on Sunday, it is observed on Monday.

1.5 GOVERNMENT.  The federal government of the United States of America.

1.6 GOVERNMENT QUALITY ASSURANCE.  Those actions taken by the Government to assure services meet the requirements of the contract.

1.7 MEDICAL TREATMENT FACILITY (MTF).  Air Force hospitals or clinics, including all activities providing outpatient and/or in-patient health care services for authorized personnel.

1.8 QUALITY ASSURANCE EVALUATOR (QAE).  Government employee responsible for evaluating the administrative performance of the Contractor.

1.9 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) COMMITTEE.  Responsible for the execution of the MTF QA/RM plan to include the duties outlined in AFI 44-119.  The committee ensures an ongoing assessment of the quality and appropriateness of all medical care and will put in priority sequence suspected problems for evaluation, resolution, and follow-up.

1.10 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) PLAN.  An organized document that describes the methods of doing quality assurance (QA) reviews within the MTF.  It designates the areas of responsibility and accountability for the QA program and the mechanisms for monitoring and evaluating patient care.  It is consistent with the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) monitoring and evaluation (M&E) approach and the Air Force risk management (RM) efforts.  

1.11 QUALITY CONTROL (QC).  Actions taken by a Contractor to control output quality and conformity to contract requirements and reasonable standards of medical care.

1.12 STATEMENT OF WORK (SOW).  A document that accurately describes a service in terms of the output requirements.

SECTION C-3

GOVERNMENT FURNISHED PROPERTY AND SERVICES.

1.0 GENERAL.  The Government shall provide the following equipment, and supplies listed.

2.0 EQUIPMENT.  The Government shall furnish desk, workspace, computer equipment, necessary software, required network access and connectivity, telephone, utilities, fax, reproduction services, office supplies, and parking.

3.0 FORMS.  The MTF shall provide required Government forms used in the performance of services.

4.0 ADMINISTRATIVE SUPPORT.  Contract personnel shall be authorized CHCS, ADS and computer access only to complete assigned tasks.  Contractor’s use of CHCS, and a computer system is limited to official government business.

5.0 GOVERNMENT ORIENTATION/TRAINING.  The Government shall provide training on Government provided forms and equipment, initial and continuing orientation.  Training will be provided on the Composite Healthcare System, Template Management, Automated Data Processing Equipment Custodian training, MEPRS, and ICD-9/CPT/ADS coding.  Limited travel is possible to receive training

6.0 RECORDS, FILES, DOCUMENTS, AND WORK PAPERS.  All records, files, and documents provided by the government remain Government property.  The Quality Assurance Evaluator (QAE) will provide guidance to the contract personnel who shall maintain and dispose of these records, files, and documents in accordance with the Privacy Act of 1974, the Health Insurance Portability and Accountability Act (HIPAA) of 1996, and AFI 41-210 when handling patient information.  Patient information shall not be disclosed or revealed to unauthorized personnel.
SECTION C-4

CONTRACTOR FURNISHED ITEMS AND SERVICES

1.0 GENERAL.  Except for those items or services specifically stated in Section C-3 to be Government furnished, the Contractor shall furnish everything required to perform this contract in accordance with all of its terms.   

2.0 UNIT SPECIFIC ORIENTATION.  The Contractor shall ensure that all contract employees participate in the MTF unit specific orientation to include: regulations specific to their professional specialty, hospital and Air Force policy and procedures at the Government expense.  The Contract employees shall have their skills accessed on an initial and annual basis by the Government.  The Contractor shall ensure that contract employee is trained and maintains training in Basic Life Support as required by the MTF.

3.0 RECORDS, FILES, AND WORK PAPERS.  Contract personnel shall maintain and dispose of Government provided as well as Contractor generated records, files, and documents in accordance with instructions provided by the QAE, the Privacy Act of 1974, and the Health Insurance Portability and Accountability Act (HIPAA) of 1996, and in accordance with Air Force Instruction 41-210 when handling/providing patient information.   Patient information shall not be disclosed or revealed to unauthorized personnel.
4.0 NATIONAL AGENCY CHECKS.  The contractor shall comply with the DoD 5200.2-R, Personal Security Program, and AFI 33-119, Electronic Mail Management and Use, requirements for contractor personnel operating Government workstations that have unclassified automated information syst3ems (e-mail, MIS, Internet, CAMS, etc.)  Request for National Agency Checks (NAC), on contractor personnel hired at the beginning of the contract, shall be submitted to the Government not later than ___ working days from the contract start date.  Request for NACs on contractor personnel hired subsequent to the contract start date shall be submitted to the Government not later than five (5) workdays from the employee’s first duty day.  Contractor personnel receiving unfavorable NACs shall not be hired.  These investigations shall be submitted by the Government at no additional cost to the contractor. 

SECTION C-5

SPECIFIC TASKS

1.0 GENERAL.  The Contractor shall provide services as outlined in Section C-1.   The Contractor shall provide services in Government-supplied facilities at the XXX Medical Group, also referred to as the “medical treatment facility” (MTF) herein.  Contractor shall furnish all labor, reports, and consultations, except as provided in Section C-3. Performance shall be according to the requirements contained in this SOW.

2.0 PERFORMANCE EXPECTATIONS
2.1 Administrative: Basic knowledge level includes: principles of customer service, TRICARE, quality control and risk management, medical terminology, medical forms and records management, guidelines for release of medical information, medical and legal ethics, applicable systems technology, supply procedures and, information systems

2.2 Referral Appointing.  

2.2.1 Reviews referrals for suitability, administrative, and clinical completeness, covered CHAMPUS benefit, and required tests and prework
2.2.2 Verifies patients are registered in CHCS/DEERS; updates demographic information as needed
2.2.3 Assists with Right of First Refusal (RFR) determinations for specialty care that can be provided within the MTF using Service Availability Listing (SAL) and information systems that link the referral to the appointment to the ATC category and standard 
2.2.4 Schedules specialty referral appointments to MTF, Direct Care System, or Network/non-network provider within Access to Care standards
2.2.5 Coordinates with specialty referral clinics (internal or external) on special patient instructions and/or tests required prior to appointment
2.2.5 Advises patients of the provider, location, time and day of referral appointments or requests the patient call back for appointment information if not provided appointment prior to leaving MTF    
2.2.6 Assists team members in providing pre-appointment instructions to patients as indicated

2.2.7 Locates referral requests and ensures appropriate documents are available prior to all specialty appointments
2.2.8 Prints diagnostic reports and/or treatment profiles as necessary

2.2.9 Ensures patients leave MTF with all necessary documentation appropriate for the referred care episode and the referral provider knows where to return his/her results
2.2.10 Contacts patients in event referral requests are invalid, disapproved by second level review/MCSC and reschedules patients as soon as possible or instructs patients of other health care options 

2.2.11 Submits referrals to non-network providers to TSC for medical necessity/ appropriateness review

2.2.12 Receives and appropriately forwards clinical phone consult requests from patients
2.3 Health Benefits Advice  

2.3.1 Advises all categories of patients of what their referral/health treatment options are as related to their eligibility and beneficiary status 

2.3.2 Advises on travel benefits and makes travel arrangements with the Global Patient Movement Requirements Center using the TRANSCOM Regulating and Command and Control Evacuation System as indicated

2.3.3 Arranges travel orders, and non-medical attendants as required

2.3.4 Advises on Line-of-Duty issues

2.4 Referral Tracking

2.4.1 Tracks referrals to include obtaining reports from MTF, Direct Care System, and network/non-network providers within established standards 

2.4.2 Documents patient appointments, with whom, either in the MTF, another MTF, in the Network or with a non-network provider

2.4.3 Documents the name of the referring provider/PCM and MTF for purposes of returning specialty results to 

2.4.4 Follows-up with MTF providers who did not complete referral results within required timelines

2.4.5 Ensures that results from other MTFs and from Network/non-network providers are returned to the referring provider and to the medical record within required timelines and follows up with as necessary

2.4.6 Documents that paper referral results are properly filed in patient’s health record

2.4.7 Assists in preparation of monthly reports as indicated
2.5 Customer Service

2.5.1 Greets patients, screens, and appropriately routes phone calls
2.5.2 Relieves requesting provider from as many administrative burdens as possible

2.5.3 Serves as the “central clearing house” for providers and patients needing help with referrals
3.0 PROCEDURE GUIDANCE. The Contractor shall not introduce services other than those included herein without prior recommendation to, and approval of, the Contracting Officer (CO).  If the scope of the contract is changed by new services, the Contracting Officer (CO) prior to implementation will incorporate the change into the contract.

4.0 DOCUMENTATION.  The Contractor shall prepare all documentation to meet or exceed established standards of the MTF to include but not limited to:  timeliness, legibility, accuracy, content, format, complete patient identifying information, medically consistent, and error free.

5.0 The contractor shall obtain complete patient data, which may involve researching the information (e.g. telephoning the Quality Assurance Evaluator). 

6.0 RECORDS.  The Contractor shall be responsible for creating, maintaining, and disposing of only those Government required records which are specifically cited in this PWS or as may be required by the provisions of a mandatory directive listed in Section C-6 of this PWS.  If requested by the Government, the Contractor shall provide the original record, or a reproducible copy of any such records within five working days of receipt of the request.

7.0 PATIENT LISTS.  Patient lists, no matter how developed shall be treated as privileged information.  Lists and/or names of patients shall not be disclosed to or revealed in anyway for any use outside the MTF without prior written permission by the Chief of Medical Staff. 

8.0 RELEASE OF MEDICAL INFORMATION.  Contract employees shall only release medical information obtained during the course of this contract in accordance with the Privacy Act of 1974 and the Health Insurance Portability and Accountability Act (HIPAA) of 1996when providing patient information.   Patient information shall not be disclosed or revealed to unauthorized personnel.
9.0 COMMUNICATION.  The Contractor shall ensure contract employees maintain open and professional communication with members of the MTF.  Complaints validated by the QAE and Chief of the Medical Staff shall be reported in writing to the contract administrator and the Contractor for action.  Failure of the Contractor to correct validated complaints cited by the MTF staff and the CO will be considered a failure to perform. 

SECTION C-6

APPLICABLE PUBLICATIONS AND FORMS

Publications and forms applicable to the statement of work (SOW) are listed below.  The Contractor is obligated to follow those publications.  These publications are available in the MTF and maintained by the Government.  Supplements or amendments to listed publications from any organizational level may be issued during the life of the contract.  The Contractor shall immediately implement those changes in publications that result in a decrease or no change in the price and notify the Contracting Officer (CO) in writing of such change.  Should a decrease in contract price result; the Contractor shall provide a proposal for reduction in the price to the CO.  Prior to implementing any change that will result in an increase, the Contractor shall submit to the CO a price proposal within 30 days of receipt of the change by the Contractor.  The CO and the Contractor shall negotiate the change into the contract under the provisions of the contract clause entitled "Changes".  Failure of the Contractor to submit a price proposal within 30 days from receipt of the change shall entitle the Government to performance in accordance with such change at no increase in price. 

PUB NO.                 TITLE                                                          DATE             

6.1.  DEPARTMENT OF DEFENSE (DOD) REGULATIONS/MANUALS   

INSTRUCTIONS/DIRECTIVES 

DOD Instruction 1402.5, Criminal History                                   Jan 93


Background Checks on Individuals in Child Care Services       

DOD Directive 5500.7, Standards of Conduct                              Mar 87    


6.2. AIR FORCE REGULATIONS/MANUALS/INSTRUCTIONS

AFI 33-119, Electronic Mail (E-Mail) Management and Use     Mar 99

AFI 36-2108, Classification of Military Personnel

AFI 41-115, Authorized Health Care and Benefits

AFI 41-210, Patient Administration Functions                            Jul 94


AFI 44-119, Medical Service Quality Improvement and Risk 
Oct 95    


Management

6.3.  OTHER REFERENCES
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Accreditation Manual for Hospitals, current edition

JCAHO Ambulatory Health Care Standards Manual, current edition

TRICARE Operations Manual

Commander’s Guide to Access Success
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SECTION C-1

GENERAL

1.0 SCOPE OF WORK.  SCOPE OF WORK.  The Contractor shall provide personnel at the XXX Medical Group, also referred to as the “medical treatment facility” (MTF) herein, to provide medical consultation and administrative support to the MTF staff and beneficiaries. Ensures patient flow is optimized by assisting patients at the Referral Management Center to process their referrals to specialty care and making their appointments to include computerized appointment booking and appointment validation.  Maintains or assists with a variety of health record storage and retrieval systems. Participates with RMC staff in providing, assessing, and improving a wide variety of customer services/relations. Prepares and submits administrative reports.  Orients new personnel to RMC. Assists in the management of all forms of communication between beneficiaries, team members, network/outside providers and ancillary health care workers.  Contractor shall furnish all labor, management, supervision, teaching, consultations and reports, except as provided in Section C-3.  Contractor service/care shall cover the range of services provided in a civilian medical treatment facility.  Performance shall be according to the requirements contained in this statement of work  (SOW), and professional standards of the Joint Commission on Accreditation of Healthcare Organization. 

1.1 Coordinates referral management functions and ensures team members receive information in a timely and efficient manner to facilitate continuity of patient care  

1.2 Coordinates specialty care referrals

1.3 Reviews specialty care referrals for appropriateness, covered benefit, and administrative and medical completeness

1.4 Makes specialty care appointments and provides pre-appointment instructions to patient

1.5 Provides health benefits advice to patients

1.6 Maintains and tracks referral records 

1.7 Participates with team members in providing, assessing and improving a wide variety of customer services/relations.

1.8 Assists in the management of all forms of communication between beneficiaries, team members, internal staff and providers, network/outside providers and ancillary health care workers.

1.9 Orients new personnel to the RMC team.  

1.10 Prepares and submits administrative reports

1.11 Contractor shall furnish all labor, reports, and consultations, except as provided in Section C-3.  

2.0 PERSONNEL.

2.1 POINT OF CONTACT.  The Contractor shall provide a point of contact who shall be responsible for the performance of the work.  The point of contact shall have full authority to act for the Contractor on all matters relating to the daily operation of this contract.  The point of contact may be a provider providing care in accordance with this SOW.  The Contractor shall designate this individual, in writing, to the Contracting Officer (CO) before the contract start date.  An alternate may be designated, but the Contractor shall identify those times when the alternate shall be the primary point of contact.

2.2 AVAILABILITY.  The Contractor shall provide a point of contact and/or telephone number by which the Contractor shall be contacted.  Pagers, answering services or answering machines are acceptable, provided messages are returned the same or following duty day from the date left by the Government.
2.3 WORK ROSTER.  The point of contact shall provide a list by date and time with individual contract employees for those days the Contractor shall be providing services.  This list shall be provided to the Quality Assurance Evaluator (QAE) by the 20th of each month of the preceding month.  Proposed work schedule changes shall be submitted to the QAE at least 48 hours in advance. 

2.4 ABSENCES AND LEAVE
2.4.1 The contractor shall not be compensated during periods of absences and leave to include both annual and sick leave.

2.4.2 In case of prolonged absences or illness, the contractor shall replace the absent employee with another person of equal qualifications.  The identified substitute must be acceptable to the MTF. (The contractor will be allowed recruitment time if appropriate under the circumstances)

2.4.3 The contractor shall advise the CO, supervisor or designee about absences due to illness or incapacitation.  If the contractor is absent for three or more consecutive days due to illness, the contractor may be required to provide written documentation from a qualified health care provider that he or she is free from communicable disease and the cause of the worker’s current illness.  The Government reserves the right to examine and or re-examine any worker who meets this criterion.

2.4.4 The contractor shall notify the MTF in advance of scheduled leave and accommodate the MTF schedule for leave periods of a week or more.
2.5 CONTINUITY OF SERVICES.  If routine services are disrupted for more than three (3) consecutive scheduled shifts the Government reserves the right to procure such services from another source, until the Contractor restores routine services.  When the Government exercises its right to procure these services from another source, the Government will reduce the Contractor’s invoice at an equivalent amount to that incurred.  A copy of the other source’s service ticket will be used as the basis for this reduction.  The Government will furnish the Contractor a copy of this ticket upon the Contractor’s request. 

3.0 PERSONNEL REQUIREMENTS. 

3.1 ENGLISH LANGUAGE REQUIREMENT.  Personnel shall read, understand, speak, and write English.  

3.2 IDENTIFICATION.  All contract personnel shall be clearly identifiable while on duty.  All contract personnel shall wear a Contractor provided nametag with the company name, or phrase Referral Management Center, individual’s name, and specialty displayed, e.g.,

XXX Company

JANE A. SMITH, L.P.N.

     The professional degree/status following the name on the nametag shall be the same as on the contract nurse’s license.  This nametag shall be worn on the outermost garment.

3.3 APPEARANCE.  

3.3.1 CLOTHING.  While on duty, contract personnel shall be neat and clean, well groomed, and dressed appropriately.  Contract personnel’s clothing shall fit correctly to provide a professional, modest appearance in keeping with the normally accepted community standards of dress for the work being performed.  In all cases, clothing shall be neat and clean.  This includes being free from visible dirt and stains

3.3.2 FACIAL HAIR (including beards, mustaches, sideburns). Facial hair shall be controlled (restrained) or trimmed.  It shall not interfere with safe work practices, look unkempt or unclean.

 3.3.3 PROTECTIVE CLOTHING.  When required and supplied by the MTF, contract personnel shall wear special protective clothing and shoe covers.  These items shall remain the property of the Government and shall not be removed from the MTF.  Special protective clothing shall be used, then turned in or destroyed as directed by the QAE.

3.4 OFFICE/WORK AREA APPEARANCE.  Those areas (office, examination rooms, etc.) provided for contract personnel use shall present an orderly appearance.  The contract personnel shall ensure these areas are tidy and any decorations present a professional, modest appearance in keeping with accepted community standards.

3.5 CONFLICT OF INTEREST.  The Contractor shall not employ any person who is an employee of the United States Government if the employment of that person would create a conflict of interest.  The Contractor shall not employ any person who is an employee of the Department of the Air Force, either military or civilian, unless such person seeks and receives approval in accordance with DoD Directive 5500.7 and Air Force policy. 

3.6 LICENSURE REQUIREMENTS for LPN PERSONNEL.

3.6.1 Copies of the documents listed below shall be submitted 30 days from receipt of notice of contract award.  The following is a list of requirements:

3.6.2 Copy of valid, current, unrestricted state nursing license.

       3.6.3 Copy of nursing education and training.

3.6.4 Copy of current Basic Life Support (BLS) mandatory. Advanced Cardiac Life Support (ACLS) certification desirable.
       3.6.5 A signed consent form for release of information.

3.6.6 A copy of the proposed contract LPN’s professional resume, accompanied by that individual’s sworn affidavit of the truthfulness of same, indicating experience, training, and technical expertise in the type of care to be rendered.

3.6.7 A list of all states in which contract LPN currently holds or has held a license to practice related services

4.0 EDUCATION AND TRAINING REQUIREMENTS. 

4.1 FORMAL EDUCATION.  The Contractor shall ensure that services are performed by an LPN who graduated from an approved National League of Nursing program.

4.2 LICENSE/REGISTRATION.  The contract LPN shall possess a valid unrestricted license to practice Nursing from the state of ________.

4.3 EXPERIENCE.  The contract LPN shall possess excellent oral and written communication skills, interpersonal skills, and have working knowledge of computers, specifically the Internet, Microsoft Word, Microsoft Access, Microsoft Excel and Windows.

5.0 HEALTH REQUIREMENTS: 

5.1 Certification of current physical examination for each employee.  The certification shall contain a signed statement by the examining physician stating that the employee is free of any contagious diseases.  Physical examination must be current as of 12 months prior to application for privileges.  

5.1.1 Contract personnel providing services under this contract shall receive a pre-employment physical examination prior to commencement of work and annually thereafter. Contract personnel report to the Contractor’s physician to receive a pre-employment examination and immunizations/shots prescribed by the MTF. 

5.1.2 Not later than five (5) working days prior to commencement of work, certification shall be provided to the Contracting Officer’s representative that contract LPNs and administrative personnel have completed medical evaluation required above.  This certification shall state the date on which the examination was completed, the doctor’s name that performed the examination, and a statement concerning the physical health of the individual.  The certification shall also contain the following statement:  “(name of contract employee) is free from contagious diseases to include but not limited to Tuberculosis, Hepatitis, and Venereal Disease.”

5.1.3 Also, as a condition of employment, OSHA requires that all contract personnel who will have occupational exposure to blood or body fluids, or other potentially infectious materials, shall receive Hepatitis B vaccine, sign a voluntary declination, or have documented proof of immunity to Hepatitis B infection.  Personnel who sign declinations may change their minds at anytime and receive the Hepatitis B vaccine without penalty.

5.1.4 It is the Contractor’s responsibility to report (to the appropriate MTF staff member) all information necessary to assure MTF records can be maintained correctly, and therefore comply with the JCAHO, OSHA, and CDC health records requirements.

6.0 EMERGENCY HEALTH CARE.  The MTF will provide emergency health care for contract personnel for injuries occurring while on duty in the MTF.  These services will be billed to the Contractor at the current full reimbursement rate.

7.0 HOURS OF OPERATION.  Monday through Friday, 7:30 a.m. – 4:30 p.m., excluding federal holidays for contractor personnel.  Contract LPN personnel shall be available to work at least two evenings until 8:00 p.m., per month, to conduct after hours training classes.  The Government shall notify Contractor of required workdays by the 10th of each month of the preceding month.
8.0 ON CALL/AFTER DUTY RESPONSE TIME.  Contractor shall not be required to provide on call or after duty response.

9.0 FEDERAL HOLIDAYS.  Contractor personnel shall not be required to provide service on federal holidays.  Federal holidays are defined in section C-2 Definitions.
10.0 INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE.  The Contractor shall provide and maintain adequate liability insurance coverage consistent with the risks associated with the performance of all services required by this SOW.  Refer to Federal Acquisition Regulation (FAR) Clause 52.237-7, “INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE”, in Section I of this contract.
11.0 MEDICAL QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM).

11.1 Contract LPNs shall participate in QA/RM activities to the extent required by the MTF QA/RM plan or regulation.

11.2 The Government will evaluate the LPNs professional, as differentiated from administrative, performance under this contract using quality assurance standards specified in AFI 44-119.  Nothing in this paragraph precludes the Government from also conducting inspections under the Inspection of Services clause.

12.0 ORIENTATION.  The Contractor shall ensure that all contract LPNs and health education administrative personnel participate in the MTF orientation procedures for newly assigned personnel to include regulations specific to their professional specialty and clinic and Air Force policy and procedures.

13.0 CONTINUING NURSING EDUCATION (CNE) REQUIREMENTS.  LPNs licensed by national/state nursing boards/agencies shall continue to meet the minimum standards for CNE to remain current as prescribed by state boards.  CNE shall be obtained at no additional cost to the Government and shall be reported to the Staff Development Office annually on the first normal duty day in January for the previous calendar year.  Periodic CNE may be conducted at the MTF and will be available, at no cost, to any health care provider desiring to attend.

14.0 NOTIFICATION OF ENVIRONMENTAL SPILLS.  If contract personnel spill or release any toxic/hazardous substance into the environment, contract personnel shall immediately report the incident to the Base Fire Department and Bioenvironmental Engineering.

15.0 SMOKING POLICY.  Smoking is not permitted within the MTF.  Smoking is permitted outside the MTF buildings in designated areas only.

16.0 NATIONAL AGENCY CHECKS.  The contractor shall comply with the DoD 5200.2-R, Personal Security Program, and AFI 33-119, Electronic Mail Management and Use, requirements for contractor personnel operating Government workstations that have unclassified automated information syst3ems (e-mail, MIS, Internet, CAMS, etc.)  Request for National Agency Checks (NAC), on contractor personnel hired at the beginning of the contract, shall be submitted to the Government not later than ___ working days from the contract start date.  Request for NACs on contractor personnel hired subsequent to the contract start date shall be submitted to the Government not later than five (5) workdays from the employee’s first duty day.  Contractor personnel receiving unfavorable NACs shall not be hired.  These investigations shall be submitted by the Government at no additional cost to the contractor 

17.0 OTHER. 

17.1 The Contractor is required to begin full performance of the contract requirements within 30 days after contract award.  It is absolutely critical that approval be granted to a sufficient number of contract LPNs to meet the contract requirements by the commencement date.

17.2 The Contractor must submit only complete applications for processing.  Incomplete   applications (those that do not fully comply with the requirements) will not be accepted by the Government and will be returned without action.

17.3 The Contractor must take specific action, including Primary Source Verification, to ensure that contract LPN applications have the required prerequisites for application and do not have disqualifying impediments for employment at the MTF.  This is a non-delegable responsibility of the Contractor.  

17.4 The Contractor will submit applications for only those contract LPNs who can reasonably be anticipated to render the actual, substantial performance on the contract.  The submission of primary contract LPNs for approval who lack the requisite qualifications, or who will not work at all, is unacceptable and will be considered a failure to perform.

SECTION C-2

DEFINITIONS <OPTIONAL>
1.0 GENERAL DEFINITIONS.  As used throughout this work statement, the following terms shall have the meaning set forth below: 


1.1 CONTRACTING OFFICER (CO).  A person duly appointed with the authority to enter into, administer, and terminate contracts on behalf of the Government.

1.2 LICENSURE.  Documents providing evidence of education, training, license, experience, certification and expertise of a health care provider.

1.3 EXPOSURE-PRONE PROCEDURE.  Certain invasive surgical and dental procedures that have been implicated in the transmission of the hepatitis B virus from an infected health care worker to a patient.  Examples include certain oral, cardio thoracic, colorectal and obstetric/gynecological procedures.  Characteristics of exposure-prone procedures include digital palpation of a needle tip in a body cavity or the simultaneous presence of the health care worker’s fingers and a needle or other sharp instrument or object in a poorly visualized or highly confined anatomic site.

1.4 FEDERAL HOLIDAYS.  There are ten (10) federal holidays each year.  They are New Year’s Day (observed 1 January), Martin Luther King, Jr’s Birthday (observed the third Monday in January), President’s Day (observed the third Monday in February), Memorial Day (observed the fourth Monday in May), Independence Day (observed 4 July), Labor Day (observed the first Monday in September), Columbus Day (observed the second Monday in October), Veterans Day (observed 11 November), Thanksgiving Day (observed the fourth Thursday in November), and Christmas Day (observed 25 December).  If New Year’s Day, Independence Day, Veterans Day or Christmas Day falls on a Saturday, it is observed on Friday; if it falls on Sunday, it is observed on Monday.

1.5 FULL REIMBURSEMENT RATES.  Rates annually set by Congress for payment by non-eligible personnel for services received at a MTF.  These are flat rates set for outpatient and inpatient care. 

1.6 FULL TIME EQUIVALENT (FTE).  Up to two individuals working 1,900 – 2080 hours in one year.

1.7 GOVERNMENT.  The federal government of the United States of America.

1.8 GOVERNMENT QUALITY ASSURANCE.  Those actions taken by the Government to assure services meet the requirements of the contract.

1.9 HEALTH CARE PROVIDER.  Any contractor health care professional who, under regulations of a Military Department, is granted clinical practice privileges in a Military MTF or Dental Treatment Facility or who is licensed or certified to perform health care services by a Governmental board or Agency or professional health care society or organization. 

1.10 INVASIVE MEDICAL PROCEDURE.  Any procedure that involves a puncture or incision of the skin, the insertion of an instrument or foreign material into the body, or breaking the mucosal lining of the body.

1.11 LOCUM TENENS.  One filling an office or position for a time or temporarily taking the place of another.

1.12 MEDICAL TREATMENT FACILITY (MTF).  Air Force hospitals or clinics, including all activities providing outpatient and/or in-patient health care services for authorized personnel.

1.13 NURSE:  Term to include registered nurse (RN) licensed practical/vocational nurse (LPN/LVN), medical technician, nurses’ aids and emergency medical technician (EMT).

1.14 PRACTITIONER.  An individual providing direct patient care other than contract personnel.

1.15 QUALITY ASSURANCE EVALUATOR (QAE).  Government employee responsible for evaluating the administrative performance of the Contractor.

1.16 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) COMMITTEE.  Committee responsible for the execution of the MTF QA/RM plan to include the duties outlined in AFI 44-119.  The committee ensures an ongoing assessment of the quality and appropriateness of all medical care and will put in priority sequence suspected problems for evaluation, resolution, and follow-up.

1.17 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) PLAN.  An organized document, which describes the methods of doing quality assurance (QA), reviews within the MTF.  It designates the areas of responsibility and accountability for the QA program and the mechanisms for monitoring and evaluating patient care.  It is consistent with the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) monitoring and evaluation (M&E) approach and the Air Force risk management (RM) efforts.

1.18 QUALITY CONTROL (QC).  Those actions taken by a Contractor to control the quality of output to ensure that they conform to contract requirements and reasonable standards of medical care.

1.19 STATEMENT OF WORK (SOW). A document that accurately describes a service in terms of the output requirements

1.20 VALID LICENSE.  A grant of permission by an official agency of the District of Columbia, a state, commonwealth, or territory of the United States to provide care independently as a health care professional.  Licenses must be current.  Some jurisdictions issue no-fee licenses to federal employees or military personnel.  These licenses are acceptable if the issuing authority will exercise professional regulatory control over individuals with these licenses. 

SECTION C-3

GOVERNMENT FURNISHED PROPERTY AND SERVICES.

1.0 GENERAL.  The Government will provide the following equipment, supplies, and services listed below: 

2.0 EQUIPMENT.  Contract personnel shall have use of all available equipment for performing services required by this contract.

3.0 PERSONAL PROTECTIVE EQUIPMENT (PPE).  The Government will furnish contract personnel with appropriate PPE.  The Government will be responsible for any repair, cleaning and inventory required for the PPE.  This does not include any type of uniform or laboratory coat.

4.0 FORMS.  The MTF will provide required Government forms used in the performance of services.

5.0 SUPPLIES.  The MTF will provide medical and non-medical supplies commonly used in the facility for the care and management of patients.   

6.0 SERVICES.

6.1 ADMINISTRATIVE SUPPORT.  Contract personnel will be authorized to use all administrative support available to Government employees.  This will include but not be limited to copy machines, telefax machines, medical library, installation distribution, Class-A telephone lines and Defense Switching Network (DSN) lines.  The same restrictions to use these items for Government official business apply.

6.2 HOUSEKEEPING.  The Government as part of the MTF housekeeping contract will provide routine housekeeping.

6.3 GOVERNMENT ORIENTATION/TRAINING.  The Government will provide training on Government provided forms and equipment, universal precautions, initial orientation and continuing orientation. Participates in continuing education programs to update and/or maintain skills and knowledge to meet annual requirements. Participates in evaluation of the quality and effectiveness of activities/services of the unit.

Recommended Training:

Medical Record Management

Composite Health Care System (CHCS)

Ambulatory Data System (ADS)

Integrated Clinical Data Base (ICDB) 


Electronic Worldwide Referral and Authorization System (EWRAS)

Customer service/conflict resolution

     6.4 RECORDS, FILES, DOCUMENTS, AND WORK PAPERS.  All records, files, documents, and work papers provided by the government remain Government property.  The Quality Assurance Evaluator (QAE) will provide guidance to the contract personnel who shall maintain and dispose of these records, files, documents, and work papers in accordance with AFR 4-20. 

SECTION C-4

CONTRACTOR FURNISHED ITEMS AND SERVICES
1.0 GENERAL.  Except for those items or services specifically stated in Section C-3 to be Government furnished, the Contractor shall furnish everything required to perform this contract in accordance with all of its terms.

2.0 CONTRACTOR OWNED/CONTRACTOR OPERATED EQUIPMENT.  The Government does not anticipate a need for Contractor furnished equipment.

3.0 INITIAL INSPECTION.  All Contractor owned equipment will be inspected and approved by the biomedical equipment maintenance section prior to use in the facility.  This includes personal items such as coffee makers and radios.

4.0 CYCLICAL INSPECTION.  All Contractor owned/Contractor operated equipment will be picked up on the maintenance records of the medical treatment facility (MTF).  This management tool allows the MTF to insure required cyclical preventive/routine maintenance is performed on Contractor owned/Contractor operated equipment.  The Government will be responsible for notifying the contractor when routine/preventive maintenance is required.  The Contractor shall have this maintenance performed, and shall provide documentation to the Government so maintenance history can be updated.

5.0 REPLACEMENT OF CONTRACTOR OWNED/CONTRACTOR OPERATED EQUIPMENT.  If, in the judgment of the biomedical equipment maintenance section personnel, a piece of Contractor owned/Contractor operated equipment is unsafe, based on diagnostic testing and established industry standards, it shall be tagged as unserviceable and removed from use.  Replacement of said equipment will be at the Contractor’s expense.

6.0 RUBBER STAMP.  The Contractor shall provide a rubber stamp for each licensed practical nurse to include the following information:  Licensed Practical Nurse’s name, social security number, professional degree/status (L.P.N.), “Nurse Educator” and “XXXth Medical Group.”
7.0 RECORDS, FILES, AND WORK PAPERS.  Contract personnel shall maintain and dispose of Government provided as well as Contractor generated records, files, documents, and work papers in accordance with instructions provided by the QAE and in accordance with AFR 4-20. 
SECTION C-5

SPECIFIC TASKS LPN 

1.0 GENERAL.  The Contractor shall provide a licensed practical nurse to provide medical and administrative support to MTF personnel and beneficiaries in the Referral Management Center

2.0 PERFORMANCE EXPECTATIONS. 
2.1 Administrative: Basic knowledge level includes: principles of customer service, TRICARE, quality control and risk management, medical terminology, medical forms and records management, anatomy and physiology, guidelines for release of medical information, medical and legal ethics, infection control concepts, applicable systems technology, supply procedures, and information systems.

2.2 Nursing Procedures
2.2.1 Follows and complies with Air Force, MTF, and section policies and regulations when providing nursing care and treatment to beneficiaries

2.2.2 Attends section’s meetings in-services, and training (excluding military training) on a regularly scheduled session

2.2.3 Facilitates professional and patient care activities

2.2.4 Interfaces with the Managed Care Support Contractor (MCSC) and multidisciplinary personnel as need to ensure appropriateness of referrals

2.2.5 Participates in multidisciplinary team activities 

2.2.6 Maintains current nursing license, current knowledge of referral management, and documentation of continuing education credits

2.2.7 Demonstrates an ability to express self in all areas of communication, effective listening, and questioning techniques

2.2.8 Provides timely, descriptive feedback regarding utilization review issues

2.2.9 Performs data collection and review to identify areas requiring intensive management.  
2.2 Referral Appointing  

2.2.1 Reviews referrals for suitability, administrative, and clinical completeness, covered CHAMPUS benefit, and required tests and prework
2.2.2 Verifies patients are registered in CHCS/DEERS; updates demographic information as needed
2.2.3 Provides Right of First Refusal (RFR) determinations for specialty care that can be provided within the MTF using Service Availability Listings (SAL) and information systems that link the referral to the appointment to the ATC category and standard 
2.2.4 Schedules specialty referral appointments to MTF, Direct Care System, or Network/non-network providers within Access to Care standards
2.2.5 Coordinates with specialty referral clinics (internal or external) on special patient instructions and/or tests required prior to appointment
2.2.5 Advises patients of the provider, location, time and day of the referral appointment or request the patient call back for appointment information if not provided appointment prior to leaving MTF    
2.2.6 Provides pre-appointment instructions to patients as indicated

2.2.7 Locates referral requests and ensures appropriate documents are available prior to all specialty appointments
2.2.8 Prints diagnostic reports and/or treatment profiles as necessary

2.2.9 Ensures patients leave MTF with all necessary documentation appropriate for the referred care episode and the referral provider knows where to return his/her results
2.2.10 Contacts patients in event referral requests are invalid, disapproved by second level review/MCSC and reschedules patients as soon as possible or instructs patients of other health care options 

2.2.11 Submits referrals to non-network providers to TSC for medical necessity/ appropriateness review

2.2.12 Receives and appropriately forwards clinical phone consult requests from patients
2.3 Health Benefits Advice  

2.3.1 Advises all categories of patients of what their referral/health treatment options are as related to their eligibility and beneficiary status 

2.3.2 Advises on travel benefits and make travel arrangements with the Global Patient Movement Requirements Center using the TRANSCOM Regulating and Command and Control Evacuation System as indicated

2.3.3 Arranges travel orders, and non-medical attendants as required

2.3.4 Advises on Line-of-Duty issues

2.4 Referral Tracking

2.4.1 Tracks referrals to include obtaining reports from MTF, Direct Care System, and network/non-network providers within established standards 

2.4.2 Documents patient’s appointment, with whom, either in the MTF, another MTF, in the Network or with a non-network provider

2.4.3 Documents the name of the referring provider/PCM and MTF for purposes of returning specialty results to 

2.4.4 Follows-up with MTF providers who did not complete referral results within required timelines

2.4.5 Ensures that results from other MTFs and from Network/non-network providers are returned to the referring provider and to the medical record within required timelines and follows up with as necessary

2.4.6 Documents that paper referral results are properly filed in patient’s health record

2.4.7 Assists in preparation of monthly reports as indicated
2.5 Customer Service

2.5.1 Greets patients, screens, and appropriately routes phone calls
2.5.2 Relieves requesting provider from as many administrative burdens as possible

2.5.3 Serves as the “central clearing house” for providers and patients needing help with referrals

3.0 PROCEDURE GUIDANCE.  The contract LPN shall perform education services compatible with the medical facility's operating capacity and equipment.  New services shall not be introduced without prior recommendation to, and approval of, the medical treatment facility (MTF) Commander or authorized representative. 

4.0 DUTY ASSIGNMENT.  The LPN shall be primarily required to perform nursing services in the RMC.  When the primary services are not required, or the nurse's services are more urgently required elsewhere, the LPN may be assigned by the Flight Commander/Flight NCO to provide support in other sections of the MTF commensurate with his/her experience. 

5.0 OTHER SUPPORT.  The LPN shall provide immediate evaluation of emergency problems as they occur and follow established guidelines for seeking assistance.

6.0 DOCUMENTATION.  The LPN shall prepare all documentation to meet or exceed established standards of the MTF to include but not limited to timeliness, legibility, accuracy, content and signature.  Unless approved for delay, the nurse shall meet all suspense dates.  Only MTF and Air Force approved abbreviations shall be used for documentation of care in the health care record.  

7.0 SELF-EVALUATION.  The LPN shall participate in a continual process of self-evaluation and strive for excellence in nursing practice.

8.0 ATTENDANCE AT MEETINGS.  The LPN shall attend and participate in meetings, professional staff conferences, and other appropriate professional activities as needed.

9.0 INFECTION CONTROL AND SAFETY.  The LPN shall comply with all MTF infection control and safety procedures, practices, and standards.
10.0  JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO).  The LPN shall meet all applicable JCAHO standards during the performance of this contract. 

SECTION C-6

SPECIFIC TASKS APPLICABLE TO CONTRACTOR PERSONNEL

1.0 PROCEDURE GUIDANCE.  The Contractor shall perform services compatible with the medical facility’s operating capacity.  

2.0 RECORDS.  Contractor personnel shall be responsible for creating, maintaining, and disposing of only those Government required records which are specifically cited in this SOW or as may be required by the provisions of a mandatory directive listed in Section C-6 of this SOW.  If requested by the Government, the Contractor personnel shall provide the original record, or a reproducible copy of any such records within five working days of receipt of the request.  

3.0 PATIENT LISTS.  Patient lists, no matter how developed shall be treated as privileged information.  Lists and/or names of patients shall not be disclosed to or revealed in anyway for any use outside the MTF without prior written permission by the Chief of Hospital Services.

4.0 PATIENT SENSITIVITY.  Contract personnel shall respect and maintain the basic rights of patients, demonstrating concern for personal dignity and human relationships.  Contract personnel receiving complaints validated by the QAE and Flight Commander shall be subject to counseling and, depending on the nature and severity of the complaint, separation from performing service under this contract.  

5.0 RELEASE OF MEDICAL INFORMATION.  Contract personnel shall only release medical information obtained during the course of this contract to other MTF staff involved in the care and treatment of that individual in a HIPAA compliant method.

6.0 COMMUNICATION.  The Contractor shall ensure contract personnel maintain open and professional communication with members of the MTF.  Complaints validated with the QAE and Flight Commander shall be reported in writing to the contract administrator and the Contractor for action.  Failure of the Contractor to correct validated complaints shall result in writing to the contract administrator and the Contractor for action.  Failure of the Contractor to correct validated complaints raised by the MTF staff and the CO will be considered a failure to perform.
7.0 PERFORMANCE EVALUATION MEETINGS.  The CO shall require the Contractor or representative to meet with the CO, contract administrator, QAE, and other government personnel as deemed necessary.  The Contractor may request a meeting with the CO when deemed such is necessary.  Meetings will be documented in the contract file with written minutes signed by the contract manager and the CO, or contract administrator. Should the Contractor not concur with the minutes, such nonconcurrence shall be provided in writing to the CO within ten (10) calendar days of receipt of the minutes.
8.0 Patient Privacy.  Contractor will abide by the Privacy Act of 1974 as well as the Health Insurance Portability and Accountability Act (HIPAA) of 1996.

SECTION C-7

APPLICABLE PUBLICATIONS AND FORMS

Publications and forms applicable to the statement of work (SOW) are listed below.  The Contractor is obligated to follow those publications.  These publications are available in the MTF and maintained by the Government.  Supplements or amendments to listed publications from any organizational level may be issued during the life of the contract.  The Contractor shall immediately implement those changes in publications, which result in a decrease or no change in the price and notify the Contracting Officer (CO) in writing of such change.  Should a decrease in contract price result, the Contractor shall provide a proposal for reduction in the price to the CO.  Prior to implementing any change that will result in an increase, the Contractor shall submit to the CO a price proposal within 30 days of receipt of the change by the Contractor.  The CO and the Contractor shall negotiate the change into the contract under the provisions of the contract clause entitled "Changes".  Failure of the Contractor to submit a price proposal within 30 days from receipt of the change shall entitle the Government to performance in accordance with such change at no increase in price. 

(LIST ALL APPLICABLE PUBLICATIONS)
PUB NO.                 TITLE                                                          DATE             

DEPARTMENT OF DEFENSE (DoD) REGULATIONS/MANUALS   

INSTRUCTIONS/DIRECTIVES 

DOD Instruction 1402.5, Criminal History                                   Jan 93


Background Checks on Individuals in Child Care Services       

DOD Directive 5500.7, Standards of Conduct                              Mar 87    

AIR FORCE REGULATIONS/MANUALS/INSTRUCTIONS

AFI 33-119, Electronic Mail (E-Mail) Management and Use       Mar 99

AFI 36-2108, Classification of Military Personnel

AFI 41-115, Authorized Health Care and Benefits

AFI 41-210, Patient Administration Functions

AFI 44-119, Medical Service Quality Improvement and Risk

Management                                                                                   Oct 95
     

OTHER REFERENCES
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Accreditation Manual for Hospitals, current edition

JCAHO Ambulatory Health Care Standards Manual, current edition
TRICARE Operations Manual
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SECTION C-1

GENERAL

2.0 SCOPE OF WORK.  SCOPE OF WORK.  The Contractor shall provide personnel at the XXXth Medical Group, also referred to as the “medical treatment facility” (MTF) herein, to provide medical consultation and administrative support to the MTF staff and beneficiaries. Ensures patient flow is optimized by assisting patients at the Referral Management Center to process their referrals to specialty care and making their appointments to include computerized appointment booking and appointment validation.  Maintains or assists with a variety of health record storage and retrieval systems. Participates with RMC staff in providing, assessing, and improving a wide variety of customer services/relations. Prepares and submits administrative reports.  Orients new personnel to RMC. Assists in the management of all forms of communication between beneficiaries, team members, network/outside providers and ancillary health care workers.  Contractor shall furnish all labor, management, supervision, teaching, consultations and reports, except as provided in Section C-3.  Contractor service/care shall cover the range of services provided in a civilian medical treatment facility.  Performance shall be according to the requirements contained in this statement of work  (SOW), and professional standards of the Joint Commission on Accreditation of Healthcare Organization. 

1.1 Coordinates referral management functions and ensures team members receive information in a timely and efficient manner to facilitate continuity of patient care  

1.2 Coordinates specialty care referrals

1.3 Reviews specialty care referrals for appropriateness, covered benefit, and administrative and medical completeness

1.4 Makes specialty care appointments and provides pre-appointment instructions to patient

1.5 Provides health benefits advice to patients

1.6 Maintains and tracks referral records 

1.7 Participates with team members in providing, assessing and improving a wide variety of customer services/relations.

1.8 Assists in the management of all forms of communication between beneficiaries, team members, internal staff and providers, network/outside providers and ancillary health care workers.

1.9 Orients new personnel to the RMC team.  

1.10 Prepares and submits administrative reports

1.11 Contractor shall furnish all labor, reports, and consultations, except as provided in Section C-3.  

2.0 PERSONNEL.

2.1 POINT OF CONTACT.  The Contractor shall provide a point of contact who shall be responsible for the performance of the work.  The point of contact shall have full authority to act for the Contractor on all matters relating to the daily operation of this contract.  The point of contact may be a provider providing care in accordance with this SOW.  The Contractor shall designate this individual, in writing, to the Contracting Officer (CO) before the contract start date.  An alternate may be designated, but the Contractor shall identify those times when the alternate shall be the primary point of contact.

2.2 AVAILABILITY.  The Contractor shall provide a point of contact and/or telephone number by which the Contractor shall be contacted.  Pagers, answering services or answering machines are acceptable, provided messages are returned the same or following duty day from the date left by the Government.
2.3 WORK ROSTER.  The point of contact shall provide a list by date and time with individual contract employees for those days the Contractor shall be providing services.  This list shall be provided to the Quality Assurance Evaluator (QAE) by the 20th of each month of the preceding month.  Proposed work schedule changes shall be submitted to the QAE at least 48 hours in advance. 

2.4 ABSENCES AND LEAVE
2.4.1 The contractor shall not be compensated during periods of absences and leave to include both annual and sick leave.

2.4.2 In case of prolonged absences or illness, the contractor shall replace the absent employee with another person of equal qualifications.  The identified substitute must be acceptable to the MTF. (The contractor will be allowed recruitment time if appropriate under the circumstances)

2.4.3 The contractor shall advise the CO, supervisor or designee about absences due to illness or incapacitation.  If the contractor is absent for three or more consecutive days due to illness, the contractor may be required to provide written documentation from a qualified health care provider that he or she is free from communicable disease and the cause of the worker’s current illness.  The Government reserves the right to examine and or re-examine any worker who meets this criterion.

2.4.4 The contractor shall notify the MTF in advance of scheduled leave and accommodate the MTF schedule for leave periods of a week or more.
2.5 CONTINUITY OF SERVICES.  If routine services are disrupted for more than three (3) consecutive scheduled shifts the Government reserves the right to procure such services from another source, until the Contractor restores routine services.  When the Government exercises its right to procure these services from another source, the Government will reduce the Contractor’s invoice at an equivalent amount to that incurred.  A copy of the other source’s service ticket will be used as the basis for this reduction.  The Government will furnish the Contractor a copy of this ticket upon the Contractor’s request. 

3.0 PERSONNEL REQUIREMENTS. 

3.1 ENGLISH LANGUAGE REQUIREMENT.  Personnel shall read, understand, speak, and write English.  

3.2 IDENTIFICATION.  All contract personnel shall be clearly identifiable while on duty.  All contract personnel shall wear a Contractor provided nametag with the company name, individual’s name, and specialty displayed, e.g.,

XXX Company

JANE A. SMITH, R.N.

     The professional degree/status following the name on the nametag shall be the same as on the contract nurse’s license.  This nametag shall be worn on the outermost garment.

3.3 APPEARANCE.  

3.3.1 CLOTHING.  While on duty, contract personnel shall be neat and clean, well groomed, and dressed appropriately.  Contract personnel’s clothing shall fit correctly to provide a professional, modest appearance in keeping with the normally accepted community standards of dress for the work being performed.  In all cases, clothing shall be neat and clean.  This includes being free from visible dirt and stains

3.3.2 FACIAL HAIR (including beards, mustaches, sideburns). Facial hair shall be controlled (restrained) or trimmed.  It shall not interfere with safe work practices, look unkempt or unclean.

 3.3.3 PROTECTIVE CLOTHING.  When required and supplied by the MTF, contract personnel shall wear special protective clothing and shoe covers.  These items shall remain the property of the Government and shall not be removed from the MTF.  Special protective clothing shall be used, then turned in or destroyed as directed by the QAE.

3.4 OFFICE/WORK AREA APPEARANCE.  Those areas (office etc.) provided for contract personnel use shall present an orderly appearance.  The contract personnel shall ensure these areas are tidy and any decorations present a professional, modest appearance in keeping with accepted community standards.

3.5 CONFLICT OF INTEREST.  The Contractor shall not employ any person who is an employee of the United States Government if the employment of that person would create a conflict of interest.  The Contractor shall not employ any person who is an employee of the Department of the Air Force, either military or civilian, unless such person seeks and receives approval in accordance with DoD Directive 5500.7 and Air Force policy. 

3.6 LICENSURE REQUIREMENTS for LPN PERSONNEL.

3.6.1 Copies of the documents listed below shall be submitted 30 days from receipt of notice of contract award.  The following is a list of requirements:

3.6.2 Copy of valid, current, unrestricted state nursing license.

       3.6.3 Copy of nursing education and training.

3.6.4 Copy of current Basic Life Support (BLS) mandatory. Advanced Cardiac Life Support (ACLS) certification desirable.
       3.6.5 A signed consent form for release of information.

3.6.6 A copy of the proposed contract RN’s professional resume, accompanied by that individual’s sworn affidavit of the truthfulness of same, indicating experience, training, and technical expertise in the type of care to be rendered.

3.6.7 A list of all states in which contract RN currently holds or has held a license to practice related services

4.0 EDUCATION AND TRAINING REQUIREMENTS. 

4.1 FORMAL EDUCATION.  The Contractor shall ensure that services are performed by an RN who graduated from an approved National League of Nursing Baccalaureate of Science in Nursing program.

4.2 LICENSE/REGISTRATION.  The contract RN shall possess a valid unrestricted license to practice Nursing from the state of ________.

4.3 CERTIFICATION.  Certification by an association recognized by the American Nurses Association is desirable.

4.3 EXPERIENCE.  Six years of broad-based clinical nursing experience is highly desirable.  Previous experience in Utilization Management, or a Master’s Degree is highly recommended.  Full time employment in nursing for the last 12 months is mandatory.  The contract RN shall possess excellent oral and written communication skills, interpersonal skills, and have working knowledge of computers, specifically the Internet, Microsoft Word, Microsoft Access, Microsoft Excel and Windows.

5.0 HEALTH REQUIREMENTS: 

5.1 Certification of current physical examination for each employee.  The certification shall contain a signed statement by the examining physician stating that the employee is free of any contagious diseases.  Physical examination must be current as of 12 months prior to application for privileges.  

5.1.1 Contract personnel providing services under this contract shall receive a pre-employment physical examination prior to commencement of work and annually thereafter. Contract personnel report to the Contractor’s physician to receive a pre-employment examination and immunizations/shots prescribed by the MTF. 

5.1.2 Not later than five (5) working days prior to commencement of work, certification shall be provided to the Contracting Officer’s representative that contract RNs and administrative personnel have completed medical evaluation required above.  This certification shall state the date on which the examination was completed, the doctor’s name that performed the examination, and a statement concerning the physical health of the individual.  The certification shall also contain the following statement:  “(name of contract employee) is free from contagious diseases to include but not limited to Tuberculosis, Hepatitis, and Venereal Disease.”

5.1.3 Also, as a condition of employment, OSHA requires that all contract personnel who will have occupational exposure to blood or body fluids, or other potentially infectious materials, shall receive Hepatitis B vaccine, sign a voluntary declination, or have documented proof of immunity to Hepatitis B infection.  Personnel who sign declinations may change their minds at anytime and receive the Hepatitis B vaccine without penalty.

5.1.4 It is the Contractor’s responsibility to report (to the appropriate MTF staff member) all information necessary to assure MTF records can be maintained correctly, and therefore comply with the JCAHO, OSHA, and CDC health records requirements.

6.0 EMERGENCY HEALTH CARE.  The MTF will provide emergency health care for contract personnel for injuries occurring while on duty in the MTF.  These services will be billed to the Contractor at the current full reimbursement rate.

7.0 HOURS OF OPERATION.  Monday through Friday, 7:30 a.m. – 4:30 p.m., excluding federal holidays for contractor personnel.  Contract LPN personnel shall be available to work at least two evenings until 8:00 p.m., per month, to conduct after hours training classes.  The Government shall notify Contractor of required workdays by the 10th of each month of the preceding month.
8.0 ON CALL/AFTER DUTY RESPONSE TIME.  Contractor shall not be required to provide on call or after duty response.

9.0 FEDERAL HOLIDAYS.  Contractor personnel shall not be required to provide service on federal holidays.  Federal holidays are defined in section C-2 Definitions.
10.0 INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE.  The Contractor shall provide and maintain adequate liability insurance coverage consistent with the risks associated with the performance of all services required by this SOW.  Refer to Federal Acquisition Regulation (FAR) Clause 52.237-7, “INDEMNIFICATION AND MEDICAL LIABILITY INSURANCE”, in Section I of this contract.
11.0 MEDICAL QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM).

11.1 Contract RNs shall participate in QA/RM activities to the extent required by the MTF QA/RM plan or regulation.

11.2 The Government will evaluate the RNs professional, as differentiated from administrative, performance under this contract using quality assurance standards specified in AFI 44-119.  Nothing in this paragraph precludes the Government from also conducting inspections under the Inspection of Services clause.

12.0 ORIENTATION.  The Contractor shall ensure that all contract RNs and health education administrative personnel participate in the MTF orientation procedures for newly assigned personnel to include regulations specific to their professional specialty and clinic and Air Force policy and procedures.

13.0 CONTINUING NURSING EDUCATION (CNE) REQUIREMENTS.  RNs licensed by national/state nursing boards/agencies shall continue to meet the minimum standards for CNE to remain current as prescribed by state boards.  CNE shall be obtained at no additional cost to the Government and shall be reported to the Staff Development office annually on the first normal duty day in January for the previous calendar year.  Periodic CNE may be conducted at the MTF and will be available, at no cost, to any health care provider desiring to attend.

14.0 NOTIFICATION OF ENVIRONMENTAL SPILLS.  If contract personnel spill or release any toxic/hazardous substance into the environment, contract personnel shall immediately report the incident to the Base Fire Department and Bioenvironmental Engineering.

15.0 SMOKING POLICY.  Smoking is not permitted within the MTF.  Smoking is permitted outside the MTF buildings in designated areas only.

16.0 NATIONAL AGENCY CHECKS.  The contractor shall comply with the DoD 5200.2-R, Personal Security Program, and AFI 33-119, Electronic Mail Management and Use, requirements for contractor personnel operating Government workstations that have unclassified automated information systems (e-mail, MIS, Internet, CAMS, etc.)  Request for National Agency Checks (NAC), on contractor personnel hired at the beginning of the contract, shall be submitted to the Government not later than ___ working days from the contract start date.  Request for NACs on contractor personnel hired subsequent to the contract start date shall be submitted to the Government not later than five (5) workdays from the employee’s first duty day.  Contractor personnel receiving unfavorable NACs shall not be hired.  These investigations shall be submitted by the Government at no additional cost to the contractor 

17.0 OTHER. 

17.1 The Contractor is required to begin full performance of the contract requirements within 30 days after contract award.  It is absolutely critical that approval be granted to a sufficient number of contract RNs to meet the contract requirements by the commencement date.

17.2 The Contractor must submit only complete applications for processing.  Incomplete   applications (those that do not fully comply with the requirements) will not be accepted by the Government and will be returned without action.

17.3 The Contractor must take specific action, including Primary Source Verification, to ensure that contract LPN applications have the required prerequisites for application and do not have disqualifying impediments for employment at the MTF.  This is a non-delegable responsibility of the Contractor.  

17.4 The Contractor will submit applications for only those contract RNs who can reasonably be anticipated to render the actual, substantial performance on the contract.  The submission of primary contract RNs for approval who lack the requisite qualifications, or who will not work at all, is unacceptable and will be considered a failure to perform.

SECTION C-2

DEFINITIONS <OPTIONAL>
1.0 GENERAL DEFINITIONS.  As used throughout this work statement, the following terms shall have the meaning set forth below: 


1.1 CONTRACTING OFFICER (CO).  A person duly appointed with the authority to enter into, administer, and terminate contracts on behalf of the Government.

1.2 LICENSURE.  Documents providing evidence of education, training, license, experience, certification and expertise of a health care provider.

1.3 EXPOSURE-PRONE PROCEDURE.  Certain invasive surgical and dental procedures that have been implicated in the transmission of the hepatitis B virus from an infected health care worker to a patient.  Examples include certain oral, cardio thoracic, colorectal and obstetric/gynecological procedures.  Characteristics of exposure-prone procedures include digital palpation of a needle tip in a body cavity or the simultaneous presence of the health care worker’s fingers and a needle or other sharp instrument or object in a poorly visualized or highly confined anatomic site.

1.4 FEDERAL HOLIDAYS.  There are ten (10) federal holidays each year.  They are New Year’s Day (observed 1 January), Martin Luther King, Jr’s Birthday (observed the third Monday in January), President’s Day (observed the third Monday in February), Memorial Day (observed the fourth Monday in May), Independence Day (observed 4 July), Labor Day (observed the first Monday in September), Columbus Day (observed the second Monday in October), Veterans Day (observed 11 November), Thanksgiving Day (observed the fourth Thursday in November), and Christmas Day (observed 25 December).  If New Year’s Day, Independence Day, Veterans Day or Christmas Day falls on a Saturday, it is observed on Friday; if it falls on Sunday, it is observed on Monday.

1.5 FULL REIMBURSEMENT RATES.  Rates annually set by Congress for payment by non-eligible personnel for services received at a MTF.  These are flat rates set for outpatient and inpatient care. 

1.6 FULL TIME EQUIVALENT (FTE).  Up to two individuals working 1,900 – 2080 hours in one year.

1.7 GOVERNMENT.  The federal government of the United States of America.

1.8 GOVERNMENT QUALITY ASSURANCE.  Those actions taken by the Government to assure services meet the requirements of the contract.

1.9 HEALTH CARE PROVIDER.  Any contractor health care professional who, under regulations of a Military Department, is granted clinical practice privileges in a Military MTF or Dental Treatment Facility or who is licensed or certified to perform health care services by a Governmental board or Agency or professional health care society or organization. 

1.10 INVASIVE MEDICAL PROCEDURE.  Any procedure that involves a puncture or incision of the skin, the insertion of an instrument or foreign material into the body, or breaking the mucosal lining of the body.

1.11 LOCUM TENENS.  One filling an office or position for a time or temporarily taking the place of another.

1.12 MEDICAL TREATMENT FACILITY (MTF).  Air Force hospitals or clinics, including all activities providing outpatient and/or in-patient health care services for authorized personnel.

1.13 NURSE:  Term to include registered nurse (RN) licensed practical/vocational nurse (LPN/LVN), medical technician, nurses’ aids and emergency medical technician (EMT).

1.14 PRACTITIONER.  An individual providing direct patient care other than contract personnel.

1.15 QUALITY ASSURANCE EVALUATOR (QAE).  Government employee responsible for evaluating the administrative performance of the Contractor.

1.16 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) COMMITTEE.  Committee responsible for the execution of the MTF QA/RM plan to include the duties outlined in AFI 44-119.  The committee ensures an ongoing assessment of the quality and appropriateness of all medical care and will put in priority sequence suspected problems for evaluation, resolution, and follow-up.

1.17 QUALITY ASSURANCE/RISK MANAGEMENT (QA/RM) PLAN.  An organized document, which describes the methods of doing quality assurance (QA), reviews within the MTF.  It designates the areas of responsibility and accountability for the QA program and the mechanisms for monitoring and evaluating patient care.  It is consistent with the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) monitoring and evaluation (M&E) approach and the Air Force risk management (RM) efforts.

1.18 QUALITY CONTROL (QC).  Those actions taken by a Contractor to control the quality of output to ensure that they conform to contract requirements and reasonable standards of medical care.

1.19 STATEMENT OF WORK (SOW). A document that accurately describes a service in terms of the output requirements

1.20 VALID LICENSE.  A grant of permission by an official agency of the District of Columbia, a state, commonwealth, or territory of the United States to provide care independently as a health care professional.  Licenses must be current.  Some jurisdictions issue no-fee licenses to federal employees or military personnel.  These licenses are acceptable if the issuing authority will exercise professional regulatory control over individuals with these licenses. 

SECTION C-3

GOVERNMENT FURNISHED PROPERTY AND SERVICES.

1.0 GENERAL.  The Government will provide the following equipment, supplies, and services listed below: 

2.0 EQUIPMENT.  Contract personnel shall have use of all available equipment for performing services required by this contract.

3.0 PERSONAL PROTECTIVE EQUIPMENT (PPE).  The Government will furnish contract personnel with appropriate PPE.  The Government will be responsible for any repair, cleaning and inventory required for the PPE.  This does not include any type of uniform or laboratory coat.

4.0 FORMS.  The MTF will provide required Government forms used in the performance of services.

5.0 SUPPLIES.  The MTF will provide medical and non-medical supplies commonly used in the facility for the care and management of patients.   

6.0 SERVICES.

6.1 ADMINISTRATIVE SUPPORT.  Contract personnel will be authorized to use all administrative support available to Government employees.  This will include but not be limited to copy machines, telefax machines, medical library, installation distribution, Class-A telephone lines and Defense Switching Network (DSN) lines.  The same restrictions to use these items for Government official business apply.

6.2 HOUSEKEEPING.  The Government as part of the MTF housekeeping contract will provide routine housekeeping.

6.3 GOVERNMENT ORIENTATION/TRAINING.  The Government will provide training on Government provided forms and equipment, universal precautions, initial orientation and continuing orientation. Participates in continuing education programs to update and/or maintain skills and knowledge to meet annual requirements. Participates in evaluation of the quality and effectiveness of activities/services of the unit.

Recommended Training:

Medical Record Management

Composite Health Care System (CHCS)

Integrated Clinical Data Base (ICDB)

Ambulatory Data System (ADS)

Electronic Worldwide Referral and Authorization System (EWRAS)

Customer service/conflict resolution

     6.4 RECORDS, FILES, DOCUMENTS, AND WORK PAPERS.  All records, files, documents, and work papers provided by the government remain Government property.  The Quality Assurance Evaluator (QAE) will provide guidance to the contract personnel who shall maintain and dispose of these records, files, documents, and work papers in accordance with AFR 4-20. 

SECTION C-4

CONTRACTOR FURNISHED ITEMS AND SERVICES
8.0 GENERAL.  Except for those items or services specifically stated in Section C-3 to be Government furnished, the Contractor shall furnish everything required to perform this contract in accordance with all of its terms.

9.0 CONTRACTOR OWNED/CONTRACTOR OPERATED EQUIPMENT.  The Government does not anticipate a need for Contractor furnished equipment.

10.0 INITIAL INSPECTION.  All Contractor-owned equipment will be inspected and approved by the biomedical equipment maintenance section prior to use in the facility.  This includes personal items such as coffee makers and radios.

11.0 CYCLICAL INSPECTION.  All Contractor owned/Contractor operated equipment will be picked up on the maintenance records of the medical treatment facility (MTF).  This management tool allows the MTF to insure required cyclical preventive/routine maintenance is performed on Contractor owned/Contractor operated equipment.  The Government will be responsible for notifying the contractor when routine/preventive maintenance is required.  The Contractor shall have this maintenance performed, and shall provide documentation to the Government so maintenance history can be updated.

12.0 REPLACEMENT OF CONTRACTOR OWNED/CONTRACTOR OPERATED EQUIPMENT.  If, in the judgment of the biomedical equipment maintenance section personnel, a piece of Contractor owned/Contractor operated equipment is unsafe, based on diagnostic testing and established industry standards, it shall be tagged as unserviceable and removed from use.  Replacement of said equipment will be at the Contractor’s expense.

13.0 RUBBER STAMP.  The Contractor shall provide a rubber stamp for each licensed practical nurse to include the following information:  RN’s name, social security number, professional degree/status (RN.), “Referral Management Center” and “XXXth Medical Group.”
14.0 RECORDS, FILES, AND WORK PAPERS.  Contract personnel shall maintain and dispose of Government provided as well as Contractor generated records, files, documents, and work papers in accordance with instructions provided by the QAE and in accordance with AFR 4-20. 
SECTION C-5

SPECIFIC TASKS LPN 

11.0 GENERAL.  The Contractor shall provide a licensed practical nurse to provide medical and administrative support to MTF personnel and beneficiaries in the Referral Management Center

12.0 PERFORMANCE EXPECTATIONS. 
2.1 Administrative: Basic knowledge level includes: principles of customer service, TRICARE, quality control and risk management, medical terminology, medical forms and records management, anatomy and physiology, guidelines for release of medical information, medical and legal ethics, infection control concepts, applicable systems technology, supply procedures, and information systems.

2.2. Professional Nursing Procedures

2.2.1. Follows and complies with Air Force, MTF, and section policies and regulations when providing nursing care and treatment to beneficiaries

2.2.2. Attends section’s meetings in-services, and training (excluding military training) on a regularly scheduled session

2.2.3. Knows and understands the principles of utilization review and utilization management (UM) and applies knowledge in processing specialty referrals

2.2.4. Plans and performs specialty referral reviews IAW established guidelines (InterQual, Milliman & Robertson) to provide quality cost-effective care.

2.2.5. Conducts first level reviews for all referrals to specialty care

2.2.6. Acts a facilitator of professional and patient care activities

2.2.7. Provides clear direction and defines priorities liking unit’s mission to that of the organization

2.2.8. Interfaces with the  Managed Care Support Contractor (MCSC) and multidisciplinary personnel as needed to ensure appropriateness of referrals

2.2.9. Identifies cases that may benefit from alternative levels of care and involves the case manager as needed to provide direction in care management

2.2.10. Evaluates the quality and appropriateness of services

2.2.11. Champions change by challenging the status quo. Acts as a catalyst when appropriate and manages implementation effectively

2.2.12. Participates in multidisciplinary team activities and MTF committees

2.2.13. Maintains current nursing license, current knowledge of referral management and UM, and documentation of continuing education credits

2.2.14. Takes immediate action to correct behavior/attitudes of personnel not meeting minimum standards

2.2.15. Plans and prioritizes utilization review activities to ensure identified patient needs are addressed promptly

2.2.16. Effectively utilizes information systems to develop, design, analyze, update and record data

2.2.17. Meets all suspense dates, and manages workload to maximize productivity and resources

2.2.18. Prioritizes RMC requirements and makes timely, appropriate decisions

2.2.19. Facilitates the development and integration of UM review policies and procedures into RMC operations

2.2.20. Demonstrates an ability to express self in all areas of communication, effective listening, and questioning techniques

2.2.21. Provides timely, descriptive feedback regarding utilization review issues

2.2.22. Serves as a liaison with TRICARE Regional Office (TRO) and the MCSC contractor

2.2.23. Provides ongoing communication and education concerning referral management

2.2.24. Builds harmonious working relationships with MTF staff and possesses excellent customer service skills

2.2.25. Performs data collection and review to identify areas requiring intensive management.  Analyzes data collected and prepares reports describing resource utilization patterns.  Disseminates information to members of collaborative teams and multidisciplinary hospital committees

2.3 Referral Appointing.  

2.3.1 Reviews referrals for suitability, administrative, and clinical completeness, covered CHAMPUS benefit, and required tests and prework
2.3.2 Verifies patients are registered in CHCS/DEERS; updates demographic information as needed
2.3.3 Provides Right of First Refusal (RFR) determinations for specialty care that can be provided within the MTF using Service Availability Listing (SAL) and information systems that link the referral to the appointment to the ATC category and standard 
2.3.4 Schedules specialty referral appointments to MTF, Direct Care System, or Network/non-network providers within Access to Care standards
2.3.5 Coordinates with specialty referral clinics (internal or external) on special patient instructions and/or tests required prior to appointment
2.3.5 Advises patients of the provider, location, time and day of the referral appointment or request the patient call back for appointment information if not provided appointment prior to leaving MTF    
2.3.6 Provides pre-appointment instructions to patients as indicated

2.3.7 Locates referral requests and ensures appropriate documents are available prior to all specialty appointments
2.3.8 Prints diagnostic reports and/or treatment profiles as necessary

2.3.9 Ensures patients leave MTF with all necessary documentation appropriate for the referred care episode and the referral provider knows where to return his/her results
2.3.10 Contacts patients in event referral requests are invalid, disapproved by second level review/MCSC and reschedules patients as soon as possible or instructs patients of other health care options 

2.3.11 Submits referrals to non-network providers to TSC for medical necessity/ appropriateness review

2.3.12 Receives and appropriately forwards clinical phone consult requests from patients
2.4 Health Benefits Advice  

2.4.1 Advises all categories of patients of what their referral/health treatment options are as related to their eligibility and beneficiary status 

2.4.2 Advises on travel benefits and make travel arrangements with the Global Patient Movement Requirements Center using the TRANSCOM Regulating and Command and Control Evacuation System as indicated

2.4.3 Arranges travel orders, and non-medical attendants as required

2.4.4 Advises on Line-of-Duty issues

2.5 Referral Tracking

2.5.1 Tracks referrals to include obtaining reports from MTF, Direct Care System, and network/non-network providers within established standards 

2.5.2 Documents patient’s appointment, with whom, either in the MTF, another MTF, in the Network or with a non-network provider

2.5.3 Documents the name of the referring provider/PCM and MTF for purposes of returning specialty results to 

2.5.4 Follows-up with MTF providers who did not complete referral results within required timelines

2.5.5 Ensures that results from other MTFs and from Network/non-network providers are returned to the referring provider and to the medical record within required timelines and follows up with as necessary

2.5.6 Documents that paper referral results are properly filed in patient’s health record

2.5.7 Assists in preparation of monthly reports as indicated
2.6 Customer Service

2.6.1 Greets patients, screens, and appropriately routes phone calls
2.6.2 Relieves requesting provider from as many administrative burdens as possible

2.6.3 Serves as the “central clearing house” for providers and patients needing help with referrals

13.0 PROCEDURE GUIDANCE.  The contract RN shall perform education services compatible with the medical facility's operating capacity and equipment.  New services shall not be introduced without prior recommendation to, and approval of, the medical treatment facility (MTF) Commander or authorized representative. 

14.0 DUTY ASSIGNMENT.  The RN shall be primarily required to perform nursing services in the RMC.  When the primary services are not required, or the nurse's services are more urgently required elsewhere, the RN may be assigned by the Flight Commander/Flight NCO to provide support in other sections of the MTF commensurate with his/her experience. 

15.0 OTHER SUPPORT.  The RN shall provide immediate evaluation of emergency problems as they occur and follow established guidelines for seeking assistance.

16.0 DOCUMENTATION.  The RN shall prepare all documentation to meet or exceed established standards of the MTF to include but not limited to timeliness, legibility, accuracy, content and signature.  Unless approved for delay, the nurse shall meet all suspense dates.  Only MTF and Air Force approved abbreviations shall be used for documentation of care in the health care record.  

17.0 SELF-EVALUATION.  The RN shall participate in a continual process of self-evaluation and strive for excellence in nursing practice.

18.0 ATTENDANCE AT MEETINGS.  The RN shall attend and participate in meetings, professional staff conferences, and other appropriate professional activities as needed.

19.0 INFECTION CONTROL AND SAFETY.  The RN shall comply with all MTF infection control and safety procedures, practices, and standards.

20.0  JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO).  The RN shall meet all applicable JCAHO standards during the performance of this contract. 

SECTION C-6

SPECIFIC TASKS APPLICABLE TO CONTRACTOR PERSONNEL

9.0 PROCEDURE GUIDANCE.  The Contractor shall perform services compatible with the medical facility’s operating capacity.  

10.0 RECORDS.  Contractor personnel shall be responsible for creating, maintaining, and disposing of only those Government required records which are specifically cited in this SOW or as may be required by the provisions of a mandatory directive listed in Section C-6 of this SOW.  If requested by the Government, the Contractor personnel shall provide the original record, or a reproducible copy of any such records within five working days of receipt of the request.  

11.0 PATIENT LISTS.  Patient lists, no matter how developed shall be treated as privileged information.  Lists and/or names of patients shall not be disclosed to or revealed in anyway for any use outside the MTF without prior written permission by the Chief of Hospital Services.

12.0 PATIENT SENSITIVITY.  Contract personnel shall respect and maintain the basic rights of patients, demonstrating concern for personal dignity and human relationships.  Contract personnel receiving complaints validated by the QAE and Flight Commander shall be subject to counseling and, depending on the nature and severity of the complaint, separation from performing service under this contract.  

13.0 RELEASE OF MEDICAL INFORMATION.  Contract personnel shall only release medical information obtained during the course of this contract to other MTF staff involved in the care and treatment of that individual in a HIPAA compliant method.

14.0 COMMUNICATION.  The Contractor shall ensure contract personnel maintain open and professional communication with members of the MTF.  Complaints validated with the QAE and Flight Commander shall be reported in writing to the contract administrator and the Contractor for action.  Failure of the Contractor to correct validated complaints shall result in writing to the contract administrator and the Contractor for action.  Failure of the Contractor to correct validated complaints raised by the MTF staff and the CO will be considered a failure to perform.
15.0 PERFORMANCE EVALUATION MEETINGS.  The CO shall require the Contractor or representative to meet with the CO, contract administrator, QAE, and other government personnel as deemed necessary.  The Contractor may request a meeting with the CO when deemed such is necessary.  Meetings will be documented in the contract file with written minutes signed by the contract manager and the CO, or contract administrator. Should the Contractor not concur with the minutes, such nonconcurrence shall be provided in writing to the CO within ten (10) calendar days of receipt of the minutes.

16.0 Patient Privacy.  Contractor will abide by the Privacy Act of 1974 as well as the Health Insurance Portability and Accountability Act (HIPAA) of 1996.

SECTION C-7

APPLICABLE PUBLICATIONS AND FORMS

Publications and forms applicable to the statement of work (SOW) are listed below.  The Contractor is obligated to follow those publications.  These publications are available in the MTF and maintained by the Government.  Supplements or amendments to listed publications from any organizational level may be issued during the life of the contract.  The Contractor shall immediately implement those changes in publications, which result in a decrease or no change in the price and notify the Contracting Officer (CO) in writing of such change.  Should a decrease in contract price result, the Contractor shall provide a proposal for reduction in the price to the CO.  Prior to implementing any change that will result in an increase, the Contractor shall submit to the CO a price proposal within 30 days of receipt of the change by the Contractor.  The CO and the Contractor shall negotiate the change into the contract under the provisions of the contract clause entitled "Changes".  Failure of the Contractor to submit a price proposal within 30 days from receipt of the change shall entitle the Government to performance in accordance with such change at no increase in price. 

(LIST ALL APPLICABLE PUBLICATIONS)
PUB NO.                 TITLE                                                          DATE             

DEPARTMENT OF DEFENSE (DoD) REGULATIONS/MANUALS   

INSTRUCTIONS/DIRECTIVES 

DOD Instruction 1402.5, Criminal History                                   Jan 93


Background Checks on Individuals in Child Care Services       

DOD Directive 5500.7, Standards of Conduct                              Mar 87    

AIR FORCE REGULATIONS/MANUALS/INSTRUCTIONS

AFI 33-119, Electronic Mail (E-Mail) Management and Use       Mar 99

AFI 36-2108, Classification of Military Personnel

AFI 41-115, Authorized Health Care and Benefits

AFI 41-210, Patient Administration Functions

AFI 44-119, Medical Service Quality Improvement and Risk

Management                                                                                   Oct 95
     

OTHER REFERENCES
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Accreditation Manual for Hospitals, current edition

JCAHO Ambulatory Health Care Standards Manual, current edition
TRICARE Operations Manual

Commander’s Guide to Access Success

REFERRAL MANAGEMENT CENTER (RMC) ACTION PLAN TEMPLATE


	Referral Management Center Action Plan Template
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REFERRAL MANAGEMENT (RM) Metrics/Performance Measures 

Referral Management Metrics/Performance Measures

Prime Containment:  Percent of cost incurred for MTF enrolled population, within the market area of facility, which could be performed within the MTF.  Reported monthly to the P2R2
Direct Care Specialists:  Render preliminary results to requesting provider and patient’s record no later than 72 hours after the appointment

Direct Care PCM /Requesting Provider/Patient’s Medical Record:  Receive preliminary results from Network/Non-Network Specialists no later than 10 working days of specialty encounter

Patients Receive Appointment Prior to Leaving MTF:  Patients received appointments for referral prior to leaving MTF 80% of time (excluding patient refusals).

Access to Care:  Patients requiring referrals were appointed within Access to Care Standards

Network Appointments:  Referrals not available in the direct care system, but are available or required in the Network System

Referral Management (RM) 

Policies and Guidance


Quick Reference
Referral Management Policies and Guidance 
	The Right of First Refusal Rule

	Office of the Assistant Secretary of Defense (Health Affairs) (OASD (HA)) Policy 98-036

http://www.ha.osd.mil/policies/1998/trad9836.htm

	Subject:  Policy for TRICARE Special Care Standards and Authorizations, dated 11 May 98 

	· The TRICARE program is designed that the local MTF has First Refusal Rights (RFR) for specialty or inpatient care 

	· If the MTF doesn’t have the capability or cannot provide care within Access to Care Standards, then the Health Care Finder (HCF) should authorize/assist in obtaining care from the TRICARE Provider Network 

	· The MTF provision of needed care determination should be made within One Day of request

	

	

	The 72 Hours Rule

	OASD (HA) Policy 98-007

 http://www.ha.osd.mil/policies/1998/scc9807.htm

	Subject: Policy For Specialty Care Consultants, dated 7 January 1998

	· MTFs are expected to provide clearly legible specialty care results from internal MTF specialist to PCM within 72 Hours of specialty encounter 

	

	The 24-Hour, 7 Day, 28 Day Rule

	Code of Federal Regulations (CFR), Title 32, Part 199.17(p)(5)(ii)

http://frwebgate5.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=130657509350+1+0+0&WAISaction=retrieve
Subject:  Access Standards

	· TRICARE Prime beneficiaries’ wait times for acute, routine, wellness and specialty care services are not to exceed 24 Hours, 7 Days, and 4 Weeks respectively

	

	The When Does the Clock Start Rule

	OASD (HA) Policy 02-018

http://www.ha.osd.mil/policies/2002/02-018.pdf

	Subject: Access To Care and Referral Times dated Sep. 17, 2002:

	· Wait Time Begins From the date the TRICARE Service Center/Health Care Finder, MTF, or provider was contacted for an appointment by the patient/referring provider

	· Wait time for an appointment for specialty care referral shall not exceed 4 weeks; to meet ATC Standards, the MTF or MCSC will offer specialty care appointment within 4 weeks of date of request upon being contacted by the patient/referring provider

	· Patients can’t refuse appointments offered in the MTF (within ATC Standards) in an attempt to get care in the Network

	· A provider’s professional judgment cannot waive access standards

	

	Utilization Management

	OASD (HA) Policy 98-031

http://www.ha.osd.mil/policies/1998/umpd9831.html


	Subject:  Revised Utilization Management Policy for Direct Care, dated 15 April 1998

	· Updated, clarified and simplified UM guidelines

	· Allows flexibility to perform UM functions which easily and efficiently accomplish goal of providing cost-effective beneficiary care in an appropriate setting

	

	Health Insurance Portability and Accountability Act (HIPAA), 21 August 1996

	CFR, Title 45, Part 164

http://www.access.gpo.gov/nara/cfr/waisidx_02/45cfr164_02.html
Subject:  Public Welfare, Security and Privacy

	· Imposes strong security safeguards for medical information.  

	· Creates standard safeguards to protect the privacy and confidentiality of personal health care information. The MHS and all other U. S. hospitals, providers and health care organizations are required to implement the new privacy standards.

	

	30-Day Rolling Appointments

	USAF/SG Memorandum

http://www.tricare.osd.mil/tai/downloads/policies/USAirforce_IAABP.pdf

	Subject:  Improving Appointing and Access Business Practices, dated 28 March 2001

· Personnel who schedule appointments will be able to view all clinic templates at least 30 days in advance on a rolling basis

	· MTFs will use one of the 9 standard appointment types for at least 90% of scheduled appointments

	· Appointments will be scheduled within access standards

	· MTFs will track referrals to ensure Network care and MTF follow-up occur as indicated

	

	JCAHO (Provision of Care, PC 5.60, and Information Management, IM 4.10)

http://www.jcaho.org/accredited+organizations/hospitals/standards/new+standards/pc_xwalk_hap.pdf
http://www.jcaho.org/accredited+organizations/hospitals/standards/new+standards/im_xwalk_hap.pdf

	Subject:  Tracking and Accountability of Specialty Referrals

· To be in full compliance, referral requests will be tracked & accounted for 100% of the time 

	

	HSI Checklist Requirements (LD.3.2.3, January 2003)

http://afia.kirtland.af.mil/SG_PUBLIC/SG-HSIG/2003-AD-HSI-Guide/2003 AD-HSI-Guide.htm
Subject:  Specialty Care Referral Requirements

	· Tracking Mechanism existed for referrals, including feedback mechanism to provide the referring provider with clinical results of referral   (AFI 41-115, para 1.4.12.6 and 1.4.12.8) or Notification of Subsequent Specialty to Specialty Referral (SG PL 28 Mar 01, Atch 1, para f)

	· Non-emergent referrals entered into CHCS using the Consult Order Entry (CON) Program (SG PL 28 Mar 01, Atch 1, para f)

	

	· Beneficiaries called one telephone number for all appointment and referral needs; call routing, if needed, occurred without requiring patient to make additional telephone calls (CGAS pg C-1; TAI website - Business Rules)

	· TRICARE Prime patients are scheduled for ACUT, SPEC, PROC appointment types within ATC Standards



	

	TRICARE Next Generation Contract Referral Requirements

Subject:  Referral and Authorizations Under T-Nex

	· Right of First Refusal: 

	·  MTF will have the Right of First Refusal on all Referrals

	· All referrals to an MTF shall comply with HIPAA requirements

	· Results Reporting

	· Contractors will ensure timely specialty referral results back to MTF

	· Network providers will provide referral results on MTF enrollees within 24 hours of an emergent/urgent referral (Standard:  98% of time)

	· Network providers will provide referring provider results within 10 working days of routine specialty appointment (Standard:  98% of time)

	· 100% of reports and summaries shall be provided to the referring provider within 30 calendar days (Standard:  100% of time except in Alaska)

	· Electronic return of referral results is preferred and will need to be addressed in the MTF/MCSC MOU


ENTERPRISE WIDE REFERRAL AND AUTHORIZATION SYSTEM (EWRAS)

Enterprise Wide Referral and Authorization System (EWRAS) Phased Implementation

The Enterprise Wide Referral and Authorization System (EWRAS) is a web-based, Health Insurance, Privacy, and Accountability Act (HIPAA) compliant system for managing and tracking specialty care referrals and authorizations.  It will become a module of TRICARE Online (TOL) and will provide one database with worldwide visibility of referrals.  EWRAS will interface with CHCS, DEERs and other systems and will be capable of receiving results in many forms.  It is also designed to allow logging of Network appointments.  Standard EWRAS rule sets will speed the referral routing and review process.

EWRAS is scheduled to be implemented in two phases beginning with EWRAS Nonavailability Statements (EWRAS NAS) on 28 December 2003 for Inpatient Mental Health and followed by EWRAS Referral and Authorization (EWRAS R&A).  EWRAS (R&A) will be implemented by T-NEX Region as current TRICARE contracts expire and are replaced by the TNEX contract.   Additional information on EWRAS including the EWRAS Concept of Operations, guidelines, frequently asked questions, and forms can be found at http://www.tricare.osd.mil/tai/ewras.htm.

ABBREVIATIONS AND ACRONYMS



	ADS
	Ambulatory Data System

	AFMS
	Air Force Medical Service

	AFSC
	Air Force Specialty Code

	ATC
	Access to care

	CFR
	Code of Federal Regulations

	CHCS
	Composite Health Care System

	COR
	Contracting officer representative

	COTR
	Contracting officer technical representative

	DMIS
	Defense Medical Information System

	DEERS
	Defense Enrollment Eligibility Reporting Systems

	DoD
	Department of Defense

	EWRAS
	Enterprise Wide Referral & Authorization System

	HA
	Health Affairs

	HIPAA
	Health Insurance, Privacy, and Accountability Act

	HCF
	Health care finder

	HSI
	Health services inspection

	ICDB
	Integrated Clinical Data Base

	JCAHO  
	Joint Commission on Accreditation of Healthcare Organizations

	LPN
	Licensed practical nurse

	MAJCOM
	Major command

	MCP
	Managed Care Program (CHCS module)

	MCSC
	Managed Care Support Contractor

	MDG
	Medical group

	MHS
	Military health system

	MOU   
	Memorandum of understanding

	MTF
	Medical treatment facility

	NAS
	Non-availability statement

	OASD
	Office of the Assistant Secretary of Defense

	PCM


	Primary care manager

	POC
	Point of contact

	QA/RM
	Quality assurance/risk management

	R&A
	Referral & authorization

	REA
	Request for equitable adjustment

	RFR
	Right of First Refusal

	RM
	Referral management 

	RMC
	Referral management center

	SAL
	Service availability listing

	SAV
	Staff assistance visit

	SCO
	Specialty care optimization

	SOW
	Statement of work

	TMA
	TRICARE Management Activity

	T-Nex
	TRICARE next generation contracts

	TOL
	TRICARE Online

	TRO
	TRICARE regional office

	TSC
	TRICARE service center

	UM/UR
	Utilization management/utilization review

	WIPT
	Working integrated product team


GLOSSARY



	Access to care (ATC) standards
	The Congressionally mandated standards that TRICARE Prime beneficiaries’ wait times for acute, routine, wellness and specialty care services are not to exceed 24 Hours, 7 Days, and 4 Weeks respectively.

	AFMS Referral & Authorization Working Integrated Project Team (AFMS R&A WIPT)
	The multidisciplinary AFMS team established to develop a set of standard R&A business rules that will compliment EWRAS and T-Nex MCSC changes by optimizing direct care assets, enhancing facility adherence to access to care and time standards established for R&A, improving the tracking of referrals and consults, and increasing patient and provider satisfaction.

	Appointing
	The process of scheduling a visit or procedure.

	Authorization number
	A number issued by the fiscal intermediary indicating that a referral is approved for non-MTF care and identifying the approved referral for claims processing.

	Business rule
	The fundamental, underlying constraints and policies of a business that define or constrain behavior, and are therefore the core of the enterprise.  

	Consult
	The act or an instance of referring a TRICARE beneficiary to another authorized provider for the evaluation of a specific medical issue where the consulting provider provides advice to the referring provider without treating the patient.

	Direct care system
	Health care provided in a DoD MHS MTF.

	Enterprise Wide Referral & Authorization System (EWRAS)
	The HIPAA compliant, MHS information technology solution for standardizing the business rules and for managing R&A in the TRICARE environment.  It is key to providing timely access to care for MHS beneficiaries through an integrated and automated process.  

	Financial risk


	The value of health care within a region for which the AF is financially at risk.  Includes value of care produced in the MTF, PRIME care provided in the private sector and care purchased from the military healthcare support contractor.

	 Managed Care Support Contractor (MCSC)
	TRICARE contractors in an MHS region responsible for authorization and processing of referrals.

	Memorandum of understanding (MOU)
	A document that clearly defines the respective responsibilities for the MTF and MCSC.  It should reflect what actions the MCSC and MTF/CC are expected to take and the degree to which each party will consult with the other before taking certain actions.  Since it is considered as a change to the Regional Health Services Plan, it must be coordinated with the appropriate Lead Agent prior to implementation.

	Non-availability statement (NAS)
	A certification by a commander, or designee, of a Uniformed Services MTF, recorded on DEERS, generally for the reason that the needed medical care being request by a non-TRICARE Prime enrolled beneficiary cannot be provided at the facility concerned because the necessary resources are not available in the time frame needed.

	Primary care manager (PCM)
	An enrolled beneficiary’s primary care provider who provides all non-emergency, non-mental health care services including specialty referrals when necessary.  The PCM may be an MTF or network provider.

	Prime containment
	TRICARE Prime enrollee private sector specialty care which could be done in the MTF or Direct Care system

	Referral
	The act or an instance of referring a TRICARE beneficiary to another authorized provider to obtain necessary medical treatment for a specific medical issue.  The treatment many entail an admission, procedure, or a specialty consultation.

	Referral management (RM)
	A process for managing and tracking patient referrals, both internal and external to the medical treatment facility (MTF), in order to identify trends, recapture care, and promote continuity of care.  It provides a mechanism for determining patient access to specialty clinics based on standardized criteria and pre-determined clinical/business outcomes.

	Referral management center (RMC)
	A “One-Stop Shop” where patients go when their PCM requests a specialty care referral.  The RMC reviews and tracks, and appoints all referrals.

	Referral number
	An identification number assigned to a referral when the provider creates the request; this is an identification number to facilitate referral tracking and to link specialist feedback to the appropriate referral; it is NOT an authorization number and it differs from an MCP Referral Number in CHCS

	Right of first refusal (RFR)
	The method for determining if an MTF has the specialty capability as reflected in the SAL, has an available specialty care appointment, and can make that appointment within the Access to Care standards which state that specialty care must be appointed within 28 days, or sooner if so requested by the PCM

	Rule set
	A set of screening criteria created by each MTF that will analyze a referral and route the referral to the next step in the processing sequence; the ruleset criteria will include but not be limited to beneficiary category, request specialty, patient eligibility status, patient gender, patient age, etc.

	Specialty care optimization (SCO)
	The process to deliver the right specialty care, by the right people, and the right time by optimizing specialty care services.  

	T-Nex
	The new generation of TRICARE Health Plan contracts which will replace existing TRICARE contracts.

	Utilization management
	The basic foundation for evaluation of care and services, and for the development of best practices, critical pathways, and clinical outcomes studies through such mechanisms as education utilization review, demand/ referral management, case management, disease management, discharge planning, health promotion and prevention.  It is a comprehensive, systematic, and ongoing effort including all aspects of medical, surgical, and mental health care, both inpatient and outpatient, encompassing all services and providers who have a direct impact on patient care.

	Utilization review
	A systematic evaluation of the necessity, appropriateness, and efficiency of the use of health care services, procedures, and facilities.


AFMS REFERRAL AND AUTHORIZATION WORKING INTEGRATED PROJECT TEAM 

(AFMS R&A WIPT)

CHARTER

Air Force Medical Service

Referral and Authorization Working Integrated Project Team
1.  Background  

The TRICARE Management Activity (TMA) formed the Health Insurance Portability and Accountability Act (HIPAA) Referral and Authorization (R&A) Working Integrated Project Team (WIPT) to examine the current business processes used for referrals and authorizations within the Military Health System (MHS), and will formulate and recommend a migration strategy to a more standardized, efficient process, to include the requirement for supporting the deployment of a new HIPPA compliant information system or application.  The TMA R&A WIPT is currently coordinating and managing the development of requirements and an implementation plan in order to comply with the mandates of the HIPAA Transactions and Code Sets Final Rules.  It is projected that this information system will be fielded MHS wide by October 2003.  Additionally, TMA is in the process of preparing the next generation (T-Nex) managed care support contracts that will have a large impact on medical treatment facilities’ (MTFs) R&A business practices.  At this point there is great variation in the referral and authorization process throughout the AFMS.  In anticipation of these TMA mandated changes, and wanting to reduce variation, the AFMS must develop standard R&A business rules.

2.  Purpose
The AFMS R&A WIPT will develop a set of standard R&A business rules that optimize direct care assets, facilitate adherence to access to care and time standards established for referrals and authorizations, improve the tracking of referrals and consults, and increase patient and provider satisfaction.  These rules will compliment the intended functionality of TMA’s R&A information system and the upcoming T-Nex managed care support contract changes.  

3.  Scope of Activities
The AFMS R&A WIPT will support the development of standard R&A business rules to prepare all AFMS MTFs to operate with these new business processes and information system changes.  The AFMS R&A WIPT will collaboratively address all issues regarding the development and the implementation of applicable guidelines, policies, education plans and feedback mechanisms.

4.  Membership

Chief Operations Branch, Health Benefits and Policy Division/SGMA
Chair

Chair, Access and Appointing Integrated Product Team/SGMA

Member

Health Care Integrator Consultant, Population Health Support 

Division/ AFMOA/SGZZ






Member

Medical Information Systems Division/SGMI



Member

Air Combat Command






2 Members

Air Education Training Command





2 Members

Air Force Materiel Command Representative



2 Members

Air Mobility Command






2 Members

Air Force Space Command






2 Members

Air Force Special Operations Command




2 Members

11th MDG-Bolling AFB






2 Members

USAF Academy







2 Members

Pacific Air Forces







2 Members

United States Air Forces Europe





2 Members

Consultants as non-voting members at the call of the chair

The membership will include personnel from all MAJCOMs and MTF peer groups including a mixture of physicians, nurses, and support personnel familiar with the R&A processes at their MTFs.  
5.  Meetings

Meetings are held at the call of the Chair.  WIPT meetings will be held on a bi-weekly basis initially and monthly once the program is underway.

6.  Deliverables
    a.  Develop a complete set of R&A standard business rules for AFMS MTFs

    b.  Review, comment and come to consensus on a set of acceptable requirements for the R&A information system being developed by the TMA R&A IPT

    c.  Develop an AFMS R&A education and training plan

    d.  Provide a MTF staff and organization plan to optimize R&A business process

    e.  Develop a meaningful set of performance measures for R&A processes

    f.  Develop a transition plan to move the AFMS from old to new R&A business processes

7.  Duration

Effective dates of this charter will be 17 October 2002 to completion of deployment of the new R&A information system being developed by the TMA R&A IPT.







(Original Signed)

Date:  17 October 2002


MICHAEL W. SPATZ, COL, USAF, MC

Chair, In-House Care Panel

CHARTER MEMBERS

Air Force Medical Service

Referral and Authorization Working Integrated Project Team 

	                NAME
	                  AGENCY/MTF

	Lt Col Gloria Bowden
	357th Medical Group, Scott AFB, IL

	Lt Col Tamy DeLeon
	15th Medical Group, Hickam AFB, HI

	Lt Col Rose Layman
	16th Medical Group, Hurlburt AFB, FL

	Lt Col John Mansfield
	3rd Medical Group, Elmendorf AFB, AK

	Lt Col Preston-Leacock
	HQ AF/SGSA, Bolling AFB, DC

	Lt Col Thomas Roshetko
	HQ AFSPC/SG, Peterson AFB, CO

	Lt Col Dawn Rowe
	HQ AFMC/SG, Wright-Patterson AFB, OH

	Lt Col Michele Schott
	HQ AETC/SG, Randolph AFB, TX

	Lt Col Jayne Stetto
	HQ USAFE/SG, Ramstein AFB, GE

	Lt Col Gregory Wickern
	HQ PACAF/SG, Hickam AFB, HI

	Maj Bret Burton
	7th Medical Group, Dyess AFB, TX

	Maj Todd Eppler
	HQ ACC, Langley AFB, VA

	Maj Parks Gibson
	HQ AFSPC/SG, Peterson AFB, CO

	Maj Frederick Grantham
	HQ PACAF/SG, Hickam AFB, HI

	Maj Sharon Hale
	10th Medical Group, USAFA, CO

	Maj Sean Holloway
	89th Medical Group, Andrews AFB, DC

	Maj Marissa Koch
	HQ AF/SGSA, Bolling AFB, DC

	Maj Wendy Larson
	HQ AFMC/SG, Wright-Patterson AFB, OH

	Maj Mathew McDevitt
	38th Medical Group, Lakenheath AB, GE

	Maj Rosiland Miller-Ball
	45th Medical Group, Patrick AFB, FL

	Maj Christopher Morgan
	HQ AMC/SG, Scott AFB, IL

	Maj Russ Pinard
	56th Medical Group, Luke AFB, AZ

	Maj John Powers
	HQ USAFE/SG, Ramstein AFB, GE

	Maj Paul Skala
	HQ USAFE/SG, Ramstein AFB, GE

	Maj Camille Tilson
	11th Medical Group, Bolling AFB, DC

	Capt Calvin Griner
	11th Medical Group, Bolling AFB, DC

	Capt Craig Keyes
	16th Medical Group, Hurlburt AFB, FL

	Capt Charles Twedt
	7th Medical Group, Dyess AFB, TX

	SMSgt Russell Blythe
	86th Medical Group, Ramstein AFB, GE

	SMSgt Ronald Pinson
	HQ AETC/SG, Randolph AFB, TX

	MSgt Michelle Justice
	HQ ACC, Langley AFB, VA

	MSgt Bernadette Watson-Blake
	HQ AMC/SG, Scott AFB, IL

	Mr. Donald Allenbaugh
	96th Medical Group, Eglin AFB, FL

	Ms Sheila Baez
	96th Medical Group, Eglin AFB, FL

	Mr. David Corey
	HQ AF/SGSA, Bolling AFB, DC

	Mr. Jim Harrington
	314th Medical Group, Little Rock AFB, AR

	Ms Ann Jackson
	7th Medical Group, Dyess AFB, TX

	Ms. Gloria Lamoureux*
	HQ AF/SGSA, Bolling AFB, DC

	Ms Reva Lemley
	90th Medical Group, Warren AFB, WY

	Mr. Clyde Maddox
	10th Medical Group, USAFA, CO

	Ms Carinia Menke
	86th Medical Group, Ramstein AFB, GE

	Ms Trina Morrisette
	HQ USAFE/SG, Ramstein AFB, GE

	Ms Margie Richbourg
	16th Medical Group, Hurlburt AFB, FL
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3.  Patient goes to RMC





 1.   Patient sees PCM





5.  Patient seen by Specialist





7.  RMC sends report to PCM





4.  RMC Appoints Patient to Specialist (Appropriately collaborates with TSC for Network/non-network appointments)





6.  Specialty Report sent to RMC
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Telephony system to support appointing & scheduling requirements


Ability to have on-line access to clinical protocols/guidelines 


Ability to track and monitor referral authorization


Ability to communicate with care team 


Ability to have patient’s clinical history


Ability to integrate the medical advice / triage, scheduling and referral authorization process 


Ability to provide outcomes to referring provider and patient record


Ability to engage external community providers


 


 








Ensure staff is knowledgeable on: 





Guidelines and policies for referral authorizations


Beneficiary marketing and education on personal responsibilities


Medical advice / triage, scheduling and referral authorization processes 


 








FTEs dedicated to all UM Functions	             2.6 FTE


FTEs dedicated to all hospital precertification and concurrent UM		             1.8 FTE


FTEs dedicated to case management		.4 FTE


FTEs dedicated to referral authorization               .3 FTE


FTEs dedicated to ambulatory diagnostic testing & procedure authorization	             .02 FTE





Note:  Mean FTEs per 10,000 Members























 








Identification of need for referral


Ensure referral appropriateness 


Ability to authorize or obtain authorization


Ability to schedule referred services within MTF at the time of request


Ability to schedule referred services with network/non-network providers at the time of request


Ability to have Information related to a specialty request available (reason for visit, medical history, priority, etc.) 


Ability for case managers to access referral utilization  


Ability for automatic authorization based upon established clinical and administrative guidelines


Ability to notify patient of schedule changes








Technological Requirements 








Training Requirements








Resource Requirements








Operational Requirements








Definition:  To have the necessary tools to refer, authorize, schedule, and manage a referral.  
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Activity C5.2: Implementation Tools/Management of Processes 





Measure RMC Performance  & Report RMC Activities 


(Rules 85-91)





or





Referral Results:  Track, Receive, Provide to Referring Provider, and File in Patient Record


(Rules 76-83)





Complete Results of Referral


(Rules 63-75) 





Notify Patient of Invalid Referral/Cancelled Appointment


(Rule 62)





or





Begin RMC Operations             (See Next Chart)





Secure RMC Location & Equipment             (Rule 15)





Staff & Train RMC Staff (Rule 14)





Establish RMC Functions 


(Rule 13)





Develop RMC Processes 


(Rules 3-12)





Appoint & Prepare Patient for Appointment


(Rules 56-61)





Non-Network Provider


(Rules 48-55)





Network Provider


(Rules 37-47)





Direct Care System


(Other MTF)


(Rules 32-36)





MTF


(Rules 25-31)





Determine Source of Referral Care (Rule 24)





Perform Right of First Refusal (Rules 21-23)





Patient Arrives in RMC


(Rules 16-17)





Welcome & Assist Patient


(Rule 18)





Validate Referral & Covered Benefit Status (Rule 19)





Develop RMC Patient Education Program (Rule 2)





or





or





AREAS	REGIONS	�Northeast 	1, 2 & 5


Southern	3,4 & 6	�Western	7-12, AK		








2. PCM orders referral via CHCS/EWRAS





































































































Appendix 6





Appendix 5





Appendix 4





Appendix 3





Appendix 2





Appendix 1





NOTE:  Areas highlighted in yellow are provided for ease of personalizing documents to your MTF.  And as a reminder, all documents need to reflect what is contained in the T-NEX Managed Care Support Contract (MCSC).  





“We have a contractual commitment to those who enroll with us in TRICARE Prime.  Beyond the commitment to getting the best possible health care to these people, we have agreed to provide or arrange care by 1-7-28:  urgent care within 1 day, routine care in 7 days, and referral/preventive appointments in 28 days.  This defines the platform for our clinical practice.  Our practices need to be both efficient and effective, not only to create a healthy, fit, and resilient population, but also to train and sustain our capabilities.  The job of every manager and every leader is to keep our environment one of calm, collected, confident competence for our Air Force.  We are one team, taking care of the mission.  We are also one family, taking care of each other.  You deserve, and our Air Force deserves, no less.”


Lieutenant General Peach Taylor 


Air Force Surgeon General, June 2003
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Appendix 12





Prepared by:


HQ USAF/SGSA


Health Benefits Division


30 Nov 2003





Currency through CCA


MTF specialty service capacity


Keeps medical forces current & medically ready (full-up rounds)


Recapture of specialty referrals – more capability





Peer Groups 4 & 5 -- 979K+ beneficiaries 


38%+ in SE/SW Regions


Aging/high use/high risk population


Target rich referral population – drives ECA


Retention





Matches resources to financial risk 


Fully utilize MTF capacity/capability


Achieve ROI for MTF specialty care & return $$$ to MTF


Takes right patient, right provider, right time, right place at right cost





RM





RM





Long View Strategy





ECA





CCA





BCA





REFERRAL





MANAGEMENT
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