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AAAHC (Accreditation Association fc
Ambulatory Health Care)

The Accreditation Association for Ambulatory Healthre- also knowr
as AAAHC or the Accreditation Association - is avpte, non-profit
organization formed in 1979 to assist ambulatolthecare organization
improve the quality of care provided to patients.

AANA (American Association of Nurs
Anesthetists)

Founded in 1931, the American Association of N#sesthetist:

(AANA) is the professional association for morertt&,000 Certified
Registered Nurse Anesthetists (CRNASs) and studaiseranesthetists.
CRNAs are advanced practice nurses who are thesk@mngroviders of 3(
million anesthetics given in the United States egedr. .

)

ABMS (American Board of Medice
Specialties)

The American Board of Medical Specialties (ABMSha-for-profit
organization, assists 24 approved medical spedaldyds in the
development and use of standards in the ongoingai@n and
certification of physicians.

accessibility

The extent to wich a member of a managed care organization (MC®
obtain available services at the time they are ege8uch service refers 1
both telephone access and ease of scheduling amappnt.

ACCME (Accreditation Council fo
Continuing Medical Education)

The ACCME is the organization who mission is thenitification,
development, and promotion of standards for qualtitytinuing medical
education (CME) utilized by physicians in their mahance of
competence and incorporation of new knowledge fwrave quality
medical care for patients and their communities.

Accreditation

A determination by an accrediting body that anikeleghealthcar:
organization complies with applicable Joint Commoeisstandards. See
also accreditation decisions.

Accreditation Appeal

The process through which an organization thableas preliminarily
denied Joint Commission accreditation exercisasgit to a hearing by
an Appeals Hearing Panel, followed by a reviewhefPanel’s report and
recommendation by The Joint Commission’s Board@h@issioners.

Accreditation Cycle

A period of accreditation at the conclusion of whaccreditation expire




unless a full survey is performi

Accreditation Decisions

Categories of accreditation that an organizationazhieve baseon a full
survey by the accrediting body

Accreditation Report

A report of an organization’s survey findings; tegort include:
organization strengths, requirements for improvenfege definition), and
supplemental findings (see definition), as appedpti

Accreditation Survey Findings

Findings from an c-site evaluation conducted by Joint Commissic
surveyors which result in an organization’s acdegtin decision.

Accreditation Watch

An attribute of an organization’s Joint Commissamtreditatin status. A
healthcare organization is placed on Accreditaiitatch when a sentinel
event has occurred and a thorough and credibleceaste analysis of the
sentinel event has not been completed within aifipe¢ime frame.
Although Accreditation Watch status is not an dffi@accreditation
category, it can be publicly disclosed by The JGiammission.

ACGME (Accreditation Council for Gradua
Medical Education)

The Accreditation Council for Graduate Medical Eatitn (ACGME) is
responsible for the Accreditation of post-MD medicaining programs
within the United States. Accreditation is accomsipéid through a peer
review process and is based upon established stinaliad guidelines.

ADA (Americans with Disabilities Ac

The ADA is a wid-rangingcivil rights law that prohibits, under certs
circumstances, discrimination based on disability.

administration costs

Costs incurred by a carrier, such as an insuramecgany or HMO, fo
administrative services like claims processing averhead expenses.
Administration costs are usually expressed asqfgmtemium.

ASO (Administrative Services Only)

A service requiring a third party to deliver adrsinative services to ¢
employer group and requiring the employer to hdéshtfor the cost of
healthcare services provided. This is a commomgemment when an
employer sponsors a self-funded healthcare program.

admissions/100

The number of hospital admissions per 1,000 heddth members. Th
formula for this measure is: (# of admissions/memmbenths/ x 1,000
members x # of months.)

ADS (Alternative Delivery System)

A method of providing healthcare benefits that diefram the traditiona




indemnity methods. An HMO, for example, is consadkan altenative
delivery system.

adverse selection

(1) Describes a plan with a disproportionate sléenrollees who ar
sicker than the general population, specificallgnmbers who are sicker
than anticipated when the medical costs budgetdeasloped.

(2) Occurs when a carrier enrolls a poorer risk tthee average risk of the
group. Fierce competition for the healthiest indihls leaves insurers
such as Blue Cross & Blue Shield with members wieagore likely to
use services because of their existing higheriheiak conditions.

age/sex factor

A measurement used in underwriting which represtagtsige and sex rit
of medical costs of one population relative to AratA group with an
age/sex factor of 1.00 is average. An age/sexfattove 1.00 indicates a
higher than average demographic risk of expectetiaakclaims. An
age/sex factor below 1.00 indicates a lower thamae demographic ris
of expected medical claims.

)

age/sex rates (ASR)

A set of rates for a given group product in whilreis a separate rate f
each grouping of age and sex categories. One ttedoéd serves a defined
group or product. These rates are used to calgpteteiums for group
billing purposes. This type of premium structurefien preferred over
single and family rating in small groups becausatbmatically adjusts tg
demographic changes in the group. Also called teibes.

AHP (Allied Health Practitione)

Allied health professionals are health care priaciirs with forma
education and clinical training who are credentidlerough certification,
registration, and/or licensure.

Allied health practitioners work with physiciaasd other members of
the health care team to deliver high-quality pattare services for
identifying, preventing, and treating disease aisdtillities.

AHP (Accountable Health Plans)

Under the proposed managed competition plans, theskl be the
insuring delivery systems that would offer a staddaderally defined




benefit plan set by the National Health Bo

AHP (Allied Health Professional

Specially trained and licensed (when necessaryjhuaae workers othe
than physicians, dentists, optometrists, chiropracipodiatrists, and
nurses.

allowable costs

Charges for services rendered or supplies furniblg@a health provide
that qualify as covered expenses.

AMA (American Medical Associatior)

The professional association for physici

AOA (American Osteopathic Association)

The accrediting body for osteopathic hospi

ANCC (American Nurses Credentiag
Center)

The American Nurses Credentialing Center (ANCCyjates individuals
and organizations throughout the nursing professitimthe tools they
need on their journey to excellence. ANCC's intéonally renowned
credentialing programs certify nurses in specipigctice areas, recogniz
healthcare organizations for nursing excellenceutjin the Magnet
Recognition Program®, and accredit providers otioaing nursing
education.

Any Willing Provider Laws

Statutes requiring that managed care orks accept any willini
physician who meets a managed care network’s ésdtall selection
criteria. The insurer’s viewpoint is that these dawduce competition ang
increase administrative costs. Physician’s posisdhat these laws
protect them from being shut out of networks. Withihese laws, the
livelihoods of many physicians may be in jeopardy.

AOA (American Osteopathic Associat)

The AOA is a member association representing nie 64,00(
osteopathic physicians (D.O.s). The AOA servehagptimary certifying
body for D.O.s, and is the accrediting agency foosteopathic medical
colleges and health care facilities.

APG (Ambulatory Patient Group)

A reimbursement methodology developed by 3M Healbrmation
Systems for the HCFA/CMS. APGs are to outpatiesitsfservices what
DRGs are to inpatient hospital days. APGs provinteaffixed
reimbursement to an institution for outpatient ahares or visits and




incorporate data regarding the reason for the aigit other patient dat
APGs prevent unbundling of ancillary services.

APIC- (Association of Professionals
Infection Control and Epidemiology)

A multi-disciplinary, voluntary, international organizatipromoting
wellness and prevention of infection world-widednvancing health carg
epidemiology...

appeal

A formal request by a practitioner or member faomsideration of .
decision, such as a utilization review recommeidath benefit payment,
an administrative action or a quality-of-care awvsm issue, with the goa
of finding a mutually acceptable solution.

application

A form on which the prospective insured statessfagtiuested by tt
carrier and on the basis of which the carrier decigdhether or not to
accept the risk, modify the coverage offered otideche risk. Enrollees
in non-insurance health benefits plans also com@ertoliment
applications.

attestation

A signed statement indicating that a practitiorenspnally confirmed th
validity, correctness, and completeness of histhexlentialing application
at the time that he or she applied to the MCO &atigipation.

attrition rate

Disenroliment expressed as a percentage of totalbeeship. To b
meaningful, one must distinguish between open kneoit and off-open
enrollment terminations. Off-open enroliment teratians are usually dug
to subscriber's employment or relocation outsidéhefHMO’s/PPQO’s
service management. Open enrollment terminationshealue to
subscriber dissatisfaction and thus may be coatrtzll

ALOS (average length of sta)

The average number of days in the hospital for @aohission. Thi
formula for this measure: total patient days inedrdivided by the numbe
of admissions and discharges during the period.

B

balance billing

The practice of a provider billing a pent for all charges not paid for |
the insurance plan, even if those charges are aheyalan's UCR (Usual

=




Customary, or Reasonable) or are considered médigatecessar)
Managed care plans and service plans generallylyrgnoviders from
balance billing except for allowed co-pays, coiaswwe and deductibles.
Such prohibition against balance billing may eveterd to the plan’s
failure to pay at all (e.g., because of bankruptcy)

Bare-Bones Health Plans

These plans have high deductibles-payrrents, low policy limits an
may include only several stays of hospitalizatiomer half of the states
have waived mandated health benefits to allow sHl&sese plans.
Although these no-frills, low cost policies are gahtoward small
businesses, they are not popular.

base capitation

A stipulated dollar amount to cover the cost ofitheare per covere
person less mental health/substance abuse sempi@smacy and
administrative charges.

basic health services

Defined as benefits that all federaqualified HMOs must offer, define
under Subpart A. 110.102 of the Federal HMO Regriat

bed days/1000

The number of inpatient days per 1000 health plambers. The formul
is (# of days/member months) x 1000 members xrafths.

benchmark

For a pirticular indicator or performance goal, the industreasure of be:
performance. The benchmarking process identifiedo#st performance i
the industry (healthcare or non-healthcare) foamiqular process or
outcome, determines how that performance is actliane applies the
lessons learned to improve performance.

benefit package

Services an insurer, government agency, or hekdthgdfer to a group ¢
individual under the terms of a contract.

blacklisting

Refusal by insurers to cover h-risk individuals, especially those wi
could inherit diseases, and those in high-risk $hdes/professions. The
latter is also called redlining or industry screeni

Board Certified Specialist

A doctor who has completed an accredited spegatigram and wk has
passed the proper specialty board examination.




Board Eligible

A term used to describe a physician who is eligibleake the speciall
board examination by virtue of having graduatednfian approved
medical school, completed a specific type and keoftraining, and
practiced for a specified amount of time.

Break-Even Point

The HMO membership level at which total revenuabtatal costs ar
equal and therefore produce neither a net gaihossrfrom operations.

Bylaws

A governance framework at establishes the roles and responsibilities
body and its members.

C

CAMH (Comprehensive Accreditation Mant
for Hospitals)

Publishing by TJC, the Comprehensive Accreditalitamual for
Hospitals includes guidelines for obtaining, manggand using
information to improve patient outcomes and indixtdand hospital
performance in patient care, governance manageisisupport
process.

Canadian-Style Systen

(1) Commonly, a term used to describe a single psy&em, nationalize
healthcare or socialized medicine.

(2) Canada’s healthcare system is actually notleeofibove. Canada’s
national health insurance program is composed sEp2rate single paye
systems with global budgets. Patients may choasedbctors who are
mainly self-employed and reimbursed under a netgatitee schedule.
Hospitals, about half government owned and halfiplytheld non-
profits, are reimbursed in set lump sums. Eachipoevapproves
technology and facility investments.

capitation (CAP)

The process ofat rate prepayment for professional services fgiven
population of health plan (literally “per head™). practice, a flat fee is
paid per-member per-month (PMPM) to a contractimglical group/IPA
or Primary Care Physician in return for the provislassumption of the
financial risk required to provide certain professil services to a given
population of health plan members. The provideesponsible for

delivering or arranging for the delivery of all litbeservices required by

—



the covered pers under the condition of the provider contr

carrier An entity which may underwrite or administer a ramg health benef
programs. May refer to an insurer or a managedthphn.
carve out A decision to purchase separately a service wisitypically a part of ar

indemnity or HMO plan. Example: an HMO may “carug’ahe
behavioral health benefit and select a specialeedior to supply these
benefits on a stand-alone basis.

case management

The process for identifying covered persons witkcsjc healthcare neec
in order to facilitate the development and impletagan of a plan that
efficiently uses healthcare resources to achietienopm member
outcome.

case manager

An experienced professional (e.g. nurse, doctaooial worker) whc
works with patients, practitioners, providers, amlrers to coordinate al
services deemed necessary to provide the patiémtwglan of medically
necessary and appropriate healthcare.

Catastrophic Health Insurance

Insurance beyond basic and major mecinsurance for severe al
prolonged iliness that poses the threat of findmaia to the family.

catchment area

The geographic area from which an HMO draws iteepét

CDC (Centers for Disease Control a
Prevention)

an agency of the United States lartment of Health and Human Servit
based near Atlanta Georgia. It works to protetiipihealth and safety b
providing information to enhance health decisi@mg] it promotes health
through partnerships with state health departmemdsother organizations.
The CDC focuses national attention on developirdyaoplying disease
prevention and control (especially infectious déses, environmental
health, occupational safety and health, health ptmm, prevention and
education activities designed to improve the healitihe people of the
United States.

CDS

Controlled Drugs and Substan

CMS (Centers for Medicare & Medicaid

The federal agency of the Department of Healthtduchan Services thi




Services)

administers the Medicare program and oves states’ administration |
Medicaid.

CEO (Chief Executive Office)

Oneof the highesrankingcorporate office (executivi) or administratg

in charge of total management. An individual seldas President and
CEO of a corporation, company, organization, omagereports to the

board of directors.

CPMSM (Certified Professional Medical
Services Management)

A medical staff servicemanagemerpractitioner who has successfu
completed the examination for certification by Metional Association
Medical Staff Services.

cherry picking It is the practice of selling policies only to pé®pho don’t need medic
care and dropping them once they do. Insurers atgsian unavoidable
practice. Also referred to as cream skimming.

churning (1) The practice of a prover seeing a patient more often than is medic

necessary, primarily to increase revenue through@aeased number of
services.

Claims (Incurred)

It represents actual carrier liability and incluédisclaims with dates ¢
service within a specified period, usually callbd experience period.
Because of the time period between dates of seavideclaims payments
are actually processed, adjustments must be mal&id Claims data tg
determine Incurred Claims.

Claims (Paid]

The amounts paid to pviders to satisfy the contractual liability of t
benefit plan. These amounts do not include menidlgitity for ineligible
charges, deductibles or copayments. If the candsrpreferred payment
contracts with providers (e.g. fee schedules, atipit arrangements),
lower paid claims liability will usually result. Wiout such contracts, the
total of paid claims plus member liabilities shoalglual provider billed
claims. NOTE: Paid claims for a specific time pdrip not necessarily
reflect the actual liability for medical servicesliglered during the same
period of time. See the definition of Claims (In@d) for further
information.

Claims experience

The claim cost associated with the utilization eélthcare services relat




to the contract beteen the account and the cari

clinic without walls

The concept of a clinic without walls focuses priityeon an
organizational structure rather than a physicailcstire. In so doing, it
sidesteps one of the primary barriers to the areaif medical group
practices that has existed in the past. Insted&hdhg to buy out the leas
and pay to relocate the physicians into a singlatlon, one simply leaves
everyone in place while throwing a super PA (prsifasal association) or
other entity over the top of their existing PAsteate a combined
organization.

11

Clinical Privileges

Authorization granted by the appropriate authdffity example, ¢
governing body) to a practitioner to provide spedfre, treatment, and
services in an organization within well-definediisnbased on the
following factors, as applicable: license, eduaattoaining, experience,
competence, health status, and judgment.

closed acce:

A type of health plan in which covered personsracgiired to select
primary care physician from the plan’s participgtproviders. The patient
is required to see the selected primary care piaysfor care and referrals
to other healthcare providers within the plan. Tglliy found in a staff,
group or network model HMO. Also called closed pameyatekeeper
model.

closed panel

(1) A managed care plan that contracts with phasiion an exclusiy
basis for services and does not allow those plarsicio see patients for
another managed care organization. Examples inslafeand group
model HMOs. It could apply to a large private matigroup that
contracts with an HMO.

(2) Medical services are delivered in the HMO-owhedlth center or
satellite clinic by physicians who belong to a sakcformed but legally
separate medical group that only serves the HM@ fEhm usually referg
to group and staff HMO models. See also closedsacc

CME

Continuing Medical Educatic

Continuing medical education(CME) refers to a specific form of




continuing educatic (CE) that helps those in timedica field maintain
competence and learn about new and developing af¢lasir field. These
activities may take place as live events, writtabljgations, online
programs, audio, video, or other electronic medantent for these
programs is developed, reviewed, and deliveredhbylfy who are expert
in their individual clinical areas. Similar to tpeocess used in academic
journals, any potentially conflicting financial atlonships for faculty
members must be both disclosed and resolved inaaimgful way.

"2

CMS

Centers for Medicare & Medicaid Servi

CMS or the Centers for Medicare & Medicaid Servicethe federal
agency responsible for administering the Medicltedicaid, SCHIP
(State Children's Health Insurance), HIPAA (Hedtiburance Portability
and Accountability Act), CLIA (Clinical Laboratotyprovement
Amendments), and several other health-related progr

COBRA—Consolidated Omnibus Budget
Reconciliation Act of 1985

(1) A component of this Act requires employers fferothe opportunity

for terminated employees to purchase continuatidrealthcare coverage
under the group’s medical plan (also see conversibremployees of
companies with 20 or more workers are entitledotatioue coverage
under the group plan for 18 months after leaving.

(2) The Act also allows for a Medicare recipientdtsenroll from an HMO
or CMP with a Medicare risk contract.

Code of Ethics

A systematic set of rules or guidelines to dirgurapriate and valt-
based conduct or behaviors.

Community Care Networks

Local groups of docrs and clinics, organized by hospitals, compet¢
contracts with group insurers and are responsilproviding care to
enrolled individuals. Typically reimbursement is dppitation. Payment
schedules are set by an independent regulatorg bGammunity Care
Networks are the centerpiece of the American Hakpissociation’s
reform plan.

Consumer Assessment of Healthcare
Providers and Systems —(CAHPS)

a public-private initiative to develop standardized survef/patients




experiences with ambulatc and facility-level care

Health care organizations, public and private pases, consumers, and
researchers use CAHPS results to:

« Assess the patient-centeredness of care;
« Compare and report on performance; and
+ Improve quality of care.

Competency

A determination of an individual's capability to meletfined expectatior

CMP (Competitive Medical Plar)

A federal designation that allows a health planktain eligibility to
receive a Medicare risk contract without havinglitain qualification as
an HMO. Requirements for eligibility are somewtretd restrictive than
for an HMO.

Conditions of Participation

Federal regulations issued by the Healthcare Fingrsdministration
delineating standards for healthcare delivery, Isintd standards of The
Joint Commission. Hospitals receiving reimbursenfi@ntreatment of
Medicare patients must meet the Conditions. CMRBiaffy recognizes
that Joint Commission hospital accreditation rezguients meet or excee
the Medicare Conditions of Participation. As a tesloint Commission
accredited hospitals have “deemed status” andesmed eligible to
participate in the Medicare program.

)

Confidentiality

Restriction of access to data and information ¢ividuals who have
need, a reason, and permission for such accessdidual’s right,
within the law, to personal and informational pdyaincluding his/her
healthcare records.

Conflict of Interest

The circumstance of a public official or corporatficer whose personi
interests might benefit from his/her official pamit or actions, especially
as it relates to confidential information.

Continuing Education

Education beyond initial professional preparatiuat is relevant to th
type of care delivered in an organization, thawves current knowledge
relevant to an individual’s field of practice omrgee responsibilities, and

that may be related to findings from performanceronement activities.




contract

(1) An agreement between two or more persons thates an obligatio
to do or not do a particular thing.

(2) An HMO agreement executed by a subscriber g(sep group
contract). The term may be used in place of subscrhen referring to
penetration within a given subscriber group. Alsedito designate an
enrollee’s coverage.

contract year

The period of time from the effective date of tlwmtract to the expiratio
date of the contract.

conversion

The conversion of a member covered under a growgbemeontract ti
coverage under an individual contract. This isreffieto subscribers who
lose their group coverage (through job loss, de&thworking spouse,
etc.).

conversion privilege

This gives an individual insured under a group plenright to convel
from a group health policy to an individual polieythe event the
individual leaves the group

COO

Chief Operating Office

copayment

A costsharing arrangement in which a plan member payeeified
charge for a specified service, such as $10 faffice visit. The member
is usually responsible for payment at the timehtbalthcare is rendered.
Typical copayments are fixed or variable flat antsuor physician office
visits, prescriptions or hospital services.

Core Competencies

Knowledge, skills, values and belief systems resgpifor someone to k
able to provide the services of a profession.

cost effective

A term that refers to the allocation of resourcea manner so as
maximize outcome and minimize cost. There is atptinvhich more cost
will not incrementally improve outcome to the exttehthe increased cos

L.

cost shifting

It is the expression that describes the primanhoebf paying fol
indigent care in the United States. The “high” aafgprivate insurance
premiums are perceived as the hidden tax to payrfoompensated




medical care and medical treant of the poor. It is viewed as the prim:
cause of health insurance inflation

cost-benefit Analysis (CBA)

Measures both costs and results of a treatmentoaéthmonetary term:
not in physical units.

cost-effectiveness Analysis (CEA)

Measures costsnd consequences, with costs measured in dolladls
outcomes calculated in terms of their effectiveriessbtaining a specific
objective measured in biological units. CEA is mattarly useful for
comparing alternative treatments which are verylaimand affect similar
clinical results or use similar methods.

cost-minimization analysis (CMA)

Measures and compares costs of alternative therttae have identici
clinical effectiveness - including adverse reactia@omplications, and
duration of therapy.

cost-of-illness analysis

Examines all the costs of a specific disease iefmed population. /
macroeconomic analysis, often used to evaluatesptare programs for
diseases.

cos+-utility analysis (CUA)

Measures costs of alternative treatmer dollars, but evaluates outcon
in terms of the patient’s ability to lead a norratisfying life, their
“quality of life.” The outcome may be measuredemts of discomfort
and pain, changes in functioning, or preferencefar intervention over
another.

CPR—Customary, Prevailing, and
Reasonable

A payment process developed by Medicare. CPR descthe rat
physicians charge based on what they have changbé past
(Customary) and what other physicians are char@ngvailing). The
Reasonable charge can be adjusted to the prevelienge, the customar
charge, or the physician’s present charge.

CPT

See Physician’s Current Procedural Termino

Credentialing

The process of obtaining, verifying, and assesgiagjualifications of |
healthcare practitioner to provide patient cargises in or for a
healthcare organization.




credentialing

(1) The most common use of the term refers to olitgiand reviewing

the documentation of professional providers. Sumtuthentation includes

licensure, certifications, proof of insurance, evide of malpractice
insurance history, and other documents. Generatludes both reviewing
the information provided by the provider and varifythat the
information is correct and complete.

D

)

Credentials Documente evidence of licensure, education, training, expege or
other qualifications.

Criteria Expected level(s) of achievement or specificatiagainst whict
performance or quality may be compared.

CvO Cettificatior? Credentialin Verification Organizaon

D

DAW —Dispense As Writter

The instruction from a physician to a pharmacistispense a brand nar
pharmaceutical rather than a generic substitution.

decision analysi

A systematic approach to decis-making under uncertain conditior
explicitly analyzing all of the factors in a decisi(in a specified order),
assessing the probability of the possible outcomed,selecting the best
possible choice.

Deemed Status

Status conferred by the Centers for Medicare andida& Service:
(CMS) on a healthcare provider when that providgudged or
determined to be in compliance with relevant Medidaonditions of
Participation because it has been accredited mjumtary organization
whose standards and survey process are determirei8 to be
equivalent to those of the Medicare program or rfisderal laws.
Successful completion of a Joint Commission hobkpitevey can result in
deemed status recognition.

delegation

A formal process by which an MCO gives anothertetitie authority tc
perform certain functions on its behalf, such &slentialing, utilization
management and quality improvement. Although, arOM@n delegate

the responsibility for ensuring that the functisrperformed appropriately.




Delineation of Clinical Privileges

The listing of the specific clinical privileges an organiaats staff
member is permitted to perform in the organization.

denial

Non-authorization of a request for care or servicesQR@onsiders nc-

authorization decision that are based on eitheiicakdppropriateness or
benefit coverage to be denials. Partial approvadscare terminations are
also considered to be denials.

diagnostic related groups (DRGS)

A classification system for inpatient hospital seeg based on princip
and secondary diagnosis, surgical proceduressageand presence of
complications; used to determine reimbursement.

differential The out of pocket difference that an eligible indisal may pay whe
opting for indemnity insurance versus a managee gkan.
discounting Methodused to convert future benefits and costs intovedemt curren

monetary units, taking into account the generdigpeace for current
dollars over future dollars.

divide and dumg

Describes separating I-risk workers from the hi¢-risk workers ant
dumping the latter.

Drug Enforcement Administration (DEA)

The agency that issues certificates to medicaligens authorizing ther
to prescribe controlled substances (i.e. narcosind)other medications.
The DEA registration expires every three yearsyhath time the
physician must register and receive an updatedicate.

drug formulary

A listing of prescription medications which are apged for use and/c
coverage by the plan and which will be dispensealigh participating
pharmacies to a covered person. The list is sutigmtriodic review and
modification by the health plan.

dual choice

(1) A health benefit offered by an employment grtheat permits thos
eligible to voluntarily choose among health plarsgjally the employers
primary insurer and an HMO.

(2) The portion of the federal HMO regulations theduires any employey
with 25 or more employees residing in an HMO'’s s@rarea, paying
minimum wage, and offering health coverage to adféederally qualified




HMO as well. Sometimes rerred to as Section 1310 or mandating,
HMO must request it. This provision was “sunsettied1995.

(3) Another definition, unrelated to the previougeppertains to point of
service (see POS)

Durable Medical Equipment (DME)

Equipment which can sta repeated use, is primarily and custome
used to serve a medical purpose, generally issefuilito a person in the
absence of illness or injury, and is appropriateuf®e at home. Examples
of durable medical equipment include hospital bad®elchairs and
oxygen equipment.

E

Economic credentialing

A process that measures and traces-effective physician practices us
for appointment and reappointment of physicians\éalical staff
positions.

Educational Commission for Foreign
Medical Graduates (ECFMG)

The Educational Commission for Foreign Medical Gigtds (ECFMG)
through its process of certification, assessesdhdiness of graduates of
foreign medical schools to enter residency or vesloip training programs
in the United States. ECFMG administers an exanginain knowledge of
basic medical sciences and ability to understaadetiglish language.

Element of Performance (EP)

The specific performance expectations and/or sirastor processes tt
must be in place in order for a hospital to pro\sdée, high-quality care,
treatment, and services. EPs are scored and datemtiospital’'s overall
compliance with a standard. EPs are evaluated3spant scale (with the
option of scoring an EP “not applicable”), wherdby Insufficient
compliance; 1 = Partial compliance; 2 = Satisfactmmpliance.

employer mandate

Under the federal HMO act, federally qualified HMEGs mandate ¢
require an employer to offer at least one fedei@liglified HMO plan of
each type (IPA/network or group/staff). Some slkaes have similar
provisions.

EMTALA

Emergency Medical Treatment and Active Labor

The Emergency Medical Treatment and Active Labdrida statute




which governs when and how a patient may be (Lisef treatment or (:
transferred from one hospital to another when lire @ unstable medical
condition.

EMTALA was passed as part of the Consolidated OmsmiBudget
Reconciliation Act of 1986, and it is sometimesredd to as "the
COBRA law".

encounter

A contact provided to aatient by a healthcare practitioner or provi
Generally, if the member receives more than orartrent within the
same or related department at the same timegdtisted as a single
encounter. Encounter claims from Primary Care Rierg (PCP) are
generally capitated services and do not genereligra to be paid to the
physician.

encounters per member per year

The number of encounters related to each membaryearly basis. Th
measurement is calculated as follows: total # abenters per year/total
of members per year.

enrollee An individual who is enrolled for coverage unddrealth plan contrac
and who is eligible on his/her own behalf (not lyue of being an
eligible dependent) to receive the health servitesided under the
contract.

enrollment The total number of covered persons in a health. dlae term also refe

to the process by which a health plan signs uppg@mnd individuals for
membership, or the number of enrollees who sigimw@my one group.

ERISA—Employee Retirement Income
Security Act

One provision of this Act allows s«funded plans to avoid payir
premium taxes, complying with state laws and retjpiia regarding
insurance, even when insurance companies and ndhoage plans that
stand risk for medical costs must do so. Anothevigion requires that
plans and insurance companies provide an explanatibenefits (EOB)
statement to a member or covered insured in thet@fe denial of a
claim, explaining why the claim was denied andiimfimg the individual
of his/her right of appeal. It exempts companies felf-insure, or fund




their own insurance plans, from state regulatibsst large companie
began to self-insure in the 80s. Now, 70% of fimith 5,000 or more
workers are self-insured. Only Hawaii has an ER¥@&ver, allowing it to
regulate such plans. The Act is considered to fip@jar roadblock to state
health reform, since it means states cannot rethéréarge companies to
provide insurance, pay premium taxes, or cover @i@ubenefits.

Ethics

The study and philosophy of human conduct, with leass on th
determination of right and wrong. The principlegight conduct,
especially with reference to a specific profession.

Evidence of Standards Compliance (ESC)

A report submitted by a rveyed organization within 90 days of
survey, which details the actions(s) that it toolting itself into
compliance with a standard or that clarifies whg tinganization believes
it was in compliance with the standard for whicteiteived a
recommendation. An ESC must address compliandesalément of
performance (EP) level and must include a meaduwsaazess (MOS) (se
definition), if applicable, for all appropriate EBrrections.

Exclusive Provider Organization (EPO)

An EPO is similar tan HMO in that it often uses primary care physisi
as gatekeepers, may have capitated providers, liraged provider panel,
and uses an authorization system. An EPO differs ftn HMO in that
EPO physicians, in most cases, do not receiveatapitbut instead are
reimbursed only for actual services provided. feiferred to as exclusive
because the member must remain within the netveor&deive benefits.
EPOs are generally regulated under insurance ssatather than HMO
regulations. Many states do not allow EPOs bectnugemaintain that
EPOs are really HMOs. If the patient goes outdi@eEPO network for
care, they are required to pay the entire codietare.

expected claim

The projected claim level of a covered person ougrfor a efined

contract period. This level also becomes known dessired loss ratio or
break even point in relationship to projected premiSee also experiend
rating.

experience rating

The process of setting rates based partially arhiale on evaluatin

4%

previous claims experience and then projectingirequevenues for a




future policy year for a specific group or poolgrbups. See also expec!
claims.

FACIS

Fraud and Abuse Control Information Sys

FACIS® is the database designed to to assist healthudustry personne
search a single database containing informatioheafthcare individuals
and entities that have been excluded from federalticare programs as
well as adverse actions taken by licensing boar@aie governments .

FCVS

Federtion Credentials Verification Servi

a national non-profit organization that provides services for state medical and
osteopathic licensing authorities. FCVS was

developed to provide a centralized, uniform process for medical licensing
authorities—as well as private, governmental and commercial

entities—to obtain a verified, primary source record of a physician’s “core” medical
credentials.

This Subsequent Request Packet is specifically designed for physicians who
have previously

FDA

Food and DruAdministratior

federal qualification

A designation made by HCFA/CMS after conductingaiensive
evaluation process of the HMO's entire method afigdusiness:
documents, contracts, systems, facilities, etcoganization must be
federally qualified or a designated CMP (competitinedical plan) to be
eligible to participate in certain Medicare costlaisk contracts. All
HMOs are not federally qualified - many are statersed only.

Federation of State Medical Boards (FSMB)

Organization to whiclall state licensing boards, the armed forces, he
federal Medicare Program report disciplinary actiteken against
physicians.




fee schedule

A comprehensive listing of fee maximums used tmbeirse a physicia
and/or other provider on a fee-for-service basis.

fee-for-service equivalency

A gquantitative measure of the difference betweeratinount a physicie
and/or other provider receives from an alternatdimbursement system,
e.g., capitation, compared to fee-for-service reirmbment.

Fee-For-Service reimbursement (FFS)

The traditional healthcare payment system undechvphysicians an
other providers receive a payment that does naezktheir billed charge
for each unit of service provided.

FFS—Fee-for-Services

(1) A form of payment to pviders where the provider receives payn
on a per service basis

(2) Refers to a group that charges the patientrdowpto a fee schedule
set for each service and/or procedure to be prdwviael the patient’s total
bill will vary by the number of services/procedusssually received.

Field Underwriting

The process performed by sales personnel for Sageerospective buyel
of the carrier’s products. The purpose is to enpuoéitable contracting
with groups and to screen out those prospectsatieatot in the carrier’s
best interests.

First-Dollar Coverage

A policy that, like an HMO, has no deductibles aogers the first dolla
of an insured’s expenses.

FMLA

Family and Medical Leave A

Focused Survey

A survey conducted durirThe Join Comrrission accreditation cycle
assess the degree to which an organization haswegits level of
compliance relating to specific recommendation® Jibject matter of
the survey is typically an area(s) of identifiediciency in compliance;
however, other performance areas may also be asisbgsa surveyor(s),
even though they may not have been previously ifieshas deficiencies.
See also compliance; recommendation.

frequency

The number of times a service was provi




FSMB

Federation of State Ndical Board

The Federation of State Medical Boards (FSMB) isadional
non-profit organization representing the 70 medibaards of
the United States and its territories. The FSMBIsgion is to
continuously improve the quality, safety and inti¢grof health
care through developing and promoting high stand&dod
physician licensure and practice.

FTE

Full Time Equivaler

Funding Level

The level of funding required to finance a medizale program. Under ¢
insured program, it is usually the insurance or Hpt®mium. Under a
self-funded program, the amount is usually setieyemployer designee.

Funding Method

Refers to the method by which funding a medicaé gaogram occur:
Under an HMO plan, the funding method is usualpy@spective rate
only. Under insurance plans there are many variattd payment method
or liabilities to employers, both prospective aattagspective.

G

Gatekeeper

A primary care physician in an HMO who makes reflstrHis/hel
function is to reduce healthcare utilization andtso

gatekeeper model

An informal, though widely used term that refer@tprimary care cas
management model health plan. In this model, a# fam providers
other that the primary care physician, except foegencies, must be
authorized by the primary care physician before tarendered. The
gatekeeper is a predominant feature of almost MIOH.

GME

Graduate Medical Educati

Governing Body

The individual(s), group, or agency that has ultereuthority anc
responsibility for establishing policy, maintainiogre quality, and
providing for organization management and plannatiger names for this
group include the board, board of trustees, boagbweernors, board of
commissioners, and partners (networks).




group model HMO

Thereare two kinds of group model HMOs. The first tygegmup mode
is called the closed panel, in which medical s@wiare delivered in the
HMO-owned health center or satellite clinic by phimns who belong to
specially formed but legally separate medical grigt only serves the
HMO. The group is paid a negotiated monthly cajitafee by the HMO,
and the physicians in turn are salaried and gdggmaihibited from
carrying on any fee-for-service practice. In theosel type of group
model, the HMO contracts with an existing, indepamdyroup of
physicians to deliver medical care. Usually, arstxg multi-specialty
group practice adds a prepaid component to itfdieservice mode and
affiliates with or forms an HMO. Medical servicae®g aelivered at the
group’s clinic facilities (both to fee-for-servicpatients and to prepaid
HMO members). The group may contract with more iae HMO.

S

Group Practice

The American Medical Association defines group ficacas three or mo
physicians who deliver patient care, make jointafsequipment and
personnel, and divide income by a prearranged flarmu

GSA - General Services Administrati

GSA is the centralized procurement for the fedgosiernment offerin
products, services and facilities that federal agenneed to serve the
public. GSA offers businesses the opportunity tbkskions of dollars
worth of products and services to federal agencies

H

HA—Health Alliances

Regional alliances may be nonprofit corporationdgpendent sta
agencies or agencies of state governments, apddigtstatewide council
composed of representatives of employer and consarganizations. If
the individual does not choose a health plan wigtidays, the alliance
assigns the individual to the lowest-cost plan latée.

HCFA Common Procedural Coding Systen
(HCPCS)

A listing of services, procedures and supplies gl by physicians ar
other providers. HCPCS includes CPT (Current Praa@d erminology)
codes, national alpha-numeric codes and local atpinzeric codes. The
national codes are developed by HCFA/CMS in ordeupplement CPT
codes. They include physician services not includedPT as well as




nor-physician services such as ambulance, physicaplgeand durabl
medical equipment. The local codes are developddday Medicare
carriers in order to supplement the national coH&R?CS codes are digit
codes with the first digit being a letter followbg four numbers. HCPCS
codes beginning with A through V are national amuke beginning with
W through Z are local.

HCQIA - Health Care Quality Improveme
Act

Passed by Congress in 1986 with the expectatidrittivauld help protec
hospitals and individual's participating on medipakr review committee
from potential liability in the form of money danemjafter the revocation
of a physician’s hospital privileges. The Act hatablished standards for
the hospital peer review committees, provides imtydar those involved
in peer review, and has created the National Ri@utr Data Bank, a
system for reporting physicians whose competensyblean questioned q
when the physician has been sanctioned

Health Maintenance Organization (HMO)

(1) Originally, an HMO was defined as a prepaidamigation tha
provided healthcare to a voluntarily enrolled menibeeturn for a preset
amount of money on a PMPM basis. With the incréaself-insured

business, or with financial arrangements that daelg on prepayment,
that definition is no longer accurate. Now the kigfin encompasses two
possibilities: a health plan that places at leastesof the providers at risk
for medical expenses, and utilizes primary caresjaligns as gatekeeperg
(although there are some HMOs that do not).

(2) An organization of healthcare personnel anditi@as that provides a
comprehensive range of health services to an edrplbpulation for a
fixed sum of money paid in advance. These healthces include a wide
variety of medical treatments and counsel, inpati@d outpatient
hospitalization, home health service, ambulancécerand sometimes
dental and pharmacy services. The HMO may be azgdras a group
model, an individual practice association (IPAhedwork model or a staf
model.

=
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Health Plan Employer Data and
Information Set (HEDIS 3.0)

A core set of performance measures to assist empénd other heall

purchasers to compare and understand the actdafrpance of health




plans. This is the -called “report card on healthcare.” The systel
currently in its second generation of evolutionn2dnaged care plans ar
now participating in a one-year project in whichBE will be utilized to
compare performance among plans. It is projectdestémme a critical
marketing tool for health plans.
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Healthcare Delivery System

The system of prditioners, facilities, institutions and programsit
deliver health services. This term may also applg specific delivery
system such as one offered by a health mainterageaization.

Healthcare Financing Administration
(HCFA)

The federal agencyrmerly responsible for administering Medicare
overseeing states’ administration of Medicaid. Omel14, 2001, the
Healthcare Financing Administration (HCFA) annouhteat it has
changed its name to the Centers for Medicare aralddigl Services. The
official acronym is CMS

Healthcare Integrity and Protection Data
Bank (HIPDB)

Data bank created by the Health Insurance Portghbitid Accountability
Act of 1996, HIPDB is a national healthcare frand abuse data
collection program for reporting and disclosureeftain final adverse
actions taken against healthcare providers, sugmiepractitioners. It wa
established to combat fraud and abuse in healtindnse and healthcare
delivery. It contains information related to deliy®f healthcare items or
service on healthcare providers, suppliers, ortpi@uers as follows: civil
judgments in federal or state courts; federal atestriminal convictions;
actions by federal or state agencies responsibléecémsing and
certification of healthcare providers, supplierpaactitioners; exclusion
from participation in federal or state healthcamegpams; and any other
adjudicated actions or decisions that the Secretstablishes by
regulations. Information from the HIPDB is availali federal and state
government agencies, health plans, and via selfydoe healthcare
providers, suppliers and practitioners. Curreritgré are no mandatory
guerying requirements. HIPDB information is notitalzle to the general
public or to hospitals.

Healthcare Quality Improvement Act
(HCQIA)

Federal legislation passed in 1986 for the purpdsestricting the ability

of incompetent physicians to move from state ttestathout disclosure o




discovery of their prior damaging or incompetentf@anancesThe Act

established the National Practitioner Data Bank§RJPto which medical
and healthcare organizations must report discipliaations taken agains
a practitioner. All healthcare organizations agpieed to query the NPDE
at initial appointment and at reappointment.

U+

HEDIS Healthcare Employers Data Information

HFAP Healthcare Facilities Accreditation Progr~ the accrediting organizatic
for AOA

HIPAA Health Insurance Portability and Accountability

HIPDB Healthcare Integrity & Prection Data Bar

HMO Health Maintenance Organizat

Hold Harmless

A clause frequently found in managed care contradiereby the HMC
and the physician hold each other to not be litdienalpractice or
corporate malfeasance if either of the partiesusmd to be liable. This
language does not preclude a managed care compmanyp€&ing sued if
one of its physicians is sued. It may also refdahguage that prohibits
the provider from billing patients in the event amaged care company
becomes insolvent. State and federal regulationsratuire this
language.

incremental cost

The additional cost of a service or program (oireef or serving a large
population) compared with another program.

incurred but not reported (IBNR)

The amount of mcey that the plan should accrue for medical expenst
yet known, that is, medical expenses that the aizthtion system has not
captured and for which claims have not yet beeeived. Unexpected

IBNRs have caused more problems for managed cans fthan any other
issue.

incurred claims

A term that refers to the actual carrier liabifity a specified period ar

includes all claims with dates of service withiggecified period, usually




called the experience period. Due to the time ktgvben dais of service
and the dates claims payments are actually prageadpistments must b
made to any paid claims data to determine inculadhs.

incurred claims loss ratio

The result of incurred claims divided by premiugefined time periot
is usually specified.

indemnity

A benefit paid by an insurance company for an ieduioss

Independent Practice Association (IPA

(1) Under this structure physicians practicinghait own office
participate in a prepaid healthcare plan. The @lieyss agree upon rates
enroll patients and bill the IPA on a fee-for-seed basis.

(2) An organization that has a contract with a ngaacare plan to delive
services in return for a single capitation ratee TRA, in turn, contracts
with individual providers to provide the servicether on a capitation
basis or on a fee-for-services basis.

Independent Practice Association (IPM)

A group of independent private practice physiciahs have created ¢
incorporated entity for the purpose of contractivith one or more HMOs
to provide services to their members. Also knowaraidependent
practice association.

Indicator

A measure used to determine, over time, an orgémiza performance c
functions, processes, and outcomes.

Individual Practice Association (IPA) model
HMO

A healthcare model that contracts with an individaractice associatic
entity to provide healthcare services in returnaforegotiated fee. The
individual practice association in turn contracthvphysicians who
continue in their existing individual or group ptiaes. The individual
practice association may compensate the physioia@sper capita, fee
schedule, or fee-for-service basis.

individual stop-loss coverage

A practice in experience rating which isolatesrolamounts pe
individual over a defined level (e.g. #30,000). $&ésolated or pooled
amounts are charged to a pool funded by the pa@shels of all groups
who share this same pooling level. Pooling largéntlamounts helps
stabilize significant premium fluctuations more minent with small

group sizes. Smaller groups generally will havedpomooling points and

=



larger groups will have larger pooling poil

Infection Control Program or Proces:

An organizatio-wide program or process, including policies .
procedures, for the surveillance, prevention, amdrol of infection.

inpatient

An individual who has been admitted to a hospitch aegistered be
patient and is receiving services under the diveatif a physician for at
least 24 hours.

Institutional Review Board

An Institutional Review Board (IRB) is required the Food and Dru
Administration (FDA) for any hospital conductings@stigations on
human subjects or drugs or medical devices reglilatehe FDA.

integrated delivery system

A generic term referrg to a joint effort/joint venture of physician/hdtsp
integration for a variety of purposes. Models inigyphysician-hospital
organizations, group practice without walls, mamagmet service
organizations and medical foundations.

Intent of Standard

A scorable, brief explanation of a standard’s rationaleaning, an
significance.

International Classification of Diseases, 9th
Edition (ICD-9-Cpmsm)

A listing of diagnoses and identifying codes fquoging diagnosis ¢
health plan enrollees identified by physicians. Thding and terminology
provide a uniform language that will accuratelyigeate primary and
secondary diagnosis and provide for reliable, ctest communication of
claim forms.

)
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Job lock

Staying in a job out of fear of losing hetinsurance coverage. |-
existing condition waiting periods, high rates aeaials plague
individuals applying for new policies. Job lock repents a major hidden
cost of the current system.

Joint Commission (officially referred to as
The Joint Commision or TJC

An independent, n-for-profit organization dedicated to improving 1
quality of care in organized healthcare settingsirfeled in 1951, its
members are the American College of PhysiciansAtherican College
of Surgeons, the American Dental Assaociation, theeican Hospital
Association, and the American Medical Associatibime major functions

of The Joint Commission include developing acceditin standards,




awarding accreditation decisions, and providingcation anc
consultation to healthcare organizations.

L

Lag study A report that tells managers how old the claimsiggirocessed are a
how much money is paid out monthly (both for therent month and for
any earlier months). These items are then compartiee amount of
money being accrued for expenses each month. Bhienful tool is used
to determine whether the plan’s reserves are atietuaneet all expenses.

Laundry List An exhaustive listing of individual procedures onditions that :

practitioner may request to perform in a healthcaganization.

Leaders (Joint Commission

The leaders described in the leadership functiolude at least the leade
of the governing body, the chief executive offiaed other senior
managers; department leaders; the elected angpioénded leaders of the
medical staff and the clinical departments androthedical staff member
in organizational administrative positions; and tiiese executive and
other senior nursing leaders.

Length of Stay (LOS

The number of days that a membtayed in an inpatient facilit

Liability

As it relates to damages, an obligation one hagiiad or might incu
through a negligent act.

Licensed Independent Practitioner (LIP

Any individual permitted by law and by the orgartiaa to provide car
and services, without direction or supervisionhivithe scope of the
individual's license and consistent with individyajranted clinical
privileges.

Licensure

A legal right that is granted by a government agencompliance with
statute governing an occupation (such as medicin@rsing) or the
operation of an activity (such as in a hospital).

line of business

Refers to source of membership. Members undergbefi64 enrolle
through an employer are known as commercial membtsbers over
age 64 who are Medicare beneficiaries are knowedicare members.

LIP

Licensed Independent Practitio

Locum Tenen:

One practitioner temporarily taking the place ofthier practitione




LOS/ELOS/ALOS Length of Stay/Estimated Length of Stay/Averagngth of Stay. Thi
terms all make reference to the number of hosgags.

loss ratio The result of paid claims and incurred claims glygenses divided by tt
paid premiums. See also incurred claims loss ratbloss ratio, paid
claims loss ratio and medical loss ratio.

M

Malpractice Professional misconduct, improper discharge ofgasibnal duties, ¢

failure to meet the standard of care of a profesdithat results in harm tq
another. The negligence or carelessness of a piofes person, such as
nurse, pharmacist, physician or accountant.

D

Managed Care

(1) Use of a planned and coordinated approachaviging healthcar:
with the goal of quality care at a lower cost. Usuamphasizes
preventive care and often associated with an HMO.

(2) An all encompassing term. At the very leastystem of healthcare
delivery that tries to manage the cost of healthddie quality of
healthcare, and access to care. Common denomimattude a panel of
contracted providers that are less than the emtingerse of available
providers, some type of limitations of benefitstiscribers who use nor
contracted providers (unless authorized to doasw),some type of
authorization system. Managed healthcare may beriled as a spectrun
of systems, including so-called managed indemPBQs, POS, open
panel HMOs, and closed panel HMOs.

(3) The term may also apply to indemnity insureith witilization review.
Managed care uses financial incentives to perspexléders not to order
unnecessary services, urges patients to use previdthe system and
encourages the organization to keep patients dihyea possible.

(4) A method of healthcare cost containment throzaftrol of utilization
and reimbursement while continuously monitoringliqyaln this system,
healthcare providers agree to discount their segviic exchange for
increased patient volume through directed careinveHimited provider

I
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network.




managed healthcare plan

One or more products which integrate financing matagement witthe
delivery of healthcare services to an enrolled petjan; employs or
contracts with an organized provider network wtdelivers services and
which (as a network or individual provider) eitlsare financial risk or
has some incentive to deliver quality, cost-effexzgervices; uses an
information system capable of monitoring and evitiggpatterns of
members’ use of medical services and the costosktiservices.

Management Service Organization (MSO)

A legal entity that provides practice managnt, administrative an
support services to individual or group practiddSOs may be a
subsidiary of a hospital, or privately/publicly ogahby investors. When 3
physician sells a private practice to a hospitdboiprofit medical service
company, he/she is usually selling practice ageets MSO.

mandated benefits

Those benefits which health plans are requireddy ®r federal law t
provide to policy holder and eligible dependents.

mandated providers

Providers of medical care, such as psyctists, optometrist, podiatris
and chiropractors, whose licensed services mudgnstate or federal
law, be included in coverage offered by a healémpl

marginal cost

The additional cost of producing one more unitwicome. Usually nc
the same as the average cost. If the marginal iteaeé less than the
marginal costs, additional treatment represenisefficient use of
resources.

market share

That part of the total healthcare market potetitiat a managed ca
company has captured.

MCO

Managed Care Organizat

MCO— Managed Care Organization

A generic term applied to a managed care plan. Smuople prefer it t
the term HMO because it encompasses plans thattdmnform exactly
to the strict definition of an HMO. It may also &pfo a PPO, EPO, or
OWA.

Measure of Success (MO:!

A numerical or quantifiable measure usually reldatedn audit the




determines if an action was effective and sustaiAadMOS report is du

four months after Evidence of Standards Complid&B&LC). See definition

for approval.

MEC

Medical Executive Committt

Medicaid

A federal program administered and operated indadigt by participating
state and territorial governments which provideslica benefits to
eligible low income persons needing healthcare. ddsts of the program
are shared by the federal and state governments.

Medical Director

Physician responsible for bridging healthcare @gliwvith managemel
and administration. Major responsibilities includaintaining a provider
network, utilization review, and quality assurance.

medical foundatior

A not-for-profit entity associated with a physician groupt fv@vides
medical services under a professional servicesacniThe foundation
acquires the business and clinical assets of thapgoractice, holds the
provider number, and manages the business fordaottes.

medical loss ratio

The cost ratio of health benefits used comparedwtenue receivet
Calculated as: total medical expenses/total revenue

Medical Record Review

The process of easuring, assessing, and improving the qualityedioal
record documentation—that is, the degree to whietioal record
documentation is accurate, complete, and perfoimadimely manner.

This process is carried out with the cooperatioretdvant departments or

services.

Medical Staff

A body that has the overall responsibility for theality of the professioni
services provided by individuals with clinical plages and also the
responsibility of accounting, therefore, to the gming body. The medica
staff includes fully licensed physicians and magiude other licensed
individuals permitted by law and by the organizatio provide patient
care services independently (that is, without cihdirection or
supervision) within the organization. Members hdekneated clinical
privileges that allow them to provide patient cseevices independently
within the scope of their clinical privileges. Saso clinical privileges;




licensed independent practitior

Medical Staff Bylaws

A documenthat describes the organization, roles, and reshpititiss of
the medical staff. The bylaws are developed, adipted periodically
reviewed by the medical staff and approved by thesthing body.

Medical Staff Executive Committee

A group of medical aff members, a majority of whom are licen:
physician members of the medical staff practicimthie organization,
selected by the medical staff or appointed in atamoce with governing
body bylaws. This group is responsible for makipgcsfic
recommendations directly to the organization’s gowey body for
approval, as well as receiving and acting on repamd recommendations
from medical staff committees, clinical departmesrtservices, and
assigned activity groups.

Medicare Title XVIII of the Sccial Security Act, Health Insurance for the Agec
federal insurance program for persons over 65 yafaage.
Medicare A nationwide, federally administered health insweprogram whicl

covers the cost of hospitalization, medical cane, some related services
for eligible persons. Medicare has two parts:

Part A covers inpatient costs (currently reimbdrgespectively using
the DRG system). Medicare pays for pharmaceutmaigided in
hospitals, but not for those provided in outpatiattings. Also called
Supplementary Medical Insurance Program.

Part B covers outpatient costs for Medicare ptiéurrently reimbursed
retrospectively).

Medicare beneficiary

A person who has been designated by the SocialiBeédministration
as entitled to receive Medicare benefits.

Medicare Provider Analysis and Review
(MedPar) Data

Data which are collected by the Centers for Medicard Medicait
Services (CMS) from hospitals in order for hosgital receive
reimbursement for performed services and procedures

member

A participant in a health plan (subscriber/enrotbeeligible dependen
who makes up the plan’s enroliment. Also used gediee an individual
specified within a subscriber contract who may aymot receive




healthcare services accordito the terms of the subscriber pol

member categon

A group of members classified (usually based onaagkused in
capitation environment) to determine physician minsement levels. At a
minimum, the categories are pediatrics, adultsMedicare. Also called
member type.

member month

A unit of volume measurement. A member month issétpuone membe
enrolled in an HMO for one month, whether or n& thember actually
receives any services during the period. Two memimarths are equal to
one member enrolled for two months or two memberslked one month.
Many internal operating statistics for HMOs areresged in terms of
members months.

member months

The total of all months that each member is covefed example, if a pla
had 10,000 members in January and 12,000 membEebimary, the total
member months for the year to date as of Marbivduld be 22,000.

members per year

The number of members effective in the health plaa yearly basit
Calculation is: member months/12

MESH

Medical stafthospital organization. (See Pt

MIS— Management Information System

The common term for the computer hardware and soéhat provide
the support for managing the plan.

Mixed Model

A managed care plan that mixes two or more typaetelferysystems
This has traditionally been used to describe an HNHD has both closed
and open panel delivery systems.

MLP — Mid -level Practitioner

Non-physicians who deliver medical care, generally utle supervisiol
of a physician but for less cost. Physician’s &aats, clinical nurse
practitioners, and nurse midwives are includedis group.

Modified Community Rating

A separate rating of medical service usage in arggeographic are
(community) using age, sex, data, etc.

modified fee-for-service

A system in which providers are paid on &-for-service basis, wit




certain fee maximums for each procec

Morbidity Rate

An actuarial term that measures the likelihood eflival care expens
occurring.

Mortality Rate

An actuarial term that meeres the probability of death occurri

MSO—Managed Service Organization

An MSO is an entity that is legally separate frdma hospital or physicia
entity and, in some circumstances, from the PH@. MO functions in
some situations simply as a practice site, includinpplies, personnel,
and administrative services. The nature of seryicegided by the MSO
are comprehensive. Although the MSO provides ageddivantages
concerning physician practice autonomy, greategssto managed care
plans, and a form of joint practice acquisitiore MSO is perceived as a
temporary solution— a mere step towards full inaign.

MSP Medical Services Professiol

N

National Association Medical Staff Services | The professional association for mediand professional staff servic
(NAMSS) practitioners.

National Committee for Quality Assurance
(NCQA)

the major accreditation body for managed care dgzgéions (MCO). It i<
an independent organization that works with theaged care industry,
healthcare purchasers, healthcare researcherspasdmers to develop
standards that measure the structure and functitC® quality
improvement programs.

National Committee for Quality Assurance
(NCQA)

A not-for-profit organization that performs qua-oriented acreditation
reviews on HMOs and similar types of managed chmesp

National Council on Graduate Medical
Education (NCGME)

Rations number of medical students specializingeitain fields “based ¢
the national need for new physicians in specifiecigties.”

National Practitioner Data Bank (NPDB)

A data bank created by the Healthcare Quality Img@nzent Act which it
a central repository of information on physiciatientists, and in some
cases, other healthcare practitioners. It contapsrts on medical
malpractice payments, adverse licensure actiongrsel clinical privilege




actions, and adverse professional society memigeastions

National Privacy Panel (NPP)

Responsible for ensuring “privacy protection asliggpo healtr
information.” The board establishes national, ugriglentifier numbers fo
plans, providers and patients.

L

NCQA

National Committee for Quality Assurat

net loss ratio

The result of total claims liability and all expesdivided by premium:
This is the carrier’s loss ratio after accountiogdll expenses.

network model HMO

A healthcare model in which the HMO contracts witbre than on
physician medical groups, IPAs and may contradh wihgle and multi-
specialty groups. The physician works out of histhen office. Physician
may share in utilization savings, but does not ssaely provide care
exclusively for HMO members.

non-participating provider (nonpar)

A term used to describe a provider that has natraoted with the carrie
or health plan to be a participating provider ddlttecare.

Not Accredited An accreditation decision that results when anmizgdion has bee
denied accreditation, when its accreditation iswdiawn by The Joint
Commission, or when it withdraws from the accrdatitaprocess. This
designation also describes any organization trenkaer applied for
accreditation.

NPDB National Practitioner Data Ba

NPI National Practitioner Identifi

NTIS National Technical Information Servic

@)

OBRA—Omnibus Reconciliation Act

The 'ax and budget reconciliation acts passed by Cosgkéigch of the
Act contains language important to managed capecialy with respect
to the Medicare market segment.

office visit

Physician services provided in an office set




OIG

Office of Insp«ctor Gener:

open acces

A term describing a member’s ability to srefer for specialty care. Op
access arrangements allow a member to see a patitigj provider
without a referral from another doctor. Also caltguen panel.

open enrollment period

A period during which subscribers in a health bempebgram have a
opportunity to select an alternate health plandpefifered to them, usuall
without evidence of insurability or waiting periods

Operative and Other Procedures

Includes operative, her invasive, and noninvasive procedures su¢
radiotherapy, hyperbaric treatment, CAT scan, aijl,that place the
patient at risk. The focus is on procedures amsbisneant to include
medications that place the patient at risk.

ORYX The Join Commssion indicator monitoring initiative for quality patient
care in hospitals.
OSHA Occupational Safety and Health Administra

outcome audi

A type of patient/medical care evaluation studwhich criteria are
designed to focus upon desired patient outcomesaits of treatment, as
distinguished from a process audit in which critddcus upon the
components of appropriate clinical intervention.

outcomes measurement

A process of systematically tracking a patientisical treatment an
responses to that treatment, including measurasdfidity and
functional status.

out-of-pocket costs

The portion of payments for health services reglicebe paid by th
enrollee, including copayments, coinsurance andctédes.

out-of-pocket limit

The tctal payments toward eligible expenses that a coveegson fund
for him/herself of dependents: i.e., deductiblespays and coinsurance-
as defined per the contract.

OWA—Other Weird Arrangement

A general acronym applying to any new and unuswadageccare plar
that demonstrates a new and unique characteristic.

P




PCN

See primary care netwc

Peer Reviev

Evaluation of the clinical work or behavior of ardividual by anothe
individual or group of individuals with like credisls whose training
and/or skills are similar. For example, physiciamphysician, podiatrist to
podiatrist, dentist to dentist.

per contract per month (PC/PM)

The amount of dollars related to each effectivetremn holder, subscribt
or member for each month (PS/PM - per subscribempath), (PM/PM -
per member per month).

Per Diem

A total payment per day regardless of what thetittharges ai

Per Diem Reimbursement

Reimbursement to an institution, usually a hospitated on a set rate |
day rather than on charges. Per diem reimburseca@ntary by service
(e.g., medical/ surgical, obstetrics, mental healttd intensive care) or
can be uniform regardless of the intensity of @i

per member per month (PMPM)

The unit of measure related to each effective mr for each month th
member was effective. The calculation is: # of siniember months
(MM).

Performance Improvemen

The continuous study and adaptation of a healtrmaanization’s
functions and processes to increase the probabfliaghieving desired
outcomes and to better meet the needs of indivéduad other users of
services. This is the third segment of a perforraaneasurement,
assessment, and improvement system.

PHO

See Physicie-Hospital Organizatic

physician

Any doctor of Medicine (M.l.) or doctor of osteopathy (D.O.) who is d
licensed and qualified under the law of jurisdintio which treatment is
received, or is defined in the summary plan desorip

Physician Contingency Reserve (PCR)

The “a-risk” portion of a claim or cafation that is deducted and withh
by the MCO (usually an IPA) before payment is mide participating
physician as an incentive for appropriate utilizatand quality of care.
This amount - for example, 20% of the claim - remaiithin the MCO
and is credited to the doctors’s account. The PCRvithhold” can be




used in instances where the MCO needs additiondsfto pay fo
specialty or subspecialty care, hospitalizatioplmrmaceutical
utilization. The withhold is returned to the phyait based on achieveme
of budgeted goals or his/her performance or pradtictompared agains
his/her peers, or a combination of both. Also chtieithhold.”

physician extender

A nurse practitioner or physician assistant whothasauthority to act as
principal provider, within certain defined limitatis, in the specialty areg
where they are most commonly employed.

Physician Member of the Medical Staf

A doctor of medicine or doctor of osteopathy whp vistue of education
training, and demonstrated competence, is granestical staff
membership and clinical privileges by the organarato perform
specified diagnostic or therapeutic procedures.

t

Physician, Qualified

A doctor of medicine or doctor of osteopathy whpvistue of education
training, and demonstrated competence, is gratiitgdat privileges by

the organization to perform specific diagnosti¢hmrapeutic procedure(s
and who is fully licensed to practice medicine.

Physician’s Current Procedural
Terminology (CPT)

A list of medical ervices and procedures performed by physicians
other providers. Each service and/or procedurdestified by its own
unique five digit code. CPT has become the heaighicalustry’s standard
for reporting of physician procedures and servitlesreby providing an
effective method of nationwide communication.

Physician-Hospital Organization (PHO)

These are legal (or perhaps informal) organizatibasbond hospitals ar
the attending medical staff. PHOs are frequentletiged for the purpos
of contracting with managed care plans. They aneesines called
MESH.

D

Plan of actior

A plan detailing the action(s) that an organizatiothtake to come intc

compliance with a Joint Commission standard. A plaaction must be
completed at the element of performance (EP) (séition) level, and
for some IPs, a measure of success (MOS) (sestieflmust also be
completed.

Podiatrist

An individual who has received the degree of doofgrodiatry medicint




and who is licensed to practice podie

point-of-service plan

A type of health plan allowing the covered persmohoose to receive
service from a participating or a non-participatprgvider, with different
benefit levels associated with the use of parttaiggproviders. Point-of-
service can be provided in several ways:

= An HMO may allow members to obtain limited servifesn non-
participating providers

= An HMO may provide non-participating benefits thgbua
supplemental major medical policy

= A PPO may be used to provide both participating reom
participating levels of coverage and access

= Various combinations of the above may be used

Policies and Procedure

The formal, approved description of how a govereantanagement,
clinical care process is defined, organized, amdezhout.

pool (risk pool)

A defined account (e.g. defined by size, geograjauation, claim dollar:
that exceed “x” level per individual, etc.) to whitevenue and expenses
are posted. A risk pool attempts to define expeclaith liabilities of a
given defined account as well as required fundingupport the claim
liability.

PPA

See Preferred Provider Arrangen

PPO

See Preferred Provider Organiza

practice guidelines

Systematically developed statements on medicatipeaihat assist
practitioner in making decisions about the appwadprhealthcare for
specific medical organizations. Managed care omgdiains use these
guidelines to evaluate appropriateness and medicassity of care.
Synonyms include practice parameters, standartirteze protocols and
clinical practice guideline.

Preferred Provider Arrangement (PPA)

It is the same as a PPO but sometimes refersamavghat looser type
plan in which the payer (i.e., the employer) makesarrangement rather




than the provider

Preferred Provider Organization (PPO)

(1) A group of physicians and/or hospitals who cacttwith an employe
to provide services to their employees. In a PRp#tient may go to the
physician of his/her choice, even if that physiaimes not participate in
the PPO.

(2) A plan that contracts with independent providatra discount for
services. The panel is limited in size and usuadly some type of
utilization review system associated with it. A PRP@y be risk bearing,
like an insurance company, or may be non-risk bhgafike a physician
sponsored PPO that markets itself to insurance aniep or self-insured
companies via an access fee.

preferred providers

Physicians, hospitals, and other healthcare prowidbo contract ti
provide health services to persons covered byticpkr health plan. See
also preferred provider organization.

Primary Care Network (PCN)

A group of primary care physicians who have joitagether to share tt
risk of providing care to their patients who aremmbers of a given health
plan.

Primary Care Physician (PCP)

The term generally applying to internists, pedaans, family physician:
general practitioners and occasionally to obsfatmigynecologists.

Primary Care Provider

The physician of an enrollee chooses to be hi personal healthcal
manager, coordinating the delivery of all healtbcservices. See
gatekeeper.

Primary Source

The original source of a specific credential tre gerify the accuracy «
a qualification reported by an individual healtrecgractitioner. Examples
include medical school, graduate medical educatiogram, and state
medical board.

Priority Focus Areas (PFA

Process, systems, or structures in a healthcaamiaajion that ca
significantly impact the provision of safe, highadjty care and can creatg
great risk for negative outcomes should the presy/stems, or
structures not function properly.




Priority Focus Process (PFP)

The process for standardizing the priorities fangking during ar
organization’s survey based on information colléabout the
organization prior to survey. The process alsosh&focus the survey on
areas that are critical to that organization’segrdtsafety and quality of
care processes. Examples of such information n@yde, but are not
limited to, data from the organization’s e-app (denition); the
organization’s plan of action prepared as parhefReriodic Performance
Review (PPR) (see definition) process; complaict sentinel event
information; data collected from external sourcegh as Medicare
Provider Analysis and Review (Med-Par) (see définjtdata;
performance measurement data; and previous suegeits.

[

Privileging The process whereby a specific scope and contgoat@nt care service
(that is, clinical privileges) are authorized fonealthcare practitioner by
healthcare organization based on evaluation ofiffigidual’s credentials
and performance.

PRO See Professional Review Organiza

Proctoring Actual observance of the performance of one piangt byanother

practitioner who has previously been deemed qadlifd act in this
capacity.

Professional Associatio

An organization made up of members of a profesfipthe purpose c
defining itself, identifying core competencies drahslating them into a
core curriculum; developing standards of practilseloping a code of
ethics, designing and implementing mechanismsdifregulation
including certification from basic to advanced; gmdmoting professional
development of its membership.

Professital Developmen

The life long process of growing, evolving and atbiag in an area ¢
work.

Professional Review Organization (PRO)

A physiciar-sponsored organization charged with reviewing drgises
provided to patients. The purpose of the reviete idetermine if the
services rendered are medically necessary; providadcordance with
professional criteria, norms and standards, andged in the appropriate
setting.




profile analysis

Analysis of statistical profiles of physicians, ipats, diseses, operation:
etc., which displays trends (patterns) over timéhsd problems can be
identified and changes enacted. Such patterns majtie evident from
the review of single cases.

prospective reimbursement

Any method of paying hospitals or ot healthcare providers for a defin
period (usually one year) according to amountates of payment
established in advance (i.e., capitation).

provider

A physician, hospital, group practice, nursing hpptearmacy of an
individual or group of individuals that provide$i@althcare service.

Q

Quialified Individual

An individual or staff member who is qualified tarficipate in one or a
of the mechanisms outlined in Joint Commissiondaeas by virtue of the
following: education; training; experience; compete; registration;
certification; or applicable licensure, law or ré&gion.

Quality Adjusted Life Years (QALYSs)

Years of life, adjusted for their lesser qualityedo iliness. For example,
a treatment prolongs life for three years, butghgent is in pain and
spends most of that time in a skilled nursing fagilve might say their
health status is only 25% of normal health. In tizete, the additional
three years is only worth 3 x .25, or .75 QALYS.

guality assurance

A formal set o activities to review and affect the quality of dees
provided. Quality assurance includes quality assessand corrective
actions to remedy any deficiencies identified ia tjuality of direct
patient, administrative and support services.

guality improvement

A continuous process that identifies problems ialtheare delivery, tes
solutions to those problems and constantly monttessolutions for
improvement.

Quality of Life (QOL)

The patient’s ability to lead a normal satisfyiifg,loften masured ir
terms of functional status, the ability to perfaawtivities of daily living;
health status, which includes ability to functias,well as improvement i

n

the physical signs or symptoms of the diseaséheoheéalth related quality




of life, which includes functional status, plus improved hest#tus, plu:
the ability to experience greater general satigfaavith life.

R

rate

The amount of money per enroliment classificatiai o a carrier fo
medical coverage. Rates are usually charged oméhigdasis.

rating process

The process of evaluating a group or individualetermine a premiul
rate in regard to the type of risk it presents. ikesnponents of the rating
formula are the age/sex factor, location, typendlistry, base capitation
factor, plan design, average family size, demogczmnd the
administration costs.

RBRVS See Resource Based Relative Value ¢

recidivism The frequency of the same patient returning tchtbepital for the sam
problems. Refers to inpatient hospitalization.

recipient A person who has been designated by the Medica&dcygas eligible ti
receive Medicaid benefits

reciprocity A contractual arrangement among plans wherebyqgizating plans agre
to exchange claim data and transfer claim paymengg;cordance with
agreed upon rules, when a provider in one plaitdgyrenders services t
a member from another plan. This encourages provideaccept membe
identification cards from participating plans.

Recommendation A citation requiring colective action based on the nature, severit

number of compliance problems which is accompahiedppropriate
follow-up monitoring.

reconsideratior

Appeal mechanism requesting consideration of aeraéwleterminatio
made by a physician advisor in carrying out reviesponsibilities
regarding a claim affecting the rights of the bémafy, attending
physician or institutional provider within a recgirtime unit.

referral

The recommendation by a physician and/or health folaa member t




receivecare from a different physician or facili

referral provider

A provider that renders a service to a patient Wa® been sent to him/r
by a participating provider in the health plan.

Regulatory Agency

The arm of government that enforces legislategulating an act ¢
activity in a particular area, for example, thedied Food and Drug
Administration.

reinsurance

(1) A type of protection purchased by HMOs fromuirssice companie
specializing in underwriting specific risks for tipsilated premium. This
becomes a cost of doing business for HMOs. Typiiakurance risk
coverages are:

(A) individual stop-loss
(B) aggregate stop-loss
(C) out of area

(D) insolvency protection

As HMOs grow in membership, they usually reducér tlensurance
coverage (and related direct costs) as they reéidamcial position to
assume such risks themselves.

(2) Insurance purchased by a health plan to pratagainst extremely
high cost cases. See also stop-loss.

Requirement for improvement

A recommendation thatas not sufficiently addressed in an organizatir
Evidence of Standards Compliance (ESC) and nedus smldressed in
order for the organization to retain its accredtatlecision. Failure to
address a requirement for improvement after twadppities will result
in a recommendation to place the organization inditmnal
Accreditation.

Resource Based Relative Value Scale
(RBRVS)

This classification system is used as a financieghmanism to reimburs
physicians and other types of providers by a diaasion system which
measures training and skill required to perfornivarghealthcare service
Adjusting for overhead costs, geographical diffeesnand services




rendered, RBRVS is intended to redress Medicaegiddncy tc
overcompensate for such services as surgery agdatific tests and to
underpay for primary care services that involvengixing and talking
with patients. The new RBRVS became effective Jgnii®92 and
represents a significant change in the way physicéae compensated fof
Medicare services.

retention

That portion of the cost of a medical benefit pesgwhich is kept by th
insurance company or health plan to cover intecosts or to return a
profit. Can also be referred to as administratosts.

retrospective review

A method of determining medical necessity and/or gmueite billing
practice for services which have already been meade

risk contract

An agreement between HCFA/CMS and an HMO or cortipetinedical
plan requiring the HMO to furnish at a minimum ldikdicare covered
services to Medicare eligible enrollees for an atiguidetermined, fixed
monthly payment rate from the government and a hipmremium paid
by the enrollee. The HMO is then liable for sergicegardless of their
extent, expense of degree.

Risk Management

An organized approach to identifying, assessing@aning for potentic
problems that may be encountered during the project

risk pool A pool of money that is at risk for being used defined expense
Whatever funds (if any) are left at the end of sigieated risk period are
commonly returned to those who manage the risk.

S

sanction A reprimand, for any number of reasons, of a pgdiing providel

self-funding self-insurance

A healthcare program in which employers fund bé plans from thei
own resources without purchasing insurance. Seliidd plans may be
self-administered, or the employer may contradhwit outside
administrator for an administrative services oM$Q) arrangement.
Employers who self-fund can limit their liabilityasstop-loss insurance gn




an aggregate and/or individual be

self-referrals

Arrangements for care beyond primary care madédypatient rathe
than the provider. HMOs generally specify to whitthouse departments
or services a patient may self-refer. For exanyméients may be allowed
to self-refer to optometry or mental health sersidéor non-HMO
services, patients are not allowed to self-reféméfcare is to be paid by
the HMO, except in emergencies.

sensitivity analysis

A “what if” analysis, in which several alternativeisttes of uncertai
variables are used to test the robustness of csinaclsl

Sentinel Event

An unexpected occurrence involving death or senguysical ot
psychological injury, or the risk thereof. Seridnjsiry specifically
includes loss of limb or function. The phrase ‘toe tisk thereof” includes
any process variation for which a recurrence waaldly a significant
chance of a serious adverse outcome.

service area

The territory within certain bowdaries that an HMO designates
providing service to members. Since easy accesdliethealth delivery
system is a primary HMO tenet, it is generally &edid that a member
should not have to drive longer than 30 minutesrder to gain access to
the system. Some HMOs establish a mileage radins their medical
delivery sites, some rely on zip codes and otheescounty boundaries td
define service areas.

service plan

A health insurance plan that has direct contradts providers but is nc
necessarily a managed care plan. The archetypdi{enally only)
service plans are Blue Cross and Blue Shield plEms.contract applies to
direct billing of the plan by providers (rather thailling of the member), &
provision for direct payment (rather than reimbuoreat of the member), a
requirement that the provider accept the plan’srdenation of UCR and
not balance bill the member in excess of that am@nd a range of othet
terms. It may or may not address issues of utibnednd quality.

shared risk

In the context of an HMO, an arrangement in whiphricial liabilities are
apportioned among two or more entities. For exampleHMO and the




medical group may each agree to share the riskagfssive hospital co
over budgeted amounts on a 50-50 basis.

Shared Visions—New Pathways

An initiative to progressively sharpen the focustaf accreditatio
process on care systems critical to the safetyqaatity of patient care.

Sherman Anti-trust Act

Federal law that makes illegal contractsnspiracy, and monopolies
restrain trade. Areas of concern for healthcaramimations include
reduced market competition, price fixing, preferpedvider organizationg
and exclusive contracts.

single carrier replacemen

The process by which a purcler of group healthcare coverage cover:
eligibles through one carrier and drops all otregriers already in the
account.

staff model HMO

(1) The staff model consists of a group of physisiaho are eithe
salaried employees of a specially formed profesdigroup practice,
which is an integral part of the HMO plan, or sidremployees of the
HMO. Medical services in staff models are deliveae¢HMO owned
health centers and generally only to HMO membehng. fhysicians in
either form of staff model are usually limited hretr fee-for-service
activities.

(2) An HMO that employs providers directly, andghgroviders see
members in the HMO'’s own facilities. A form of cemspanel HMO.

Standard of Care

Description of the conduct that is expectf an individual in a givel

situation. It is a measure against which a defefslaonduct is compared.

Standards Authoritative statements enunciated and made krimthe profession b
which the quality of practice, administration ouedtion can be judged.
Stark Act Legislation that prohibits a physician who hasnaficial relationship wit

an entity from referring Medicare or Medicaid pat&to that entity for the
provision of a designated health service.

D

stop-loss insurance

Insurance coverage len out by a MCO or sefunded employer t
provide protection from losses resulting from claiaver a specific dollar
amount per member per year (calendar year or dltediness).




Types of sto-loss insuranc

1. Specific or individual - reimbursement is givflen claims on any
covered individual which exceed a predeterminedidiole, such as
$25,000 or $50,000.

2. Aggregate - reimbursement is given for claimsctviin total exceed a
predetermined level, such as 125% of the amourda®d in an average
year.

subscriber

The person responsible for payment of premiumstmse employment
the basis for eligibility for membership in an HM®D other health plan.

sub-specialist

Someone who is recognized to have expertise ira@apy of medicine o
surgery. Within HMOs it usually refers to physictamnho are able to
receive referrals from primary care physicians.

supplemental services

Optional services that a health plan may coveraovige in addition to it:
basic health services. For example, many HMOs affehiropractic
benefit plan for an additional $4-$6 premium PM/Bidt allows HMO
members to self-refer themselves to chiropracto piroviders for
treatment.

Survey Team

The group of healthcare professionals who workttogyeto perform
Joint Commission accreditation survey.

T

Third Party Administrator (TPA)

An independent person or corporate entity (thindypavho administer:
group benefits, claims and administration for &ssured company
group. A TPA does not underwrite healthcare risk.

third party payer (payor)

An organization that acts as a fiscal intermedistyveen the provider at
consumer of care. Examples include HMOs, insuraaceers,
HCFA/CMS.

TPA

See third party administra

Tracer Methodology

A process surveors use during the ~site survey to analyze i
organization’s systems, with particular attentiomdentified priority focus




areas, by following individual patients through tirganization’s
healthcare process in the sequence experiencdt lpatients. Dependin
on the healthcare setting, this process may reguingeyors to visit
multiple care units, departments, or areas withio@ganization or within
a single care unit to “trace” the care, treatmant] services rendered to ;
patient.

J

trend factor

The rate at which medical costs are changing dgedhb factors as pric
charged by medical care providers, changes inrdigiéncy and pattern (
utilizing various medical service, cost shiftingdamse of expensive
medical technology.

nf

triple option

A type of health plan in which employees may chdosem an HMO, PP(C
or indemnity plan, depending on how much they atiéng to contribute
to cost. See also multiple option plan.

UB-92

The common claim form used by hospitals to bill$ervices Some
managed care plans demand greater detail thamilalale on the UB-92,
requiring hospitals to send additional itemizedsbil

UCR

See Usual, Customary, or Reason

unbundling

The practice of a provider billing for multiple cpanents of servicthat
were previously included in a single fee. For ex@mnip dressings and
instruments were included in a fee for a minor poae, the fee for the
procedure remains the same, but there are nowi@daitharges for the
dressings and instruments.

underwriting

A review of prospective and renewing cases for eyate pricing, risl
assessment and administrative feasibility.

upcoding

The practice of a provider billing for a procedthat pays better than tl
service actually performed. For example, an officé that would
normally be reimbursed at $45 is coded as ondghatmbursed at $53.

UPIN

Unigue Physician Identification Numt




URAC

Utilization Review Accreditation Commissi

USMLE

United States Medical Licensing Ex

Usual, Customary, or Reasonable (UCR)

(1) A method of profiling prevailing fees in an arand reimbursin
providers on the basis of that profile. One commmathodology is to
average all fees and choose the 80th or 90th pilegeaithough a plan
may use other methodologies to determine whatisomable. Sometimes
the term is used synonymously with a fee allowasatedule when the
schedule is set relatively high.

(2) The allowance measured and determined by congpactual provider
charges with the charges customarily made for amsirvices and
supplies to individuals with similar medical conalits. When covered
charges are based on the UCR allowance, the meadésalvill pay the
UCR allowance or billed charges, whichever is less.

utilization

The frequency wit which a benefit is used. For example, utilizatioay
be reported as 3,200 doctors’s office visits p80Q@,HMO members per
year. Utilization experience multiplied by the aage cost per unit of
service delivered equals capitated costs.

Utilization Management

The examination and evaluation of the appropriateioé the utilization o
an organization’s resources. Also referred to digation review.

Utilization management

A process that measures use of available reso(imsding professione
staff, facilities, and services) to determine mabiecessity, cost
effectiveness, and conformity to criteria for omimse.

Utilization review

The review of services delivered by a healthcaoeiger to determin:
whether, according to preestablished standardseivices were
medically necessary.

Utilization Review Coordinator

A hospital employee, typically a medical recordfpssional or a nurs
who coordinates the hospital’s utilization reviegtities, gathers data
from medical records and elsewhere for the usbetitilization review
committee, and assists the committee in its work.




w

withhold

A percentage of payment to the provider held bacthb HMO until tota
cost of referral or hospital services has beernrohited. Physicians
exceeding the amount determined as appropriateebliMO lose the
amount held back. The amount of withhold returnegeshds on individua
utilization by the gatekeeper, financial indicatfisthe overall capitated
plan and referral patterns through the year bygttekeeper, groups of
physicians or the overall plan pool.




